THE CAUSES OF STILLDIRTH AND EABLY NEONATAL DEATH
- AS OCCUBRING IN THE OPSTETRICAL UNITS OF TOE UNIVERSITY
OF CAPE TOWN DURING TUE YEAUS 1952 to 1955 m:mzvs,
UITH A STATISTICAL ARALYSIS OF 1933 PIBINATAL BTATHS
WITH SPECIAL REFERENCE T0 TOE PART PLAYED DY ANTENATAL
SUPERVISICN AND PREMATURITY IN TOE WilTR AND SOR-THITE
PATIENT.

F

THE CEUSES OF PERINATAL DEATNS WiTU SPECIAL
mm T{) TRE PALT PIAYED TY ﬁ?ﬁ@ﬁ?ﬁ
‘SUPMISIO’R IN TNF VEIYTE AND ?‘OH—WI’E PATIENT..

JIOULS RESRICE,MeBey HaBleColulis

{ Dopartaent of Chstetries and Gymsecology,Univeriity of
Cape Town)



The copyright of this thesis vests in the author. No
guotation from it or information derived from it is to be
published without full acknowledgement of the source.
The thesis is to be used for private study or non-
commercial research purposes only.

Published by the University of Cape Town (UCT) in terms
of the non-exclusive license granted to UCT by the author.



7]t is as natural to die as te be born; and to a Yittle
infant, perbaps, the one is as painfal as the other.”

"0f Denth® (Francis Dacon)

"The Pestraction of the Poor is their Poverty.”

Proverbs Xz 15.
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CALCULATION OF PROFABILITY RANGES

CGAPARISON OF SAWPLES VITH TIE AID OF THE X° DISTRIBUTION TEST. -

This distribution test{Penrson) is eminently snitable
whon it is desired to compare observations(samples) with
hypothetical values{anticipated values)e It pernmits
sizultaneons comparisonsyclass for claes,of several distributions.

If the observed frequencies in each slass emount to
i: e m) and t*he hypothetical anticipated mlnes to @ Jthon

2 es(f) 5 x=(mzm)-m

m

From this general formile ‘.i.he‘ valae 22 with swmmation
over all the c¢lasaes s obtainods With tl_zfis vaine the
probability P ias taken from tablesywith entry ot the degree
of freedon me

1f P in Yoss thon 0405(or ¢.01),then the difference

" betweor samples and anticipeted values{ezpected distribution’

on the basis of the hypothésis) is significout.

#ith higher walues for F ,from 10-80%, i1 is permissable
to assume o certnin agréement hoiwsen the values comparedy ieee
to regard the deviations between shem as due to chances '

‘-‘Iery high values for P however should he regarded uwith
saspicion a8 being due to on error in exlculation or a conbimation |
of extreme chmnces. Such a high degree of agmemut ig nover
a8 reliable as a more uoderaie oncs .

Compariscn of 2 samples with 2 or more classes esn
be presented in tabular form,and these are known a2 € x 2 and .
2 x n* {ables. '

A 2 x 2 table grises with the fo!lewiﬂg pro!ﬂm,very
often enconntered in mediead gzructwe% :



Of 108 babies delivered by forceps of women with
adequate antenatal care,zo”vére lost; of 237 babies born
of women with inadequate care 74 were lost. Is there a
significant difference in effect between patients delivered
by forcepsyand who had received adequate care and mo antematal
care?.

@he'apperriate 2 x 2 table is constructed
With A.N.C. {(a) 20 (¢ . 88 (e) 108

Without A.N.C.  (b) 74 (a) 163 (£) 237

TOTAL (g) 9¢ (»). 251 (i) 845

' The bottom line represents the rgquiréd‘popnlation in
which there is mo distinetion between the presence and absence
of antenatal eare. | v

The anticipated walues are novw calculated,only one
an&icipated*value being necéssary because in the: 2 x 2
table no farther values meed be investigated, e.g. (a) by
multiplication and division # | |

& - EXES® :"94.1{!8 = 20,43 = o
i “345 . a

411 other values are then obtained by simple extraction
from the totals. We can now obtgin(anticip&ted valuwes in
brackets) v
With A.N.C. {a) 20(29.43) (c) 88(78.57)  {e) 108(108)
Without A.N.C. {b) 74(64.57)  (a)163(172.43) {£) 237(237)

qomL  (s)eaed)  (mesi(es1) (3) sas(ads)




X aef{xen)-n 329—29-43388—78.57g74 M.&?; ette

2 .
- =(20 - 29.48)? | ( &8 - 15 .

129.43 o 73.5':

2 e 00483, -

?he degree of freedm B ﬂf any 2x 2 tmble isg = 1.

In this examplesfor n =1 ond £ = 6.@46, a valuc of B .
between 0.02 ond 0.01 is cbtained,i.es the difference between
foetal losses in patients delivered by forcepsywho had: .
received antemtal coresand those without care is significont.

The folloring table formula for 2 x 2 and also 2 x n* embles
quicker calenlations to be made{particularly with mlcniating o
mehines)z- o=

- Sanmple 1{ “152‘,'%@3 ) | ;&1 : 8, 8y ees 8(=) &= pa ‘
Sample 2( b 1, 9,3,.“‘“ ) B by by dese S(B) ey
oz . 8y + b ap # by @y by S(ai-b)un*nb

01 2 - 52 o Pa — u” oo{u
whence the ﬁuot.ients Py w e . Tg D a *D S
1 8, + b 3 3 :

. ay * bi 82 . 2 3
thieh %he proﬁncts yields L% 8Py %pa : 'i:‘ Nap
el o A (s(p) -ap)

Pg

Degree of frecdom = = n' = 1.
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In using this calmlatxcn S ueciml places glmnld be exployed
in order to obtain Lo emctiy to 2 decimnl plaees.

A11 statistical calenlations in tables produced
in relatiecn to perimtal mortality rotes{stillbirthe and
neonatal deaths) in the thesis pro&ueed vere bﬁseﬁ. on the
a‘bnve distrihntion testas

In&icatim of a significant thfferenee in rotes there
are red osterisks{ ¥ ) comparing not only differences in
"hooked” and "non~booked” easesybut also in the racial £roupss
Incidence of varions complications of pregooney and Jabour
are slse similarly fndicated. - ’
There there wos enly chance differences or mo aignifieanﬁ
stotisticel difforonces o bluc asterick (D) will be noted

.......



PREFACE.

PUYSICAL. _GROGRAPAY.

Cape Town is sitoated at the northern end of the Cape
Peninsula. The Peninsule 1lies off the west coast of the
minland of South Africa, extending from north to south a
distance of aboat 33 miles and attaining o maximon width of
shoot ten miles. Its average width ecast and west may be
estimted at five ézi!ea. The northern half of its eastern
side is connected with the mainland by & wide low-1ying sandy
isthmus, Lnown as the Cape Flats, which separates Table Day to
the porth-west froo False Bay to the south-east. The narrowest
part of the isthmus measures about twelve nmiles from sea to sea.

The backbone of the Peninsula is a mountain range which
extends frem Table Mountain (3,495 ft.) at its north end to
Cape Point at the south. The land slopes from the mountains
to the sea or vhere the isthmms joins the Peninmsula, to the Cape
Flats. Thile much of the Peninsaln aren lies at heights of over '
1,000 ft., most of the isthomus does not reach 100 ft., and a
rice of sea level would convert the Peninsula into two islands
nearly equal in area.

At the nortbern end of the Peninsuls mountain mass Lnown
as Signal ill, Lion's Head and Devils Peak, higher part of
Table Hountain, almost the whole southern two-thirds of the
Peninsula., .

From the bottom of the slope below the face of Table Wountain
extends down to Table Bay a bed of alluvial deposits, on which a
good deal of old Cape Town is built. At the shore of the Pay



there §a a considerable area of land thet hos been reclaimed
from the sea by the deposit of town refuse.

The Cape Flats. ,

The greater part of the monicipality is built upon the

M imeshury slate or granite, the sandy t}ape Flats, and

alluvinl deposits. On the const of False By the town from
Muizenberg to Kolk Bay is built on the Table Hountnin sandstone
or on the taljus and sand dunes covering the sandstone slopes.

The City of Cape Town consists of & ceniral portion, which
before the City extension of 1913 econstituted the whole
Sluniecipality and is sometimes known es Cape Town proper or
central Cape Town (Vards 2-6) and o e¢hnin of suburbs on ;either.
hand. The Central portion lies in the amphithentre which,
extending down to Table Day tovards the north-east, is backed on
the other sides by tbe precipitous face of Table Mountain and
its outlying masses, Devil*s Peak on the east and Lion's fead
apd Sigual Till on the west. It therefore lies hetween the
méﬂﬁm‘in and the Em, and, unlike the centre of most cities, is
not surroonded by its suburbs. ,

The soburbs extend beyond this amphitheatre op either hand.
To the west, the marine suburbs, known as Green Point; Sea Point,
Clifton, Camps Day and Bakoven {¥ard 1 and part of ¥ards 2 and 3)
lic alonz the Atlantic Sea bosrd for & distance of about six
miles curving the coast in ¢ southerly direection. They are on
the seaward slopes of Signal 1ill and Lion's llead. | |

To the east the "Southern Suburbs™ {Wards 7-9 and 11-15)
extend aroand Devil's Peak and are stretched for about sixteen
miles along the road and subarban roilway line which after
rounding Devil's Peak along the castern side of Table Hountain
in a southerly direction to the shore of False Pay.
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Toodstock and Salt River (Wards 6 and 7) next to Cape Town
proper, slope down to Toble Bay, and at the other end Muizenberg,
St. Jomes and Kelk Day (Werd 15) lie on the Mlse Pay cosst.

The string of suburbs between, known successively as Observatory,
Stowbray, Rosebank, Rondebosch, Newlonds, Claremont, Remilworth,
 Vynberg, Plumstead, Diep River, feathficld, Retrent amd

‘takeside, lie on the eastern slopes of the mountain range, ond,

to a greater extent, on the Cape Flats below them. The
mupicipal ity extends over the Flots to o varying depth up té 4%
oiles, and the parts on the Flats -i:nntnin a nusber of scattered
townships and estotes, some of which are served by the Cape Fle;ts»
reilway, which forms o loop lying in & more easterly position

than the suburban line. '

There is an extens:on of the Municipal ity beyend Salt River
 in o north-easterly direction on the Flats bordering Table Hoy. »
Thic (tard 8) includes the suburbs of itland, Frooklyn, Rugby,
Kensington and Windernere which, together with other townships
lying outside the municipal area of the city and following the -
‘wain road to the north, ore known as the "Northern Suburbsn.

Cape Town belongs definitely to the temperote zore, and
tropical disenses, »exeépt; in imported cuses, are entirely absent.
The atate of health and the mortality statisties of the European
- pard of the g;apnlatien are much the same as in a healthy

Furcopeasn town. '

SOCIAL AND _ECONOWIC CONDITIONS.

Forty per. cent of the total population of the Uunieipality
of Cape Town {(including Ionga Native Township) of over 470,000
| consiste of Whites or "Enropesns™. The other 60 per cent is
commonly designated a8 "non-Faropeans”, {non-whitea} 82 per cent
of these mon-Eurcpeans are of the mixed race known os Cape Coloured,
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and the remainder consxsta of Nhtlves and Imdians, who are

comparatlvely neweomers.”

- The Cape Coloured are largely the descendants of the slaves
of earlier d&ya,'whose-emnneipatxon was completed in 1835. Their’
ancestors of the eighteenth century and earlier were mainly:
EnrOpéans,.ﬂottentots, blacks from Mozambique, Madagascar and
other parts of Africa, and Fast Indians from the Duteh Fast Indies.
In more recent yeﬁrS'they‘have,reteived additions from European, |
Baptu and other stocks.

There is one section of the Cape Coloured, Moslem in.
religion, known as "Malays"™, who are more inmediatély descended
from the Dutch Bast Indians. Though they possess .a larger
infusion of this strain they are much mixed with the other

elements present in the Cape Coloured generally.

The social and economic cond1txons of the Cape Coloured -are
~on the whole unsatisfactory. 4 part of them have skilled '
trades and earn good wages but the ma;orxty are unskilled
_labourers and many of the men earn less than 708. a week when

in full work.  The posxtion is aggravated by the large size of
the families, but the fnmily 1ncome is eked out when 90851h1e

by earnings brought in by the wife and children. ., The measures
taken for the prevention and relief of distress are 1nndeqnate,

" and there is no compulsory insurance against sxckness,. There

is much undernourishment, and honlxng aecomnodatxon is expensive

" and bad. The social and cultural level is low. ° The prxncxp!e
of compulsory education does not’ apply to non—Enfopeans, and,
though there are some good Coloured schools, the general !evel

of schoolxng is low, and there is a lack of disciplxne in ‘
'adolescents and a serious problem caused by Coloured del;nqnency.
The 1llegit1macy rate is h;gh nnd venereal disease is rxfe. N

The social contrast between the Europeans and Cape Coloured ean N
be expressed by the statement that whereas in the whites it is
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only o smoll minority that belong to the depressed classes,
in the Coloured it is in the majority. The same contrnsd is
seen in the housing conditions; it is a small oinority of Eurcpeans
who live in slun conditions, but o mjority of the Eolodre&.

The Ratives constitute only 16 per cont of the non-Europeans.
They live in the Council's Rative township(langa) or as ordinary
non-European residents im the city {where they are mostly slum
dwellers} or in unsapitary shacks on the Cope Flats and Windermere,
or on their employer's premises. The segregation preseribeﬁ by the
Natives {Urban Areas} Act is by no means completely enfaorced, for the

reason that the houses in the teunship are {oo few to accommedate

the population to be housed. tany of the Notives are men from
the Fative territories who still retain their link with the
territories and comnonly return there eventually; but there is
an increasing population of detrilelized Watives who are permnently
resident in Cope Town and live here with their families. Their
social and economie conditioﬁs are on the whole worse than those
of the Coloured people. Illegitamicy and venereal disgease is common.
The Indians erve 7,006 in number. They are nearly all traders

and they are botter off than the Cape Coloured. Some of them
are making good progreas in busipess ond hecoming well-to-do.

~ There are parts of the city where the inhabitants are
mainly non-white and other parts that are exclusively occupied
by shites and their non-white servants. The various sections

_ of the community, however, are to a great extent intermingled,

and there is nothing approaching couplete segregation of the races.
The geogiuphical disposition of Yhite and Coloured is very much
the same as that of the well-to-do ond poor in & European town.
In the Operations under the Housing Act the estates for Earopesns
are separate from those for non-Furopeans, and this vill

contribate to progressive residential seporation. The provisien

of;a Native townchip has the same effect.
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INTRODUCTICON.

It is only within the last 2 decades that much attention
bhas been focussed on foetal mortality, what with the speétacular'
fall in matermal morbidity consequent on the vast improvements .
in antemnatal care, the conséquences of the discovery of the

antibiotics, and the liberal use of blood transfusioms.

Although "far from good" results have accrued from these
advances in our obstetrical units of the University of Cape ?bwn,

nevertheless striking improvements have been noted.

It is however sad to relate that because of the marked
differences in the socio-¢conomic status in our maltiracial

community, the benefits have not been equally shared by all races.

Hence although striking improvements in foetal mortality -
have occurred in the European race (whites), almost on a par with
mapy overseas teaching centres, no similear marked advances have bheen

shown in our non-whites {coloured and natives}.

BeSpité?the fact tha£ the differences in socio-economies
appears té‘bé the main contributory factor in the higher foetal _
loss in the non-white, it is my opinion that a far greater improvement
in existent antenatal services would still further strikingly .

lower the foetal mortality in these unfortunate and poor people.

It is with this object in view that this paper is presented
in order to outline the main reasons for the higher foetal loss
in the non-white, with particular reference to the benefits of

antenatal care. o

The presentation of this thesis wvas made possible only after
the publication of first annual maternity reports from our units
in 1952, under the guidance of Professor J. T. Louw. Since that
time regular annual reports have followed, and it is for the 4
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years 1952-35 inclnsiv&-ﬁh&t this paper ias-pfeyared_

In oréer to make this paper as readable as possible, I bave
divided it into 4 mein chapters as followss~

{1) Beeent trends in foetal gmortality ( stilibirths, neomatal
deaths and perinatal loss ) inp the obstetrical units of the
Upiversity of Cape ?ovn‘compared with these of other centres in
the Union and overseas. Reports of the H.0.8. of other ecitiea
in South Africa are included, and my gratefal thanks is extended
for their kindneas in personally ferwarding this literature to mo.

(2} Classification of the couses of stillbirths.

Pathological, elinico—ynthalogical and almost purely

clinieal classification are outlined, and comporisons with other centres
are presented. In our anits in almost the majority of inastences,
clinical clossifieation was followed boeause of the paucity of -
postmortex exanmination for reascns beyoad our control.
In only about 18.5% of cases were autopsies performed, and in 4%
permission nna-nottgéanted for such investigation of the cause
of death. It should hovever be emphasized that the causes of
stillbirths were discussed fally at conthly obstetrical meetings
of the teaching staff of the obstetrieal units.
(3} Antennts] care. :
The principles of antenatal supervisicn ore discuseed,

with o brief histery of antematal enre.

The pitfalls of inadequate antematal care in our units, and
of those of other eentres are outlined, in relation to "hocked™
and “non-hooked” caées_

The detailed effects of the relation of antermatal eare to
the individonl causes of stillbirth in our units are ountlined. ,
Not unimportont in this aspect were neonatol and perimnatal deaths,
whiech were included im the majority of causes.

White (as depicted by the figures from the Mowbray Maternity
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Hospital), and nom-white (from the Somerset Hospital, St. Honica's
Home, and almost entirely non-white unit from the Groote Schuur
Hospital) stetistice are compared as on index of the inadequacies
of antenatal care in the 2 races.

{4} Prematurity. v
Beeause of the close relationship of premterity to
foetal mortnlity {stillbirths, neonatsl ceaths apd perimatal
mortality), o comprehensive and deteiled report on this subject
as oceurring in our obstetric utnits and those of other centres,
with porticuler referonce to anteminal care is outlined.

Yhe incidence, causation, and foetol loss again with
emphosis on antenntal care, is noted with much detail.

The influence of socio-econcnic statne in relation to
foetal loss is deseribed in other centres and caﬁpared with our
hospitel population, nutritionsl and biologic conditions being
particnlarly detailed.

References to world literatare are included where possible
ander the wony subhesdings followed in this poper, and brief
sunmaries on these subjeets are outlimed.

I wish to apologise for the many tables ond graphs which I
have fourd necessory to illustrate wy points, which will msie
tireaore reading. This hovever was heyond my contrel.

By thunks are due to Professor J. T. Louw for his help and
adviee in the preparation of this thesis, ard the encouragement
he offered in the compilation of the subjeect eaterial, ard also
tc the Yeaching Nospitals Board for their foresight in assisting
with the compilation and publication of the hospital) anvmei reporte.
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RECENT TRENDS IN STILIRIRTH RATES.

. o )

The standard of cbstietic service for any institotion or
country can nearly alwnys be ganged by the nunber of stillbirths
and neonatal deaths occurring in that community.

As & general rule a lor obstetric death rate means & well
organized waternity service and 2 high standard of obstetrie skill
and converseiy. But a high standard of cbstetrics mey not .
produce & low obstetric death rate, if mothers are generally
unhealthy, antenatul care unsatisfactory with a high proportion
of “non—hookeﬂ" patients, apd a low pereentage of hospital éelivarvo_

The increaaed efficiency of the obstetric service as indicated
by greatly increased numbers of patients confined in hospital
shich in itself is suitable and adequately staffed with adequate
foeilities, wonld increaae‘the efficiency and lower the avoidable
loss of infant life. '

The part played by the obstetricien in preventing
obstetrical deaths however depesds to no small extent on the
¢circumstances under which he works. The lower the existing
standard of obstetrice and the higher the 2¢illbirth rate, the
grenter muet be his scope. |

Apart from the above factors, it may be gonerally concluded
that the social status of eny. community vill largely influence
the obstetric death rate, and that the differences in stillbirth
rates between the social claases are probably the effects of
inadeqnaﬁe nutrition and poor health in the poorer sections, both
during and prior to pregpancy.

A faulty childhood environment resulting in contrasts in
" materoa! physique and health with regreduetiv@‘inéfficieney;
which high standards of sntematal caore are pnable to prevent,
appears also to he a reasomsble postulation in the cansation of
foetnl mortality. |
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It is well known that there haa heen a drematic redaction
in s%til1lbirth rates during the war years in Dritain, and other
Buropean countries, because of well ntganized, antenstal services,
supplementation of diet, and improvements in obstetrical practice
such as increased use of Caesarean seetien (in fawvour of more
hazardous vagimal delivery), blood transfusions, and the uce of
antibioties. |

So similorly has there been o lowering of loss of foetal
1ife in the CTity of tnpe Tomn genemliy, and in the obstetric
units of ocur university.

In groph 1. the reduction im stillbirth rates in Cape Town
for whites and nan-whites; is compared with those of England and
¥ales, snd Denmark is clearly shoen.

- Graph 2a reveals the stillbirth rotes ir our cbatetric onitas,
in the 5 teaching centres of the University of Cape Town for the
~ years 1852-G5 {inclusive}. 4Apart from the Groote Schuur Hospitol,
where the more severe complicaticms of pregnancy were dealt with,
viz. preeclompsie, hypertension in pregnancy, cardicc disease,
diabetes in pregnancy, and the like, the comparetively low still~
birth incidence st the Mowbray ¥aternity Hospital (all white women)
is striking when compared with nonafhii.e institotions sach as
Scmerset Hospitsl, 3¢. flonicat's Home, and Peninzula ﬂat.ernity |
flome {mninly non-shite).

The close relationship between stillbirth rates ond oaternal
mortality can be assossed by moting graph 2h, particularly Groste
Scheur Hospital. Agoain the lower mtermi‘l‘ mortality in whites
epnpared with non-whites will be obvious. |

 Grapk 8a shows the striking difference i stillbirth rates
for the City of Cope Town, for vhite apnd non-white patients,
comparing the percentage hospitnlizotion in the 2 races {graph 3b).
As expected the matermal morbidity showed & similar tremd {graph 3e).
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TNE_ODSTETRIC DEPARTMENY OF THE UNIVERSITY OF CAPE TOWN.

Scattered vithin a radius of 3 to 4 miles of each other,
there were 5 obstetric units used meinly for teaching purposes
of medical students and pypil midwives. In eddition, because
of shortage of obstetrical beds in our hospitais {mainly non-
vhites), a fairly large district midwife proctice was employed.

Antematal clinics served oll the units, which restricted
adwission to heospital for only primigravidee,; abnorml cbstetric
coses, and women who had had 4 or wmore previcus confinements.

’!’he Peninsula Maternity H‘o’sz;ita@ -

This, the oldest teaching unit, was situnted in the heart
of the non-vhite ares, and provided eccomcdation for 37 women
originally, 22 being for non-vhites {mminly coloured, and matives)
and IS5 for whitea. Origiznlly erected as the snin teaching
institution for training students, and pupil midwives, this centre
catered for the majority of the abnormel cases, and primipgraviduee -
for the Cape Peninsula area and outlying distriets as far afield
as 200 miles from Cape Town. '

anﬁemml facilities which were far from adequate already
as far boek as 1946, have not been extended since for this
institution. Alrecady et that time shen the first ammmal report
for the Peninsule xﬁternity' Home was published, es many as 7085
antenatel attendenees were reported.

| How "far behind the time® antenstal facilities were in 1055
cen be judged from the fact that with no improvement in
accommodation, no less than 19151 attendances ocearred at this

enit alone.

1t was apparert that with such increage in antematal
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'atténdancé:that the*gvuilablé mceommodatioﬁ‘would be proportionately
iﬁc&eased, to deal with the larger numbers of women secking

hospitai confinement. No such increase has transpired, with

the rezult that the average numher of women at any one part;cuiar
time a3 patients in this hospital during 1948 was 55-60. Every
availaebie spaeé, including hospita} corridors, and on rare occasions
bath rooms, were Peing ased to accommod&te women sorely in need

of institutional delivery.

A similar dxff:cnlty in prov1ding room for babies delivered
was encountered,‘as the hospital was not bnilt orng:n&lly for

 the unexpected larger inflnx.

Frequent refusal of admxssxon to- hOSpntal of patzentq
often in urgent need of ‘accommodation was encountered; and _
;‘"outpat1ent treatment® of sick antenatal patients (with preeclamplmm, '

" hypertension etc.) was a not uncommon roubine.

Early discharge of "delivered" patients-was-thefefore'
coﬁmonly'practiced,‘mnch agqinst our wiil, in order to make beds.
available for the more argent caseg. The sendiag home of a
woman 24 hours after delivery, was the only solution in many

easdes, which were superviséd later ﬁyxdistrict,midwivesa

It should be mentioned that»thé‘&llowance of nursing staff
and medical men serving this hospital was based on the number
of beds originally provided, and not on the actuxl number of
patients dealt with at any one particular time. The effect of
the type of work turned out must hence necessarily be adversely
affected(Louw), which was reflected in the too common outbreaks
of infection in the nurseries and wards.

There were no X ray facilitieas, or hacteriological
laboratories ip this institution. All investigations of such

nature were referred to the Grooté;Schuurfﬁospital, or medical
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school which were some 2 milea avay. The long delsy in obtaining
reperts was obviously o smag in such arrangezents. Of conrse
in many instances, the average non~vhite potient counld i1l afford
to spend on @xira'fowspence, or the %ime for such investigatiens.
It is obvious that this hospital, altbough carrying &
tremendous ﬁarﬂen; with often remarkable results, is antiquated,
and reguiring cither vast improvesents in strocture, or re!ega&ed
to e great reduction in obstetrical status.

THE SﬁﬁERSF? ﬂﬂSPIﬂkL. ‘
This institution aduitted only non-white wnmen, the m jority
of whon were natives (Bantn) end colanreds.

Accommodation in this obstetrical onit ecnsisted gf 40 beds
and an equivalent nuwber of infant cots. |

‘Antenotal clinies are supervised daily usurlly by medienl
stoff specially troined in obsteiries, and & fairly large district
widwife practice is supervised from the staff of this unit.

‘Facilities for adeguate antenatal ecare in this unit as at the
-Peninscis Haternity flome are not up to stendtard, becanse this
hospital was not originally built for smteraity work. Again the
preklem of imadegunte acconmodation for the nuzbers of patients
attending the cntepatal clinics was a sericus one, "cutpatient
trectment® Loing & neceasnry evil particularly for preeclampsia
and hypertension of pregnancy, to gquote merely one example.

It zeed merely be mentioned thot in 1083, ro fewer than 5463
attendances iéo& plute in these cliniee, and in 1955 had incrensed
to 7000 without increased facilities for antenatel supervision.

A8 ot the P.M.H. the type of patient admitted to this unit
was of the loweat socico-econcmically, ard irn very poor stete of
health. ‘ :
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, ‘l’he on!y advanmge this hospiml had over the P.U.H. was
the fact that fbcilnties for antenatal X rays were available,
gthersiae 0o lmnorutaries fqr pathologigal anté bacteriological
investigations were 6n the premises. '

- It is to be ccﬂcluded that this oﬁstetricai'uniﬁtnéeds N
improvement; especially in;the,ﬁeed:for.lyiﬁg~in‘be§s‘for the
agpervieion‘of<antenntal medicui;complicat@oﬁa. |

ST, MORICA'S FOME.

This ohetetric unit woe only for mon-white potients, eainly
coloureds and fewer natives. Accommodation for 32 patients was
available.

As with the 2 previous institutionsz the work of this mnit
was supervised by medical etaff aspecially trained in midwifery
with daily antevatsn) clinice and o district midwife praetice.

Again no laboratery facilities were available here.

On the vhole the numbers of cases dealt with in this unit
were far less than at the other non-white hospataia, partxeninr!y
in relation to the amount of "emergenc;ﬂ work, the brunt of
which mas borne by the other non-shite aniis. |

GROOTE~SCUTUR LEIPITAL.

The mjoﬁty of women admitted for confinement to this
hespital {Vard 410} were non-vhites, with the more serious
complieations of pregnancy, viz. precclampsia, hypertension ia

pregnancy, diahetes, eardiecs, and the like. Patients with
aecidentnl haemorrhage and placenta praevia wers never rofased
admisgion.

14 was not surprising to note that the foetal and maternal
mortality therefore was extremely high, for the above reasons.
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It was merely to relieve tie severe strain in the work at
the other non-vhite institutions, that this "speeial word® we
opened up for.miﬁsifeéy, in o general auﬁgié&i.hospitul.
of course the burden of complientions of pr@gﬁﬁncy | ¥
taken here, but so great wag the "overflon" that the other units
were atill stroined to the limito

Since 1955 this ﬂarﬁ_ceaseﬁ to ke in~nperation'faf‘midiiféry
and again the stressee of overerowding and overwork was put on
the Peninsuic Moternity Home, and Somerset Hospitals.

THE NOVIRAY MATERNITY HOSFITAL.

| Only white patients were admitted for confinement in this
~ completely white hospital, with 32 bed anccommodation. '
This. hospital was originelly built not for mﬁsemi@y work,
and had heen converted from & private general hospital.. '
 facilities for adegunte saternity work were not zdeul,
sgain the abseuce of laboratory investigations, X raye and .
 similor necessities bein nom-existest. o

Antematal clinies were wapaged ander great diffienﬁtien,
because of the laek of adequate space, and &ccommadationq
Wedieal etmffing occeurred throngh‘apecialty trained doctors,
and aidwiveas.
Hovewer it was never a feature that such gross imndeqencies
a8 occurred in the non-white units allowed to occur here, hecause
of the presence of several private white maternity hospitals elsevhere.

rﬂﬁm’}s I n}\!\} - .
There wero re&sonuuly adeguate facilities for maternzﬁy work in

the vhite population of Cape Town.
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fowever among the nmon~whites a groas deficiency in maternity
accomuodotion, and faeilities for satisfactory anteartal eare in
cur units of the University of Cape Touwn, is present.

Taken by and large, it iz to be "mrwelled® that among cur
non-vhite maternity population, such good resulle bave been obtnined
with the lack of facilities. | |
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DEFINITIONS.

STIILRINTES.

There is some confusion todny in the interpretotion which
exists for o stillbirth, and despite t{he accepted deflinitions,
there are many Schools whick do not follow such an interpretation.

from a scientific point of view it is snggested. thet any
child which shous signs of life be regerded es a live hirth.

The ncceptod legal defivition ne clearly stated in the Births,
Deathy, and Regiatmtion Act of 1926 for England and Beales is as
foliows: | | _

* The terms *"S.B." and "stillborn® shnll apply to
any child vhich bas issued forth from the mother
after the 28th week of pregoancy and which did
not et any time after being completely expe!zed

from its mother, braathe or show apy other szg
Bf ]irﬁu o

The child must be campleteiy outside the huﬂy of the mother
{i.c. head, trunk, and 1imbs) but the cord mey be uncat and the
placentas still inside t¢he unterus. R

dunre Kerr et ) {1954} end the Manmi of Intem;ﬁﬂmi List
of the cemses of deoth {1950} similarly guwote the ebeve definition.

Other authorities however vary in their definitions and seme
of their opinicns are guoted.

in Scotlond {1933) the Registrations of Stillbirths Act
regards o stillbirth in the same light as that of Englend and ¥nles.

There is little doubt thn.t some attendants will mke little
effort to observe pulsation of the umbilical cord or any other

eyu&enee of the beating hearti.
Bespiration by the lunge is however not the cnly adeption the
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newhorn must meke to ite new environment.

of eourse strict adherence to the period of gestation of
after the 28th week imparts ancther complication, because not
infroguently there is smisinterpretetion of duration of pregonncy,
especinlly if oaternity henefits are dependent on the estimation
of 28 weecks., Unfortunately ome cannot control such faetors,

In the United States of America the definition of stillbirth
waries from stete to state. For example in New York City an
attempt &8 made to vegister all prodacts of conception whatever
the duration of gestation.

In other arcas the line is drasn as late as 7 calendor months,

Some regions require certain criteria of weight, Iength to be

“vatated in addition to the specified minimum duration of pregmney.

It will be recognized by obstetricians that the dnmtien of
gestaticn cannot alwnys be ascertained reliably or with certainty
. apd this fact must introduce some error, whatever the specified

| duration,

In attempting to institute compariscns between different
countries the most reliable appronch posaible is to consider only’
those regions, which lay down the same minimum period of gestation
a8 in Dritain {and South Africa} and have no weight or I:ength re~

' guirements, which make a serious attempt to exclude early neomtal

: death, and which are believed to have reasopably compiete
 registration.

There is only a small group of countries which sntisfy these
requirenents (apart from the Union of Scuth Afrien) such as
Scotlond, Donmark, New Zealahd, flollond, Dngland and Wsles.

_ +. In Scotland {vide supra} the regiatraﬁion of s8tillbirths act
was passed in 1938 and came into operation in 1939. Essentially
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it extended the operations of the existing legislation for England
and Toles, but with one important additionsl provision mamely that
a statement of the asuﬁpoaed wedienl eause of stillbirth was re-
guired from the doctor or midvife when registering svch o deoth.

‘Hollend andi Iane-Claypon (1926} aecepteﬁ on!y respiretions
as evidente of livebirth.

" Browne (1939) states that © stillbirth meons o state in which
the infont is born with the heart beuting, but mever estoblishes
respiration. ~Dead hirth on the other hond presents no heart
sounds or respirations. *

Johnstone (1937} accepts " only an absence of vespirations *
o8 being a stillbirth, even althongh the heart sounds are present.

gueen Charlott's Textbook of Obstetrics {1939) states -
® only the absence.of pulmonmary cireulation or mapimtion " even
with & positive heart beat. '

Trews {1948} defines a live hirth as s viable foetus wshich
» exhibits pulaonary respiration. * Polmonary respirations arve
the only sigos of live bhirth. A dead birth is o vishble foetus
with no respimtion. :

Comyns Berkely, Foirbairn, and Clifford White (1831) state
" A stillbirth is the birth of o stilltorn child: a child which
exhibits no signs of 1ife, i.e. wvhen the heort beat has ceased to
funetion. Crying and breathing only occurs when the heart is
' acting, and ean be taken as signs of life. Dut the absence of |
either or both is not to be held proof of absence of life of the
child, * '

In Densark, stillbirths hove been recorded since 1801.
These figures are regarded as weliable throughout this shole
period until present day. The definition bere is similar to
that of Tritain.
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Bev Zealond hns ﬁegistered atillbirths sinee K‘hrch wza,
aeccording to the fonowing deffmitions&— n A atillhir&h is one
in whieh a stillborn child has iasued forth from the mother after
the expimtmn of the 2Sth week of pregmmey, and which vas mot
alive at the tme of issue. ™

In Nolland since ‘1924 stillhirths have been registered, and
these atotistics are comparsble to those of Great Britein. - -

' Of recent years the World Fealth Organization {V.0.0.) io 1956
defived o live birth as the complete oxpulsion or extraction from
its mother of a produet ‘conception, irrespeetive of the duration of
pregnancy which after such separation breathes or shows any other
evidence of life such ae beating of the heart, pulsation of the
umbilieal eord, or definite movoment of volﬁnﬂmry muscles, wvhether
or mot tﬂ:ef umbﬂiq&l cord has been cat or the placenta is attached.
Each product of such a fhirt,b is considered live born.

Foe‘t&l death was defined as death prior to the complete
expalsie.n or extmetion from its motﬁer of preducts of cenception
irrespective of the d_umti,on of pregonancy: the death is indieated
by the faet that efter sach separation the foctus does not breathe
or show evidence of 1ife such aa beating of the he&rt, pnlmtion of
the mbzliwl eord, or deﬁnite movement. of volun!»@ry mnacles. ‘

CONCLUSIONS.

Generally spenking, and taken for granted by the
m jority of teaching centres, the definition of o stillbirth is
as £5110ws3-~ o |

®  A.S.B. or stillborn child is one which manifests
only absence. of pulmonary wentilation. "

‘Despite the legnlly propounded criteria thot there should be no
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signe of life, i.c. absence of foetal heart beat and respirations,
most schools follow the former definition. ‘

In our units of the obstetrical dopartment of the University
of Cape Town, the mere absence of respirations is all that is
needed to register a stillbirth.

To overcome the legal definition, nearly all centres include
the term "dead birth", in which both heart and respirations are
not present at the time of expulsion of the child.

NEONATAL DEATHS.

Generally speaking these include death of a
child during the first month of its extrauterine existemce. An
"early nconatal death" is one in which the child dies within the
firat 7 doays of its birth.

PERINATAL MORTALITY.

This term is of recent origin, and is defined
as deaths due to stillbirths and early neonstal deaths combined.
Obstetrically speaking, this term is of significance because the
majority of these infants have lost their lives due to an

obstetriecal cause (apart from malformationms.)




32

REFERENCES .

tiunre Kerr, H.d., R.F. Johnstone, and Phillips, M. (1954): -
Bistorical Review of Pritish Obstetries and
K Gymeeology {1800 - 1950}. 5
-:Edm'hnrgb and London. Mvmgatoma
Banusl of IMErmtioml 1ist of Cauvses of Death (1940):
fonton. H.4. Statistic Offiece.
Registration of Stillbirthe Act {(Scotland)s 1’939.
Bmﬂmm, BEoCey E.G. Fandy, T.C. Daily, and €. B. fayes (1038}:
. Amor. J. Pobl. Heslth, 28, 491.
New York City. Vital Statistics of U.S.A. Part I {(Various yeara).
' : ' washington Government
Printing 0ffiec.
ﬁolltmﬁ EJ,-., and J.E. mne—maypon (1926}‘: Sp. Rep.Ser.med.Coun.
Fo. 109.
Browne, Fod. (1939): An%mtsml and Postnatal Care. Oth ed. Yondon
- Churchill.
Johnstone, R.W. (1937): A Textbook of Midvifery. Sth od. London,
. Aﬁnm and Charles Black.
Brews, A.A. {1948): mm ond Hollend's ¥anual of Obstetrics.
v 9th ed. London, Churchill.
Comyns Berkely, J.5. Fairbairn, and Clifford White (1931): v
Midvifery by Ten Teachers. Iondon, Arnold and Co.
. Sutherland, I. {1949): Stillbirths. Jondon, Toronto and Now York.
{guoting statistics on Demwark, Holland and
\ Nev Zenland).
World Health Organisation (Technical report}; Series 27.
\ Expert group on Prematurity.
Fionl Report. Geneva,
Switzerland {19506).



33

. CAUSES _OF _STILLBIRTHS.

- The‘first:reqﬂirement‘of any classification 'is that it sﬁou}d
" not allow the same condition to be classified under more than one
heading. {Morison).

It is unsatiafnctory if in the sﬁme classification a condition
can be grouped either aceord1ng to the apatomical Jesions produced
or according to its etiologic basis. It is eapeciully undeanrable
if the etiologxc basis is indefinedzand can produee more than one
type of lesion. 1If foetal de&th can be attributed to diffxeult |
_or prolonged labour it is obvxous that some of the deatbs mttrzbnted
to this are likely to be due to birth trauma, others to infection
of the foetus invntero,‘anﬁ yet others to anoxia arising from
eonditions_outéide the foetus. Deaths which should he préperly
nttributéd‘to thesé inttér conditiDBS‘williapﬁear‘nndei thé henéing
of difficult and prolonged labour, but even this category will be
incompleté, since an unknowvn number of foetal deéths due td pro-
longed labqu;’will-be certified as deaths due to‘traumu?and oiher»

cAUSeS.

The .assessment’ of the true incidence of foetal anomalies,
birth treuma and infection can only be complete in & small end
often selected group submitted to detailed autopsy.

An assesanent not based on precise information may have some
value, if it serves as an index of the standard of midwifery and’
admits honestly vhat is known and what is not.

"If the quest for a suitable designation is mistnken for the
study of the renl cause of death thean classnfication is worse than
useless. N

Classification is only a means of dividing up meny factual
observations so that they can be selected for study in further
deta:l. (Borison).
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CIASSIFICATIONS OF TOE CAUSES OF FORTAL DPATH.

{(A)  Classifieation b the time of foetel death,

{i} Antematal or anwpurtm millhirtbs, f.e. bofore the
onset of labour.

Aloost all mcerated foetnses belong t.e t.his gmnp, bnt. not
all of this group are sacersted. The eause of the foatal denth
in this group can be rarely doterained. {#orison). In some |
cases for example when accidente]l haemorrhage coincides with the
onset of premsture labour it is difficalt to decide if foetal
death oceurred before or after the onset of lahour. 1In faet it
iz often imposeible ender such eircumstances. o '

{it) Intramatal or ictrapartam stillbirths.

Inbour has already started in these cases, and usually
while the foetus is being born, footel death may occur, when the
most perilous @eriod of intrauterine existence is present.

(153} Postnatal stillbirths. |

Thie term is used in o c¢lassification e!‘ t’be feague
of ¥ations to describe donth in the brief period after expulsion
»bof the foetus when respiration wns not established tho;ug’h. the foctus
gave euch evidence of life as cord *pﬂlsation or foctal heart beats.
Probably less then 1% of feeml deaths would be recognized as
" belongiong to such & group. Taken by and larpe these infants are
being registered as stillbirths in the mjority of UK. and
comantennh Univeraity Teaching hoa_pim!a. ’ ,b

About half of the stillbirths occur hefore the onset of lobouk
{Bden). .

According to Dtmhém et al 58 per cent of 8780 cases colleeted
by them introuterime denth occurred before the onset of labour.’
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Campbell and HcKinley reported that 110 (29%) of 383 still-
births occarred prior tc the beginning of labour.

Again Dunham et al report on intrauterine daut.h in relation
to the duration of the gestution as follows:~

Duoration of Gestatiom.’ No. of Stillbirths. Jage dcad before.

20 -~ 27 weeks S 1087 7%
28 -~ 35 weeks | S 1786 - 74%
36 wecks and over. . 3418 - 44%

The decreasing percentoges with tfhe. approach of term geatation
seem to saggest that foéta‘_l. death my predispose to delivery i!mfbre
term. Since such delivery will fréqnahtly resalt in a baby
premature by weight, the implication is that prematurity in e
stillbirth may ofter be the effect rather tht_m' the cause of foetal
deaths Whilst data does not definitely establish this interenting
point, they serve to emphasize the closencss of the association
between premmturity ond stillbirthe. |

Studies such as thease indicate that the main caunses
predisposing to stillbirth should be sought in the a.ntemtai period
and not during lebour. It alsc emphasizes the point that greater
cohstetricel skill can only hope to pretent: & proportion of still-
births. On the other hand it is possible that too groat a A
willingness to interfere with noranl lohour my canse a number of
stillborn infants. ’ |

Digressing sl ightly from the above, Yernshalmy in the United
States of America demonstrated a definite variation in stillbirth
and neomatal mortality according to the hour of the day at which
Lirth occurred. The rates were cousidemhly higher for infents
born between the hours of 3 and 6 a.n. The anthor calculated that
the percentages of deliveries which were operative at warious times
of the day, ant found that this percentage followed the same trend
as the stillbirth rate. He is hovever careful to point ont that
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o

there is not necessarily any cansative conneetxon. ~
Following this polnt further, 279 stillbirths were investigeted

from the records of the Somerset Hospital (non-whites) from June 1955

until December 1957, aecord;ng to the times of day when these still-

blrths oecurred as follows'—.

-

Xime of _ o
Stillhirtha 6p.m.-midnight. Hidnight-6a.m. Ga.m.—midday-Gp.m.
Number of S.Bs's. 92 T2 | 67 " 48
Percentage | 32.9% 256.8% 24% 17.2%

Although the majority of stillbirths occarred during'thefhours
6psme-midnight, no definite conclusions were reached with so few babies
analysed. ' '

In the units of the University of Cape Town, no fewtr than

53.4% of stillbirths delivered showed no evidence of foetal heart
sounds when patients were admitted to hospital, whether in labpur

or‘got-

(B) Classification according to the hazards of birth or
pre-existing at birth.

- This clessification was,emp!oyed in the repoert "Infant Hbrtality
in Scotland” issved by the Department of Health;‘Scotland in 1943.

Thirty-five to 40 per cent of st1llhirths are represenﬁed in
this clnss:fxcation which includes malpresentations, cord
complications, pelvic deformxtiee, uterine inertia and prolonged
lebour with birth injury. In our.units this category resulted in
8 37.5% stillbirth total. These can be regarded as hazards of birth
and the term is useful if it stimulates an inquiry as to how this
should have been avoided or overcome in each case.

0f course these stillbirths mﬁf be reduced in number by proper
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supervision of preguaney and labour.

Foetal deformity, rhesus incompatibility, antepart.m haemorrhapge
due to accidental haemorrbage or placents praevis or ill defined
deaths dus to toxaemia and chronic disenses represent conditions
which are already present nnﬂ preexinting in the child or mother a.t
the time of hirth.
Clagsification aecordir

{c) Lo whether stilibirth mas aveidable -

 or umvoidable.

Except for ayphilis apd some cnses of maternal toxaemis mowt :
cases of antepartan stillbirths are unavoidable with the existing
state of our knowledge. 1t is also cﬁnmivame that with o few
_ cases of 9rolonged lalmm-, and postmatunty, twoidsble st.illbirtbs
| my be ;;reventeni.

_ Deathas of the sore @erionsly ml formed foetuaes shounld

probably not be preventedm Iin other c@nd:t;ons o decision on which
deaths are avoidable is difficalt. Some of the stillbirths due to
_the hazards of labour can be overcome; others connot. As will be
discassed more fally under the heading vAntenatal care™ atré.kiiig v
evidence will be produced of the dongers of isadequate sixpervision

of pregnaney. | K

CIASSIFICATION OF FOE REGISTRAR GENEDAL.

This classification is predominantly clinical with emphasis
on maternal compliications. This groups tegetm the nunerous
conditions thought to be the cause of stillbirth by many different
practitioners and may serve some usefal purpose. |
(i) ' Disease in or accident to the mother. Included under this
heading are materna] disenses not associated with pregnancy or
child-birth. | -
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{ii} Anomalies ;6&‘ the_ foelus, placento and cord. This categery

is represented by congenital sbnormalities. _
{iii) Death of the foetus by infjury eor otber camse, viz. foreeps
extraetion, preeclamptic toxﬂ.emm, sccidental haemorrhage, placenm

praevia and the like.

(iv) - Unknown or ill-defined group. '¥o definite canse for the loss
of the foetus can be given. ' o |

CIASSIFICATION ON A PASTIOLOGICAL PASIS. (orison)

The pothologist will probably wish to classify stillbirths by
what ¢an be found on examinaticn of the foetus and placenta. But
this examination will bave to be supplemented by what can be learned
of the elinical course of pmgmmcy and labour. :

- of ;ecui'sé the competency of the pathologist is of the utmost
importance to be able to recognize significent foetal malformation,
. birth trouma, acate infection; shphilis and rhesus incompatibility
incleding hydrops. Also to be interpreted are conditions assccioted
#ith anoxin, gross congestion of the viscera and especially in
premature babies potichisl haemorrhages in lcose tissue.

Anoxia is a common finding bot it is not a specific lesien
arising frov circulation or other dGefects within the foetus, end
- these may be excluded by autopsy. '

Extrinsic anoxie. In this condition the fault WAy iie in the
umbilical vessels, the placenta or the mother. It is oftenm
atiributable to some dissster such as antepartuns hoemorrhsge or
intrapartun hoemorrhage or some special hazard of labour such as
prolapse Q’f the uwmbilical cord.’ '

t!smlly the conditions proﬁneing anoxis can be recngnmed
more on the elinical history th&n on positwe i'i.ndings. - Accidents
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sach &8 p‘rohpse of the cord can usualiy be accepted if the labour
records are properly kept. RKnots in the umbilical cord or a
tight eord wound the foetal neck or body my often be secundary
to foetal death, ‘

Va;rions compl ications of labour such as impacted hreech so
. disturb the foetal or mstermal circalation and the change of
met'fx‘bolhiie:s that the foetus dies -of anoxia. {#torison}.

Anoxis 48 o real danger in'prolnnge& iabour anﬁ ofténs emﬂ'y. —
ruptare of the memhranes porticularly in foetuses who have '

retained in utero well beyond the expecteﬁ hme of delivery, i.e.
postmture mfantﬂ.

o Autopsy findings are ef little velue, unleas they ave receiveé
in asmciatmn with dettuls of the gestation and labour. it m
~ alac a waste of time and effort to conduct an autopsy nniess it
incluées the whole body end st.he placenﬁa.

_ in mcerated births autopsies on the whole are of little velue.
Little can be learnt from it except to cxclude syphilis and rhesua
' mcampatibil ity.

In over 40 per cent of the atillbiﬂhs emineﬂ by Vorison .
no definite conclusion was arrived at a8 tc the cause of the loss .
of 1ife.

CLASSIPICATION ACCOFDING TO CLINICAL FINDINGS. {Baird et al}

Baird, Walker and Thomsen(1954) classify stillbirths according
%o clinieal findings, and saintain $hat it is more mesningful im
- terms of causation than classification based purely on pathologienl
findings. Where there hos been o well defined abnormality of
preghaacy oy iabour it is reasonable to consider that this my be
the cause of death, at Yeast if the ebnormality ia snl’fib‘ient‘ly
severe and in the absence of apy obvions inconsisteney in such

reasoning.
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Bight main groups were differentioted as follows:~

{i} Premature, cause unknown. “{w) Aatepurtum bneworrbage.
(ii) #ature, couse unkadwn. - {vi) Hatermal disense.

{iii)} Trauma. . {wii) Foetal deformity.

{iv} Preoclamptic toxnenmin. - {wiii) Other causes viz. acute

infectione, Bk foactor ete.

(i) JPremature.  Usknown cause of stillbirth.

Prematurity is definod solely in terss of hirth weight,

. without regard to length of the gestation, i.c. any infant

ﬁeighihg 5% pounds {2500 G} or less.  This definition is now

recognized intermatiomlly and accepted by all U.K. and

Commouwealth countries. _ _
This ‘irtz‘terpz'eiatinn woulé natorally and logically exclude

- intraaoterine &eath vhick has occurred some time before delivery

and hence exclude the period of gestation os an indication of

motarity. {Vide infra under premoturity)
(it} Ihtore. Unknown cnusc.

Included in this category are those infants weighing over
5% pounds baving suffered no more mechanienl stress thap that
aseociated with normal labour.

(iii) Traum. )

tischatiical stress has been the deciding factor in this group
in killipg the infant during the proceas of labour. The decision
to classify as t{traumatic depends net only on posimortem qﬁi&ence‘
~ but also on the clinical character of the labour ané deiivery and
 on the degree of moulding of the foetal hend. T
 ith detailed clinical notes, reasomably esccurate classification
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is posaibie even without autopsy. SMorison agrees with this
because he reported that investigation of stillbirth deaths by
sutopsy failed to reveal the cause of death in about 40 per eent
of stillhirtha, and few mthologists will disagvee with this.

{iv} Toxsemia. _

Deaths onder this hoading occur from eclsmpsia end less
eevere forms of preeclamptic toxaenic, and prematurity.
Anoxia is the prominent lesion io the majority of instances when
the labonr is induced or spontaneous.

{v) Jmtegnrtwa tmemorr bage .

All denths from uccidentnl hnemrrhnge (apart from preecmmpme
toxnemia) and placenta pr&win., as well as bleeding of andetermined
causes are included in this group. ' ' '

- {vi) EHaternnl diseasge.

_ Bi&hetes, prneumonia ; syphilis end appendicitis etc. wbieh
5 _apparentiy leads o mtmuterine foetal death or expulsion of &
feeble toxic infant, usaally premature, fell fnto this eategory‘

(vii} Fﬁetﬂ.l defomity.

Any foetus which is unable to survive extrauterine existence
becanse of walformation or to the prime factor inm death. ean he
ineluded here, e.g. anencephnaly. ‘ '

{vi ii}' rot.her couses.

Rhesus ineomput.ibxhty, mmte infect-icms, plucentnl mit.iea
and se on fill the group.
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Couses of desth in Enird et al's cases.

Premature. Cause usknown
Mature Cause unknown
Trovsa v

Tozaemia

Auntepartun heemorrhage
Foetal deformity
thternal dimease
Other canses

| CLASSIFICATION OF CAUSES OF PERIFATAL nmm;ﬁy@

(?&ble l)

19.7
13.7
18.8
10.0
10.9
15.6

6.0

543

v(Boumﬂ~et‘a1}

Perinatal aortality is the term used for both mtnl!bnrths

and neemtal deeaths during the first wveek of life.

A patboioglcal elaaaifiemtion is put forward by these authors
based on routine morbid anntonical and histologiecal stady of 185
antopni@s performed on babiea born at University College Hospital

. betveen 1948 and 1955, out of o total of 10028 births,

Their classification is summed up under 5 main beadings

{i) Antepartun deaths with maceration only.
{5i) Obstetric deaths occurring during labour.
{iii) Antepartun ssphyxia. ' '
{iv} Congenital malformations.

{v} Biscellancous {fncluding rhesus factor)

 ﬂgte;,rtnm deaths with maceration only.

The only naked eye appearances were those of maceration.

81 cnses

52 coses
36 cases
24 cases
12 cases

a3 followst-

(32.9%)
{28.1%)
{19.4%)
(12.9%)
{ 6.58)

In order of oceurrence after intrauterine death first softening
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and peeling of the skin occurs with separaiion of the dura from
the skull and bloodstained effusions into the serions cavities,
followed by separation of craninl bomes and mummificotion.
Asphyxial haemorrhages wore ahaent, and the placenta was norawl.

The differential diagnosis of conditions caasing maceration
which come to mind are erythroblastosis, intrauterine asphyxia,
syphilis, ant congenital mlfomtiuna, and the charneteristic
jesions associated with them. '

Clinically such maceration ie wmost often seen commonly in
women over 35 yesrs of age (in 30% ﬁf’ Bound's series}, with a
high incidence of preeclampsia ond hypertension {44F% according
to Donnd); antepartun haemorrhage (15%); diahetes in 6.6% and
sultiple pregnancy in 11%. | ’

In this greup particularly the placenta on an Average wis
smner than arual, and often weagh fess tbzm 100G at 32 weeks
geatation, being omuch less than the placentae where stillbirths
or remwl deaths bave occurred as result of obstetric hazarde.

Tbe esuse of death in this gronp according to Bound is most
prnhahly due to placental insufficiecvcy, a fact supported by the
low placental weights. This means inadeguate oxygen and nutriment
to the foetus and an imadequate removal of metabolites, toc gradaal
in its effects to enuse sudden doath with esphyxial haemorrhages,
but sufficient to ilead to impairment of growth as the foetocl needs.
inereage, to cause death. = If the hypothesis of placental insuff-
iciency is walid it would meenm that preeclampsic is related to it
in some way, al prosent obscure, since preeemmptzc toxvemic and
small piacentae often coexist.

Antepartus osphyxia.

~ Stillbirthe from asphyxia ave comson before the onset of
labour, the most important and commonest cause being antepartun
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haemorrhage, which aeeonnted for 50% of tha cases enconntered “&;y
Poand ot al.

External cephalic version ander general annesthesia, in 5.5%
of cases accounted for intrauterine asphyxial stillbirths.

The cause of death in the latter jnstances wos the sudden
separation of the placenta prematurely. Umbilieal cord
ohstruction in the entepnriom period was most common, with
resultant fine ecchymoses in the foetal tissues.. '

Intrapartun asphyxic.

During the process of labour or shortly afier the birth the
foetns dies in this cotegory, and this fact can he recorded by
‘checking of the foetal heart sounds. ‘ '

Premature babies suffexed most severely and commonly in
Boundte series {in 33%), and there was o roised rate of sill-

. birthe in post-maturity with esphysiol desths in 27% of cuses..

Daring lobour laating Itmger then 24 hours, &Sphyxm accounted
for as many as 3BF of loss of 1ife, and in mnltiple ;megxzancy 1g.

Coaplications mvolvmg pressure on the ,nm’btinml cord no
doubt exert an important influcnce on the rate of intrauterine '»
death during labour, due to asﬁh;yxin. L

There is no doubt that abnorm:l prolongastinn of the mmml
stute of aophyxia preaeat dering labeur, or interference with the
supply of oxygen, removal of carbon dipnde nmi metaholites during
partnrition; are common denominators in the cause of death of the
foetus. “

Birth traum.

As in the previous category, prém&nre babies are most
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commonly affected by haﬁemarrhagés in the eranial cavity and
evidence of damage or similer evidence elsewhere in the bhody.
Bouni et al found such o state of affairs in 50% of premture
foetuses. |

In 453 of this traums grovp asphyxia was found usmally in
the form of surface haemorrhages on the lungs. ¥assive inhalation
of meconium wae seldom discovered. Every stillbirth with traom
showed asphyxia..

Clinically, trauma was most likely in women of high materml
age, and multiple pregnancy, both in premature and mature groaps.
Iabour lasting 24 hours or more in mature babies, and complications
in vaginal delivery predisposed the infant to such accidents.

Longenital mlformations.

. As sany as 24 babies out of 185 stillbirths were malformed.
This high figare is not uncommon in Commonwealth countries, unlike
~ the low figure in the (bstetric units of the University of Cape Town.
{vide infra}. |

Miscelloneous causes of denth.

BRhesus incompatibility was responsible for 4% of stillbirths
in Bound's series. Othker unusual causes of death were of minor
importanes in his series.
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TADLE 3.

CAUSES oF STILL’B!RTHS AND INCIDENCE ACCORDIRG T¢ TIME OF DEATH.

Cause..
A

Congenital anomlies

Traum

Infection {non-specific) .
Syphilis v

fh inconpatibility
Bicbhetes and gfrediaibetes
»mia-eellan@oas |

Extrinsic.

(i}
{31}

(iit)
{iv)

(v}

{vi)

Aceidonts of cord
Flacento praevia

Bleeding uncortain
Accidenial haemorrhage
Eomplicated mehanims
of prognaney
ttiscellancouns

Cause not ascei?ﬁaiheﬁ.

fvidence of extrinsic anoxic

No evidence available
Belfast series (Morison)
t‘hic@go series (Potter and Admir anﬂ. Potter ond Bﬁa ckman)

’(g:ér thousand)

rton (208)

8

- a‘swﬁ.wa_

0
54)

) 54

7

o - T -

Delfast Chicapo

{Chieago and Telfast)

Intrapartem {(322)

Belfaat

10
i
15

b

& = &

10}
1)

»

Chicago
16
13

R I
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~ The high incidence of unknown causes of stillbirth
is e¢learly shown in the above table. Similarly Cross{1945)
found 11% of itndetemined eause of atillbirth in her soriess
Baird(1945) found 33% ; Grundy(1944),22% 5 and Drillien(1947)
14%.

COMPARISON OF CAUSES OF STILLOIRTH IN DIFFERENT SERIES OF CASES(%)
{TABLE 4) _
BELFAST. EDINDURGH. CHICAGO. U.S.A.SCOTLAND.

@ @ W@ E
FOETAL MALFORMATIONS. 8 16 19 10 a 2116
BIRTH TRAUHA. 8 23 3 3 -1
[FOETAL ANOXIA, 31 38 23 38 - 8 = =
(i) Cord complications, = = - - - n - -
(i) Antepartum |
haemorrhago.
(441) Difffcult labour. - - - - 16 18 20 =~

o

os.
i)

ACUTE INFECTIONS. 9 ) 2 - - = -

0.2 7 1 - -
RHESUS FACTOR.- 0.2 4 =
MISCELLANEQUS. 2 1.4 1 - 28 8 -
NOT_ASCERTAINED.- 37 14 53 AN 31 25 1 -
TOXAEMIAS OF PREGNANCY. 21 8 15 e

SYPRILIS.

89
o
&
[ A
=]

&
S et
@i
Y
(-]
(-~
'

' Belfast series. Morison(1952). 539 autopsies.
(i) Maegregor(1946). 453 autopsies.
(§5) Drillien{1947). 373 stillbirths.
Potter and Adair(1943),and Potter and Dieckoan{1948)
- : 2250 autopsies.
Scotlend series. (i) Annual report of Registrar General(1946)
(ii) Crossesand MacIntosh(1854) _
{iii) Baird,Walker and Thomson{1954)

Chicago series.

BuS.A, Dunhem et al. 3483 stillbirths.
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Tvo outmnding fentma emrge from the above tables
ond. figms@- ‘ :
{i) The impﬂrt&nce of m-c:eﬁneé and unknoun Causes
of stillbirth,os high as 30%. {(ip our units nearly 1/5th)
{ii) The high ineidonee of atillbirth duo to foetal

" anlformation, 13% in W@m mms,mﬁm& with no core
) tm 3.25% in our MiMi :

It sbould be eophasized that it would Le difficult,may
fevon m@aaihlagte cﬁqmre the incidenm of stillbirth ﬁue

iueiéemees uf the couse of otillbirth o8 aeeurring in owr
anits could mot bo ﬂmrea with other contros with miy

- degroe of @eeamty,ﬁmpﬁ on elinienl grounds.

The common occurrence of mﬂming of covses. of
deoth- §n stillbirth,ar noted ecarlicryvounld also ternd o
coaplicate mttera; ~ Unless death can be imatigmted by
posﬁn@ﬂaﬁ oxanimtion t&wmfom’;‘ '@ée’u‘mq in di&gxmaia
nust of nocossity suffer, ‘ ST _

The very large musbers of mnmrws in promture
tabies as oceurrod in onr units duridg 18952«55jand the
comaon high incidence of preeclumptic toxaenia were factors
vhich werc difficalt to aanes in relation to the esuse nf
{!eatha
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CAUSES OF FOETAL DEATH. (Table 5)

During the years 1952-1955(inclusive) 1933 babies were lost
in our units of the obstetrical department of the Univeraity of

Cape Town. Of these 1231 were stillborn, and 702 neomatal denths.

Very briefly summarized the causes of loss of life under the
various conditions associated with stillbirths and neomatal deaths

were as follows:—

S.B.'s. N.N.D's. % age.
total loss.
(A) MATERNAL CONDITIONS DURING PREGNANCY.
(1) Antepartum haemorrhage. 330(26.8) 111(15.8) 441(22.8)
() Accidental haemorrhage
and unexplained bleeding. 271(22.0) 77(10.9) 348(18.0)
(b) Placenta praevia. 59( 4.8) 34( 4.8) 93( 4.8)
(2) Toxaemias of pregnancy. 367(18.9) 168(23.9) 535(27.6)
(3) Diabetes and prediabetes. 16( 1.3) 6( 0.8) 22( 1.1)
(4) Syphilis. 32( 2.8)
(B) HAZARDS OF LABOUR. .
| (1) Uabilieal cord gomplications. 125(10.1) 11(1.5) 136( 7.0)
(2) . Breech presentation. 258(20.9) 114(18.2) 372(19.2)
(3) Forceps extraction. 93( 7.5) 44( 6.2) 137( 7.0)
(4) Caesarean sectionm. 82( 6.7) 95( 7.7) 177( 9.1)
(5) Transverse and oblique lies. 102( 8.2) 15( 2.1) 117( 6.0)
(6) Ruptured uterus. 28( 2.2) 1( 0.1) 29(_1.5)
(1} Version in labour. 107( 8.7) 15( 2.1) 122( 6.3)
(8) Destructive operations. 49( 3.5) 0 49( 2.5)
(9) Foce presentation. 11{ 0.9) 7( 0.9) 18( 0.9)
(10) Brow presentation. 2{ 0.1) 4( 0.5) 6( 0.3)
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S.B's. RN.B.*s. FHage total loss.

(C) FOETAL ABNGRWALITY.  53(4.3)  54(3.7) 107(5.0}

(1} Anencephaly. "8(0.4)  5{0.7) O 31(0.5)
(2} Rydroeephaly., = "22{1.8} 4(0.8) 26{1.3}
{3} Beningocoele. 0 5(B.4) [ 5{0.2)
{4) wongols{nll in whites) - 2{0.1) 1{c.1) . . 3{0.1)
. _(G) Other abnermlities. 15(1.2) . 47(6.8) - 62(3.2)

(D) HBISCELIANEOUS CAUSES.

(1} Srthroblactosis.

{a)} Bhesus incompotibility. - .
- - 12(048)  10(1.4) . 22(1.1)

{b) ADO inecmpatidbility. © 1{0.1} 1{0.05)
(2) FExtrouterine pregnancy. 4(0.3} - 0 . . a{o.2) |
{3} Acute infections. e . 6(0.8) . 6(8.3)
{4} Tubercnlosis. O . 1{0.1} . 1{0.05)
{5) Short umhilieal cord. - 1(0.08) o . 1(0.08)
{6} Angioma placentae. 3{0.08} 6 ' 1(0.05}
{7} BPoptured spleen i{0.08) o0 1{0.05}
(8) mnydrops foetalis. 1{0.08) o© ~ 1(0.03)
{9) Asthma. 0 1(0.1) . 1{0.08)
{10} Dissemimated lupus. 1{0.08) O . - . 31{0.05)
{11} Other causes. - - 1{0.08)  2(0.2) . 3{15)

{B) UNENOUR CAUSES. - 211{17.06) . : . 211{17.08},

FORAL IOSS. 3931 q¢2 1933

It should be stressed that the above classification is
outlired werely to assess the many factors involved in the cousation
of Joss of foete) life. Xt can therefore be of some value in the .
assesement of the oultiplicity of factors in causation of foetal denth
in the onits of our obstetrical department. Overlapping of causes wns



frequent, and therefore a more concise and accurate classification

is offered later(vide supra)of the actunl couses of stillbirth as
doternmined on clinical grounds mainly, and by cutopsy in approximtely
18.565% of cases.

It will be noted that the "toxmemias of pregnency®(preeclampsia,
hypertension and chronic nephritis) figure prominently in the cousation
of foetal death(27.65), followed by ecntepartun heemorrhage(22.85). The
extraordimry high loss associcted with breech precentation(19.2%) in
the hazords of lobour was unexpected, but due consideration cust be
given to the foct that the foctors associnoted with breech presentation
are included under this heading viz. prematurity(vith rmltiple pregmancy
ond without), antepartum haemorrhage etc., and also “toxsemias™ of
pregnancy. ) '

Unknown factors as a cause of stillbirth totelled 17.06% of all
the stillbirths encountered in our units, and of these 173 or over 805

occurred in premture babies.
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CAUSES OF STILLBIRTHS. (1952-1955) (Tsble 6. Graph 4,5,8)

The causes of stillbirths confirwed by postmortes and decided
at monthly steff meetings for the years 1952 to 1955 (inclusive) in
the teaching units of the Obstetrical Department of the University
of Cape Town are classified in the following table.

TOTAL STILLBIRTHS.  1231.
A. MATFENAL CONDITIONS OCCURRING DURING PREGNANCY.

(1) Antepartum hasmorrhage. 304(24.61%)
() Accidental hasmorrhage. 245(19.90%)
With toxaesia or hypertension 139(56.73%)

Without toxaemis or hypertemsion 106(43.27%8)

(ti) Plscents praevia. 59( 4.80%)

(2) Presclamptic toxasmia, sssential hypertension

and ehronic nephritis(maceration in 29 cases)04(7.63%)
(3) Eclampsfa(foresps in 15 cases) 44(3.57%)
{(4) Syphilis(eacerstior in 31 cases} 32(2.69%)
(56) Disbetes and predisbetes(msceratios in 7) 17(1.38%)

Total A 39.89%

B. EAZARDS OF LABOUR.

(1} Cord complications. 145(11.7%)
.~ (a) Prolapse of cord 126(10.23%)
(b) Cord round meck ‘ 9(0.66%)

(c) Cord presentation 8(0.65%)

(d) Xnot of cord 2{0.16%)

{e) Stemosis of cord(mscerated) 1{0.08%)

{(2) Prisary breeeh delivery and extraction. 82(8.66%)
(3) Precipitate labour. 5(0.04%)

{4) Proloaged and normnl ladbour. 49(3.99%)
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{8) . Forceps extraction{not including eclampsia) = S55(4.46%)
{6} Troansverse lic{vagimi &e!ivery) ' . 51(4.14%)
(’7) fuptured aterus. S : a3({2.27%)
(8) Caesarean seetion. AR o 18(1.46%)
{8) Destructive operationms. . . 11(0.89%)
(10) Impacted shoulders(vertes greseﬁtatmn) . ‘ 6(6.48%;
{11} Compoumd presentation.
Total B

€ %

(1) macorated stillbirths, =~ o 120(9.74%)

{2) Fresh stillbirtha. _ne.a®)

Totel € _ 211{17.06%)

D.  FOETAL MALFORMATIONS.

{1} Hydrocephnlus. o : 22(1.78%)
{2} Auncncephalus.. o - 8{0.73%)
(3} Meningotoele. » , . 5{0.40%)
(4} Otker eauses. . . . o &(e.32%)

Total D 40(3.25%)

E. Siscellonecus Causes.

' {1) PRhesms incompatibility. = . . 22(1.18%}
{2) Extrauterine pregmancy. . 4(0.32%)
{3) Short umbilicnl cord. 3 '

{4) Angiomn placentac. o ¥ . _

(5} Roptured spleen. | ") A1 1 ench
{6} Hydrops foctolis. {Fot m:esna} ) {0.08%)

{7} Disseminated lupus erythematosis }
{caesarenn section) )
{8) tatermnl asthm. )

Total B __32(2.688)
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A ¢areful investigation of the ctouses of the death of' the
foctus revealed that themms considerable overlopping of canses,
g0 that the figures sppearing above do not $ally with the detailed
canses of stillbirths appearing ecarlier. The most probable csumaso
of stillbirth has been set ont in the above clossifieation, where
confiroed with or without eutopsy. Fente premsturity in o disbetie
patient with toxsewio of pregmaney associated with occidental
hoemorringe s difficult to ciaaaify under one heading. The most
probable enuse of foetal denth(whorever possible confirsed by post—
 mortem) was therefore moted. Similsrly in o patient with placenta
praevis with o {ransverse lie dei‘iverea hy the voginal route, the |
aost probable primry cmme of death wight be a difficult del iver_v‘,
agsoeiated vith abnormal insertion of the plncenm, and anoxiea or
troums to the infant. ) o

It was therefore deeided to tnbn‘lst.a o1} the causes oi‘ stiﬂm
birth in detail in ordor to givo tme on idea of the difficnlties of
. elassifieation ;mrﬁcula.ﬂy in rel&tinn to the mltipxmity of ecauses
involved in stilibirth eaumtion.

In the i‘onomng pages o qore ‘accurate elasaifxmtion aceorﬁing
to clinical and pathological detail i presented.

It should be emphasized that only in 18.4% of cases wae post-
 mortem performed in our cascs for reasons beyond our control. ‘minly
beeause of difficultics in transport from the various obstetrieal
anits to the laboratory, postmortems were not performed. In apprax#
imtely 4% of these coses perwission was not granted for autopsy
because of religions beliefs in cortain acial groups. This percentage
was in addition to the above. ' 4 '

Agoin 1 would like to stress the fact that at wonthly ohstetrieal
meetings, attended by a1l members of the staff, stillbirtha were dig-
cusced in detvnil, apd in the m@ority of instanecs ¢linicrl casnse of
foetal death was assesseta
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CAUSES OF STILLBIRTNS AT TRE USITS OF UNIVERSITY OF CAPE TO¥N.

('!‘ahle 7}

. : A campariaen ai‘ the tigm'ea from the obatetrimi uni%a of the
ﬁniversity of ”ane Town with other eaat.res or emmt.ries would be
&iffacnlt or even impoasible with any ﬁegree of accuracy for the
followimg renaona

(i) - Insufficient antapsy imestigmtim ot cor units becouse of
- the lack of facilities adequate enoogh to. investigate ol3- atilibirths.
' Only about 18.4% of stillbirths was thus investigated. - :
{ii} As o resnlt, & clinical classification of. the cansation of
sti11birth was followed in our units to a large oxteat. - It shonld
.. be wentiomed that all stillbirths were fully discussed ot monthly staff
weetings, and the causstion of denth thus determima even when C
itadeguote postmortem exomimtion was carried out. :

Briefly amrizeﬁ, the folioning were the cnuses of doathi-

' Iﬁsmrde of lohoar. : ( I T
‘ {£) Cord complientions R T S
(84) Difficult lebowr ' 24.29%

sntopartns maemorthege. . 2a.8
( £} Accidontal haemorrhage 1998 o
( {m ‘Placenta pmevia. o 4.33%
Toznenmia of pregmney. {mcemtion in. 29} L 11.21%
- No definite canse. - S iﬁ«-ﬂ“ﬂﬁ
o ‘ Hacerntion  0.74% 0 '
P - #resh stillbirths ~ T.31%
‘Syphilis. {oaceration in 31 crmes) 2.8% - 2.50%
Dicketes nnd prediobetes. SR I -} SRR
' ' " {oreeration in 7) . L
iscellancons. ' 2.68%

Fhesus incompatibility 3,784
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A nmore detailed evaluation of the ¢auses of stinmrths
will be given Iwher.

. A etrikim featm‘e ih camparing t-he i‘z.gnrea of me atil!- o
hirths oi’ the ﬁbsteﬁrimi unita of the ﬁ’nmersity of ‘mpe ‘i‘mr
and ather cmm&ries was the high I‘oeml !nss in the hazmms of
!&iwmr grwmp, including camplieatiom nf the m!)ilxml card. .

A smple explamtion of thie mtastro;;hie figm(&?naaﬁ} can, e
fonnd nn the i‘aeﬁ tha»t tﬁe mjnrity of stillbir%a dne te this
faetur oacnrred in pntiants who had meceiveﬂ 1mﬁequate or mo
antemta.l cn-re. 4

= ﬂf simi!ar significmce waa ts!ze foemi Iosa &@aoeiated \nth
mtemrm haemrrhage, of whieh aecié}eratm haemcm-hage s o mst
praminent featum. _ The tommia af pregnaney and hmeﬂenmon |
{P.E.T.) phyed no iuﬂignifieemt yaﬂ. in pﬂ;ﬁueing this alamiugiy:
high mmnty(sa.m%), although n. latge prc;;m'tinn of these vere
umasoeiated with P.B.T. This factar will be emlmted in more
detnsl later. o
o ’ﬂze low at:llbirth loss, p&rtien!wly in the mmawhme in ﬁm
‘"m!i.’ormeé i‘oetua“ mtegory, is difficult to oxplain except in f.he
first trimeater. _ ’

Otker factors in the eansmtion of the ahnamny bigh still.
birth and neamtal Yosses ip our units, especially in relation to
the raciel groups, will also be discusscd later.

A major faoctor in the high perinatel mortality rate in the pon-

white not evident from the above classification wns the high ineidence

of prewature birth in this race compoared with whites.

CONCLUSIONS. It was not possible with cur present state of

knowledge to classify with nny degree of cecuracy o series of stillbirths
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and 18t week neomatal deaths according to the true underlying

cause, the avoidanee of which would be our prinecipal sim, because

of the aultiplicity of factors involved in the causation of still-
 birth. A satisfactory elassification to saotisfy both obatetrician
ond pathologiat is still locking. A clinieal clomsificntion i
therefore largely followed in our -m*‘its,' eoubined in 2 smill] percentage
of eases with pathologicnl confirmation, for rensons beyond our
immediate control. | -
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of m ‘early neonatal désths nccmmg ifi onr units mfing

b '?ﬂze periad l%r&-ﬁﬁ the faﬂmsmg causes were noteﬁ:—

CAUSE OF BEATH .. . PEENATURE BABIES(®) MATURE BARIES(S) ToTAL(%)

Antepartun baewmorrhege  74{10.5%) B37(5.5%8) ° 111(15.75%)
_ Bazarde of labour 128(21.08) . - 83(31.8%) . 211(32.8%)
“Upknown causes™ - . 173(24.6%; = - 73(12.9%)  248(36.5%

¥alformation of foetus  76(10.8%) 35(4.9%) - 111{15.75%)
. Other causes . 1s{g.a8y - - - {088y 21{ 2.9%)
ToTAL . 466(66.3%) - 200(33.9%) . 702(1008)

Ineluded in the sbove caunses of neonatal denth and mot mestioned,

- wne precclomptic toxaenie apd esséntisl hypertension, which wns a
contributory faetor in the cangcation of death in 168 mmes, the mjority
of which were premeum. ' -

Syphilis which was o factor §n the causation of lose of ht’e was

~also recorded in 31 babies, the majority of wﬂm& mrp ‘t.reut.eﬁ in our .
venereﬂsz disease elinies. o ' o :
' Pnder the hewing "nﬁmr czmaee" vere cages ai‘ blnoﬁ inmmp&f.ihi!ity

""" such as Rhecas irmunisation, Aﬁa ineompatthzlity end haemorﬂmgw diseases.

Tt will be hoted thot o large nuanber of habies were 1ost asawregult
" of the hagzards of leboor, and the mjority ai‘ theae were in premture »
' ha‘!oies, minly following nultiple ;n'egmmey emd F.E.’?‘, ,uim «a.nﬂ withoot
- spmatanemxs vaginal aélivery, ‘

The dengers to the infant of premture del ivery, even under the

moat favourable eircimstances, as compared with the confinement of o
"sature baby will be discussed more fully later. [ovever it should be
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noted that twice as many babies were lost as "mature” as early
neonatal deathss - | L

A brief summary therefbre of ‘the eauses of per1nmtal mort&lity
in bobies delivered in our_upnts during 1952-56 shows as followss-

CAUSE OF DEATH STILLBIRTHS _NEONATAL DEATHS .  TOTAL (%)
VATERNAL FACTORS L (3B
(1) A.P.H. 304(15.7%) 111{5.7%) -\4?15(21;.»4%)
(2) Other camses 187( 9.6%) | C187{ 9.6%)

(viz.PE.T« etcs) '
UNRKNOWN CAUSES 211 | 248 o ,459(233%)
RAZARDS OF LABOUR 457 o 211 . 868(34:5%) -
MALFORMATIONS 40 ' ¢ 151( 7.8%)
OTHER_CAUSES - 82 21 53( 241%)
TOTAL - 1231 _T02 3933(196%)_.

It is apparent from the ebove table that the hazards of
labour contributed almost 1/3 of the total perimatal mortality,
followed c10§ely‘by‘materna? chronic i1l health, with unknown tauses
1n third place. o ) ) | .

- However, because of the over!app:ng of causes af death, it should
be mentioned again that preeclnmpsia and essential hypertension‘wag ‘an
important coptribiitory factor in the .causation of such loss of life in
535 habies or 27.6%, mainly as the result of prematurity. -

Unlike other teaching centres, foetal malformation cauvsed only

7.8% of the total perlnat&l mortality, which was only ¢ that usnally
recorded.

Again it should be emphasized that almost % of the perxnat&l losses
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mere rocorded in mm%nre hebhies, mony of vhich ocenrred in
_thooe under 4 1bs, in weight. :

The aubjeet of prmtnﬁﬁyg 8o closely linked with foetal
toes vill be discussed oore t‘un'y in DOOE 2+

NEONATAL SORPALITY 1T RELATION TO ANTEWATAL CARE,

Agnin the §11 effocts of imdegusto prenatel supervision is
reflected in the hipgher meomatal losues sustoined as compared with
those infants delivered of patiente with adequate care.

NECKATAL MORTALITY IN "DOOKED" PATIENTS.

Total babics delivered ' 20970
Seoratal deaths | 400
19.8

REONATAL NODTALITY IN "NON-DOURED™ PATIENTS.

Total babies delivered ' : - 3709
Feomtal doaths . 296
Heonatal death rate /1000 iiwbirtha : D00

As in atilibirth losses there wos o much higher loos in
*nop-booked™ patients thon in rhooked®, aloost S timos & groatoer
death rate occurring in the formor.

Perinatal mortality io our units sas therefore oluost 5 times
higker $n "non<bocked” ns "hocked™ Caseg.
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AN _AFALYSIS OF TUE CAISES OF sa'msmys AT TRE UNIVEGSITY.
CQ!LEY?E, amm, m&mm. (amm 1958—mm 19‘54)

A compsrison of the tauses of "ﬂiiabfimﬁg occurring in onr
 unite {1052-1955) and that of University Coliege, Thadan, Figeris,
. {al% nonhite) for a period of 18 months, §s rovealing in thot
the types of potient asdmitted Lo these institutions lived umder
similar poor sccio-economic status.

PATERBAL mﬁamﬁﬁs m,mﬁﬁm. . mm .. [RRR

v.mam magmmm : - (ie.sﬁ) - 894({24.6%)
‘Accidental ‘m‘eﬁcﬂ age 26( 6.3%) - 245(10.0%)
{i) With P.E.T» - 5(30.2%) 130(55.7%)

(38} Pithout P.E.Fe 21(80.8%) '106(43.3%)
Placents proevia T o5( sa®) 59(4.86%)
%5 (including ocltmpsiu} 9¢ 2.2%) = 138(20.2%)

8y hima, | R 82(2.,59%)
Diabetes o - o 17(1.38%)
Acute fobrile §1 inves 11 2.9%) | ¢

Dospite the very poor socio-seoncmic status of the non-vhite
ot G.C.1. it will be noted that P.F.T. is rare compared with tho
ohstetric -ﬂpopnla%ioﬁ of Cape Town{l.6% comparcd with 18.8%). Almost
as & direct vosnlt; the incidence of aceidental hacmorrhage wae
much less freguent in Nigeris, only 23-2}5 being associated with
P.E.T. compared with cor units of 56.7%. :

Pesanse sutopsy exsninntion was almost nonwexiotent ot U.C.l.
and the failoure of disgnosis ‘because lock of ;pathqiog‘iml facilities,
syphilis, diahotes and vhesns incompotibility wns noted ag being
non=existont.
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R f&fﬁ&ﬁm o  HaCals {27@8%} | DaCsle {17.06%)

tacerated stilibirths 54 (13.13) 120 {9.74%)
Fresh stillbirths. 60 (14.8%) 91 (1-31%{1

EDRTAL BALYODMATIONS 19 { 4.0%) . 20 {3.2 sﬁ}w
SISCELIANEOUS CAUSES - | |

Thoms incompntibility 0 22 (1.75%)
Cther eauses 0 - 32 (2.885)

. 3% oy noted that almost exactly 50% of stillbirths 44 U.Cols
was sssotiated with the hozards of lahour, menrly B80% of which
oecarred in Ypatients® wito had hind little of no antemtal mre. '

_ Ex‘alm&d Iakour, with fraguent inﬁran‘hemm foetnl &eath,
necensitatiny eruniotomy for delivery, was & ctmsyieam:s factor,
indicading the peor prematal nayervisi@n provided. Fob much ‘less
i’mamnt was {;mlapﬂe of the onhilical ‘eardg appin acming in
t.’!m mjaritgr of instareces in potients without supewiﬁim. Preoch
dei ivery to0 held o ;;rominent pmition in the high fmtﬁi losses

*ensmimd at Telals b

. m Yo incidence of forceps extmetim in both W.C.ls and
tmr mw’hi%e unite was evidont, and the high loss of stillbirths

at hoth units associated with the heeards of labour suggests §n-. -

adequacy of sntoratel care espeeinlly in "non-booked” patients. :

¥ho rawages of poor ontenstal éave again wos shown .in the high
incidence of ruptvre of the uterus, i-es;;eci&ﬁy in Tnon~bovked"
patients at bhoth U.Cel. and in cur non-vhite units. This evidence
too was found at Ul.ds with the grenter numbor of stillhirths
occarring with impnetfon of the shoalders in cnses of trensverse 1fc.
| Ansenio of prepmoncy eand gopreral i1} heslth was extremely rife
in Nigeria, and the oa jority of matersal deaths were noted as being
attributable to this factor. ot an insignificart nunber of the



65

ﬁj&ii}i«?;irihs and neonotal desths vore also aspocinted with amaomia

in the mother, promatore lebour boing o consequonce in wany instonces.
£e o result of prioitive sntematnl obstetric servicegnny of

the petients with poor genoral} heallh rarvely attended for sopervicion,

ent oving to the Iack of entemtal accommofation due to the restrieted

mm‘her of moternity beds{only 45}, antenntnl seprvices were of o low

stendard.

- Stillbhirth losnmes under theso cirmm:zeee were auch higher in
potients with imndeguate supervision, compared with the patients vho
were sble to obtoin hospital eares It was no wonder thereforo #hot
dn direct relation to the high waterm} oortality( 13 per thonsand §
the parimmz sortality wvas proportiomtely high( 124.2 por thousand )

réhs being 70.4 an& neonatal donihs €18 per &hanmnd, respoeet-

Balele (50.1%) © UsLea (37.128)
45(11.05) S VT TET X § 5
24(16.7%) | 82(6.66%}
Procipitoate labiour 1{ .23 | 5{0.04%)
Prolonged Tabour $8(14.18) 48{3.98%)
‘FGMEB oxtraction 131{ 2.3%) ~ 55(4.,46%)
Tronsverse 1ie (S X . 51{4.14%)
Coesarenn section 1( 0.25) 18(1+46%)

49{40 for obstructed 121{0,89%)
Iaboor)

Transvorge 1ie with

_g{ncwé shoulders 12{ 2.4%) vertox presenting ﬁﬁooﬁﬁ}
Compound presentation 1{ 0.2%) 2(0.16%)
mm}_ma utervs 25 (6.1%) 28(2.275)
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The large number of babies lost bhecause of "unknowii causes®
a%‘x‘zbutable often to paternal '§11 health at both U.Cils end’ U.E.‘i‘.
was significant. MHore frequent sutopsy esaminmtion may Hove |
, eiicited “"hidden cauges". The nissbers of maceﬂted babies was’ -
striking. Agam it should be noted €that am’wpay emm:.n&tzon aight
heve detécted cazes of rhesus lnebmputlblll“!‘;}', mhzlzs, mlfomtion,
not exeluding the . pataems who heve had abnormal proiong“ tion of
pregnaney(postmtnnty) in wlnch infants had died in utero for no
apparent or obvious cause. ‘ ’

of smil&r axgnificance in our nnits mes the lo?r _percentage of
stlllbirthe in non—-’whi'bes asaociuted with foetal malfomtmn.(aee la.ter)o

It is evzdent from the abow amlysis and comparison ’mth our

nun—-ﬁhite units that, a.pa.rt. from poor social cnnd;tlons, & high’ stin- :
birth rate is heing maintained to s large extent by imadequate ante~ '
natal care(i.es o large number of *non-booked" .‘éasews'i). especially in
the hazards of lahnnr. | _

“#baternal 11 health in both U.C..T. and Telols serles accounts
for & large @ropo‘rtmn of Btil’lbirthsa, meinly due to ;,ponr ‘education
and - .'Iaw eécnbﬁic status, I.n .ft;lz'e mon-booked™ patient the loss wa.s
'greater than in the “booked" beesmse corrective measares which wight
have been appl jed 4 to the former m.th adequate hospitel superv1sinn
were either lacking or used too late. !

- ‘There 1s a distinct Iaek o%‘ facilities for pathologlcal ‘invest—

1g&€.mn in bo%h ¥.C.1. and {I.C,T‘. um.ia, probably accenntmg i‘or the

&

-Iarge percenmges of unknown eauses of Btlllb:u-t,b.

I‘oetal malformtmn ;m both Universit.z.es aecount.s for ] mach
'smller percen%age of stlllbzrths than other white teaching centres.

x

Premtmrxty in lwth universities was very common and offered an.
important eoh%rlbutory factor in the cansation of loss of foetal life.
As:much as 45:4% of stilibirthe at UiC.l. were in premature babies,
and 42.6% at U.C.T. ‘
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A series of stillbirths from the University College, Ibadan,
. ia compared with those occurring in our urits at the Univeraity
of Cape Town. Non-whites, exclusively confimed at the former
. college, show o sinilar socio-economie status to the peticnts
. delivered in Cape Tomn.

The ravages of materml indmlm in both groups of patients
were noted, ancemin being an jmportant centribatory factor ot
Ibadon, and rorely ;;meelampsia, which wos the onin contributory
foctor in the high stillbirth rate encountered in Cope Town.

. The hazords of labour in the monwwhite particalarly ot U.C.l.
o8 o foctor in susteining o high stillbirth rote of almost 507 of
‘all the etillbirths in Ihadan, compares to somo degree with the
hipgh proportion of stillbirths occourring ot U.C.T. for the same
reusons As will be demonstroted loter, imndeguats or entire |
 ahmence of antenstal supervision plays o leading role in the main-

~ temance of this hipgh loss duo to this factor.

As in the units of U.C.Tas. *'Mnm Canaes® accoont for o

' large number of fresh and macorsted stillbirths, largely because

of the lack of facilities for the performance of postuorten oxnm-
fination, and chronie ill healih and infeetion.d larpe number of these
stillbirthe occurred in premature habies, in which no cause of death
could be found. |

Stilibirth due to foctal malforsotion was oncomnon in both
Universities, unlike other teachiwg contres which report as wany
s 156% loss.
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- Foetal and Neonntol ?&thology. !mz&on,mtﬁenm.
Eaen,'r.w.(mal)o' Iancet; 2, 1223. , ~ S
" Dunhom,BeCoy BoCe Tondny, BeBe Hoyes, ond C.B. mﬂy,nass)
: ~ . . AmoredJoabl Jdealth. 28,40 BENEE
ﬁnmgbeil ,Ja,; nm! P.hﬂeﬁﬁ‘iey{mm)* Tiep. Pobl.lealth su*a,p
.. Lopdon,No.3S.

Ycrsﬁalmy,&.{iﬂﬁ&h}s ﬂhﬂd B&wlowat 8,373, C
Baird,De, J. Taller ond A.8. Thomoon{1954)s d. Ohstets G;mﬁc.,

oo o ‘ . Prit.o.,. 61,438,
Bound (3 .Fe, H.Re Butler nnd We Go. Specter{i@ﬁﬁ}u Pritufede,

: : | Nova1924, ond naae,,r:w.
mtter, Beley ami Fo AGeir{1043)s Agor.d. Ohstet. Gynoc., 45,3054,
FotteryB.L:, ond WeJo Dickman{i948):  Ibid, 56,598.
Cross,V.M.(1045): The Prematurc Doby. London, Churchill. |
Grondy,F.{1044)s  Vitel Statistics of Lston; Gibbs Famforth.
minmn, Sl (194&% Je Ohutot, Gymee. Drit.Bap., 54,300, 443

« S _ - and 452

ZneGrogor, AJR. (11946}: i’athology of atﬁlibiﬁha ond noonatal desths.
' : - v Prit. wed. Bun., 443%4s -
Arnnund ﬁnpart of ﬁegietmr Goneral for Scotimﬁ. Bdinhes -
L : : ~ : ‘fla%i. Stationery 0ffice.
Ernaﬁ, ?\.ﬁ., and J .ﬁl. mcf!ntcsh.(mﬁé)z ﬁeceﬁﬁ ﬁ&mces in

e »ﬂhurc!:silla@
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STATISTICS FROBS THE OBSTETRIC _UNITS OF THE WIVERSITY OF
CRPE T@WN FOR ’I‘HE EH?S 1952&5 (INCﬂJ“IW‘).

_ From the reeorda of our annua} reports i‘rom the 5
"':obstetrm umts the fellwn:g sta.tistics were available:—

- Total number of deliveriess. . 25383.;:
‘“Total mmmber of babies delivereds - 25930
' Total habies: delivered in hospital :

. . .and dmtrict.‘ ' 30698

Total pumber of stillbirthss = 11281
Stillbirth rate/1000 total births. . . 47.4
“StilThirth Yate/1000 €otal births .
] including district. - 40.10

Total number of meomtal desths.. = 702
- Neomatal mortality/1000 livebirthss = 28,44
“Neomital mortality/1000 1ivebirtha. =
x L including districte ' =~ 23,8
memmx, MORTALITY, muvrmmxxmn) 14484
Co Lnxsmm'r) 62496

sm,mzm :m!rs;s,mcemmfrsa-mézm., anmmsi. L

»mxms( INCLUSIVE OF mwmmr HATPHNITY nospﬂm "P.ai.m; nd .S

Total namber of ba.bzes dehvere& ' _ 5678 LT T

Rumber of stillbirths o L 183 -
. Sti11birth rate/1000 ‘fbo-‘ﬁa,i births, 24.3 "

_‘NQN-WHITES( SOMERSET_AND GROOTE SCHUUR HOSPITALS AND STLHONICA:
oo m P.M.H.)

Tct&l puwber of bahies dehve ed , 19255 ‘ '

‘Number of gtillbirthe o 1093.

© Stillbirth rate/1000 totel births. 51.5




It is of interost to mote that during the same period of
tine {1962-55) the stillbirths oceurring in pmv'zte mterpity
'kss;itals in mpe &‘m menlcd the faliowing statictiess-.

FUIEES  {Booth mma Home ;' Leighwood mﬂ., Gilmour Nulle;
Riﬂgm‘? 'tiq“.g Delherbe ﬁ.ﬂo, 'stn &’oaﬂph's &mﬁerim)
Fotal number of Mzos m . 9774
Rawhor of stillbirths A ¢
Stillbirth mt’e/mw | 134 L

An imaﬁgmtion of the cauges ot stitmirths in primw
practice undertoken for the Dooth M.il. %o compore with thess
of hospital practice, revosled that $n 508 of caser sacerntion
was prosent at the time of birth, for which there w26 no Known
cauge in 70%. In 30% hypertension and precclaspsia was probably
_ responsible for mceration. Hazards of labour accounted for 52.0%
of stillbirths{covplications of cord 4%; breech delivery 4%;
caesarean section 4%; forceps extraction 0.2%; postmtarity 2%;
and raptured 28).  1In 14.6% there ws entepartun Memmr;a;
In this white institution{os at Mowbroy W.il.) the imcidence of
- etillbirths due to footol ahnum!ity was higher ﬁmn in non-whitos,

being 12.5%. :

A_CONPARISON OF STILLDIRYS BATES IN OTHER CENTRES

PRETORIA. (Pretorie General Hospitol and Noly Cross W.f.) NOE-WIITES.
Rumber of bahies horn{1955 and 1956} 10734
Number of stillbirths 444
Stillbirth rate/1000 .78
( Statistics for atillbirths in whites ot Pretoris teaching units
wers not available) |
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UNIVERSITY OF THE VITEATERSRARD {Bridgean Bemorial flospital}

ROR-UAITES (tainly Bante) =
- (195255} o _Stilibirth rate 429

WIITES  {gueen Vietoria flospital, Jolmnneshurg) .
{1952-85) - - | Stillbirth rate - 8.1

CITY OF DURTAN

NON-AIITES o
{1952-55) o  Stillbirth rate = 58l

(195255} . Stildbirth rate 144l

UNIVERSITY COLIEGE, IDADAN, Z&IGEEIA
{April 1953-Docenber 1954) _ Stillbirth rote 0.4
Keonatnl mortality 618

. Perimatal mortality 196.0

"NOORED" CASES STILTRIRTA RATE  40.3
- NEOSATAL MORTALITY  40.0
PERIVATAL UORTALITY  O4el
STILLRIRTH RASE 20746
NEONATAL HORFALITY  126.5
PERINATAT, HORTALITY  306.6

The stillbirth rate in "mon-booked" cnses was thercfore
simost § times that of "hooked”; the neomatol oortality mas
oimost 3 times higher in "nop<bocoked®; and the perimtal mortelity
was moro than 3 tiwes higher in “non~booked" esgos.

The matoernily @upnlation of University College, Ibadan, wns
of similar socinl status to those patients attending our non-white |
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units in Cape Yown. The percentoge of “non-booked® patients wos
17+9 and the mjority of women failoed to utilise the facilitfes
of antonatal clinies Folly. Attendsnce, a8 fn our sntenmatal elinics
was drregulor, the average nuxbor nr vi&ita for o Yhooked" -paticnt
being 3 times. .

It chopld be emphuaizeﬁ ngain that ;sremtnm ﬁiﬂ.ﬁ WG . LOmION
in the U.C:l. anit, a8 in our units at Capo ?om(igoﬁﬁ and 12.6%
mspeatively}. ' o ' :

FRCLAND AND mxﬁtmsa}

Stilivirth rate 22 per thovmend
Foonstal mortality . 18 per thousand
SITRD, STATES OF mmxm{msn o

~ Aecording to xfnt.w{wsﬁ the perimtul momzity in the TaShe
was 68.7/1000 among nor~whites, cmmma with 36,7 in vhites in
hospital p‘meeim‘ :
At the Chieago I.yizzg«-ln Rna;;i‘&ai for Q.he ;ymrs 1984 nnd 13&& .
the atillbirth rate was 145% in whites according to the some authors
E‘rimizaﬂy at the mmraty Haspitai louieiona, Rew Orleans as
noted by Allen and Wegmon{1951}3 Jobn Hopkins Hospitol, Baltimore
{Instoon}s ond Freedaen's Hospital (Washington(Seott, Jookins sud
Crawford) (1939477 found the stilibirth rates to be cmch higher in
nonwwhites than in vhites. A Iarge percentage of nop-whites{oegroes)
are admitted to the above hospitals.

Puerto Ricnns, whose sotio~economic status §a even worse than
in pegroes, had an even greater pevimstal mordality than in tho segro
according to Steer and Kesor{1952). :
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o © Stillbirth rates froo tho ohstetric anite of the .
t}niwmity of Cape Town mml that on the whole on a%moma!iy
high nuzber of foetuses are lost compared. wi‘&t other Q@Dtmsa ~
| This con be sttributed largely to the fact that amovg our
non-whiites the stiltbirth rate ie very high, In our white patients
in hospital practice,slthough stillbirth ratos are on o par with
many other temching centros, therc s s5till room for improvement.

& cowparison of non-white etillbirth rates in other nop-vhite
areas in the Union of South Afrien ﬂhwm thot the rotes are Mnﬁst
twice ag hﬁ@ ot -§n vhite hospital prociice.. Othor t.eachmg
hospitals cnd institutions in the U.Sil. and ot the University
«%Hege, Tuadan, Migerin, show o oisilar high foetsl loss 6o cur cwn.

In private white pmctiea in @ape Pown, the szmmrw mt«e is
tﬂms‘t %‘ ‘i’:ﬂﬁ% «nf vhito hospital pmc’tima

T&a mascms for mﬁnﬁm in smmma mt,as wil} %a m%«
hmd in mm*e ﬂemii Iaﬁer. ’

Pmtﬁriu v(wﬁs,%'rﬁ}: Report !‘ram Preto:'in Goneral Hospitaﬁ am’i o
- Boly Cross Rsﬂ_ {Porscnnl dﬁmnnimtion from
" Prof. F. Geldenbuys} |

1.+ van "-nnngan{i%? | P 'Repmft - Som !%riﬁgmﬂ Bemeriol fospital, . - -
cee -7 Jobarpeshurg. (Personnl Commonication)

%. van Bongen(1956):  Perimtal mortulity. S.Afric.medede, 30,17,
%t‘@f! EOIIQ(!‘QS‘Q}# B ﬁ@‘!’sﬂeﬁmﬁrﬁﬁa, 156.} ié?ﬁ.-

&Qlan, Esg and o » o A - .
.7, ﬁégmn{i’ﬂ&l)u T Qﬁﬁ‘wﬁs by -E;ca mmmﬂgﬁﬁ«}g The Prematare
Infanit, 2nd cde

Bastoan, Bedss (1947)1 Amer. S?mct.itc, 1,843,
Scott, BeBa, H.L.denking and R.P.Crowford(1950): Paedintrics, 6,425.

lawson, G and I. Lister (1956): Quoted by J.5. Tonkinson{1956):
ond Dhstet and GWC«IE BeEe 6337?5&






75

ANTERNATAL CARD : - . P -

ITS _INFLUENCE IN FOETAL MORTALITY

Historical Sarvey.
Antenatal care in its widest sense is no modern conception.
Very few of the earlier writers fail to make memtion of the care
of the health of the pregnant woman or the treatment of the diseases

and disorders of pregaﬁmcym :
The first book devoted solely to antepatal care was “Hints to
Mothers for the MWwnagement of Tealth during the Period of Pregnancy :
and in the Lying-in Room, with Exposure.of the Common Errors in :
Connection with These Supjects™ by Thomrs Bull in 1877. :
- Pinard (1878) wade an important contribution to the sigmf:.cance
of antemtal care and stressed the dangers of malpresentation of the
shoulder, and agein in 1895 when he emphasized antenatel care as o f
prevention of eclempsia and of walpresentations. ' ’ '

Haig ?ergtm"on (189¢) in Edinburgh gave regular antemtal care
to mmates of the muriston Premturity Bome for pregnant unmarried
girls. It was from this that emerged the hospital mztpetient
departuent or antenatal elinic in Eﬁinburgh in 1915. '

b A—

_However, the preventative Lawspeét‘of antenatal cere was not
stressed until- the work of Pinard was published when 2n era in
midirifery was heralded. Routine supervision of all pregmant women
was not attempted until Ballawntyne in 1901 of Edinburgh canvassed
for the great need for routine antématal supervision. |

In ﬁ‘i;s last address in 1923, Ballantyne mentioned the following
benefits which might be derived from regular antemaxtal care.
(1) The removal of anxiety and dread from the minds of -
. expextant, parturient and puerperal paticnts.
(2) The removal of such discomfort emounting to suffering
in many cases. ‘ '
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(8)  Iarly entenmatal care and trea.tment of dangerous
complieations of pregnancy snch a8 syphilie, tox&emia,
heart disease etc. ‘

(4) The increase of the number of normal labours and
© pregnancies, i.e. the prevention of abnormality of
labour such as tronsverse lies, obstructed labours
and the like. -

-{8).. 'The stillbirth rate will at once be lessened, as well
as of conrse mternal and foetal mortulity. )

‘Despite the remarkable lessening of maternal and foétal mortality
in the United Kingdom, U.S.A.+; Holland, Denmark and other white
centres during the past 10-15 years, no snch striking sinilarity -
in the lmring of loss of ini'ant life lzas token place in our non-

- whites, despite a marked improvement in the white race, in our

units of the University of Cape Tmm. { see graph )

REASONS F'OR THE HIGHER FOETAL LOSS IN THE NON-WHITE.

(i) Much ontenatal care is _‘im&ggmte’,and snefficient.

#mro Kerr stressed that in no department of medicine is
one more liable to drift into careless ways and fhu’s‘mi‘sa the
occasional a;bnorﬁnl ity or the occasioml sign of impending danger,
than in- obstetrics. :

Sutherla.nd(1949) showed that in Great. Britain the stillbzrth
rate was lower in those patients who had had antenatel care in
vorying degrees, than in those who did not at all. He emphasized
‘the quality of intelligent antenatal supervision a&s & more o
important reguirement than the number of visits to the antenatal
elinie; visits which were off;en'merely perfunctory and time consuming.

As Munro Kerr further puts it - "Examinations are not oniy
too infrequent but cursory and the success of the antematal visit
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must be judged not by the numbers passing through booking <¢limics,
and not by the number of atiendances registered by each patient,

but only on its effect in securing normal or as near to normal as
possible delivery, and-reducing-boﬁh‘maternal and foetal mortality.”

Sutherland too emphasized the immeasurable advantages of
antenatal supervision on the incidence of prematarity und neonatal
mortal zt.y.

A report on Eaternity in Great Britain for 1945 showed that
antenatal care réceived by individual mothers was associated with
a deéreased incidence in bhoth promaturity and neomatal deaths.

In every case & elinie gromp retarns a Iower stxllbirth rote
tﬁan for other residences. ' '

Jewitt(1956) stressed thot foetal mortality and perimatal
mortal ity rates are inevitably velated to materpal mortality rotes,’
' ;I mortality rate is in the reglon of

- 30-40, it is dincredible 'ha.t anyone would snggest that such a threat
to survival has-all but ended. :

The emphesis must also be 'p_ ced on well gqualified men in
attendance in the amtenamz elmics, especiclly in the ficld of
‘ohatetrics. Specml qua.lii‘xeatmns in -obstetrics is not enough.

" Experience in that field is essential.

Reguia,r atiendance ot the antenatal clinic &nd the reasons’
for non-attendsnce should be ascertained, not until the reason for
non-attendance is discovered too late.

The value of sccurate attendance card systems and rigid
adherence to the rule of non-attendance demands timely enquiry,
and tfhsi"s not by letter poat.(Wrig?le‘y‘) = Bften no eccurate records
are kept in hospitals or by the midwife of the days on which
patients were next due to be seen, or evem if such record were kept
and the patient did not attend, no efficient steps were taken to.
discover why. The mecessity for health visitors must thus be part
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ané parcel of all antenatal servi?eéa.

The part played by diet, socio-cconomic stotus and £11 health
in antematal care will be discusted later under the heading of
premaxtarity, which to ne small extont contribates to stillbirth
neonntal denths and perinatal mortality. :

(i) Laek of provision of facilities for adeqmte sntomntal core.

Scrutiny of the factors in the causntion of stillbirths, and
in most instances neomntsal} and perinatal destha, will often disclose
the ioopholes in inondeguncies of an obstetric service; snd from
thie ottempts will be made "o plug the holes” in o lenking ship.(Vrigley)
The primry eoﬁsidemtmns in the mi!ure of antenatal care
is o foilure in the seceptod standard. Antenastal eare any he
ansotisfactory in not an mcansxd@m“hle norber of sspeets due to
faults in branches of the 0‘5%@@&@&1 gervicee
Absolutely necessory for o good stondard of chatetric aarvice
i8¢ healthy administration for o well orgonized sorviee.

Tre avaiinbility ond distribution of beds in ,nb_gteiriaesv is also
a mtter of administrotions

fuphasis must bo Jaid on the faet that the number of bods
available for antemntal casss must depend on the mpﬂhﬂ&i-ﬂn to be
served,and not on the size of the obatetric uvnit or units in any
loeality, or pusber of beds provided for purtaricnt women.

o matter the standard of obstetrics, the escollence of ante-
mntal clinic attondsnes, the Jaek of adequate bed accomnolation for
feomplete” cntenatal oupervision nust mecessarily neulralize ell
efforts to secure perfection.

If o patient under hospital esre, snd saffering fron preeclampsin
shoulé be refused adwission beesuse of the unnvailahility of beds,
then this indicates{if there was genuine difficulty) for an immodiate
sarvey of bed allocation.
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- Under no cire@sﬁm&es should it be neceasary to treat oo
“outpatients® wonen suffering from o medienl or obstetrient :
complication which would be deemed, under mormal hospital conditions,
o6 crsom of "urgency". FPreeclamptic toznemis ond essentinl hyper-
tension of pregonney is one exnmple. |

The shortage of bed allocation in any institution in relstion .
to the obstetrie population mnst also necessarily lond to over-
erowding of such o hospitel in times of stress and urgoney.
Overcrowding means & morve rapid "tarnover®{Lour), o disproportionate
number of patients in eny given umi¢ to the nusber of beds awailable,
with an obvions Yowering of the stendords of narsing ond postmatal |
supervision. This is particularly so when an incrcoase of staff has
not been provided for. 4Ae a corcllary the deficiency of adegmte
infont accommodetion emat surely cffoct moonatel mortality in some
degree« Cutbresks of peonatsl fnfection $n the nursery hos not
infrequently been atiributed to this shorteoming.

' it iz also not unwise to conclade thot obstetrical mmgemn%
mast surely suffer to no uncertain degree, when your hospital is
being stroined to the scemst. | |

Setherland maintains thot Mmre fo & dofinite "pegative
 ¢orreletion” betuveen the stillbirth rote and percentage of bhirths
- oceurring in &ns%iiutitsﬁs, sugpesting o tﬁaﬁrihﬂﬁﬁﬁlﬁzﬁ@ of the
obstetriesl facilities owaileble in hospitals and m%mity homes.

Begeie{1957} reconnended the provision of 2&@0 beds per
B0C00,000 population o8 o minimnl requirement for adeguate auper-
vision. Be demonstrated (ledie 11} the very definite advantages
of increased hospital ecnfinevent in Connda over the years 1940-55,
~ in reloation not only te stillbirth rates hat also neomatal and
infantile mortality. The wortalitice were olmost hnlved when about |
twice the nuuber of women were delivered in hoppitel. The sinilority ‘

in reduction oﬁ maternal deaths in 'sevemi countries in relation to



TOTAL _BIRTHS. (INCLUDING STILLBIRTHS )

OCCURRING

IN INSTITUTIONS IN THE CITY OF CAPE TOWN.

l 1 - 2. 1222 - 20 [ 1 - 4 1254 - E

WHITES. | 76.9 % " 78.4 % ' 78.7 % 8l.1 %

¥ON - WHITES. 38.9 % 39.6 % 41.0 39.2 %
THace /0 i

POETAL 10SS, (IN CANADA ). 4in relation

to total births

in_hospital. (J.H.S. GEGGIE (1957.)

YEAR. LIVEBIRTHS. BIRTHS STILLBIRTHS NEOKATAL INPANT
iN “‘“‘Bﬁﬁ DEATHS MORTALITY
HOSPITAL THOUSA per per
THOUSAND THOUSAND .
. LIVEBIRTHS.

1940 244136 45.3 ‘ 27.2 30 56

1945 288730 63.2 23.1 29 51

1950 371071 76.0 19.3 24 41

1955 441681 86.6 15.6 19 31

TRE (f
e —————
DELIVERY 1IN INSTITUTIONS. MATERNAL _MORTALITY.
UNITED STATES OF AMERICA (%) ‘ 977 (%) 0.3
SWEDEN. 87 0.5
ENGLAND AND WALES. 64 0.7
iTALY. 22 1.3
JAPAR 14 1.8
FORTUGAL 1 1.5
CAPE TOWN. (1949 - 1953) (WHITES) |° 79% 1,08
(NON - WHITES) 40% 2.49

-~ e 2 |

—
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the pereentage heapitalistion is shewn ia tablels.

Sintlarly in the chotetric population of She City of Cape
Toum.( Sadle 1)

Graph 3 siunilarly shovs the relatisn between fesdal mertality,
méorml mrtality ead povresntage hespitalisation in Caps Town.

In aen~whites vhore hespitalisation was alneat Swice loss
froguent o8 in white patients(tadle 18) ¢2e footnl merdalily
{s81110i7ths) and matermal mertality ws servespeniisgly higher.

For o doscripiion of the § chotetrien] wnits mee previems
nele on pages

36 das leng hoen reclined thad our cboleteris sorvies has failed

in 8 inpertant sespects. Firsily there las boen & lack of
expansien of andomial fasilitios in cur clinics to meet the domads
of an insewnsing “ery" for antemial eare. As neted previewsly,
attondansss at theoae elinies Mave finerecnsed almest 4hireeleld sines
the firet ebeletrisnl repert vas published in 1948, and the
srraagemeats ad (he elinfes lave net altered sines.

Socendly, and of mere fupertance, these las bYeoen ne correspund-
ing or "msar te 14" inwresee of the nmber of maternitdy beds
awmilable Tor the shatetrie population attending ewr anienntial elinies.
Apard fyem & tonpesery relief, vhea a ward in A 10 at Greste Schaw
Hospital was spomed in 1068, mihly fer the adnission of 4he mediem]
osnplicntions of pregmaey (vide supse) sad which wne diseentinmd in
1968, the othor cboteirie maits teck the drunmd of the midvifery ia
Oape Touwn and ewblying arens.

Overereviing of the units at (he Pentnsula Maternity Nems,
Semsrset Nespital, in beth the antematnl eliniec and in ¢he hespital,
remins & "sese peiad®. Nefusl of aduission S cur nen-vhite wmits

Sosnuse of lack of bede, even for serivus enass of temmeunia, anteparten
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haemorrhege of o minor degree and the like, was proctienlly o
doily oceurrence. "ontpatientn trootment of precclacpsis and
hypertension, until bed secommodntion becan awmilable, isa
comnon oceurrence in our non-white wnits. The later asdoission t
of such patients often in e more serious state wos Mmtafore not ’
totally mnexpocted, with freqgusntly the loss of the infaont, cs an
fntrauterine death, or neonstally becsuse of extreme premoturity.
An¢ there were meny of these patients.

Toble 10 indicatos the grealer number of white patients than
nennﬂhxtes gaining adeiassion to hospital for &onfimmeﬁt, beeanse
of the relotive adeguaey of acconacdation. ‘

_ In the pon-white, the majority of shom asnﬂ‘»emféa from chronic
511 healith, and in vhom dissases were rife, without facilities for
home confinewent, tbe piciure was “not so rosy", end who needed to
' bo delivered in hospital, only about 40% were abie to 6o 0v. |
' Apart from lack of facilitfes in hospital accomodation, 26
alrendy mentionod, the ancillary services such 6s labamtory
{including postmorten) ond for radiologicsl work, vwere too far away.
feom the Tcentres of industry” to be of iprediste aid. The reportn
from these departacnte were “often too Iste" to be of adequate uses

TEE EFFECTS OF AYTRXDAKCE AT THE AWEENATAL CLINICS.

. TFheve is mo doubl that particularly among our mon-white women
{ospocially the Bantn) antemtal attendances were not satisfactory,
with visits being too seldom, becsuse of either Jongmge difficalty
or inability to afford the expense of travelling to and from the
hospitals. Although many of our women wers asked to attend at
- ¢lipics peoring their homes, there was mo possible mesns of keeping

touch with them. JHealth wisiting in the true aense of tho word is
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non-eristent among cur pregrant pomwbite women. Despite the

foet thot mony ponewhite womop beok at their First visits end do.
rot atfend agoin until in hhmg-, e are wmable to remedy thisg

state of affeirs,beconse there ia no systom ULy whick this might

- be #b,ecke&a Unless sach a patiert was foundé to bove ep abnormality
requiring her immediste admission €o bospitol, such es ;méec!i@mgsia, ,
diabetes, breech presentation and the like, no atiempt might be mode
to nscertasn her vhereshouts until admission fa again sooght.
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IT. YEAR. ATTENDANCE. S.B's. N.N.D!sg, P.N.M.

(rate/patient) (%) (%) (%)
WHITES .
M.M.H. 1953 6.0 1.4 2.0 3.4
1954 6.8 1.2 1.6 2.8
1955 5.8 2.1 1.2 3.3
NON-
WHITES.
 N.S.H. 1953 2.8 4.2 2.6 6.8
1954 3.0 5.9 2.7 8.6
1955 3.0 4.9 2.5 7.4
St. M. 1953 4.3 2.7 2.4 5.1
1954 4.4 3.9 2.7 6.6
1955 4.3 4.4 2.6 7.0
G.S.H. 1953 1.7 8.2 5.9 14.1
1954 2.3 7.9 7.4 15.3

SUMMARY OF ATTENDANCE RATES AT THE OBSTETRIC UNITS
WITH CORRESPONDING FOETAL MORTALITY RATES. (1953-55)

TAg(<s (3
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Teble 13 shows the close relotionship betweoen gtillbirths,
perinatal deaths and attendance rotes ot our units for the yoors
1953-55, Hot inecluded in this ¢able was the Peninsula tornity
Home, where both whites and non-whites were admitted, the mjority
being non-whites.

As will be particularly noted, porinatal stillbirth rates and
mortality rates wero mmrkedly opporent in relation o the attendapeo
rate at the Groote Schuur Boapital mnit. Thio might be explaired by
the fact that the mjority of adnissions to this hospitel were
“aon-booked”, and nearly nll paticnts were suffering from o emli-
ecation of pregnoncy, medieal or obstetrienl. -

The low foetel loss in the white patient wns apparent in
relotion to tho greoter rate of sttendance at the antemtol ﬂmie‘;—
a8 opposed to the noo-white who did not attend as often or regularly .

‘with o higher foetal mortality. ihany of our non-whites were aﬂmitswﬁ
as Toop-booked" patients, without adeguate antemtal supervision.

It wos also the policy of our ontenatal attondants to "hook™ e pationt
with proeclanpsic or essentinl hypertensions o patient who was scen
for the first timo, and admitted immediatoly to the antemtol vard for
ohservation. She was not classified as an "emergency® or "non-bockod®
petiont, although she should bawve been. '

TAE PART PLAYED 7Y ANTENATAL CARE IN TUE PREVENTION OF STILLNIRTAS.

Holland(1920) investigoted the avercge mortality in 409 labours
where contracted pelvis existed. 4s mony os 37% of the $nfants wors
lost. Where no antematal eare was existent in 56 ofthese cases,

29 infants were lost, i.e. 52%. ﬁmver, with suapervision of pregm,ncy .
in 353 patients, 45 infonts were lost, i.e. 12%.

Ngrrogaard {1953} in cogengmgun reported on 10600 £ull time
preguancies and 1125 promature deliveries. He found that vhere
extenatal care wos absent in 19% of unmarried mothers the stillbirth
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 rate waa higher becsnse of the preootarity vate of 20%. Ina
controlled series of wemarried mothees with an%mtnl eare the
¢ premature rote wss 16%.

Metmn(1047) from the T.Swie. noted that where hospital care
wos taken as the degree of poverty of patients, the iscidenee of

. prematurity in white ward paticnts wos grester thsn in private

potients. Similarly the incidence of premturity in Fepgro word .
potiente was greater thap in white ward patients. The stillbicth
rotes were higher, the greater the incidonce of premotudty, and
hence the highent stillbirth roto was found in Negro wvard paticnts.
The iucidence of prematority in relation to aﬂe:;mcy of fprémml
care, Bastoan elassiﬁed an fouwst- '

{8} FNome -—-= Ko visits to the antematal eﬁnﬁe.
{it) Poor - ﬁn‘ly 1-2 visits to the clinic.
{iii) Adequate—— 3 or m:m vmita to the ummml elinic.

Although the standard of “ndegmoteantemstal care” fo low, the
‘incidence of premature hirth in 2270 cases(vhere the quontity of
 antenmatal core was known) of single pregmancies, with spontancous
onset of lohour, was 7-8% with good ¢are. With poor or me super-
vision the inefdence of promaturity wos 24.9%, the stillbirth rate
- heling enﬁes;;m&ingly highs |

Many aathors such as Crosse, frosnc, Brird, Dorhas and others:
found the atillbirth rates $o be approximately 10 times higher in
prerature bebies as "mtare” ones, gmr%i.cnlurly in the abzence of
adoguate antenatal core.

Sutherland(1949) noted that in every case, clinic group patients
- retarned o atillbirth rate lower than for other residences.

A Report of Waternity irp Great Britain(1043} showed that
adegaate antenatal supervision received by individmml mothers wos
associated with decreased evidence of premturity, and therefore
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o lower stillbirth snd ncomtal less. The eduentiomsl dmportance
. of this work wos not ite least valwhle aspoct. It was stressed
that the sti?nmmifdte was low in areas where a high proportion
of eonfinements took place in hospitels or private nursing. hms.
This showed that where wedical and obstetrical i’aciiities mzre
‘available in these imt.itntiam prevention of stillbirthe and
neunatm ‘deoths g meeemrﬂy eawiam The stillbirﬁx miaeu
were higher in snstitutions thon outside bocunee hospitel and
maternity hones uften a.dmﬁtteﬁ nore difficnlt enses, such as o |
bi@e}‘ propoﬂ;ion of yrimigrzwi&e and more aﬁnm‘mli’tiﬂs of a
pregnoney and lobour..

Rodway({1957) reporteﬂ on t’he undoubted educational wvajue
_efof' programues of relaxation technigques for women having infants,
not only on the benefits dorived, but also the edwantages of
regulor attondance at the antemtal clinie. There was o
significant doubling of the prémtority and perimtal mortality
rates in patients with inndeguate antomatal care compered with
‘those who asttonded regulorly at the clinie. :

Bodway however concluaded that their practical adwventages in
toran of consequent reductione in ohstetrical complications had.
been advertised with wore enthusicsn than accuracy. She had
reported :t‘iiudinga( on an engoiry into the question whether ante-
mtal education and exercises hiad any effect on the waricos
compliecations of pregoancy and la.bcnr_

A total of 2700 primigrovidse wos divided into 3 grm@ﬂ oatched

for age ag followns- ~ '

©

Exercise group. 1000 pregnant women were trained for child-
birth by special esercises ond relaxation technigues; as well
o3 by taiks on pregmancy, physiologys labour, and on diet,
health and hypione. ' '
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{(v) o roup. 750 women who attended tslke, but recoived
- e tminitxg in the physieal prepuratien of Iabours <
‘(«c) © Contrel group. 250 women who received mo lectures or esercises.

The vresults showed statiatiwn‘y -tﬁut there ¥as on insignificant
dimanition in the incidenes of tomxncmis Ffor proup (o) olthough the
only 2 cases of eclonpoia which cceurved wore in this wcmp. '

Iu anteportus haemorrhage (placonta proevin excluded).

This occurrod only once in groups {o.} and {b). There were
10 cases in group (¢) with 5 stillbirths. Rodway mintoined that the
women in the trained groups csw their doctors wmore often than in
group{e} and would find it essier to eo@lain of minor aymp%ﬁsns to
receptive e&re, eagmeiauy ae m& been instracted in vhat ws normi
and mbmm‘h In the l;igm ~o£ what was foaml in m unita of the
t‘miwrmty of Cope E‘mm, the stiﬂhirth and noonatal mortality ms
dofinitely higher in ;mtieuts with aﬁt«emﬂm haumrﬂmga(inelnﬁing
- placentn ;smwia) in the u‘bseuee of amminl Caro.

Antenatal training for ﬂlil&birﬁi did not ‘leasen @hﬁ
need and enll for pnin %illing drugs in Iabm@ 'ﬂze amsmge length
of lobour was the sxme in all three groups. .

The amzidem of postpartun hoemorrhage was not mdvméd hy- B
physienl trainim for childbirth, aid the foreeps delivery rate
ws similor in the 3 groups. If pa%ienta of over 30 yoors of mg@
~were considered, then the incidence in group Ja) wos significontly
lower than in the untraimd.

The mzin bot weightj favourable results wns that the premtore
birth rate and perimtal wortality rate in the eontrols{grovp <)
were donble thoap of the other 2 groupe. |

The main reault of this investigation was that it was difi'icult
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to draw conclusions from thic detailed mpa?t,; }bgg;ané_ﬂz{;nai-cangisﬁeﬁt
phyaical agimnﬁgféﬁ scemed to accrne from qﬁte‘n%&é;‘i edncation, -
except loss of infant ‘life; being grecter in those without adegunte
supervision in the anteratal clinic.  Othor inveotigators on the..
same sabject found different results from aaésfay, bat again. found & ,:
. higher foetal loss without aﬁmete yremtal coree

< PBagrd- umi Wr{i&@ﬁ from the Averdeen Witernity Boépita! fmﬂ
tbe years ‘1038 to 1040 divided ;.nt,ﬁents into 8 gro@sg—

ix) ' Bosked - mses, of . wﬁieh the:m were 3427 womens. |
{ii) Private pa%ien%s in ﬂ;wemlast procties, 256 paticontas
{iii) The remninder m births in ébsrdeezx domi»aﬂﬁaﬂ' em& emrgeney o
pmctice. : . S T T P U PP v .

. Tue cmnbined stxilbirﬂz and mmt&i den&h mtea{perimhz Yora)
- were 5445 per thousand, 12 and 1835 per thousmd resmctively.

.- ﬂm authors concinﬁad that in the 3 gre@t;@ the warietion in
resalte in I‘oetml losg were due o gmﬂ mxrsmg nnd. good ecmomics
in gmnp{i), favourable . nursing ond cedieal factors in grouplii)s
mzd §n grmxp(iﬁi} there was e ﬁef&nﬂe neerd for méical ond pursing
care a8 wel:l as betm ecmmics ond aacim! cemlitims, _

!’mirﬁ(m%) published i‘igms on the differences in stilihirth
' m msomt-ul rates in o lerger soriecs of women for the years 1938—1944.
ﬁgain he divided his patients inf.n 3 groupm- .

(1) - 2412 potients dalivered m nursing. hﬁms am! ]co‘fceﬁ after by
private doctors and a fevw speniai ists, The etillibirth losa i
this group wns 25.1 per . thcmn& birthe.

£38) 8808 mt.xen%ﬁ delivered at the Aberdeen ﬁmemmy nospmal
@n of whom were iaonkezi mse Sy @;x; gll unéer_ ﬂnperviaim of the
Specinliat. _ - o o |
The szﬁlbirﬁ: rate in gmup(mi} wms ao.: ym? thena&nﬁ,a

(in} 501 mtients frmn pri’mte pmﬂim of one specialict with
a stillbirth mte of 9.8 per thousand.
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Neonntal death rates showed a simﬂur trend.

An explammiion of the above diversity of foetal losses waap

offered np followaz- ‘ o
Groups {i) and (ifi} were of the some social clasg. -

The difference in mortality was due 4o the stondard of obstetrical

carc. Io groups {§1) ond {iii) the differences in lesses was

probably dependent on the social status with differonces in soeio-

economics such as mutrition; imndegquate rest, and thé mava‘sitty to

work during pregoancy, and pmwr @iaming of families ete.

Baird conelaaeﬁ that the dif’t‘mw&s in the ssﬁiibiﬂh rateo
between the socinl classes were prcbahly the effocts of zm&equnte
nutrition in the poorer seef.itms of the community, both. priur and
during pregmncy. From s study of apecielist and hoapimi eages .
he demonstrated the mﬂged effects of obstetrical skill upon the
stilibirth ra-te of the upper income gronps and o mucﬁ ﬁlighter eﬁ'ee&
| among women on the pmmr strato of society.

; A survey of the cauvges of stillibirthe euggests that the vcsntmst :
" zust be due to the great differences in physigue, weslth and diet of
the mother. Tall physfically fit women with botter diets, give better
-pesults than in soall) ﬂt:__ztnmd physically,lover state of health and
vorse diets. o | - : -

myes{még} amlyae& t«he atiﬂbiﬂh mtes a8 acenrring in t!ne o
_ E’om:m"s ﬂospital, Eclhoﬂm, Amstmiia for the yem's 1943-48 anﬂ

found the ronmngs- '
: " Hos of births - s,.;m, H.N.D'a, '-fi’ataijl*m

Booked patients. 18477 2441 15.3 . 8%.4
Non-booked patfemts. 8553 ~ 104.3 _ 68.7 _  172.8

Total 20030 37.0  23.8 ;',_,f,;sngs

It ms  obvious ﬂns paticnts wiﬂmut aéequnte care shmﬂ o
higher f’netnl loss than thos& who werc antiai’netnrily aupervised.
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- Thompson{1952) showed o wvnst differcnce between the périmta:l
wortality rates of "hooked” and "mon-bookedr poticnts in & miernity
bospital. At the Simpson Baternity Pavilion for 4 years{1948-51)
11484 infants were delivered of ™ooked” mothers with o perimatal
iose of 49.{5 per thonsand.

In 1601 infants of "non-booked™ mothers the rote was 338.0 per
thousand birtho.

Tomaturity at birth according to Thompson ae measured by birth
weight was the only factor which exerts & profound influence upon the
differcnces between “hoolied™ and *non-booked® perimatal mertality
rotes. He 4id not, hm% compare the differonces ip mortality
rates in "booked® and “non-hooked™ patients dus to obstetrical factors
such as antepsrtun haomorrbage, rmternsl i1l health and matermi
hazarde of labour.

inweon and Lister{1956} fr a elinienl report from the department
of Obstetries of the University College, Wigeria, from the 1st April,
- Y083, wntil 3ilst Decomber, 1904, discuszed & uvnit siciler to curs of -
the University of Cope Town. Only non-whites were admitted to their
unit, the mejority of patients being offlicted by such diseases as
- malaria, dysentry, bilharzia, profound ensemia(ausually dictetie)s
Hoapitel facilities were primitive, with the scantiest of obstetric
instruments in 1953. In sach o department with only 45 lying-in beds,
5582 paticnts were confined ip e period of I8 wmontha. OFf these
patients 1004{17.8%) were vemergenciest. The atillbirth rate was
40.3 per thousand in "hoocked” cnases and 207 per thonsand in Temergencies®.
The perinatal mrtality was 73.0 or 409 babies lost. Neomatal losscs
wore 40.C por thonmnﬁ for #hookedn cases, and 126.5 for Temergencyv.
As was to he expected, the mstornnl mortality under those conditions
was high, 24 dying in "booked® and 52 in "nop-booked" cngos.
Prematarity agodn phyed the most fsportant part in minﬁmini&g o hxgb
perimial loss.



~ ¥Van Dongen(lQﬁT) revealed that. for the years 1952—54 at
'wthe Bridgman HOSpital gohannesburg, out of a total of 9310 bxrthsi ’
400 st;llbirths oceurred(42.9 per thonsand)@

0f}8623-"beoked" deiiveries aﬁﬁ,bab;eSmwere-@tiilbbﬁh,:giving
 a.rate of 31.7 per thoussnds . In 1287 "emergency" deliverics 144
- babies were horn dead, with a atgiibirth.rate-ofgla;sjloobg

B SﬁHEARY AND CGHCLUSIGRSa

7 Statistics from the obstetric unlts of the Bniversity of C&pe
o Tawn are sammarizede , , L

7 The stillbifth fate per thoua&nd births was 47,4, and the
neonatalxmortality 28444+ The rmte for hOSpltal and district
';practice was “lowers The perinntal mortnlaty in hoapit&l pnactzce
wns 74.5 per thoua&nd. : S gw,,, ;1 RET A,,‘

. In whiteés the stzllblrth rate sas elightly less than % that
of nondyhltea. (24.32 51:5). In private practiée in eeveral nnrsnng
~ : homes in C&pe Toun, the: stillbirth rate ms l3a1/thousand, iece almost
o % that of @hite h98p1ta1 practlcec '

_ Gthpr teaching hospitala 4in the union of South ﬁfrica show a
simxlarxty ‘in stilibirth rotés’ in'ﬁhates and nondwhites, aa do non-v
white institutions elsewhersi =~ ‘
| " The inf!uenee of antenatal ¢are on foetal mnrtality is briefly
' discnseed, a short bibliography being presented. .

Reasons for & kighor foetal loss in the non-whxte in relation
.40 antenatal care are given, and discussed. - ‘Particular emphasis is

laid on the effects of shortage of hospital accommodation. _
The close relationship between attendance ot the antenatal elinic

and roetal loss is presented, in our units and of several anthors« ,
Antenntnl cere is essential in the lowering of not only maternal

mortality, hut also in foetal mortality, apart from socio-economic
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reasons. The lovering of =prémturiit_y rate is also mentioned,
but will be discussed more fully later. "(' see "PREMATURITY")
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