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OOrriiggiinnaall  AArrttiiccllee

SSuummmmaarryy
Aim: In this study, stillbirths and infant mortality in Düzce were examined for the purpose of evaluation of healthcare services.  

Material and Method: This study is a descriptive study that covers 224 stillbirths and infant deaths between 01.01.2005 and 12.31.2008 in
Düzce. 86,7% of the mothers participated in the study. To obtain accurate mortality rates, all deaths between 01.01.2005 and 12.31.2008
were included. The data collected in the study were evaluated using SPSS for Windows 11.0 statistical package program. 

Results: The infant mortality rate was 10.3/1000 in the center of Düzce and 23.6/1000 in Y›¤›lca region between 2005 and 2008. Among
the families who experienced stillbirth and infant death, 68.9% were from the lower social class, 20.7% were from the middle social class,
1.6% were from the higher social class and 8.8% were unemployed. 72.0 % of the mothers who had experienced stillbirth and infant death
were not informed about family planning before pregnancy.    

Conclusions: There is a negative relationship between socioeconomic status and rates of stillbirth and infant mortality. There are prob-
lems with reproductive health and prenatal, perinatal and postnatal healthcare services. (Turk Arch Ped 2011; 46: 54-61)
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Introduction

The Ministry of Health decided to launch family prac-
tice application in the primary care in 2003 with the views
that socialization had not responded the needs of health-
care services and a large group of patients who could be
treated in the primary care were being referred to the sec-
ondary and tertiary healthcare institutions (1). 

Act on Family Practice Pilot Application defining the
principles of the process of family practice application
came into force following publication in the official journal
on 12.09.2004 (2). Family practice application started on
09.16.2005 in Düzce which was defined as the pilot

province. By the date of 12.31.2008, abandoning social-
ization, family practice application was started in 33 more
cities in the primary care. 

In family practice application where one physician and
one family practice healthcare worker (nurse, midwife or
healtcare officer) would serve for approximatley 3500
patients, the family practitioner and family practice
healthcare worker are responsible for preventive 
healthcare services and diagnosis, treatment and 
rehabilitation services of the patients who are registered
for themselves (3). 

This transformation in the primary healthcare services
should be assessed by characteristics including distribu-



tion of infrastructure and man power, financing, organiza-
tion, first application, coordination, comprehensiveness,
continuity, accessability, participation of the population
and equality as well as by measures including mortality,
fertility and morbidity (4).

Stillbirth rate and infant mortality rate which are
among the basic mortality measures are very sensitive
against interventions related to healthcare services.
Surveillance and follow-up of stillbirth rates and infant
mortality rates are closely related to specification of
prospective healthcare politics and socioeconomic status
of individuals (5). 

In this study, rates of stillbirth and infant mortality have
been investigated to evaluate healthcare services in the
province of Düzce which was the first province where
family practice was launched.

Material and Method

This study is a descriptive study including all stillbirths
and all infant deaths in the province of Düzce between
Janurary 1st, 2005 and September 30th, 2008. According
to the records of Düzce Province Healthcare Directorate,
224 stillbirths and infant deaths occured between these
dates (51 stillbirths and 173 infant deaths). Two midwifes
in the center and one midwife in the public health center
of the county trained on questionnaire application tech-
nique were employed to apply face to face questionnaire
to mothers who had experienced stillbirths or infant
deaths. Investigation data were collected between April
2008 and October 2008. 86,7% of the mothers (n=193)
participated in the study. 10.2% of the mothers (n=24)
could not be found at their addresses. 3.5% (n=7) refused
to participate in the study.

By the questionnaire, social class, health insurance,
education level of the parents, maternal age at birth, visit
status of the family practitioner and family practice work-
ers, status of voluntary abortion and spontanous abor-
tion, willingness for pregnancy, the interval between the
previous pregnancy and last pregnancy, status of being
pregnant for the present time, reproductive health, status
of prenatal, perinatal and postatal healthcare services
were interrogated. 

Social class of the house based on work/profession
was determined according to Boratav’s Urban and Rural
Social Class Diagram (6). “Higher social class” included
small and medium/large employers, self employed indi-
viduals with higher education, employees with higher
education, capitalist farmers, rich peasents, rich farmers
and rentiers; “middle social class” included white-collar
workers, blue-collar workers, small tradesmen/artificers
and medium peasents; “lower social class” included
casual labourers, small peasents, poor peasents and
agricultural labourers and “unemployed class” includes
unemployed individuals. 

Data related to date and reason of stillbirth, date of
infant birth-date of infant death, cause of death and birth
weigth were obtained from “Infant Death Information
Form” sent from secondary and tertiary care healthcare
institutions to the Healthcare Directorate. In addition,
data about stillbirths and infant deaths which were not
included in the study or could not be reached and which
occured after the study period (between 10.01.2008 and
12.31.2008) were obtained from “Infant Death Information
Form”. 

Data collected in the investigation were tabulated fol-
lowing evaluation according to frequency and percent
distributions using SPSS for Windows 11.0 statistical
package program.

Results

Infant mortality rate was found to be 5.5-11.8/1000 in
Düzce Merkez County and 15.0-34.7/1000 in Y›¤›lca
County in 2005-2008 (Table 1).

8.3% of mothers who had experienced stillbirth and
infant death were between the ages of 16 and 19 at deliv-
ery, 77.7% were between the ages of 20 and 34 and
9.8% were between the ages of 35 and 44. 56.5% of
mothers who had experienced stillbirth and infant death
had social insurance, 18.7% had green card, 9.3% had
Ba¤-kur insurance, 3.1% had retirement fund security
insurance and 12.4% had no health insurance. All moth-
ers with green card were from the “lower social class” or
“unemployed class”. 93.3% of mothers who had no
health insurance were from the “lower social class” or
“unemployed class”. 91.2% of mothers who had experi-
enced stillbirth and infant death stated that they did not
receive family practitioner vizit and 89.6% stated that
they did not receive family practice worker visit until that
time. For 95.9% of stillbirths and infant deaths delivery
took place in the hospital, for 1% in the village clinic and
for 3.1% at home. 74.9 of hospital deliveries were per-
formed by physicians and 25.1% were performed by mid-
wives.

Diagnoses for stillbirths and infant deaths were
recorded as follows: 28% premature delivery, 15.5%
macerated stillbirth, 14% congenital anomaly and 10.4%
congenital cardiac disease. In 11.9%, cause of death was
unknown. In 2005, cause of death was unknown for
17.1% of stillbirths and infant deaths. For 2008 this rate
was 1.8%. Social classification of families who had expe-
rienced stillbirths and infant deaths was as follows:
68,9% lower social class, 20.7% middle social class,
8,8% unemployed and 1.6% higher social class. All
deaths in the higher social class were stillbirths (there
were no infant deaths). In the lower social class, 30.1% of
stillbirths and infant deaths were premature delivery,
15.8% were macerated stillbirth, 14.3% had congenital
anomaly and 10.5% had congenital cardiac disease
(Table 2). 
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2005 2006 2007 2008 2005-2008
Criteria
Rate of stillbirth 2.3 1.2 2.6 7.1 3.3

Perinatal mortality rate 7.6 5.6 7.6 15.0 8.9

Premature neonatal mortality rate 5.2 4.7 4.7 8.0 5.6

Late neonatal mortality rate 1.4 2.3 2.0 2.5 2.0

Postneonatal mortality rate 2.1 3.4 2.0 2.3 2.4

Infant mortality rate 8.8 10.8 9.3 12.8 10.4

Counties-Infant mortality rates
Merkez 9.7 10.7 9.0 11.8 10.3

Akçakoca 2.5 9.0 4.6 11.4 6.8

Cumayeri 5.0 5.4 20.4 14.2 11.2

Çilimli - 8.0 4.0 3.9 4.0

Gölyaka 12.0 4.0 7.6 10.7 8.5

Gümüflova 5.6 9.8 10.6 4.7 7.6

Kaynafll› 10.6 8.8 11.2 17.2 11.9

Y›¤›lca 16.6 28.8 15.0 34.7 23.6

Table 1. Distribution of rates of stillbirths and infant mortality rates by years and allocation units in Düzce (in one hundred)* 

*To calculate the rates accurately all stillbirths and infant deaths between 2005 and 2008 were included (n=256) 

Cause of stillbirth Years Social class
and infant death

2005 2006 2007 2008 Higher Middle Lower Unemployed Total

(n=35) (n=44) (n=58) (n=56) (n=3) (n=40) (n=133) (n=17) (n=193)
%** 

Macerated stillbirth 22.9 6.8 19.0 14.3 33.3 15.0 15.8 11.8 15.5
(n=30)
Fresh stillbirth - - 5.2 17.9 66.7 10.0 5.3 - 6.7
(n=13)

Premature delivery 22.9 38.6 24.1 26.8 - 25.0 30.1 23.5 28.0
(n=54)
Congenital anomaly 17.1 13.6 8.6 17.9 - 12.5 14.3 17.6 14.0
(n=27)
Congenital cardiac 5.7 15.9 10.3 8.9 - 12.5 10.5 5.9 10.4
disease (n=20)
Sepsis 2.9 4.5 8.6 1.8 - 7.5 4.5 - 4.7
(n=9)
Perinatal asphyxia 5.7 2.3 3.4 7.1 - 7.5 3.3 11.8 4.7
(n=9)
Lower respiratory 5.7 2.3 1.7 - - - 2.3 5.9 2.1
tract infection (n=4)
Meningitidis - - 2.3 1.7 - 2.5 0.8 - 1.0
(n=2)
Birth trauma - - - 1.8 - - 0.8 - 0.5
(n=1)
Sudden infant death 
(n=1) - - - 1.8 - - 0.8 - 0.5
Unknown cause (n=23) 17.1 13.6 17.2 1.8 - 7.5 12.0 23.5 11.9

Total (n=193) 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Total (n=193)*** 18.1 22.8 30.1 29.0 1.6 20.7 68.9 8.8 100.0

Table 2. Percent distribution of stillbirths and infant deaths in Düzce by years and social class*

Deaths between 01.01.2005 and 30.09.2008; ** column percent; *** line percent



23.3% of mothers who had experienced stillbirth and
infant death had spontaneous abortion, 13.5% had vol-
untary abortion, 3.6% had previous stillbirth and 8.2%
had previous infant death. 72% of mothers who had
experienced stillbirth and infant death (for 2005, 2006,
2007 and 2008, 65.7%, 70.5%, 70.7% and 78.6%,
respectively) were not given information about family
planning before their pregnancies. The rate of unwilling-
ness for pregnancy was 9.3% between 2005 and 2008.
39,9% of mothers referred to a healthcare institution or a
healthcare provider at the third month of pregnancy or
later for the first time. In 41.6% of mothers, the interval
between the previous pregnancy and the pregnancy
which resulted in stillbirth or infant death was less than
two years. In 46.5% of stillbirths and infant deaths, birth
weigth was 2500 grams or higher. In 47% of mothers,
gestation period was 37-40 weeks (Table 3).

Table 4 shows data about who followed up mothers
who had experienced stillbirth or infant death between
2005 and 2008. Mean number of visits performed by 
a family practitioner for mothers who had experienced
stillbirth and infant death was 1.6±0.5 in 2005, 4.0±2.0 in
2006, 4.3±1.8 in 2007 and 4.8±1.9 in 2008. 

In 94.5% of mothers who had experienced stillbirth
and infant death, blood pressure was measured and in
81.9% ultrasonographic examination was performed.
69.4% of mothers who had experienced stillbirth and
infant death were not visited during the pueperal period
(Table 5).

Discussion 

In the province of Düzce, infant mortality rate was 8.8-
12.8/1000 in the years of transformation of healthcare
service (2005-2008). When we compare the infant mortal-
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n %

Has ever had spontaneous or self-exerted abortion? Yes 45 23.3

No 148 76.7

Has ever had voluntary abortion? Yes 26 13.5

No 167 86.5

Has ever had stillbirth? Yes 7 3.6

No 186 96.4

Has ever had infant death? Yes 16 8.2

No 177 91.8

Willingness for this pregnancy Was willing 144 74.6

Was willing later 31 16.1

Was never willing 18 9.3

Time of previous pregnancy (years) 2< 80 41.6

2≥ 113 58.4

Information on family planning before pregnancy Yes 54 28.0

No 139 72.0

Gestation month at the first referral to physician or healthcare institution 3< 116 60.1
3≥ 77 39.9

Gestation time* 22-24 weeks 20 10.4

25-30 weeks 42 21.8

31-36 weeks 34 17.6

37-40 weeks 93 48.2

41-42 weeks 4 2.1

Birth weight** 600-1000 g 43 22.8

1001-2000 g 36 19.0

2001-2500 g 22 11.6

2501-5000 g 88 46.5

Is there a pregnancy now? Yes 15 7.8

No 178 92.8

Total 193 100.0

Table 3. Pregnancy status of mothers who had experienced stillbirth and infant death  (2005-2008)

*Mean gestational week is 34.0±6.2, **Four individuals have no data. Mean birth weight is 2.225±1.102 grams



ity rate in the province of Düzce with TNSA(Population
and Health Census of Turkey)- 2008 general mortality
rates of Turkey (infant mortality rate 17/1000 live births;
probability of death during the first year of life 13/1000
and probability of death during the following 11 months
4/1000) and infant mortality rates of 22 provinces includ-
ing Düzce from the same investigation (infant mortality
rate 22/1000 live births; probability of death during the
first month of life 12/1000 and probability of death during
the following 11 months 9/1000), infant mortality rate in
Düzce was observed to be lower. One of the important
reasons for this is the fact that TSNA-2008 included the
years of 2003 and 2004. In the study of TSNA-2008, a
marked reduction in infant mortality rate was found in

Turkey in recent years. In this study, infant mortality rate
was noted to decrease 48% in the 5 year periods of
1998-2003 and 2003-2008 (7). The second important rea-
son is the fact that mortality rate data in the TNSA-2008
study did not belong to only one province. This suggests
that TNSA data should be interpreted carefully when
comparisons are made at provincial level. 

Estimation of infant mortality rates by the center of
Düzce province and Düzce counties demonstrates that
infant mortality rate is affected by socioeconomic factor
and is an important indicator reflecting inequality in
healthcare. It is noted that infant mortality rate in the
county of Y›¤›lca belonging to the province of Düzce is
higher compared to the infant mortality rate in the center
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No vizit 1-3 vizit 4 vizit 5 and Mean±SDS**

more vizits (the lowest-the highest)

2005 %

(n=35)* VC 60.0 22.9 _ 17.1 3.5±2.6 (1-7)

GYN 14.3 34.3 25.7 25.8 3.8±1.8 (1-8)

FP 91.4 8.6 _ _ 1.6± 0.5 (1-2)

FPW 91.4 8.6 - - 1.6± 0.5 (1-2)

Total 5.7 20.0 14.3 60.0 6.2±3.2 (1-14)

2006 GYN 18.2 31.7 13.6 36.4 4.8±3.2 (1-18)

( n=44) FP 15.9 38.7 6.8 38.4 4.0±2.0 (1-10)

FPW 15.9 41.0 6.8 36.3 3.9±2.1 (1-10)

Total 2.3 9.1 6.8 81.8 11.2±6.2 (1-30)

2007 GYN 17.2 31.1 13.8 37.8 4.4±2.4 (1-14)

(n=58) FP 6.9 29.4 13.8 50.0 4.3±1.8 (1-7)

FPW 6.9 22.4 15.5 55.1 4.6±1.7 (1-7)

Total 1.7 3.4 _ 94.9 12.2±5.1 (2-23)

2008 GYN 3.6 30.4 14.3 51.8 5.1±3.8  (1-20)

(n=56) FP 17.9 23.2 8.9 50.1 4.8±1.9 (1-10)

FPW 16.1 21.5 10.7 51.9 4.9±1.9 (1-10)

Total _ 7.2 1.8 91.0 13.0±5.9 (1-31)

Table 4. Vizits during pregnancy of mothers who had experienced stillbirth and infant death

*SO: Village clinic; GYN: Gynocologist; FM: Family Practitioner; FPW: Family Practice Worker;** Among individuals who received vizits 

Yes Yes

n %

Test or measurements performed during Measurement of body weight 185 95.9

pregnancy by the physician or Measurement of height 141 73.1

healthcare institution Measurement of blood pressure 187 96.9

Blood test 178 92.2

Urinalysis 172 89.1

Abdominal measurement 172 89.1

Listening to fetal heart beats 182 94.3

Ultrasonographic examination 158 81.9

Vizit in the pueperal period 59 30.6

Tablo 5. Test or measurements performed during pregnancy in mothers who had experienced stillbirth and infant death (n=193)



and other counties. Y›¤›lca is in the 746th order in terms
of socioeconomic development among the counties in
Turkey (n=832) (8). One of the allocation units with the
lowest infant mortality rate is the center of the province of
Düzce which is in the 98th order. There are many studies
indicating that infant mortality rate is affected by socioe-
conomic factors and perinatal, neonatal, infant mortality
rates and mortality rate under the age of five are
increased in regions with low socioeconomic level (9-16).
Although family practice application was started in the
province of Düzce,  low social classes are still under risk
and approaches which can decrease this risk should be
adopted.

When we consider the status of health security of
mothers who had experienced stillbirth or infant death, it
can be stated that more infant deaths occured in houses
in lower socioeconomic class, because having a green
card or having no health insurance are important indica-
tors reflecting lower socioeconomic class. Thus, almost
all families who had experienced stillbirth and infant
death and who had green card and no health insurance
were either from the lower social class or unemployed.
While 28.5% of mothers who had experienced stillbirth
and infant death had green card or had no health insur-
ance in 2008 in the province of Düzce, the same rate was
16.2% in approximately 5000 women who gave birth in
Düzce in the same year according to hospital records. 

Neonatal deaths in the province of Düzce constitute
73.1% of infant deaths. The same rate is 76% in TNSA-
2008 and 72.3% in Konya in 2007 (17). In most of high-
income countries (n=56) and in some of high-middle-
income countries (n=42) including Turkey, approximately
75% of infant deaths occur during the neonatal period
and 25% occur after the neonatal period (18-20). In this
case, we can say that the distribution of infant deaths in
Düzce in the neonatal period and in the period after one
month of age is similar to data of high-income countries. 

Although the percent distribution of infant deaths in
Düzce in the neonatal period and in the period after one
month of age is parallel to high-income countries, infant
mortality rate which is higher than 10/1000 in Düzce is
higher than the mortality rate observed in high-income
countries (approximately 5/1000). The main reason for
this increased level is the fact that the number of deaths
during the neonatal period is higher than the number of
deaths after one month of age (mortality rate after one
month of age is approximately 1.3/1000 in high income
countries and 2.4/1000 in Düzce between 2005 and
2008). In this study, the share of early neonatal deaths in
infant deaths is 53.8%. In other studies performed in
Turkey, the share of early neonatal deaths in infant deaths
ranges between 38% and 58% (21-23). This rate increas-
es to 74.8% in the tertiary healthcare institutions (24). 

We should not ignore the effect of reproductive health
services not being at a desired level on the failure of rates
of stillbirth and infant mortality to decrease further and on

the increase of these rates in recent years. The fact that
two out of three women who had experienced stillbirth
and infant death in 2005 were not given information about
family planning before pregnancy, increasing of this rate
to 3 out of four women in 2008, increase in the rate of
unwillingness for pregnancy two fold in 2008 compared
to 2005, spontaneous abortion experienced by 23.3% of
mothers and voluntary abortion experienced by 13.5% of
mothers suggest that reproductive health services are not
given adequately. Thus, it was noted that a decrease in
reproductive health services especially in the method of
family planning occured between the years of 2005 and
2007 in the study performed in Düzce by Özcan et al. (25).
When we examined the Healthcare Directorate data, a
regression in family planning services until mid 2008 was
observed. Especially after this study the problems expe-
rienced in family planning were elucidated and all doc-
tors, midwives and nurses working in the family practice
unit in the province were given continuous in-service edu-
cation on family planning, follow up of pregnant women
and follow up of babies by the reproductive health center
and these education studies are continuing. A trend
toward improvement in the data of follow up of pregnant
women, follow up of babies and family planning is 
starting to emerge. Yet, we think that we should wait the
years of 2010 or 2011 to end to evaluate this process
more reliably.

Since there is no obligation for follow up of women
between 15 and 49 years old in family practice applica-
tion, pregnant women and babies and women carrying a
risk in terms of pregnancy can not be determined.
Continuing preventive services in the field were aban-
doned and services were limited to referals or presenta-
tions on call. Thus, only one out of ten mothers who had
experienced stillbirth and infant death was reported to be
visited in this study. 

In this study, mothers who had experienced stillbirth
or infant death were found to be visited 4 or 5 times dur-
ing pregnancy by the family practitioner and family prac-
tice workers. The main reason for this number is that
Ministry of Health considers four visits during the period
of pregnancy adequate and cuts salary, if the number of
visits is less than four (26). It may be considered that the
Ministry of Health should start an application which will
provide the pregnant women in the risk groups to receive
more visits. However, the number of visits may consid-
ered to be adequate, when the fact that these pregnant
women are visited five times by gynocologists. In this
study, the number of visits performed by both family
practice centers and gynocologists was found to
increase from 2005 to 2008. In these visits, measure-
ments of body weight and blood pressure, urinalysis and
blood tests in pregnant women were done with a rate of
approximately 90% and ultrasonographic examinations
were performed with a rate of 80% (92.3% for 2008).
Although a numeric increase was found in terms of tests
performed and specifically visits performed by gynocolo-
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gists between 2005 and 2008, the reason that we did not
objectified the reflections of this increase was that the
tests and visits performed in 2005 achieved a specific
level, though not the desired one. Thus, it may be sug-
gested that high numbers of visits, tests and measure-
ments performed in prenatal care considered together
with the causes of infant deaths contributed to the
decrease in preventable causes of infant deaths in Düzce.
In TNSA-2008 investigation, these tests and measure-
ments were reported to be performed with a rate of 90%
which is markedly higher than the value reported in
TNSA-2003 (7). It is a fact that tests and measurements
performed in prenatal care play an important role in
decreasing infant mortality rate with early diagnosis.
Prenatal care decreases early, late and postneonatal
mortality rate (27). Less stillbirths and infant deaths occur
for mothers who receive adequate prenatal care during
pregnancy (28-31).

Qualitative aspect of this quantitative increase in pre-
natal care should not be ignored. The fact that 69.6% of
mothers who had experienced stillbirth and infant death
received no visit during the pueperal period, increase in
the number of fresh and macerated stillbirths, high num-
ber of deaths in premature babies and the fact that 4 out
of 10 mothers presented to a healthcare institution after
the third month of gestation for the first time suggest that
visits should be evaluated qualitatively.

Causes of infant deaths which occured in Düzce
between 2005 and 2008 were as follows in order of fre-
quency: premature delivery, congenital anomaly, congen-
ital cardiac disease, perinatal asphyxia, sepsis and lower
respiratory tract infection. The decrease in the number of
lower respiratory tract infections and sepsis especially in
2008 compared to other years indicates that success has
been achieved in terms of preventable infant deaths.
According to the statistical data of the Ministry of Health,
the first three causes of infant deaths include pneumoni-
ae (48.4%), diarhhea (23.4) and respiratory tract infec-
tions (10.8) (32). In studies performed after 2000 in
Turkey, causes of death including premature delivery,
congenital anomaly, congenital cardiac disease, perinatal
asphyxia were found to predominate in time and infec-
tions as a cause of death were found to decrease (21-23,
33-36). This suggests that causes of death both in Düzce
and in Turkey have entered a process of transformation
and demonstrated similarity with a high rate with the
causes observed in high-income countries (18-20). The
contribution of improved neonatal care services to the
emergence of this similarity is important. However, the
effect of defects of neonatal care services on the fact that
the frequency of deaths caused by premature delivery
was higher in Düzce compared to developed countries
can not be denied. Thus, there were no neonatal intensive
care unit in Düzce until 2008. 

Occurance of approximately half of stillbirths and
infant deaths at the 37-40th month of gestation and the
fact that one out of every two babies was born with a
birth weight of more than 2500 grams suggest that both

the quality of prenatal care and perinatal and postnatal
course should be questioned. In USA, 95% of infants
who died in 2002 were at the 32nd gestational week and
under 1500 grams (37). In Turkey, technologic advances
in neonatal intensive care area, increase in the use of
mechanical ventilators and widespread use of new gen-
eration antibiotics in recent years decreased the mortali-
ty rate of very small for gestational age babies (<1500
grams), though not as much as observed in developed
countries (38-39). 

One of the important reasons for infant mortality rate
in the province to be at the lowest level in 2005 is the fact
that family practice studies started in January 2005 in
Düzce and therefore, field studies and recording and
reporting system were disrupted, since primary care
workers focused on their future in the family practice
process. Thus, in this study, approximately 2/3 of still-
births and infant deaths determined in 2005 were found
to have received no visit. Another reason for the rate of
stillbirth and infant mortality rate to be low in 2005 may be
the fact that infant death records were not completely
and accurately reported from the past to the present time
independent of the family practice process. This is also
partially valid for 2006 and 2007. To solve this problem
generally in the whole country, the Ministry of Health
required an “Infant Death Record-Report Form” to be
filled for every stillbirth and infant death with a circular let-
ter (No: 78) on May 6th, 2005 and sensitivity on this sub-
ject was demanded from all health institutions. This cir-
cular letter was updated on January 2007 (40). In Düzce,
starting specifically from 2007, an intensive in-service
education program was performed in all primary, sec-
ondary and tertiary care institutions to assure the accura-
cy and completeness of stilbirth and infant death records.
Thus, no problem was found in death reports and
records, when we compared Province Healthcare
Directorate records of 2008 with the records of family
practitioners, hospitals and the Population and Cemetery
Directorship.

Conclusions

Although the province of Düzce is generally among
high-income regions of Turkey, infant deaths are seen
more frequently in families with low socioeconomic level
living in the province.

In this study, problems in reproductive health (family
planning) services in family practice application were
determined. The defects observed in the application of
family practice should be corrected. 

To prevent the causes of infant deaths intrauterine
and neonatal healthcare services should be improved
qualitatively. However, it should not be forgotten that
post-neonatal health problems in families with lower
socioeconomic level still cause infant deaths. 
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