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Reported are the results of a study to assess the prevalence and risk factors for perinatal death among
pregnant women in Malawi over the period 1987-90. There were 264 perinatal deaths among the 3866
women with singleton pregnancies (perinatal mortality rate, 68.3 per 1000 births). Among the risk factors for
perinatal mortality were the following: reactive syphilis serology, nulliparity, a late fetal or neonatal death in
the most recent previous birth, matemal height < 150 cm, home delivery, and low socioeconomic status.
Although unexplained perinatal deaths will continue to occur, perinatal mortality can be reduced if its

causes and risk factors in a community are given priority in antenatal and intrapartum care programmes. The
following interventions could potentially reduce the perinatal mortality in the study population: screening and
treating women with reactive syphilis serology; and management from early labour, by competent personnel
in a health facility, of nulliparous women and multiparous women who are short or have a history of a
perinatal death.

Introduction
Deaths in the perinatal period (from the 28th week
of pregnancy up to the 7th day after birth) are fre-
quently used as an indicator of the level of maternity
services within a community (1). Perinatal mortality
rates vary considerably between countries. Lower
rates are generally found in developed countries,
where socioeconomic conditions and access to tech-
nologically advanced health care delivery systems
are better (Table 1). Ideally, antenatal and intra-
partum health services should be designed to in-
corporate effective interventions which address the
conditions that are associated with perinatal
mortality.

The outcome of the perinatal period reflects
both the medical and social condition of the mother,
as well as the care that she and her fetus and infant
receive during pregnancy, labour, delivery, and the
immediate postpartum period. This period, which
overlaps birth rather than divides the interval into
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before and after birth, is useful for the following
reasons. First, the causes of late fetal deaths and
morbidity/mortality during the early neonatal period
(birth up to day-7 after birth) are frequently the
same or closely related. Second, differentiation of a
late fetal death from a live birth in instances where
death occurs within minutes, hours, or even days is
frequently culturally defined. Misclassification of an
early neonatal death as a late fetal death can be
avoided by defining this perinatal interval that over-
laps birth; comparison of perinatal mortality rates
among different populations may be more valid than
those of late fetal death or early neonatal mortality
rates.

There are very few population-based studies of
perinatal mortality in sub-Saharan Africa (2-4) that
have provided data for use in designing programmes
for maternity health services. The Mangochi Malaria
Research Project (MMRP), a prospective study of
malaria chemoprophylaxis among pregnant women
in a rural area of Malawi, gave us the opportunity to

Table 1: Population-based perinatal mortality rates in
selected countries

Perinatal mortality
rate

Country, place Period (per 1000 births) Ref.

Bangladesh, Matlab 1975 75 12
Gambia, Farafenni 1982-83 74.5 2
United Republic of 1983-86 67.0 3
Tanzania, llula

Kenya, Machakos 1975-78 46.4 4
Jamaica 1986-87 38 13
Brazil, Pelotas 1982 31.9 14
Thailand, Nong Rua 1986-87 22.0 15
Sweden 1978 9.4 16
USA 1990 9.1 17
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examine population-based perinatal mortality. We
used the MMRP data to estimate the perinatal
mortality rate in this population; to identify and
quantify the risk factors associated with perinatal
mortality; to compare the risk factors for their
relative contribution to perinatal mortality; and to
assess any potential misclassification of late fetal
deaths.

Methods
Pregnant women were enrolled, after their free
and informed consent had been obtained, at their
first antenatal visit to one of four antenatal clinics
in Mangochi District, Malawi, between 1987 and
1990; these four clinics serve approximately 25% of
the pregnant women in the district. Because ante-
natal clinic attendance in Malawi is high (93% of
women reported that they attended at least once
during their last pregnancy in a recent national
survey (5)), and the participating women and
their infants were closely followed up, the study
can be considered to be population based. In
addition to receiving routine antenatal care, in-
cluding monthly visits, tetanus toxoid, iron supple-
ments, and malaria chemoprophylaxis, the women
were weighed, measured for height, and inter-
viewed to obtain sociodemographic data. From
each participant, a sample of blood was drawn
for haematocrit determination, and a serum speci-
men was stored for subsequent serological investiga-
tions for syphilis using Venereal Disease Research
Laboratory (VDRL) or rapid plasmin reagin (RPR)
tests, and for the presence of anti-bodies to human
immuno-deficiency virus type 1 (HIV-1) using an
enzyme-linked immunosorbent assay (ELISA)
(Vironostika, HIV-1 Microelisa System, Organon
Teknika Corp., NC, USA), with positive samples
being confirmed by Western blot (Epitope, Inc, OR,
USA).a

The enrolled women were monitored through
their delivery, and they and their infants were fol-
lowed up at bimonthly visits for at least 1 year after
delivery. Age at death and information on symptoms
during the illness that led to death were collected for
all infants who died between scheduled visits. Only
women who had a singleton birth with a gestational
age -28 weeks, known outcome to day-7 post-
partum, and complete data related to the potential
risk factors were included in the analysis of the risk

a Use of trade names is for identification purposes only and does
not imply endorsement by the Public Health Service or the U.S.
Department of Health and Human Services.

factors. Detailed methods are described elsewhere.b
The study protocol was reviewed and approved by
the Institutional Review Board, Centers for Disease
Control, and by the Health Research Committee and
National Research Council, Malawi.

A univariate analysis, using SAS software (6),
was employed to determine the association of poten-
tial risk factors with perinatal death among all
women and then by parity (nulliparous and multipa-
rous). Heterogeneity between the parity groups and
the other potential risk factors was assessed using the
Breslow-Day test with a significance level set at P <
0.05. A multivariate analysis was performed using
SPIDA software (7) to examine risk factors for
perinatal death and allow for an evaluation of
collinearity. Because the model was developed for
prediction purposes, rather than as an estimate of a
main effect, backward elimination (8) at the P < 0.05
level was used to exclude those variables that were
not significantly associated with perinatal mortality;
only those variables identified as significantly associ-
ated with perinatal mortality were included in the
final model.

The population-attributable risk percent
(PAR%), which combines the strength of the risk
factor (estimated by the adjusted odds ratio) and its
prevalence in the population (9), was used to esti-
mate the contribution of the risk factor to perinatal
mortality. Because a higher proportion of women
who were in the course of their first and second
pregnancies were recruited at one of the clinics, the
prevalence of the risk factors was estimated for the
women who were recruited in the other three clinics.

To assess potential misclassification of early
neonatal deaths as late fetal deaths, we compared
the distribution of late fetal deaths and early
neonatal deaths by age at death in health facility and
home deliveries, making the assumption that there
would be less misclassification among the health fa-
cility deliveries.

Results

Perinatal mortality
The infant survival status at day 7 was known for
3866 (95%) (Fig. 1) of the 4052 enrolled women who
had a singleton pregnancy of ¢-28 weeks' gestation.
Of the 186 women with unknown perinatal outcome,

bSteketee RW et al. Malaria prevention in pregnancy: the effects
of treatment and chemoprophylaxis on placental malaria infection,
low birth weight, and fetal, infant, and child survival. Atlanta, GA,
Centers for Disease Control, 1993: 15-20 (ACSI-CCCD ARTS
document 099-4048).
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Fig. 1. Perinatal outcomes for participants in the
Mangochi Malaria Research Project, 1987-90.

4 052 women enrolled with singleton births . 28 weeks

3 antepartum maternal deaths
134 lost to follow-up before delivery
49 lost to follow-up before day 7

3 866 births with known status at day 7

Nullipara n = 1 270 Multipara n = 2 596
117 Pernatal deaths 147 Pennatal deaths
1 153 Perinatal survivors 2 449 Perinatal survivors

201 Missingdate% /4 481 Missing data

3 184 of known status at day 7 and no missing data (82%)

Nullipara Multipara
89 Pennatal deaths 112 Pennatal deaths
980 Pennatal survivors 2 003 Perinatal survivors

WHO 95646

134 (72%) were lost to follow-up during pregnancy,
3 died during the antepartum period, and the re-
maining 49 women and infants were lost to follow-up
between delivery and day-7 postpartum. These 186
women were more likely to have had reactive HIV
serology, be more educated, of a higher socioeco-
nomic status, and less likely to have had their last
pregnancy result in a perinatal death than the
women included in the analysis.

There were 264 perinatal deaths (148 late fetal
deaths and 116 early neonatal deaths), resulting in a
perinatal mortality rate (PMR) of 68.3 per 1000
births. The PMR among nulliparous women (92.1
per 1000 births) was 1.6 times the rate among mul-
tiparous women (56.7 per 1000 births, P < 0.001).
Delivery at home was associated with an increased
risk of perinatal death compared with delivery in a
health facility for both nulliparous (PMR for home
delivery =116.8 versus 77.6 for health facility deliv-
ery, P = 0.03) and for multiparous women (PMR for
home delivery =68.5 versus 47.3 for health facility
delivery, P = 0.03).

Risk factors for perinatal mortality among
singleton infants
For the 3184 (82%) women for whom a complete set
of data was available, the risk factors associated with
perinatal mortality for all women combined and for
those stratified by parity in the univariate analysis
are shown in Table 2. Although different variables
were statistically associated with perinatal death
when the women were stratified into nulliparous and
multiparous, tests for heterogeneity did not identify
any significant interaction between parity and the
other variables.

In a multivariate model, reactive syphilis
serology, a history of late fetal or neonatal death in
the most recent previous birth among multiparous
women, nulliparity, short maternal stature

Table 2: Odds ratios, 95% confidence intervals, and tests for heterogeneity for risk factors for perinatal death
among all, nulliparous, and multiparous women with singleton births, Malawi, 1987-90, by univariate analysis

Odds ratio for:a

Nulliparous Multiparous
All women women women Test for heterogeneity

Risk factor (n = 3184) (n = 1069) (n = 2115) (P-value)

Reactive syphilis serology 3.48 (2.58, 4.70)b 2.42 (1.33, 4.36) 4.70 (3.10, 7.12) 0.06
Previous birth a late fetal or

neonatal death 2.76 (1.81, 4.30) NAc 3.68 (2.26, 5.98) NA
Maternal height <150cm 1.86 (1.32, 2.63) 2.38 (1.41, 4.02) 1.44 (0.85, 2.44) 0.16
Enrolment hematocrit level <25g% 1.72 (1.06, 2.78) 2.29 (1.15, 4.50) 1.13 (0.43, 2.48)d 0.16
Nulliparous 1.62 (1.22, 2.16) NA NA NA
Maternal age <18 yearse 1.60 (1.14, 2.26) 1.28 (0.81, 2.02) 1.03 (0.20, 3.27)d 0.74
Maternal age >34 yearse 1.18 (0.68, 2.03) NA 1.47 (0.80, 2.65) NA
Maternal weight s50kg 1.53 (1.15, 2.04) 1.64 (1.04, 2.58) 1.33 (0.88, 2.02) 0.50
Low socioeconomic status 1.42 (1.03, 1.97) 1.46 (0.88, 2.43) 1.46 (0.92, 2.33) 0.99
Home delivery 1.42 (1.06, 1.88) 1.32 (0.83, 2.09) 1.58 (1.06, 2.36) 0.53
Illiterate 1.33 (0.96, 1.84) 1.11 (0.69, 1.78) 1.93 (1.13, 3.35) 0.11
Reactive HIV'serology 1.19 (0.71, 1.99) 1.13 (0.51, 2.41) 1.15 (0.51, 2.50) 0.97

a The number of perinatal deaths were as follows: all women (201); nulliparous (89); and multiparous (112).
b Figures in parentheses are the 95% confidence intervals.
c NA = not applicable.
d Exact confidence interval.
e Referent age group was 18-34 years.
' HIV = human immunodeficiency virus.
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Table 3: Adjusted odds ratios and 95% confidence
intervals for risk factors for perinatal death among all
women with singleton births, Malawi, 1987-90a

Risk factor Odds ratio

Reactive syphilis serology 3.39 (2.49, 4.61 )b
Previous birth a late fetal or neonatal death 3.27 (2.08, 5.15)
Nulliparous 2.38 (1.77, 3.21)
Maternal height <150cm 1.74 (1.24, 2.44)
Home delivery 1.47 (1.11, 1.94)
Low socioeconomic status 1.41 (1.03, 1.94)

a Data are for 3593 women; No. of perinatal deaths = 226.
b Figures in parentheses are the 95% confidence intervals.

Table 4: Prevalence and population attributable risk
percent (PAR%) of risk factors for perinatal death,
Malawi, 1987-90

Risk factor
Adjusted

Prevalencea odds ratio PAR%b

Reactive syphilis serology
Previous late fetal or

neonatal death
Nulliparous
Home delivery
Maternal height <150cm
Low socioeconomic status

0.138
0.071

0.236
0.412
0.158
0.716

3.39 24.8%
3.27 13.9%

2.38
1.47
1.77
1.41

24.6%
16.2%
10.5%
22.7%

a Estimated for three clinics with unrestricted recruitment.
b PAR% sums to >100% because of nonmutually exclusive risk
factors.

(<150cm), and home delivery were associated with
increased perinatal mortality. A total of 60% (410)
of the 682 women who were not included in the
analysis because of missing risk factor data were ex-
cluded because their enrolment haematocrit levels
were not known. Because haematocrit levels of
<25 g% at enrolment were not associated with
perinatal mortality in the multivariate analysis, the
analysis was repeated after including the 410 women
with missing enrolment haematocrit levels (n =

3533, i.e., 91% of the women of known perinatal
status) and excluding this variable from the model.
The estimated odds ratios for the five risk factors
identified in the initial model were similar to those
obtained in this second model, and an additional risk
factor (low socioeconomic status) was identified
(Table 3); no collinearity among the variables was
identified.

Nulliparous women were more likely to deliver
in a health facility (65%) than at home compared
with those who were multiparous (57%, P = 0.0004).
For multiparous women, there was no difference in
the place of delivery between short women (42%
delivered at home) and those whose most recent

previous birth resulted in a late fetal or neona-
tal death (40% delivered at home) compared
with women without these risk factors (home de-
livery rates were 46%, P = 0.29; and 41%, P = 0.79,
resp.).

Population attributable risk percent
The prevalence of the risk factors and the PAR%
for each of the risk factors identified are shown in
Table 4. Syphilis, nulliparity and low socioeconomic
status were each estimated to contribute 22-25% of
the perinatal deaths, while home delivery, history of
late fetal or neonatal death in the most recent pre-
vious birth, and short stature each contributed
10-16% of the perinatal deaths.

Potential differential misclassification of
neonatal deaths
The distribution of late fetal deaths and age at death
for the early neonatal deaths stratified by place of
delivery are shown in Table 5. Compared with the
perinatal deaths among the health facility deliveries,

Table 5: Distribution and mortality rate of late fetal and early neonatal deaths,
by site of delivery, Malawi, 1987-90

Home delivery: Health facility delivery:

n = 1609 Mortality rate n = 2257 Mortality rate P-value

Late fetal death
Live births
Early neonatal deaths:
Day of delivery
Day 1-6

Perinatal deaths

83 (62)'
1526

3i

50
6 (12)
4 (26)

133

51 .6b 65 (50)
2192

32.8c 66
10.5c 36 (27)
22.3c 30 (23)
82.7b 131

28.8b <0.001

30.1 c 0.65
16.4c 0.13
13.7c 0.05

58.Ob <0.003

a Figures in parentheses are the percentage of perinatal deaths among home and health
facility deliveries, resp.
bPer 1000 births.
c Per 1000 live births.
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a greater proportion of the perinatal deaths among
the home delivery infants were reported as late fetal
deaths (62% versus 50%; P = 0.04) and fewer as day
of delivery deaths (12% versus 27%; P = 0.002).
There was no difference by site of delivery in the
distribution of deaths on day 1-6 among the
perinatal deaths (26% versus 23%; P = 0.61).
The late fetal death rate was higher (51.6 versus 28.8
per 1000 births; P < 0.001) and the day of delivery
mortality rate was lower, although the differences
were not statistically significant (10.5 versus 16.4 per
1000 live births; P = 0.13) among the infants who
delivered at home. The use of perinatal mortality
data reflects the increased risk associated with home
delivery (82.7 versus 58.0 per 1000 births; P < 0.003)
that is not apparent when only the mortality risk in
the early neonatal period (32.8 versus 30.1 per 1000
births; P = 0.65) is estimated.

Discussion
The high perinatal mortality rate in the rural study
area of Malawi (68.3 per 1000 births) is similar to
that reported for neighbouring United Republic of
Tanzania in 1983-86 (67 per 1000) and the Gambia
in 1982-83 (74.5 per 1000), and higher than that
found in Machakos, Kenya, in 1975-78 (46.4 per
1000). Reactive syphilis serology, history of late fetal
or neonatal death in the most recent previous birth,
nulliparity, short maternal stature (height <150cm),
home delivery, and low socioeconomic status were
identified as independent risk factors for perinatal
death. Recognition of these risk factors is not new;
however, their distribution in the population and
their relative contribution to perinatal mortality can
be used to design interventions for antepartum and
intrapartum health services.

Once identified, risk factors must be appropri-
ately managed. For women with positive syphilis
serology, the management strategy involves identifi-
cation and treatment as early as possible in the preg-
nancy. More than 25% of the perinatal deaths
identified in the study may have resulted from an
untreated syphilis infection. The contribution of
syphilis to mortality in the study population has been
discussed previously (10), and the importance of im-
plementing an effective screening and treatment
programme cannot be overemphasized.

One other risk factor (home delivery) has a
clear intervention (facility delivery). It is not feasible
for all women to deliver in a health facility because
of limitations on space, staff, and other resources;
however, nulliparous women, short women, or those
with a late fetal or neonatal death in the most recent
previous birth should deliver in a health facility. The

women with these risk factors, comprising ap-
proximately 50% of the study population, would
probably benefit from the higher level of skill and
technology available at the health facility without
overwhelming the health system. Although the cur-
rent antenatal care system in the study area
does seem to have some success in encouraging
nulliparous women to deliver in a health facility,
insufficient numbers of multiparous women who are
short or whose previous delivery had a poor outcome
are giving birth in health facilities.

Low socioeconomic status was estimated to con-
tribute to over 22% of the perinatal deaths. How-
ever, its discriminating value as a risk factor for
identifying and targeting a high-risk group of women
is limited by its high prevalence (>70%) in the study
population. The low level of socioeconomic develop-
ment in a population whose mean per capita income
in 1992 was US$ 210 (11) manifests itself also among
fetuses and newborns; it is probably impossible to
design a maternity health services intervention to
decrease perinatal mortality in areas of low socio-
economic development.

The potential for misclassifying infants born at
home who die within the first day of birth as late fetal
deaths is evidence that perinatal mortality, rather
than neonatal mortality, is the most appropriate
measure for assessing the risk around the time of
delivery. Our findings demonstrate the apparent lack
of increased risk associated with home delivery when
only early neonatal mortality is considered and the
increased risk for home delivery when perinatal
mortality is used. This is probably due to the dif-
ferential misclassification among home deliveries of
early neonatal deaths as late fetal deaths. Although
more intensive community-based follow-up of
women is required, the use of perinatal mortality to
assess accurately maternity services is strongly
urged, particularly in settings where home delivery
by untrained or minimally trained attendants is
common.

Such potential misclassification also precluded
an in-depth analysis of perinatal mortality data.
Also, little information was available on the circum-
stances of the intrapartum period or the causes of
neonatal and fetal deaths. Birth weight was recorded
only for the deliveries that occurred in a health facil-
ity, and type of late fetal death (fresh or macerated)
was unknown for 73 (49%) of the 148 late fetal
deaths.

There are several points about the study that
need to be recognized. First, except for including the
site of delivery, intrapartum and neonatal risk fac-
tors for perinatal death were not considered. This
was done deliberately to avoid the potential selec-
tion bias associated with over 40% of the women
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who delivered at home and for whom no or minimal
intrapartum or neonatal data were available. Risk
assessment needs to be continued at each antenatal
visit, during labour, delivery, and into the postnatal
period. Inclusion of risk factors identified later in
the pregnancy and in the intrapartum or imme-
diate post-delivery period would better define the
risks associated with nulliparity, home delivery, his-
tory of perinatal death, and possibly short maternal
height.

Second, perinatal outcome was unknown for
186 of the study women (4.6%). This represents a
very small proportion of the study women and is
unlikely to bias the results. In addition, the charac-
teristics of these women who were lost to follow-up
differed from those of the women included in the
analysis in ways that would decrease their likelihood
of having a perinatal death. Although the effect of
these exclusions cannot be verified, it would prob-
ably result in an underestimation of the true
perinatal mortality risk.

The maternal mortality risk for this population
has been described previously.c Although some
of the causes of perinatal and maternal deaths are
identical, certain circumstances could result in a ma-
ternal death, but not directly a perinatal death.
Antepartum and intrapartum health services need to
address both the risk of perinatal death and of ma-
ternal death.

Unexplained perinatal deaths will always occur,
but perinatal mortality can be reduced if its causes
and risk factors in a community are given priority in
antenatal and intrapartum care programmes. In the
study population, screening and treating women
with positive syphilis serology would reduce
perinatal mortality by at least 25% of the current
rate of 68 per 1000 births. Management, by compe-
tent personnel in a health facility, from early labour
among nulliparous women, and multiparous women
of short height or a history of late fetal or neonatal
death in the most recent previous delivery should be
offered by maternity services; this should contribute
to a further reduction in perinatal mortality.
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Resume
Malawi: mortalite perinatale en zone
rurale

Le risque de d6ces au cours de la periode
p6rinatale traduit d'une part, I'etat de sant6 de la
mere et sa situation sociale et, de l'autre, le niveau
de soins dont elle et son enfant ont ben6fici6 au
cours de la grossesse, du travail, de l'accouche-
ment et du post-partum. Les services de sant6
charges des soins prenatals et de I'accouchement
devraient etre les premiers a incorporer des inter-
ventions efficaces visant a faire face aux problemes
associes a la mortalite perinatale. Nous avons
utilis6 les donn6es d'une 6tude prospective sur la
chimioprophylaxie du paludisme chez les femmes
enceintes du district de Mangochi, une r6gion rurale
du Malawi, afin d'estimer le taux de mortalite
perinatale dans cette population, d'identifier et de
quantifier les facteurs de risque associ6s a cette
mortalit6 perinatale, de comparer ces facteurs de
risque et leur impact relatif sur cette derniere, et
d'evaluer les 6ventuelles erreurs de classification
de morts foetales en fin de grossesse.

On a enregistr6 au total 264 d6ces perinatals
pour 3866 grossesses uniques, ce qui correspond a
un taux de mortalite perinatale de 68,3 pour 1000
naissances. Les facteurs de risque associ6s a cette
mortalite p6rinatale ont et6 les suivants: serologie
de la syphilis positive (odds ratio (OR) = 3,39,
intervalle de confiance (IC) a 95% = 2,49-4,61);
une mort fcetale en fin de grossesse ou un d6ces
neonatal lors de la grossesse pr6c6dente (OR =
3,27, IC a 95% = 2,08-5,05); la nulliparit6 (OR =
2,38, IC a 95% = 1,77-3,21); la taille de la mere
<150 cm (OR = 1,74, IC a 95% = 1,24-2,44);
I'accouchement a domicile (OR = 1,47, Cl a 95% =
1,11-1,91); et I'appartenance a une classe socio-
economique defavoris6e (OR =1,41, IC a 95% =
1,03-1,94). La syphilis, la nulliparit6 et l'apparte-
nance a une classe socio-economique d6favoris6e
ont joue un r6le dans 22 a 25% des d6ces p6ri-
natals, tandis que l'accouchement a domicile, les
ant6c6dents de mort foetale ou de d6ces n6onatal
lors de la grossesse precedente et la petite taille ont
6t6 inclimines dans 10 a 16% des cas.

On a rapport6, lors des accouchements a do-
micile, davantage de morts foetales en fin de
grossesse (62% contre 50%; p = 0,04) et moins
de deces le jour de I'accouchement (12% contre
27%; p = 0,002), que pour les accouchements
ayant eu lieu dans un centre de sant6. On n'a ob-
serve aucune difference Iiee au lieu de l'accouche-
ment en ce qui concerne la repartition des deces
entre le premier et le sixieme jour apres la nais-
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sance (26% contre 23%; p = 0,61). Ces donn6es
relatives a la mortalit6 p6rinatale montrent le risque
accru associe aux accouchements a domicile (82,7
pour 1000 naissances a domicile contre 58,0 pour
1000 naissances en milieu m6dical; p <0,003), qui
n'apparalt pas lorsque l'on estime uniquement le
risque de mortalite au tout d6but de la periode
n6onatale (32,8 pour 1000 naissances vivantes a
domicile contre 30,1 pour 1000 naissances vivantes
dans un 6tablissement de sant6; p = 0,65). L'argu-
ment selon lequel il vaut mieux mesurer la mortalit6
p6rinatale que la mortalite neonatale pour 6valuer
le risque au cours de la periode qui entoure
l'accouchement est justifi6 et renforc6 par le fait
qu'il peut y avoir des erreurs de classification des
d6ces d'enfants n6s a domicile et d6c6d6s dans les
24 heures, puis enregistr6s comme morts foetales.

Si des d6ces p6rinatals inexpliques con-
tinueront toujours a se produire, il est possible de
diminuer cette mortalit6 p6rinatale si l'on accorde la
priorit6, dans les programmes de soins pr6natals et
lors de l'accouchement, aux causes et aux facteurs
de risque associ6s a cette mortalit6 dans une
communaut6 donnee. Dans la population d'6tude,
le d6pistage et le traitement des femmes ayant
une s6rologie de la syphilis positive permettraient
d'abaisser la mortalit6 p6rinatale d'au moins 25%.
La prise en charge par un personnel comp6tent
dans un 6tablissement de sant6 du d6but du travail
chez les nullipares et les multipares de petite taille,
ou ayant des ant6c6dents de mort foetale ou de
deces n6onatal lors de la grossesse pr6c6dente,
pourrait raisonnablement etre offerte par des
services de maternit6 et permettrait de diminer
encore la mortalite perinatale.
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