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Aim:  To report the epidemiological and clinical profile of Death in utero in Bunia during the study 
period.  
Methods: This is a retrospective descriptive cross-sectional study aimed at 174 cases of death in 
utero in Bunia from 01 January to 31 December 2017.  
Results: The prevalence of fetal death was 3, 9%. The risk factors found were the non-follow-up 
antenatal care visits (62.1%), the history of death in utero, and high blood pressure (24.1%). 
Pregnant women aged 19 to 34 were represented, 63.2% of pregnant women came from the outskirts 
of  Bunia, 58.6% of them had a low level of education, the secondary school represented 40.2%, 
41.4%.   
Conclusion: The death in utero is still a major problem in developing countries, particularly in 
Bunia / DR Congo. Screening for risk factors and especially the promotion of prenatal visits would 
contribute to its decrease.  
 
 
 

  

  
 
 

 

 
 

 
 

 
 

 

 
 

 
 

 

 
 

 
 
 
 
 

 
 
 
 

 

 
 
 
  

 
 

 

INTRODUCTION 
 

The death in utero , included in stillbirth, is defined as any fetal 
death before labor, occurring after the limit of fetal viability as 
determined by WHO, that is, 22 weeks of amenorrhea or a birth 
weight of more than 500 grams [ 1 ] . It concerns all neonates 
who are born without a heart beat and have not had respiratory 
movements [2, 3].  
 

In utero death remains a common clinical situation, despite the 
improvement in the monitoring of pregnancies. It is a traumatic 
event and is the basis of many questions not only for the 
pregnant woman but also for the obstetrician [4, 5].  
 

Thus, to obtain comparative data between different countries of 
the world, gestational ages greater than 28 weeks or fetal 
weights of at least 1000 grams are used to definitively define 
the death in utero. Taking into account these criteria, studies 
have determined a prevalence of in utero death equal to 2% 
worldwide, with 0.5% in high- income countries [3, 4]. In 
Africa, the mortality rate is between 6.46 and 19%, with an 

incidence of 5, 22% in Madagascar and 4.9% in Walikale [6, 
7].  
 

However, in our province, no study has been conducted to 
assess the extent of the problem, and this work will have the 
merit of establishing a data bank on this subject for future 
work, with a view to systematic monitoring of pregnancy until 
'at term.  
 

This study aims to bring the epidemiological and clinical 
profile of death in utero to Bunia.  
 

MATERIAL AND METHODS  
 

This study retrospective descriptive cross was conducted in 
Bunia in the D R Congo over a period from first January to 31 
December 2017. It involved 174 cases of death in utero 
collected among 4411 deliveries carried out in the four health 
structures of the urban health district of Bunia (the Bunia 
General Referral Hospital, the Hospital Center of Rwankole, 
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the Hospital Center of Bunia town and the Evangelical Medical 
Center / Nyankunde).  
The following cases were selected: Death in utero cases 
occurring from 28 weeks of amenorrhea in medical units that 
served as a study frame during the study period, and whose 
medical records had the essential parameters required for the 
study.  
 

Were excluded, 13 cases whose records were not complete. 
The records of births and maternity medical records had served 
as a data source for this work.  
 

Based on the prevalence of 4.9% reported in Walikale and in 
the absence of reliable data in our environment, we applied the 
following formula to determine the minimum size of our 
sample.  
 

� =
(Z)�. �(1 − �)

e�
 

n = minimum sample size  
z = confidence coefficient or 95% threshold (Z = 1.96)  
p = prevalence of the studied parameter, which is in our case 
that of death in utero (4.9% or 0, 049 is about 0.05)  
q = complement of prevalence (q = 1-p)  
e = 5% or 0.05 sample error margin  

 � =
(�,��)�.�,��(���,��)

(�,��)�
=

�,��.�,��.�,��

�,����
 = 72,96=73 

 As a result, since the actual size (n = 174) is much larger than 
the calculated size, our sample is representative.  
 

The Study Parameters are: Prevalence, Age, Provenance, 
Educational Level, Parity, Gestity, Gestational Age, Prenatal 
consultation Follow-up, Death in utero History, and 
Aetiological Factors.  
 

The collected data were presented in the form of frequency 
tables and then processed on the computer software SPSS 
version 23.0.  
 

RESULTS  
 

Prevalence  
 

Of a total of 4411 deliveries in our different medical units, 174 
were deaths in utero, a prevalence of 3.9 %.  
 

Sociodémographic characteristic 
 

Table 1 Socio-démographic data 
 

Age of pregnant 
women (years) 

Effective (n = 
174) 

% 

≤ 18 41 23.6 
19-34 108 62.1 
≥ 35 25 14.3 

Origin 
  

Outskirts of Bunia 110 63.2 
Bunia town 64 36.8 

Level of education 
  

Primary 102 58.6 
Secondary 67 38.5 

Higher and University 05 02, 9 
  

The death in utero was observed in older pregnant women 19 to 
34 years (62.07%), resident outside the town (63.2%), and 
those with a level of primary education (58.6%).  
  
 
 
 

Clinical data   
 

Table 2 Case distribution according to anamnestic data 
 

Parity 
Effective  
(n = 174 ) 

% 

1 - 2 70 40.2 
3 - 5 57 32.8 
˃ 5 47 27 

Gestational age 
(week of 

amenorrhea) 
  

28-36 72 41.4 
37-41 67 38.5 
≥ 42 35 20.1 

Prenatal 
consultation 
follow-up 

  

No 116 66.7 
Yes 58 33.3 

History of death in utero 
  

No 166 95.4 
Yes 8 4.6 

 

Mean gestational age is 36.7 ± 3.9 (28-43),Death in utero was 
much more common in primiparous and second-hand women 
(40.2%), varying in gestational age between 28 and 36 weeks 
of amenorrhea (41.1%), in pregnant women who did not follow 
the prenatal consultation (66.7%) and in those having no 
previous history of death in utero (95.4 %).  
 

Etiologic factors   
 

Table 3 Distribution of cases by factors that are étiologi 
 

Maternal causes 
Effective (n = 

174) 
% 

HTA 42 24.1 
Malaria 12 6.9 
Diabetes 10 5.7 
Anemia 12 6.9 

Term surpass 8 4.6 
Uterine rupture 4 2.3 

Feto-pelvic dysproportion 4 2.3 
Fetal causes 

  
Anencephaly 3 1.7 

Rhesus incompatibility 9 5.2 
Adnexal causes 

  
Premature rupture of 

membrane 
10 5.7 

Retroplacental hematome 8 4.6 
Placenta previa 7 4 

Unidentified causes 45 25.9 
 

DISCUSSION  
 

Prevalence  
 

The prevalence of death in utero in our study is 3.9 % for the 
selected period. It depends on one place to another according to 
several authors.   This is higher than the prevalences found in 
other series including those Mouquet et al [8] and Mary [9] in 
France; Yehia [ 10 ] in Mali, Tamrakar and Chawla [ 2 ] in 
Nepal, Singh et al [ 11 ] in India and Tchaou et al [ 12 ] in 
Benin. This is mainly explained by the low socio-economic 
level, the low education of the population and the difficulty of 
access to health care in developing countries [12, 13, 14]. The 
prevalences found by Bwana KI et al [1], Z 
Andriamandimbison et al [6] and Kubuya KG [7], are higher 
than ours respectively 13.98%, 5.22% and 4.9%. Indeed, the i 
is established that the rate of fetal death is very variable from 
one country to another but also from one region to another. 
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Which is explained by cases lost in our environment, managed 
in non-listed structures.  
 

Sociodémographics characteristics  
 

It emerges that the death in utero occurred between 19 and 34 
years of age of pregnant women was 62.07% of the cases, this 
is because the majority of pregnant women were in this age 
group . This finding does not agree with the results of other 
authors have shown the existence of an in utero deaths and 
increase in perinatal mortality in pregnancies these older 
women including in the work Bwana KI et al [1] , 
Andriamandimbison Z. et al [ 6 ] . The pregnant women from 
the periphery of Bunia presented the majority of cases, 63.20%. 
It is noted in the literature that the risk of fetal death is greater 
for patients from a disadvantaged socio-economic background. 
Even after adjustment to the socio-economic level [1,15]. 
These pregnant women are exposed to heavy work and are 
poorly followed in prenatal consultations. From our pregnant 
women, 58.62% were in the level of primary education. These 
results are similar to those found by Bwana KI et al [1], 
Andriamandimbison Z. et al. [6] .An educated woman is able 
to overcome these beliefs as she is able to better understand 
information about maternal care and also develop new hygiene 
behaviors.  
  

Anamnestic data  
 

In our series, the frequency of death in utero decreases with 
parity, while it increases with parity in the study from Bwana 
KI et al [1]. Indeed, Women perceive the risks associated with 
early pregnancy and tend to make more use of maternal health 
services in future pregnancies. It is 69.3% among pauciparians 
up to 35 weeks of amenorrhea and 67.2% above 35 weeks of 
amenorrhea [16].  
 

In our series, the gestational age of 28-36 weeks of 
amenorrhea, representing 41.4%, this result is close to that 
found by Andriamandimbison Z. et al [6] according to which 
the age of 32-37 SA represents 36.44%.  
 

The prenatal consultation were not followed in 66.7% of the 
cases, which is different from the study of Andriamandimbison 
Z. et al [ 6 ] of which only 15.56% did not follow the prenatal 
consultation. Many authors claim that poor pregnancy 
monitoring increases the risk of death in utero[17, 18, 19, 2 0].  
In case of perinatal death, the risk of death in utero for the next 
pregnancy would increase by six to ten times. The death in 
utero recurrence rate was found in similar proportions in the 
literature: 5.33% for the study of Andriamandimbison [6] in 
Madagascar and 4.5% fo r the Nguyen in France. [21] Frias et 
al. [22], however, found an in utero fetal death recurrence rate 
of 25%, very high compared to that found in this study. 
Women with a history of fetal death are more likely to give 
birth to a death in utero than others [21, 23, 2 4].  
  

Etiological factors  
  

We could identify etiologies in 74.1 % of cases. Hypertensive 
diseases represented the first etiology with 24.1%, followed by 
maternal infections (syphilis and malaria) and anemia with 
6.9%, Diabetes and premature rupture of membranes accounted 
for 5.7%. Our results are similar to those found by Bwana K. I 
et al [1], Oscar O. [16], Kangulu B et al [25] and S. Mezane et 
al [26] who found HTA as the first cause of Death in utero. The 

insufficiency of etiological assessments in the structures 
concerned by the study limited it and could underestimate 
certain causes.  
 

CONCLUSION  
 

The death in utero remains a major public health problem in 
developing countries, particularly in Bunia / DRCongo. 
Screening for risk factors and especially the promotion of 
prenatal consultations for rigorous monitoring of pregnancy is 
needed to reduce the rate of this complication of pregnancy.  
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