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Abtract

Perinatal mortality is the death of a baby born at 28 weeks of gestation until less than 7 days after
birth. Perinatal mortality is used to attribute causes of infant death to obstetric events such as stillbirth and
infant mortality in the first week of life. The purpose of this study was to describe the causes, periods, and
risk factors that influence perinatal mortality . The design of this study is the Sequential Explanatory Mixed
Methods , Research Quantitative designed with analytical methods conducted cross-sectiona [. Sampling was
done by total sampling. 396 research sample data. The subjects in this study were parents, health workers
who were involved and understood about the causes of perinatal death and the person in charge of recording
and reporting perinatal deaths in health care facilities 60.6% of the fatalities that occurred were preventable
deaths. Perinatal deaths that often occur are still births and early neonatal. At 2-21% perinatal deaths, it
is carried out by non-health workers. The risk factors that affect perinatal mortality areare birth spacing

(p = 0.04 ) and comorbidities (p = 0.019).
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Introduction

Perinatal mortality is used as an indicator of health
quality during the antenatal and intranatal period.!
Perinatal mortality is the death of a baby born at 28
weeks of gestation until less than 7 days after birth.?
Perinatal mortality is used to attribute causes of infant
death to obstetric events such as stillbirth and infant
mortality in the first week of life. Perinatal mortality is
an important indicator of maternal care and maternal
health and nutrition during pregnancy. * The World
Health Organization (WHO) states that 4.5 million
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infant deaths occur each year and 75% of infant deaths
occur in the first week of life (early neonatal), and 25%
-45% occur within 24 hours after birth . 4

According to the Indonesian Demographic and
Health Survey (IDHS) in 2012 mortality perinatal in
Indonesia amounted to 118 stillbirths and 268 deaths
Neonatal al premature, thus generating the perinatal
mortality rate in Indonesia was 26 deaths per 1000
birth . In West Java Province, the perinatal mortality rate
is 24 per 1000 births. °> The number of perinatal deaths
was 2,563 cases, in which the number of stillbirths was
1,055 cases while the number of early neonatal deaths

was 1,508 cases . ©

Several studies state that most of the factors

of preventable perinatal mortality include factors
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of health personnel, patient factors, transportation
/ referral factors and administrative factors . Patient
factors are more influenced by maternal conditions
such as maternal characteristics including age, parity,
pregnancy distance, comorbidities and infant factors
such as congenital disorders that have been carried since
pregnancy. The officer factor is more influenced by the
competence of health workers. Administrative factors
influenced more by the availability of blood , equipment
and medicine in referral health care facilities, while the
transportation factor / reference, mileage, travel time to a
referral, funding, geographical and residential areas will
be a resistance factor in the referral process. ’ The aim of
this study was to describe the causes, periods and risk
factors that influence perinatal mortality.

Method

The design of this study used a Sequential
Explanatory Mixed Methods design , where data
collection and quantitative analysis were carried out in
the first stage followed by data collection and qualitative
data analysis in the second stage to strengthen the
results of quantitative research. Sequential Explanatory
Mixed Methods research

strengthen the meaning of the results of quantitative

is used to deepen or
research.  Quantitative research is designed with
analytical methods carried out in cross-sectional .

Sampling was done by total sampling. 580 research
sample data. Subjects in this study were elderly, health
workers involved and understand the cause of perinatal
mortality and responsible for recording and reporting
perinatal death facility p elaya nan k poor living
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conditions Health. The object of research in this study
is the recapitulation data of perinatal mortality and
the Maternal Perinatal Audit (AMP) document at the
Health Office of Karawang, Garut, Indramayu Regency
and Tasikmalaya City.

The the
study were perinatal mortality recapitulation data

target population of quantitative
and AMP documents. The qualitative research target
population was the elderly and health workers associated
with perinatal mortality and who understood the causes
of perinatal death and officers for recording and reporting

perinatal deaths.

The
research is all perinatal mortality recapitulation
data and AMP documents at the West Java Health
Office 2015 . The population reached by qualitative

population reached by  quantitative

research is the elderly , related health workers who
understand the causes of perinatal death as well as
recording and reporting officers in health care facilities
and the Health Office .

The research variables studied were perinatal
mortality, perinatal death period, birth attendant, age,
parity, birth spacing, comorbidities and antenatal care.

Results and Discussion

Based on table 1, it can be seen that from the
majority of cases of perinatal mortality that occurred
in Karawang , Garut, Indramayu, and Tasikmalaya
districts, it can be prevented rather than perinatal deaths

that cannot be prevented.

Table 1 Frequency Distribution of Causes of Perinatal Death

Kl::ga::i;g Garut Regency llg:gemngu Tasikmalaya City
Perinatal Death
N % N % N % N %
Cannot be Prevented 12 10.2 17 21.8 34 11.5 15 17.0
Can be prevented 106 89.8 61 78.2 262 88.5 73 83.0
Total 118 100 78 100 296 100 88 100
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The cause of perinatal mortality are categorized
there are two causes of death that can be prevented and
that no cause of death could be prevented . Based on the
review of OVP / RMP documents, it is concluded that
most of the perinatal deaths that occur in West Java can
be prevented. This result is in line with several studies
which stated that approximately 97% of perinatal deaths
could be prevented. 8!

Pregnancy complication contribute two thirds of
maternal perinatal mortality. The main causes of stillbirths
are pre-eclampsia, eclampsia and obstructed labor.
Preterm birth is also an important risk factor associated
with perinatal mortality. P ersalinan jammed with or
without uterine rupture accounts for about a third of

perinatal deaths. 1214

Meanwhile, cases that cannot be prevented are
caused by congenital abnormalities such as heart and
blood disorders as well as mothers with comorbidities
where early detection and treatment have been carried
out early in pregnancy, but death still occurs. The
WHO report states that there are three main causes
of death in perinatal directly, namely complications
of premature birth such as LBW, intrapartum conditions
such as asphyxia and a small part is infection. !° Several
studies have suggested that most perinatal deaths are
preventable. The factors that can be prevented consist of
patient factors, health personnel factors, health facilities
availability factors and referral factors. health worker
factor is the biggest factor in reducing preventable
perinatal mortality . !¢

Table 2 Frequency Distribution of the Perinatal Mortality Period

Karawang Regency Garut Regency Indramayu Regency Tasikmalaya City
Period of
Death
N % N % N % N %
Born Dead
( Still Birth ) 48 40.7 40 50.2 148 50 30 34.1
Early Neonatal 70 59.3 38 49.8 148 50 58 65.9
Total 118 100 78 100 296 100 88 100

According to the table 2 is seen that in Karawang
and Tasikmalaya majority of perinatal mortality are in
the early neonatal period were respectively 59.3% and
63.9% , while the District of arrowroot the majority are
in the period of Still birth (50.2%). For Indramayu
Regency, the distribution of respondents was the same
between stillbirth and early neonatal periods.

The period of perinatal mortality is divided into
two, namely stillbirth and early neonatal death. Most of
the early neonatal deaths occurred in the first 24 hours,

which indicates that the fetus has been in a critical
condition since it was still in the womb. This situation
can be caused by prolonged labor and delivery assistance

that is not clean and safe. '7-18

In some situations, lack of blood flow can result in
stillbirths of the fetus. Infection the fetus can damage
vital organs that result in death or anomaly that caused
the death of the fetus / unborn child. Perinatal mortality
due to early neonatal mortality occurs mostly within
the first two hours of birth . This happens because most of
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the neonates have suffered from asphyxia in the womb.
Fetal asphyxia occurs due to obstructed / prolonged labor.
Based on the report, WHO also mentions several causes

Table 3 Distribution of Frequency of Delivery Assistants in Perinatal
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of stillbirth, including complications during childbirth,
post-term pregnancy, maternal health problems such
as hypertension, obesity and diabetes mellitus and

congenital disorders . % 1719

Mortality

K;:a::ing Garut Regency Ir;iera;:llzclyu Tasikmalaya City

Childbirth Helper gency gency
N % N % N % N %
Non- Health Personnel 3 2.54 17 21.8 15 5.1 4 4.6
Health workers 125 37.29 61 78.2 275 92.9 84 95.4
Helperless 0 60.17 0 0.0 6 2.0 0 0.0
Total 118 100 78 100 296 100 88 100

Table 3 shows that in the 4 Regencies / Cities in
West Java there are still delivery assistance provided
by non-health personnel, namely in Karawang Regency
2.54%, Garut Regency 21.8%, Indramayu Regency
5.1%, and Kota Tasikmalaya 4.6% .

Deliveries that have been assisted by health health
workers that have been obtained are expected to be able

to reduce perinatal mortality, especially preventable
perinatal mortality. Health workers/trained birth
attendant is not enough just to be trained and recognized
based on the applicable legislation in place, but the
motivation, experience and an enabling environment
did influence as well . 292! The problem that needs to be
considered is that there are still some non-health workers

who give birth. 22

Table 4: Relationship between Patient Risk Factors and Perinatal Mortality

Perinatal Death
Can be Total
Risk Factors Cannot be Prevented prevented P value *
N % n % n %
Age
High risk 21 12.6 146 87.4 167 34.0
Mo Rizk 42 13.0 283 87.0 325 66.0 0.509
Parity
It's risky 5 18.5 22 815 27 5.5
Mo Rizk 58 12.5 407 875 465 945 0.350
Birth Spacing
It's risky 6 85.7 1 143 7 14
No Risk 39 11.1 313 889 352 715 0.040 *
Ne Data 26 19.6 107 804 133 271 ’
Comorbidities
With 13 109 106 89.1 119 242
Comorbidities 50 134 323 86.6 373 758 0.019 *
No Comorbidities ’
ANC Visit History
=4 times 7 7.7 84 923 51 185
=4 Times 50 158 266 842 316 64.2 0.611
No Data 6 71 79 929 85 17.3 )

* Fisher Exact test is significant if the p value is <0.05
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Table 4 shows that there is no relationship between
age, parity, and history of ANC visits with preventable
perinatal mortality in 4 districts / cities in West
Java ( p value > 0.05). Preventable perinatal deaths
were more common in mothers with age and parity who
were not at risk than age and parity of mothers was
not at risk , while perinatal deaths in mothers that could
be prevented were mostly in mothers who had a history
of ANC >4 times . The significant risk factors were birth
spacing and comorbidities ( p value < 0.05).

The lack of public knowledge about health causes
patients to be unaware of the disease or history of disease
in their family. The community does not perform an
examination, if there are no symptoms or signs of illness
in them.

Diseases that accompany the mother during
pregnancy have direct consequences for the fetus and
the baby. Women who experience danger signs during
pregnancy have a 2.5 times higher risk of experiencing

difficulties during pregnancy and childbirth. 2324

Hypertension in pregnancy including preeclampsia
is also reported to increase the risk of perinatal death
because it increases the incidence of preterm birth,
fetal growth disorders and respiratory problems in
neonates. 2°>2 % In addition, fetal mortality was also five
times greater in mothers with diabetes mellitus. 2’

Anemia, hypertension in pregnancy, preeclampsia
and diabetes mellitus that occur in pregnant women can
be detected early during prenatal care. Based on the case
in Indramayu where the disease is caused by consumption
patterns, it is necessary to strengthen the provision
of health information regarding foods with balanced
nutrition for pregnant women. To prevent anemia, the
government has a program of giving Fe tablets as much
as 90 eggs during pregnancy. The administration of
these tablets should be monitored by health workers so
that the Fe tablets are really consumed, especially for
mothers who have anemia. Mothers who are detected
to have the aforementioned diseases should be closely

monitored during pregnancy and childbirth. 26-28

Perinatal mortality in this study occurred more
frequently at low-risk births (first birth and >2 years). The
results of a study in Ethiopia showed that birth spacing >2

years had a double risk of causing infant mortality with
birth order >5. ?° This suggests that perinatal mortality
at a distance of >2 years can be influenced by parity that
the mother has. In this study, low-risk birth spacing was
dominated by first birth (primiparous), which is known

to have a risk of having labor complications.

Some research results show that the best time limit
for regulating birth spacing for mothers is 3 to 5 years
after the birth of the last child. The risk of perinatal
mortality was 2.2 times higher in live births with a birth
interval of less than 2 years compared to births with

an interval of 2 years or more . 30-3!

By carrying out health promotion to mothers and
the general public, it is hoped that it can increase public
knowledge of their health. The increase in knowledge of
health is expected to change people’s attitudes so that
they can access health services more optimally so that
they can be more sensitive to their own health.
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Conclusion

Most of the cases of perinatal deaths that occurred in
Karawang District, Garut Regency, Indramayu Regency,
and Tasikmalaya City were preventable rather than
non-preventable perinatal deaths. Perinatal deaths that
occur include stillbirth and early neonatal. Personnel
who assist in the delivery process are health workers,
although there are still non-health workers. Risk factors
that affect perinatal mortality include comorbidities and
birth spacing.
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