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Objective To estimate neonatal mortality, particularly within 24 hours of birth, in six low- and lower-middle-income countries.
Methods We analysed epidemiological data on a total of 149 570 live births collected between 2007 and 2013 in six prospective randomized
trials and a cohort study from predominantly rural areas of Bangladesh, Ghana, India, Pakistan, the United Republic of Tanzania and Zambia.
The neonatal mortality rate and mortality within 24 hours of birth were estimated for all countries and mortality within 6 hours was estimated
for four countries with available data. The findings were compared with published model-based estimates of neonatal mortality.
Findings Overall, the neonatal mortality rate observed at study sites in the six countries was 30.5 per 1000 live births (range: 13.6 in Zambia
to 47.4 in Pakistan). Mortality within 24 hours was 14.1 per 1000 live births overall (range: 5.1 in Zambia to 20.1 in India) and 46.3% of all
neonatal deaths occurred within 24 hours (range: 36.2% in Pakistan to 65.5% in the United Republic of Tanzania). Mortality in the first 6 hours
was 8.3 per 1000 live births, i.e. 31.9% of neonatal mortality.

Conclusion Neonatal mortality within 24 hours of birth in predominantly rural areas of six low- and lower-middle-income countries was
higher than model-based estimates for these countries. A little under half of all neonatal deaths occurred within 24 hours of birth and
around one third occurred within 6 hours. Implementation of high-quality, effective obstetric and early newborn care should be a priority
in these settings.

Abstracts in G5 H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Neonatal mortality remains unacceptably high and the risk is
greatest on the first day of life — these were the conclusions of
the 14th annual State of the World’s Mothers report, entitled
Surviving the first day,’ which presented estimates of the risk
of maternal, neonatal and first-day deaths in 186 countries for
2011. Worldwide, it was estimated that more than 1 million
babies died within 24 hours of birth in 2011, which repre-
sented more than one third of all neonatal deaths and 15%
of all deaths in children younger than 5 years. The risk was
highest in sub-Saharan Africa but the number of deaths was
highest in South Asia.

Estimated risks for 2013, which have recently been
published, were similar.” The estimates for 2011 and 2013
were both derived using a modelling approach based on data
on live births and neonatal deaths from the United Nations
Inter-agency Group for Child Mortality Estimation. Although
data from vital registration systems were available for 109
countries, only those from 57 countries were judged to be of
high quality - the proportion of deaths in the first day of life

was calculated directly for these countries. For the other 129
countries without high-quality vital registration system data,
the proportion of deaths in the first day of life was estimated
from country-specific United Nations” data using a neonatal
survival curve derived from Demographic and Health Survey
data for 79 countries (median reporting date: 1999). Model-
based estimates provide essential information on countries
lacking high-quality direct assessments: they illustrate the
magnitude of the problem, enable cross-country comparisons
to be made and help guide health policy and health service
planning. However, the estimates must be accurate and up-
to-date.

For many countries, epidemiological studies have collect-
ed prospective, population-based information on pregnancies,
births and newborn deaths that could be used to replace model
estimates with high-quality, up-to-date data. We obtained such
information from community surveillance systems established
as part of large, ongoing or recently completed studies in six
low- and lower-middle-income countries in sub-Saharan
Africa and South Asia: Bangladesh, Ghana, India, Pakistan,
the United Republic of Tanzania and Zambia. The aims of this
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analysis were to estimate the neonatal
mortality rate and the percentage of neo-
natal deaths occurring within the first 6
and 24 hours of life in these countries
and to compare the results with model-
based estimates.

Methods

Our analysis involved epidemiological
data from population-based, cohort or
intervention studies carried out at seven
sites in the six countries between 2007
and 2013 and coordinated by the World
Health Organization (WHO; Table 1;
available at: http://www.who.int/bul-
letin/volumes/94/10/15-160945) Inter-
vention studies that recruited newborn
babies were excluded as some deaths
that occurred before enrolment could
have been missed. Data were derived
from five cluster randomized trials,
one individually randomized trial and
one cohort study. Three trials evaluated
the effect of applying chlorhexidine to
the umbilical cord on neonatal mortal-
ity, one examined low-dose vitamin A
supplementation for women of repro-
ductive age and three involved home
visits by community health workers.
Together the trials included over 2 mil-
lion women in predominantly rural
communities. All studies included a
community-based surveillance system
involving home visits by trained field
workers who collected data on vital
events, including pregnancies, births,
deaths, illness and migration, every one
to three months. For the analysis, data
from both intervention and control arms
were pooled if there was no evidence
that the intervention affected neonatal
mortality. Otherwise, only data from the
control arm were included.

For Bangladesh, the analysis used
data from the control arm of a cluster
randomized trial evaluating the effect
of different umbilical cord cleansing
regimens on neonatal mortality and
infection.”* Between 2007 and 2009,
community health workers made home
visits every two months. The dates and
times of births were recorded soon
after birth and the dates and times of
deaths were recorded during postnatal
visits on days 1, 3, 6, 9, 15 and 28. For
Ghana, data on all participants in two
cluster randomized trials were used
because the interventions had no sig-
nificant effect on neonatal mortality.”®
The trials were conducted in seven
predominantly rural districts in 2008:

one examined the effect of low-dose
vitamin A supplementation on maternal
and infant mortality and one evaluated
the effect of a home visit programme on
neonatal mortality and newborn care
practices. Trained field workers made
home visits every four weeks, at which
they recorded births and deaths. For
each neonatal death, a verbal autopsy
was performed by a trained supervisor,
who determined whether or not the
death occurred within the first 24 hours.
For India, data from the control arm of a
cluster randomized trial on the effect of
an Integrated Management of Neonatal
and Childhood Illness programme on
neonatal and infant mortality were
used.” The trial was conducted in rural
and semi-urban areas of Haryana State
between 2008 and 2010. Home visits
took place monthly and all households
with a live birth were visited on day 29 to
document the vital status of the infant.
As in Ghana, an independent verbal
autopsy was performed for any death.
For Pakistan, data came from a
Health and Demographic Surveillance
system covering approximately 274 000
people in urban and peri-urban Karachi
and from the control arm of cluster ran-
domized trial in Sindh. In Karachi, data
were collected by community health
workers who visited households every
three months in 2011.° In Sindbh, the trial
investigated the effect of interventions
involving traditional birth attendants
and Lady Health Workers on birth
asphyxia, sepsis and the number of low-
birth-weight infants and, consequently,
on neonatal mortality. For the United
Republic of Tanzania, data from all par-
ticipants in an individually randomized
trial examining the effect of applying
chlorhexidine to the umbilical cord
stump on neonatal mortality were used
because the intervention had no signifi-
cant effect. The trial was conducted on
Pemba Island and involved health-care
workers in the local maternity ward,
maternal and child health workers and
traditional birth attendants. All births
were registered centrally and households
where a birth occurred were visited by
a field supervisor; 90% of visits were
made within 12 hours of delivery. The
date and time of birth were confirmed
with the birth attendant. For Zambia,
data from the control arm of a cluster
randomized trial on the application of
chlorhexidine were used. The trial was
conducted in the Southern Province
between 2011 and 2013.” As over 95% of
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women attended antenatal clinics during
pregnancy, trial enrolment took place
at health centres and during commu-
nity outreach programmes conducted
by health workers. Data on births and
deaths were collected through a com-
munity-based birth notification system
and during home visits after delivery.

Statistical analysis

At all sites, a neonatal death was defined
as a death within the first 28 days of life
(i.e. day 0 to day 27). For Bangladesh,
India, the United Republic of Tanzania
and Zambia, we estimated mortality
within the first 24 hours directly using
the difference between the time and date
of birth and the time and date of death.
For Ghana, the occurrence of death
within the first 24 hours was determined
by verbal autopsy and, in Pakistan,
deaths that occurred on the day of birth
were taken as deaths that occurred
within the first 24 hours. Mortality in
the first 24 hours of life was expressed
as deaths per 1000 live births and as a
percentage of all neonatal deaths. In
addition, mortality in the first six hours
of life was calculated for the four sites
where relevant data were available. For
comparison, we used modelling esti-
mates of neonatal mortality, mortality
within the first 24 hours of birth and the
percentage of all neonatal deaths occur-
ring within 24 hours for each country
derived by Oza et al.

Results

The total number of live births included
in the analysis was 149 570: the number
in each country ranged from 11 143
in Bangladesh to 44 450 in the United
Republic of Tanzania (Table 2). The
pooled neonatal mortality rate across
all studies was 30.5 per 1000 live births
and country-specific neonatal mortal-
ity rates ranged from 13.6 per 1000 live
births (95% confidence interval, CI:
12.0-15.3) in Zambia to 47.4 per 1000
(95% CI: 44.9-49.9) in Pakistan. Overall,
mortality within the first 24 hours was
14.1 per 1000 live births - the lowest rate
was 5.1 per 1000 live births in Zambia
and the highest was 20.1 per 1000 live
births in India. The percentage of neo-
natal deaths occurring within the first
24 hours was 46.3% overall: the figure
ranged from 36.2% (95% CI: 33.6-38.8)
in Pakistan to 65.5% (95% CI: 62.0-69.0)
in the United Republic of Tanzania.
At the four sites where data on deaths
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Table 2. Live births and neonatal mortality, six low- and lower-middle-income countries, 2007-2013

Parameter Bangladesh Ghana India Pakistan United Zambia Total

Republic of

Tanzania

Approximate population under 182000 600000 550000 517000 400000 ND? >2000000
surveillance, n
Study period 2007-2009 2008 2008-2010 2010-2012 2009-2013 2011-2013 NA
Live births during the study 11143 15461 30920 28250 44450 19346 149570
period, no.
Neonatal deaths,® no. 442 484 1326 1338 714 263 4567

Neonatal mortality rate, deaths 39.7 (36.1-43.5)
per 1000 live births (95% Cl)

Neonatal deaths in the first 182
24 hours of life, no.

Neonatal mortality rate in the first
24 hours, deaths per 1000 live
births (95% Cl)

Proportion of neonatal deaths
occurring in the first 24 hours, %
(95% Cl)

Neonatal deaths in the first 113
6 hours of life, no.

Neonatal mortality rate in the
first 6 hours, deaths per 1000 live
births (95% Cl)

Proportion of neonatal deaths
occurring in the first 6 hours, %
(95% Cl)

16.3 (14.1-18.9)

41.2 (36.5-45.9)

10.1 (84-12.2)

25.6 (21.6-30.0)

31.3(286-34.2)

17.0(15.0-19.2)

54.3 (49.8-58.8)

429(40.7-45.2) 474 (449-499) 16.1(149-17.2) 13.6(12.0-153) 30.5(29.7-314)

263 620 484 468 98 2115

20.1 (186-21.7) 17.1(157-188)  10.5(9.6-11.5) 5.1(41-62) 14.1(13.5-14.8)

46.3 (44.0-49.5) 362 (33.6-38.8) 65.5(62.0-69.0) 37.3(31.4-434) 46.3(44.9-47.9)

ND* 460 ND< 257 46 876
ND® 14.9(13.6-16.3) ND< 5.8 (5.1-6.5) 24(1.7-3.2) 83(7.7-898)
ND® 347 (32.1-37.3) ND° 36.0(32.5-39.6) 17.5(13.1-226) 31.9(30.2-33.7)

Cl: confidence interval; NA: not applicable; ND: not determined.
¢ The population covered by the trial in Zambia was not determined because women were enrolled at antenatal clinics or during community outreach.

® Neonatal deaths in the first 28 days of life.

¢ The time of death during the first day was not available for this study.

within the first six hours were available,
the mortality rate was 8.3 per 1000 live
births overall, which corresponded to
31.9% of the overall neonatal mortality
rate at these sites. The proportion of
neonatal deaths that occurred in the first
6 hours ranged from 17.5% in Zambia
to 36.0% in the United Republic of
Tanzania (Table 2). Fig. 1 shows a com-
parison of the neonatal mortality rates
we observed in the six study countries
with the corresponding rates derived in
a modelling-based study by Oza et al.?
According to the modelling study, 36%
of neonatal deaths would be expected to
occur in the first 24 hours of life in our
six study countries, which is lower than
the average of 46% we observed.

Discussion

Our main finding was that, overall, a
little under half of all neonatal deaths in
the study populations occurred within
24 hours of birth - the figure ranged
from 36% to 66% across the study sites
—and about one in three neonatal deaths

754

Fig. 1. Neonatal mortality, six low- and lower-middle-income countries, 2007-2013

Neonatal mortality
(deaths per 1000 live births)

United
Republic of
Tanzania

Ghana Zambia

Pakistan

Bangladesh India

=3 Neonatal mortality observed in the analysis

mm Neonatal mortality in the 24 hours after birth observed in the analysis

1 Neonatal mortality in the model-based study

mm Neonatal mortality in the 24 hours after birth in the model-based study
T 95% confidence interval

Notes: The percentages in the columns indicate the proportion of all neonatal deaths that occurred in the
first 24 hours after birth. Model-based estimates of neonatal mortality and mortality within the first 24
hours of birth were derived by Oza et al.’
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occurred within six hours of birth. Our
data confirm that neonatal mortality
remains high in many low- and lower-
middle-income countries.

Our study has several strengths. The
total study population was large and data
on almost 150 000 live births and over
4500 neonatal deaths were included.
Moreover, as the data came from large,
high-quality and prospective surveil-
lance systems that were established
to capture population-based data on
births and deaths, the numerators and
denominators were accurate. In par-
ticular, our data were more likely to be
complete than data from large country-
wide surveys, such as Demographic
and Health Surveys, which have, in the
past, underestimated the true burden
of rare events such as neonatal deaths
and stillbirths." In addition, nationally
representative surveys suffer from recall
bias, which may be particularly impor-
tant for deaths occurring very close to
birth. Many mothers may report neither
the birth nor the death of such babies
during surveys. The studies we analysed
prospectively identified and followed up
all births in the target populations and
the possibility that stillbirths were mis-
classified as very early neonatal deaths
was minimized in these studies by active
surveillance and careful verbal autopsy.

Comparison with model-based
estimates

Generally the neonatal mortality rates
we observed were significantly different
from the model-based estimates: the
95% CI for the observed neonatal mor-
tality rate did not include the modelled
estimate for any country except Ghana.
Moreover, the observed proportion of
neonatal deaths occurring in the first
24 hours was significantly higher than
the modelled estimate of 36% for all
countries except Pakistan and Zambia.
In Pakistan, the observed proportion
of deaths in the first 24 hours may have
been underestimated because, in one
trial, only deaths recorded on the date of
birth were regarded as having occurred
in the first 24 hours. This explanation
does not apply to Zambia, however.
Our observation that a higher pro-
portion of neonatal deaths occurred
in the first 24 hours than predicted by
modelling must be interpreted in the
context of the overall neonatal mortal-
ity rate. The proportion of neonatal
deaths occurring in the first day of life
is generally higher when the neonatal

mortality rate is low: in 2011, a propor-
tion of 35% was reported in sub-Saharan
Africa where the neonatal mortality rate
was 34 per 1000 live births compared
with a proportion of 67% for developed
countries where the neonatal mortality
rate was 3 per 1000 live births." In our
study, the observed neonatal mortal-
ity rate was higher than the modelled
estimate for Bangladesh, Ghana, India
and Pakistan but lower for the United
Republic of Tanzania and Zambia.
Although no special criteria were used
to select the study populations, these
populations did live in geographical
areas with high mortality. Consequently,
the neonatal mortality rates in these
settings may have been higher than the
national averages. Given higher neonatal
mortality rates, the proportion of deaths
occurring in the first 24 hours would
have been expected to be lower, but we
found the opposite. This observation has
important implications for maternal and
newborn health programmes in low-
and lower-middle-income countries
because most neonatal deaths globally
occur in populations similar to our study
populations, in which the neonatal mor-
tality rate is likely to be near or above the
national average.

The neonatal mortality rates ob-
served in our study would have been
expected to be lower than modelled es-
timates because the data were collected
more recently: between 2007 and 2013
compared with a median survey year
of 1999 for the data used in the model.
However, improvements could have
subsequently taken place in the study ar-
eas. In particular, there have been many
advances in newborn care in recent years
in settings where access to adequate
health care is not universal. For example,
in a large trial in Ghana, home visits by
community health workers to promote
essential newborn care practices have
been shown to reduce neonatal mortal-
ity by 12% and have the potential to
reduce childhood mortality by 4.9%.° In
our study, the observed neonatal mor-
tality rate was lower than the modelled
estimate only in the United Republic of
Tanzania and Zambia. We believe the
higher rates we found in the other four
countries were due to differences in
methods used: our estimates were based
on prospectively defined population
groups in which all births were followed
up whereas the model’s estimates were
based on cross-sectional surveys, which
are more prone to recall bias and, conse-
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quently, to underestimation of the real
neonatal mortality rate. Although the
provision of intrapartum and postnatal
care by skilled birth attendants is known
to be crucial for neonatal survival, we
observed no clear relationship between
coverage by skilled birth attendants or
antenatal care and neonatal mortality.
This finding implies that neonatal mor-
tality and the proportion of neonatal
deaths in the first 24 hours may depend
on other factors, such as: (i) the quality
of the intrapartum and postnatal care;
(ii) the characteristics of the infant, such
as birth weight; or (iii) socioeconomic
factors, such as maternal literacy.

Limitations

One limitation of our analysis is that our
estimates of neonatal mortality were not
nationally representative because the
studies were conducted in predomi-
nantly rural areas. However, our findings
are generalizable to similar, vulnerable
populations in low- and lower-middle-
income countries because the neonatal
mortality rates we observed were not
influenced by averaging across different
population types. Another limitation is
the variation between studies in the sur-
veillance carried out to identify neonatal
deaths. Although frequent home visits
were made during the neonatal period
at most sites, only one or two visits took
place in Ghana and India. However, the
dates and times of births and deaths were
confirmed at all sites by verbal autopsies
conducted by experienced field workers
within three months of the death. These
field workers spent one or two hours
with families to determine the circum-
stances surrounding the death and its
timing. Although there is a possibility
that the time of death was recalled incor-
rectly, recall bias is substantially greater
in surveys like Demographic and Health
Surveys, where the interview may take
place several months or even years after
a neonatal death. Another limitation of
our study is that the exact time of death
was not available in Pakistan, where
the date of birth was used to determine
whether the death occurred within the
first 24 hours of life. Finally, in Zambia,
pregnant women enrolled at health-care
facilities during antenatal visits and dur-
ing community outreach programmes
- they were not identified by routine
community-based surveillance.

In conclusion, our findings sug-
gest that maternal and child health
programmes in low- and lower-middle-
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income countries should focus more
on preventing deaths within the first
24 hours of life. This will require access
to high-quality care during labour and
immediately after birth. Several possible
life-saving interventions are effective,
cost little and are relatively simple to
provide in most settings: (i) resuscita-
tion of babies who are not breathing
at birth; (ii) antenatal corticosteroid
administration to women in premature
labour, as described in recent WHO
guidelines;'' and (iii) early kangaroo
care.! It has been estimated that better
and more readily available preconcep-
tion, antenatal, intrapartum and postna-
tal interventions could reduce neonatal
mortality by 71% and reduce the number
of stillbirths by 33% by 2025."> Although
great strides were made towards achiev-
ing a two-thirds reduction in child
mortality between 1990 and 2015, with
19 000 fewer children dying each day in
2015 than in 1990," the comprehensive

implementation of high-quality and ef-
fective obstetric and early newborn care
should still be high on the agenda. M
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Résumé

Mortalité néonatale dans les 24 heures suivant la naissance dans six pays a revenu faible et intermédiaire - tranche inférieure

Objectif Estimerla mortalité néonatale, en particulier dans les 24 heures
suivant la naissance, dans six pays a revenu faible et intermédiaire -
tranche inférieure.

Méthodes Nous avons analysé des données épidémiologiques portant
sur un total de 149 570 naissances vivantes qui avaient été recueillies
entre 2007 et 2013 lors de six essais prospectifs randomisés et d'une
étude de cohorte réalisés dans des zones majoritairement rurales du
Bangladesh, du Ghana, d'Inde, du Pakistan, de Tanzanie et de Zambie.
Le taux de mortalité néonatale ainsi que la mortalité dans les 24 heures
suivant la naissance ont été estimés pour tous ces pays; la mortalité
dans les 6 heures suivant la naissance a été estimée pour quatre pays
sur lesquels nous avions des données. Les résultats ont été comparés
aux estimations de la mortalité néonatale publiées, qui ont été établies
d'aprés des modéles.

Résultats Globalement, le taux de mortalité néonatale observé sur
les sites étudiés dans les six pays était de 30,5 pour 1000 naissances

vivantes (de 13,6 en Zambie a 47,4 au Pakistan). La mortalité globale dans
les 24 heures suivant la naissance était de 14,1 pour 1000 naissances
vivantes (de 5,1 en Zambie a 20,1 en Inde) et 46,3% de I'ensemble des
déces néonataux étaient survenus dans les 24 heures (de 36,2% au
Pakistan a 65,5% en Tanzanie). Le taux de mortalité dans les 6 heures
suivant la naissance était de 8,3 pour 1000 naissances vivantes, soit
31,9% de la mortalité néonatale totale.

Conclusion La mortalité néonatale dans les 24 heures suivant la
naissance dans des zones majoritairement rurales de six pays a revenu
faible et intermédiaire-tranche inférieure était supérieure aux estimations
établies d'apres des modéles pour ces pays. Un peu moins de la moitié
des déces néonataux étaient survenus dans les 24 heures suivant la
naissance et environ un tiers dans les 6 heures. La mise en place de
soins obstétriques et néonataux efficaces et de haute qualité devrait
étre une priorité dans ces pays.

Pestome

CMepTHOCTb B TeyeHue 24 yacos nocne poXAeHnA B LWWeCTN CTPpaHaX C HU3KMM YPOBHEM AioXoaa U YPpOBHEM

[l0X0Aa HUXKe cpefiHero

Llenb [laTb OLeHKY CMepPTHOCTV HOBOPOXAEHHbBIX, OCOOEHHO B
nepBble 24 vaca X13HW, B LLECTN CTPaHax C HU3KNM YPOBHEM [JOXOLa
1 YPOBHEM [JOXOAA HIXKE CPeAHErO.

MeTogbl [MpoBefeH aHanu3 3NMOEMUONOTMYECKUX AAHHbIX,
NONYyYEHHbBIX B pe3ynbTate poxaeHna 149 570 xunBbix geTten
B npomexyTke ¢ 2007 no 2013 roa, Ha OCHOBaHWK WeCTU
NPOCNEKTUBHBIX PAHAOMU3UPOBAHHbBIX MCCNEA0BaHWI U OAHOMO
KOrOPTHOrO MCCNeAOBaHWA B MNPEVMYLIeCTBEHHO CeNbCKMX
pervoHax baHrnageuwa, faHsl, 3ambuu, NHaun, ObbearHeHHoM
Pecny6nvikm TaH3aHum v [akmncTaHa. bbinv paccumTaHbl mokasatenm
CMEPTHOCTN HOBOPOXAEHHDBIX B MepBble 24 Yaca AnA BCeX CTpaH,
a OleHKa CMepPTHOCTW B MepBble LeCTb Yacos Obifia nosnydeHa Ana
yeTblpex CTPaH C AOCTYNHbIML AaHHbIMU. Pe3ynbTaTel CPaBHUAM C
OnNyOANKOBAHHbBIMI MOKa3aTeNAMU CMEPTHOCTY HOBOPOXKAEHHbIX,
PACCUMTAHHBIMM Ha OCHOBE MOAEMPOBAHVIA.

Pe3synbratbl B Llenom nokasatens CMePTHOCTU HOBOPOXKAEHHDIX,
HabMoAaeMblil B LIEHTPax NpPOBeAeHNA NCCNeoBaHNA WecCTwu

cTpaH, coctasun 30,5 Ha 1000 poxaeHnit xmBbix aetel (ot 13,6
B 3ambun 1o 47,4 B MNaknctaHe). CMepTHOCTb B TeUeHre nepBbix
CYTOK B Lieniom cocTasnana 14,1 Ha 1000 poxaeHWn XK1Bbix AeTen
(ovanasoH: ot 5,1 B 3ambun fo 20,1 B MHamm) nnu 46,3% ot BCex
cMepTelt HOBOPOXKAEHHbBIX (0T 36,2% B lNakuctaHe fo 65,5% B
O6beanHeHHol Pecnybnnke TaH3aHws). CMEPTHOCTb B NepBbIe LEeCTb
YacoB cocTasnAana 8,3 Ha 1000 poxaeHwin xmBbix aeten nnu 31,9%
OT BCEX CMepTEeN HOBOPOXKAEHHbIX.

BbiBog CMepTHOCTb HOBOPOXAEHHbIX B NepBble 24 yaca B
NPEeNMYLLECTBEHHO CENbCKUX PErMOHAX LIeCTU CTPaH C HU3KNM
YPOBHEM [10XOfia ¥ YPOBHEM AOXOAa HWKe CpefiHero Obina Bbille,
Yem rnokazaTtenu, paccymTaHHble Ha OCHOBE MOAEMPOBAHNA /1A 3TUX
e CTpaH. YyTb MeHee MOMoBMHbBI BCeX CMepTelt HOBOPOXAEHHbIX
NPOU30LWN B TeueHe 24 4yacoB MocCne POXAEHVIA, 1 OKOMNO TpeTK
MPOV30LWIIV B TEYEHME NEPBbIX LUECTU YacoB. [103ToMy BHefpeHve
BbICOKOKaueCTBeHHOM 3GdEeKTUBHOM aKyLWEePCKON MOMOLLM 1 yXofa
33 HOBOPOXAEHHbIMI JOMKHO CTaTb NMePBOCTENEHHOM 33a4el.

Resumen

Mortalidad neonatal durante las 24 horas posteriores al nacimiento en paises con ingresos bajos y paises con ingresos medios

mas bajos

Objetivo Calcular la mortalidad neonatal, especialmente durante las 24
horas posteriores al nacimiento, en paises con ingresos bajos y pafses
con ingresos medios mds bajos.

Métodos Se analizaron datos epidemioldgicos de un total de 149 570
nacidos vivos recopilados entre 2007 y 2013 en seis ensayos aleatorizados

Bull World Health Organ 2016,94:752—-758B

prospectivos y un estudio de cohortes de zonas principalmente rurales
de Bangladesh, Ghana, India, Pakistan, la Republica Unida de Tanzania
y Zambia. Se calculd la tasa de mortalidad neonatal y la mortalidad
durante las 24 horas posteriores al nacimiento en todos los pafses y se
estimé latasa de mortalidad en 6 horas en cuatro paises con informacion
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disponible. Los resultados se compararon con estimaciones publicadas
basadas en modelos de mortalidad neonatal.

Resultados En general, la tasa de mortalidad neonatal observada en
los lugares de estudio de los seis paises fue de 30,5 por cada 1000
nacidos vivos (alcance: 13,6 en Zambia a47,4 en Pakistan). En conjunto,
la mortalidad durante las primeras 24 horas fue de 14,1 por cada 1 000
nacidos vivos (alcance: 5,1 en Zambia a 20,1 en India) y el 46,3% de
todas las muertes neonatales se produjo durante las primeras 24 horas
(alcance: 36,2% en Pakistan a65,5% en la Republica Unida de Tanzania).
La mortalidad en las primeras 6 horas fue de 8,3 por cada 1 000 nacidos
vivos, es decir, un 31,9% de mortalidad neonatal.

Abdullah H Baqui et al.

Conclusion La mortalidad neonatal durante las 24 horas posteriores
al nacimiento en zonas principalmente rurales de seis pafses con
ingresos bajos y paises con ingresos medios mas bajos fue superior
a las estimaciones basadas en modelos realizadas para estos paises.
Algo menos de la mitad de todas las muertes neonatales se produjeron
durante las 24 horas posteriores al nacimiento y cerca de un tercio
durante las primeras 6 horas de vida. En estos lugares, la implementacion
de obstetricia eficaz y de alta calidad y la atencién a recién nacidos
deberfa ser una prioridad.
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