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l f n  the 26 Type A was not more increased than in the 12 Type B men 
or the cardiovascular variables (heart rate, pulse transit time, finger 

vasoconstriction and blood pressure), but for body movement, 
EMG, respiration frequency. Body movement and EMG were the 
be~t predictable physiological variables for the Type A behavior 
Pattern, and this mainly in the two speech tests�9 

R6sum6 
Reaetivit~ psyehophysiologique et sa relation avec le style 
de comportement Type A 
Cette relation 6tait examin6 pour 77 hommes sains. La comparaison 
entre 26 hommes de Type A et 12 hommes de Type B n'a pas montr6 
de r6activit6 61ev6e pour les Type A envers le stress en ce qui 
COncerne les variables cardiovasculaires (fr6quence cardiaque, le 

temps de transmission du pouls, vasoconstriction du doigt et pres- 
sion sanguine) mais elle en a montr6 pour la motorique corporelle, 
I'EMG et la respiration. La motorique corporelle et I'EMG pr6di- 
saient mieux le style de comportement Typ A, particuli~rement dans 
les deux tests de conversation. 
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Introduct ion 
In six previous reports in this journal (1), the risk of 
stillbirth in Indonesian university obstetrics for 36,802 
singleton-birth deliveries from 1978 to 1980 was selec- 
tively controlled for 9 factors (birth weight, complica- 
tions, morbidity, registration, antenatal visits, con- 
traceptive use, parity, residence and infant sex) and 
displayed accessibly for medical, paramedical and 
health research personnel. This report  broadens into 
the study of another  endpoint,  namely hospital 
neonatal death (ND) and its relations with stillbirth 
(SB) by imposing additionally two bivariate control 
Systems: birth weight/infant sex and maternal age/ 
Selected obstetrical complications. 

Material  and M e t h o d  
The material and method remains unchanged. How- 
ever, for immediate comparison, the risks of neonatal 
death (ND) are given along with the risks of stillbirth 
(SB) and their relationships expressed as 'percent 
Perinatal death occurring neonatally' .  The structured 
display of statistics is given in Fig. 20 for the control 
System birth weight/ infant  sex, and in Fig. 21 for the 
COntrol system maternal age/selected obstetrical com- 
plications (none, prolonged/obst ructed labor, 
placenta praevia). 
A methodological expansion is to give not only rates or 
Percent and cell size but also the number of events. In 
Other words, figures may be both checked and re- 
grouped, examined and tested according to later 
needs. Panels are thus becoming versatile ' reference 
baselines' of  risks/prevalences identified by place, 

time, population and control system. Possible magnifi- 
cation of the figures leads thus to a ready-for-use work 
tool. They may constitute building blocks in 
epidemiological history of reproductive health. 

Resul t s  
The risk of hospital neonatal death (ND) shows across 
birth weight a pattern quite similar to that of stillbirth 
(SB) - a reversed J-shaped profile (Fig. 20.2). How- 
ever,  in all three low birth weight categories, an excess 
ND risk for boys over girls is apparent  (1.29, 1.34, 
1.12) with an aggregate excess ND risk of 31%.  In 
addition, for male LBW-infants an excess ND share o f  
perinatal death (PD) emerges for the three groups 
(1.15, 1.34, 1.11) with an aggregate excess ND share of 
15 % (Fig. 20.3). For infants weighing 3000-3499 g, 
there is also excess ND risk and excess ND share of PD 
(2.24, 1.77). This points to greater male vulnerability 
in the early neonatal period for contrasting birth 
weights with likely different causes operating already 
in utero,  latest during the birth process. It matters thus 
to control for specific obstetrical complications. 
As shown in Fig. 21.2 (left roof) ,  the neonatal death 
risk (ND) is lowest for no complications (13.0/1000), 
around threefold for prolonged/obst ructed  labor 
(41.8/1000) and around ninefold for placenta previa 
(111.9/1000) with relative small variation across mater-  
nal age. One may hypothesize that placenta previa 
links mainly with low birth weight infants and pro- 
longed/obstructed labor with higher birth weights - an 
implicit connection of the two figures. 
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Fig. 20. Stillbirth, neonatal death and relationship, by 
birth weight and infant sex. 

The pos tpar tum 1:3:9 ND risk ratio, quite independent  
of  age (Fig. 21.2), stands in sharp contrast  to the risk 
profiles of  stillbirth (SB) with opposi te  pat terns  across 
age (Fig. 21.1). This observat ion orients the inquiry 
towards a component  analysis of stillbirth to be carried 
out in part  8 of this series. 

D i s c u s s i o n  
The risk pat terns of hospital neonatal  death in the two 
control systems generate  consistent information with 
the hightest N D  risks being linked to low birth weight 
of  male infants and placenta previa. The  hypothesis is 
formulated that the three factors are linked. This could 
constitute one future focus in surveillance research 
with materni ty care monitoring data f rom developing 
countries. 

S u m m a r y  and O u t l o o k  
Part  7 of  the 'SB risk series'  is a transition paper  f rom 
stillbirth to neonatal  death. The  findings are internally 
consistent in two control systems which opens the way 
to systematic analysis of  the neonatal  component  of 
'hospital  perinatal death ' .  Both at low and adequate  
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Fig. 21. Stillbirth, neonatal death and relationship, by 
maternal age and selected complications. 

birth weight, greater  male vulnerabili ty was noted in 
the neonatal  hospital period. The risk of hospital 
neonatal  death was 111.9/1000 for placenta previa,  
41.8/1000 for pro longed/obs t ruc ted  labor against a 
base risk of 13.0/1000 for women  with no obstetrical 
complications. The stillbirth risk pat terns  in the two 
selected control systems are differentiated and merit  
thus disagregation by time of occurrence: the next 
analytical step (part  8). 

R6sum~ et Perspective 
Mortinatalit~ dans les h6pitaux indon6siens 
7' pattie: Extension ~ la mortalit~ n6onatale 
La 7 e partie de l'analyse de la mortinatalit6 en Indon6sie marque une 
transition vers l'6tude de la mortalit6 n6onatale. Les r6sultats r6v~- 
lent une structure diff6renci6e pour deux syst~mes de contr61e, 
incitant ainsi une analyse plus syst6matique de la composante n6ona- 
tale de la mortalit6 p6rinatale des h6pitaux. Pour des groupes de 
poids /~ la naissance diff6rents une plus grande vuln6rabilit6 des 
nouveau-n6s vivants m~tles rut observ6e pour la p6riode n6onatale. 
Le risque de mortalit6 n6onatale dans les h6pitaux fut de 13,0/ 
1000 pour les parturientes sans complications, de 41,8/1000 pour les 
accouchements au travail prolong6/arr~t6, voire de 111,9/1000 pour 
les placentae praeviae. Pour deux syst~mes de contr61e la constella- 
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tion des risques de mortinatalit6 s'av~re tr~s difffrenci6e, d'ot~ I'at- 
trait de subdiviser ces risques selon le moment de leur incidence (8 c 
Partie), 

Zusammenfassung und Ausblick 
Totgeburten in lndonesischen Geburtskliniken 
TeU 7: Ausweitung auf Neugeborenensterbliehkeit 
Teit 7 dieser Totgeburtenstudie in Indonesien ist ein Obergang zur 
Studie der Neugeborenensterblichkeit. Fiir zwei Kontrollsysteme 
Weisen die Resultate stukturelle Konsistenz auf, was die systemati- 
Sche Analyse der neonatalen Komponent~ der perinatalen Sterblich- 
keit an den Geburtskliniken erm6glichen sollte. Ffir verschiedene 
Geburtsgewichte wurde eine gr6ssere m~tnnliche Betroffenheit in 

der friihen neonatalen Zeitspanne festgestellt. Die Spitalrisiken des 
Neugeborenentodes waren im Vergleieh zu 13,0/1000 f~ir Frauen 
ohne Komplikationen 41,8/1000 fiir verz6gerte/obstruktive Gebur- 
ten und gar 111,9/1000 for Placenta Praevia. Die Risikostrukturen 
der Totgeburten fiir zwei Kontrollsysteme sind stark differenziert, 
was in der n~ichsten Analyse zur Unterteilung nach Zeit des Gesche- 
hens Anlass gibt (Teil 8). 
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Introduction 
This analysis is to keep the same two control systems 
Used in the previous report [1] but to study the two 
components of stillbirth (SB) instead of the dichotomy 
of perinatal death (PD). Risks of intrapartum (IPD) 
and antepartum death (APD) and their relationships 
are thus controlled for birth weight/infant sex and 
maternal age/selected obstetrical complications. 

Material and Method 
The same 36,802 singleton-birth deliveries and method 
are used. The two panels give in the two control sys- 
tems the risks of antepartum and intrapartum death 
and their relationships as 'percent stillbirth occurring 
during delivery' (% IPD share of SB). The structured 
display of statistics is given in Fig. 22 for the control 
System birth weight/ infant  sex, and in Fig. 23 for the 
Control system maternal age/selected complications 
(none, prolonged/obstructed labor, placenta previa). 

Results 
As developed in Fig. 22.2, intrapartum death (IPD) 
shows a risk pattern across birth weight quite similar to 
the pattern of antepartum death (APD) - a reversed J- 
shaped profile, though much less accentuated at the 
lower BW side. Indeed, among LBW-infants, the risk 
of antepartum death is 136.4/1000 (Fig. 22.1) against 
only 64.0/1000 for intrapartum death (Fig. 22.2). By 
contrast, for infants weighing 3000 + grams, the risk 
Structure is reversed with a greater IPD risk (18.0/ 
1000) than APD risk (11.5/1000). Likely, the two BW 
ranges are linked with different causes of death: at low 

birth weight the insult may start quite early in utero 
with an increased risk of APD,  whereas for higher 
birth weights the insult may start predominantly during 
the birth process with an increased risk of IPD over 
APD. 
Fig. 22.3 gives the IPD share of SB. As shown on the 
right roof, the indicator increases steeply with birth 
weight from 24.1% for VLBW-infants to 65.5% for 
large infants. The death among stillbirths occurring 
intrapartum is a gradual process directly related with 
birth weight, that is infant size. Problems of mechani- 
cal passage appear to be one main cause of intrapar- 
rum death. 
As shown in Fig. 23.2, intrapartum death risk (IPD) is 
governed by both maternal age and complication. For 
women with no obstetrical complication, the IPD risk 
is 6.0/1000. Note the 54 % excess risk for teenagers. 
For women with prolonged/obstructed labor, the IPD 
risk soars to 102.7/1000, with an important positive age 
effect that doubles the risk from 78.1/1000 in the early 
twenties to 147.6/1000 for ages 35 + years. For women 
with placenta previa, the IPD risk is 107.0/1000, but 
the risk relates inversely with maternal age, lowest for 
35 + years with 75.2/1000 and threefold for teenagers 
with 225.4/1000. This opposite age relationship of lPD 
for two contrasting pathologies merits inquisitive analy- 
sis. We suggest IPD for placenta previa to be studied 
for a possible relationship with 'BW for date' .  In the 
low twenties, the IPD ratio cha in  for NOCOMP - 
PROL/OBST L A B O R  - PL PREVIA is 1:12.8:21.1. 
By contrast, the corresponding chain for antepartum 
death is 'only' 1:1.86:4.78 as shown in Fig. 23.1. 
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