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INTRODUCTION 

God has given us life to see this beautiful world. Perinatal 

loss is one of the most traumatic life events. It is indeed a 

great psychological and emotional shock to not only the 

mother and father but the entire family and society as a 

whole. Neonatal deaths and still births arise from poor 

maternal health, inadequate care during pregnancy, 

inappropriate management during pregnancy and 

delivery, poor hygiene during delivery and the first 

critical hours after birth and lack of neonatal care. 

Perinatal mortality is taken as an index of the efficacy of 

not only antenatal and intranatal care but also of the 

socioeconomic condition of the community.1 

The perinatal mortality rate (PMR) is an important 

indicator of the quality of obstetric care during 

pregnancy.2-4 Perinatal deaths result largely from 

obstetric complications that can be prevented with proper 

antenatal care and quality neonatal services.5 In designing 

interventions/strategies to reduce perinatal mortality, it is 

important to know its magnitude, causes, and 

determinants in a given locality.6 The World health 

organization (WHO) estimated that of the 133 million 
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live births in 2004 worldwide,3.7 million died in the 

neonatal period, with 3 million (76%) occurring in the 

early neonatal period.7 Ninety-eight percent of the deaths 

took place in the developing world, where 90% of babies 

were born. In addition, for every early neonatal death, an 

infant was stillborn implying 3 million stillbirths per 

year. One-third of the stillbirths occurred during delivery 

from largely preventable causes.4 The purpose of this 

study is to identify the magnitude of perinatal deaths, 

their immediate causes, to evaluate various factors and 

determinants related to perinatal mortality, to take care of 

the patients and also to prevent it in subsequent 

pregnancies.  

METHODS 

This study was a prospective analytical study done in a 

tertiary care institute. Cases were recruited from the 

maternity unit of the three hospitals. Cases are defined as 

deaths of fetuses and infants from the 28th week of 

gestational life through the 7th day after birth. They fell 

into two categories. 

• Stillbirths: Fetuses that have died prior to their 

complete expulsion or extraction from the mother. A 

weight of 1000 grams (corresponding to 28 weeks 

gestation and crown-heel length of 35 cm) was used 

as the limit of fetal viability in this study. All 

stillbirths were further classified into fresh and 

macerated stillbirths. 

• Fresh stillbirths were babies born stillbirth without 

skin disintegration, skull softening, and lack skin and 

umbilical cord staining from darkened amniotic 

fluid. These infants are assumed to have died <12 

hours prior to delivery. Macerated stillbirths on the 

other hand have disintegrated peeling skin, skull 

softening, and umbilical cord discoloration by 

darkened amniotic fluid. Death has usually occurred 

more than 12 hours prior to delivery. All live births 

that died in the hospital within 7 days of delivery 

whether delivered in the same institute or referred 

from outside. 

Inclusion criteria  

• All fresh stillbirths delivered in any of the three 

hospitals during the study period, 

• All macerated stillbirths delivered in any of the three 

hospitals during the study period, 

• All live births delivered in hospital or referred from 

outside during the study period that died within 7 

days of delivery. 

Exclusion criteria 

• Denial of consent of the caregiver of an eligible 

subject, 

• Inability to estimate the gestational age of the baby, 

• Failure to trace the baby after delivery (outcome 

unknown).  

On admission of the antenatal patients, detailed history 

was taken, examined thoroughly, investigations done and 

managed accordingly.  

Patients were monitored throughout the labour and 

complications were managed, if any. The findings were 

recorded and then tabulated. Observation was made and 

compared with results of various studies. These patients 

were followed up for six months postpartum and 

counselled regarding prevention of perinatal loss in future 

pregnancy. 

RESULTS 

Table 1 shows that the incidence of IUFD was 3.7% and 

early neonatal death was 10.8% per total admission and 

perinatal mortality rate was 63.62 per 1000 live births.  

Table 1: Incidence. 

 
No. of patients 

No. of deliveries 3488 

No. of IUFD 131 

% of IUFD 3.7 

No. of NICU admissions 1043 

No. of babies delivered at institute 696 

No. of babies outside delivered and 

admitted at institute 

347 

No. of deaths  113 

% of early neonatal deaths (per total 

NICU admissions) 

10.8 

The denominator was taken as the sum of total deliveries 

in one year plus the number of outside admissions in 

NICU.  

Table 2: Antenatal visits. 

No. of antenatal visits 0 1 2 3 

No. of cases 33 14 01 02 

% of cases 66 28 02 04 

Table 2 shows that perinatal loss was more in patients 

having no antenatal visits as compared to those who 

received it. Perinatal loss occurred in 94% cases with no 

or only one antenatal visit as compared to 6% cases with 

two or three antenatal visits, which stresses the 

significance of regular antenatal care in pregnancy.  

Table 3: Mode of delivery. 

Mode of delivery No. of cases % of cases 

Vaginal delivery 38 76 

Caesarean section 09 18 

Laparotomy 03 06 

Table 3 shows that 76% of perinatal loss had vaginal 

delivery, while in 18% cases caesarean section was 

needed, laparotomy in 6% cases. Caesarean section was 



Pancholi N. Int J Reprod Contracept Obstet Gynecol. 2019 May;8(5):1719-1723 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                     Volume 8 · Issue 5    Page 1721 

required for indications like obstruction, previous c 

section, primi breech, meconium stained liquor, 

laparotomy was done for rupture uterus. 

Table 4: Birth weight. 

Birth weight (kg) No. of cases % of cases 

1.0-1.5 05 9.8 

1.6-2.0 09 17.64 

2.1-2.5 13 25.4 

2.6-3.0 20 39.2 

≥3.1 04 7.8 

Table 4 shows that 64.6% of perinatal loss occurred in 

those with birth weight above 2.0 kg. These were the 

cases where maximum difficulty was faced during 

counselling.  

Table 5: Cause of perinatal loss. 

Cause No. of cases % of cases 

Idiopathic 13 26 

Antepartum haemorrhage 04 08 

Oligohydramnios 04 08 

Preeclampsia 07 14 

Rupture uterus 03 06 

Obstruction 01 02 

Cord prolapse 01 02 

Congenital anomaly 03 06 

Meconium stained liquor/ 

meconium aspiration 

syndrome 

02 04 

Fever (P. Falciparum) 01 02 

Jaundice 01 02 

Intra uterine growth 

retardation 
01 02 

Birth asphyxia 03 06 

Septicaemia 03 06 

Respiratory distress 

syndrome 
01 02 

Congenital heart disease 01 02 

Hyaline membrane disease 01 02 

Table 5 shows that the most common cause of perinatal 

loss was idiopathic (26%), followed by preeclampsia 

(14%), oligohydramnios and antepartum haemorrhage 

(8%).  

Table 6 showed that emotional upset occurred in 100% 

cases, DIC, retained placenta, bladder injury, puerperal 

pyrexia, breast engorgement in 4,2,2,2,2% cases 

respectively. Necessary steps were taken for 

complications like blood components were given in DIC, 

manual removal of placenta done for retained placenta, 2-

layer closure of bladder injury, higher antibiotics for 

puerperal pyrexia, cold packs breast bandage for breast 

engorgement, psychological care for emotional upset.  

Table 6: Complications. 

Complications No. of cases % of cases 

DIC 02 04 

Retained placenta 01 02 

Bladder injury 01 02 

Puerperal pyrexia 01 02 

Emotional upset 50 100 

Breast engorgement 01 02 

DISCUSSION 

This study has demonstrated that perinatal mortality 

remains a significant problem, perinatal mortality rate 

was 63.62 per 1000 live births which was higher than 

census India report of PMR 23, 28, 32 per 1000 live birth 

in the year 2015, 2012, 2010 respectively.8,9,10  

The PMR in this study may be higher than expected from 

a community-based study because the study centers 

attend to referrals from primary and other secondary 

centers. Most normal deliveries are taken in primary and 

secondary centers, while the complicated ones are 

referred. This reduces the denominator and thus 

exaggerates the PMR. Lack of antenatal care results in 

perinatal deaths probably due to failure of early 

identification and management of maternal problems that 

impact negatively on perinatal outcome. Even in 

advanced economies with sophisticated diagnostic and 

monitoring equipment, lack of antenatal care categorizes 

a pregnant woman as a high-risk pregnancy.  

This obviously becomes more so in developing and under 

developed countries where the availability of basic 

equipment and consumables is a major challenge. Many 

studies have demonstrated the role of lack of antenatal 

care in poor perinatal outcome.6,11 It not only detects 

complications earlier but also helps in education of 

patients.11 The time of starting first ANC and total 

number of ANC visits that pregnant women receive and 

not attending the recommended ANC services may lead 

to adverse perinatal outcomes.12  

The study showed that 64.6% of perinatal loss occurred 

in those with birth weight above 2.0 kg. These were the 

cases where maximum difficulty was faced during 

counselling.  According to Daftary S et al, and 

Chakravarti SS et al, 40% of all stillbirth and 80% of all 

neonatal deaths were associated with birth weight less 

than 2.5 kg.13 In present study, low birth weight babies (< 

2 kg) were admitted to NICU soon after birth where they 

survived early neonatal period, hence in present study 

authors found 64.6% perinatal mortality in birth weight 

above 2.0 kg. The strong association between birth 

weight and perinatal mortality is due both to gestational 

age and to factors unrelated to gestational age.14 This 

study showed that the most common cause of perinatal 

loss was idiopathic (26%), followed by Preeclampsia 

(14%), oligohydramnios and antepartum hemorrhage 
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(8%). According to WHO estimates, in developing 

countries, asphyxia causes around seven deaths per 1000 

live births, whereas in developed countries this 

proportion is less than one.15 According to a study 

obstetrical complication associated with perinatal 

mortality were antepartum hemorrhage (4.35%), 

eclampsia (10.32%), obstructed labour (8.15%), and 

malpresentation (11.96%).  

Unexplained or idiopathic contributed to 13.58%.1 This 

study signifies that majority of the cause of perinatal 

mortality was related to obstetrics. Hence, to reduce 

perinatal mortality rate authors need to improve antenatal 

care of patients. Early identification of risk factors and 

appropriate intervention is important to bring down 

perinatal mortality.1  

Perinatal mortality is an important indicator of maternal 

care, health and nutrition. It also reflects the quality of 

Obstetric and Paediatric care available. Every effort must 

be made to reduce perinatal mortality. In many societies, 

neonatal deaths and stillbirths are not perceived as a 

problem, largely because they are very common.  

Many communities have adapted to this situation by not 

recognizing the birth as complete, and by not naming the 

child, until the newborn infant has survived the initial 

period. Health workers at primary and secondary level of 

care often lack the skills to meet the needs of newborn 

infants, since recognition of opportunity is only emerging 

in countries, and their experience in this area is therefore 

limited.15  

Every effort must be made to instill the importance of 

antenatal care in the society. The more antenatal visit a 

woman would take higher the chances of detecting high 

risk factor, so that it can be managed at the earliest. 

CONCLUSION 

The perinatal mortality rate (PMR) is an important 

indicator of the quality of obstetric care during 

pregnancy. Perinatal deaths result largely from obstetric 

complications that can be prevented with proper antenatal 

care and quality neonatal services.  

Proper and early management of complications must be 

done in the intra partum period. There is a need for 

awareness regarding importance of antenatal care and 

institutional delivery. Perinatal mortality is an important 

indicator of maternal care, health and nutrition. It also 

reflects the quality of Obstetric and Paediatric care 

available. Every effort must be made to reduce perinatal 

mortality. 
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