
r 

Cape Town 

SECOND CARNEGIE INQUIRY INTO POVERTY 

AND DEVELOPMENT IN SOUTHERN AFRICA 

Trends in perinatal and infant 

IlOrtality in South Africa 

by 

Allen A B Herman 

carnegie Conference Paper N:J. 171 

13 - 19 April 1984 



ISBN 0 7992 0864 7 

,: 
i 

,j 
", 
; 
i 
! 

, 
h 

" 

" 

I 
I 



II 

:, 

TRENDS IN PERINATAL AND INFANT MORTALITY IN SOUTH AFRICA 

Introduction 

Infant mortality has long been used as a measure of social and 

economic disadvantage. There are two main rea"sons for this: infant 

mortality is relatively easy to measure and there are strong 

associations between infant mortality and socio-econom1c factors. 

In a developed country the overwhelming proportion of infants die 

within the first seven days of life (the early neonatal period) whereas 

in a developing country most infant deaths occur after 28 days - the 

postneonatal period. In South Africa white infants have their highest 

risk of dying during the first seven days of life and black infants have 

their highest risk in the postneonatal period. (1) 

Black infant mortality rates are six times higher than white infant 

mortality rates (Table I). Almost 60% of these deaths in blacks are 

caused by gastroenteritis and pneumonia. In whites 70% of the infant 

deaths are caused by perinatal problems and congenital anomalies. 

To further emphasize the problem of black infant mortality, we 

should note that about 50% of all black and coloured deaths occurred in 

children 0-4 years of" age - they constituted 16 and 17% respectively of 

the two ethnic groups. only 7% of white deaths occurred in this age 

group (11% of the population) (Table II). 
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Methods 

The total number of livebirths, early, late, postneonatal and 

infant deaths for South African coloureds and whites for the years 1968 

to 1979 were obtained from the Central Statistical Services. 

The total number of black livebirths, early, late, postneonata1 and 

infant deaths for the years 1968 to 1979 were obtained from annual 

Medical Officer of Health reports for the cities of Johannesburg, 

pretoria, Durban, and Cape Town. 

The birthweights and clinical causes of death of each early 

neonatal de~th occurring at Baragwanath hospital were obtained for 1980 

from the Department of Paediatrics at the hospital. The total number 

of livebirths in each 500 gram birthweight group below 2 500 g and the 

total number of births weighing 2 500 g or more were obtained from the 

Department of Paediatrics. Most neonates - almost 90% - born in Soweto 

came into contact with the health services. 

All mortality rates are expressed per 1 000 livebirths. Low 

birthweight rates are expressed as percentages. 
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Results 

Trends in white infant mortality 

There has been a ,progressive decline in infant mortality, ,from 

89/1 000 in 1910 to 15/1 000 in 1979. In the last decade infant 

mortality rates have declined by 36% from 24/1 000 in 1968 to 15/1 000 

in 1979. 

Ear1y.neonatal mortality rates have declined'by 36% from 14/i 000 

in 1968 to 9/1 000 in 1979. At present 60%' of white infant deaths 

occur within the first seve'n days of life (Fig. 1). 

Stillbirth rates have shown slower rates of decline - 9!~ 000 in 

1968 to 6/1 000 in 1979 (33% decline). 

Trends in coloured-infant mortality 

The decline in coloured infant mortality has not been as striking 

as the decline in white infant mortality - 166/1 000 in 1937 to 70/1 000 

in 1979. In the last decade the rates have declined by' 48% from 133/1 

000 in 1968 to 70/1 000. 

Early neonatal mortality rates have declined by 25% from 24/1 000 

in 1968 to 18/1 000 in 1979. At present 74% of infant de~ths occur":in 

the postneonatal period (Fig. 2). 

;, 

Stillbirth rates have remained static -' 23~9/1 000 in'1968 and 

22.5/1 000 in 1979 - during the last decade. 
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Trends in urban black infant mortality 

Infant mortality rates have declined bY 53\ from 100/1 000 in 1968 

to 47/1 000 in 1979,. Early 'neonatal mortality rates have declined by 

44%,from 35/1 OOO·in 1968 to 19/1 000 in 1979 (Fig. 3) 

The major part of the reduction in infant mortality has been -.l i 
reflected in a reduction of postneonatal mortality. Postneonatal 

I 
jJ ", mortality rates have declined by 67% from 60/1 000 to 20/1 000. 

~ , 

stillbirth rates have declined by 18% from 36/1 000 in 1968 to 

29/1 000" in 1979. 

Perinatal mortality in the urban', black 

When infant mortality rates decline to a sufficiently low rate, as 

has occurred in the urban black, perinatal mortality - stillbirths and 

early neonatal deaths-becomes an important measure of infant health. 

PerinataL mortality rates have declined from 69/1 000 in 1968 to 

42/1 000 in 1979 (39%). At present there is one stillbirth for every 

early neonatal death. 

Causes of stillbirth 
\ 
I 

The bulk of stillbirths have no known cause '(51%) .,' Of the 

stillbirths where a cause of death ~s listed, 17% have occurred as a 

result of abruptio placentae, 10% are associated wfth'pregnancy'induced 

hypertension, 8% with cord pathology (e.g; prolapse), 3% due to 

congenital anomalies and 3% due 'to infection. 
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Cause specific early neonatal mortality 

Birth asphyxia and hyaline membrane disease are the commonest 

causes of early neonatal mortality (Table III). Congenital anomalies 

account for 6% of the early neonatal deaths. 

Birthweight and mortality 

Birthweight data is not available for stillbirths. Early neonatal 

mortality is inversely related to birthweight (Table IV). The early 

neona_tal mortality rate decreases from 810/1 000 in neonates weighing 

less than 1 000 g to 4/1 000 in neonates weighing 2 500 g or more. 

Fourteen percent of the neonates weigh less than 2 500 g buf they 

account for 7~ of -the early neonatal mortality. 

When one considers the contribution each birthweight group makes to 

the early neonatal mortality, neonates weighing between 1 000 and 

1 499 g contribute 35% followed by neonates weighing 2 500 g or more 

(27%) (Table V). Most early neonatal deaths in the 2 500 g or more 

category are caused by birth asphyxia and most-early neonatal deaths in 

-the 1 000 to 1 499 are caused by hyaline membranedisease~ 
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Discussion 

For the coloured - and probably for the blacks - postneonatal 

mortality is still the most important component,of infant mortality. 

The major causes of postneonatal death are gastroenteritis and 

pneumonia. (1) 

The:postneonatal l)Iortality problem ,can be tackled in a number of 

ways, (1) The first .is at the level of primary prevention. These 

primary interventions include improving infant nutrition - malnutrition 

is an important associate of gastroenteriti~. (2) Water supplies. and 

sanitation. A reduction of overcrowding and,better hygiene will also 

'contribute to a ';reduction- in postn~onatal. mortality. Secondly one 

could - with the provision of easily accessible clinics, where 

malnu.trition, enteritis and pneumonia can be. recognised and treated at 

an early stage - reduce postneollatal mortality. ,Thirdly by providing 

hospitals mortality, can be reduced in the severely ill. 

., For the whites -. anci to a lesser ,extent the urban black - early 

neonatal mortality,has b.ecome .the ,dominant contr~buto~ to infant 

mortality. 

Perinatal mortality is an index of both maternal and child health. 

On the one hand perinatal mortality is closely associated with maternal 

wellbeing, (3,4) and on the other it forms the major component of infant 

mortality. 
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Factors closely associated with perinatal mortality (such as 

socioeconomic status, parity, medical and, obstetric complications of 

pregnancy) seem to have their effect primarily on birthweight. (5') 

The reduction in perinatal mortality can be tackled in a number of 

ways. The first is at the level of primary prevention. These primary 

preventions include improving maternal nutrition, and family planning. 

secondly one could provide easily accessible antenatal clinics. At 

these clinics the women at risk of having low birthweight babies and 

perinatal deaths could be identified and treated. The ~hird approach 

is to reduce mortality in neonates who are severely ill. Good 

intr~artum monitoring should identify fetuses at risk of birth asphyxia 

- these fetuses could be delivered by Caesarean section. After 

delivery the availability of neonatologists and neonatal intensive care 

units could reduce perinatal mortality. (6) 

It can be seen from the preceding discussion that the reduction of 

infant'mortality in South Africa requires differing strategies for the 

different ethnic groups. 
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TABLE I Infant Mortality/l 000 livebirths (1968-1971) (1) 

Whites 21.6 

Asians 36.4 

Coloureds 132.6 

Blacks* 123.9 

*Based upon data from 34 magisterial districts - mostly urban. 

TABLE II Percentage of deaths by age in 3 ethnic groups (1968-1971) (1) 

Whites Coloureds Blacks 

Ages % popu- % deaths % popu- % deaths % popu- % deaths 
lation lation lation 

0- 4 11 7 17 49 16 55 

5-24 38 4 48 6 46 7 

25-44 26 8 22 11 23 10 

45-64 18 30 10 16 11 16 

65+ 7 52 3 18 4 12 

Total 100 100 100 100 100 100 



TABLE III Causes of early neonatal mortality 

Causes Number % 

Birth asphyxia 115 28 

Meconium aspiration 32 8 

Hyaline membrane disease 133 32 

Infection (syphilis, pneumonia) 37 9 

Congenital anomalies 25 6 

prematurity 19 5 

Necrotising enterocolitis 15 4 

other 27 7 

Unknown 8 2 

Total 411 100 



TABLE IV Birthweight and early neonatal mortality 

Birthweight Early neonatal Total· 

(grams) mortality rate/1 000 Neonates 

< 1 000 810 89 

1 000-1 499 350 406 

1 500-1 999 80 794 

2 000-2 499 10 2 488 

> 2 500 4 22 997 

Total 15 26 757 

TABLE V Proportion of early neonatal mortality by blrthweight 

Birthweight g Number % 

< 1 000 72 17 

1 000-1 499 142 35 

1 500-1 999 61 15 

2 000-2 499 25 6 

> 2 500 111 27 

. Total 411 100 
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Figure 2: South African'Coloureds 
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Figure '3:' Blacks 'from "4:, cities " 
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