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Abstract

While maternal death has traditionally been the primary indicator of
maternal outcomes, the prevalence of severe pregnancy complications - or
severe maternal morbidities - can provide a more complete picture of
maternal and perinatal health issues when considered in conjunction with
maternal deaths. The objectives of this work were to determine the
prevalence of severe maternal morbidity, the socio-demographic
characteristics of the patients, the conditions of admission and care as well as
maternal and perinatal outcomes.

All women with severe maternal morbidity during 4 months of a descriptive
cross-sectional study with prospective collect in the health zone of Kisanga in
Lubumbashi were included in the study. These included cases of anemia,
obstructed labor, hemorrhage, infections and high blood pressure. About one
patient out of ten received in maternity hospitals in Lubumbashi presented
with severe maternal morbidity. Genital haemorrhages (44.6%), gestational
hypertension (30.9%) and obstructed labor (14.4%) accounted for nearly 90%
of the causes of severe maternal morbidity. Only three percent of the patients
had access to a blood bank, 30% of the patients could have the opinion of a
Obstetrician and only one in five patients remained in intensive care if
necessary. The patients were young, married for most, coming from a semi-
urban environment with a low socio-economic level. No patient in this series
had used the ambulance to get to the maternity ward. Maternal and perinatal
mortality were 859 per 100,000 live births and 50 per 1,000 live births,
respectively. The prevention and management of severe maternal morbidities
requires an efficient and fully functional health system.

Keywords: Severe maternal morbidity, efficient health system, Lubum-
bashi
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1 | INTRODUCTION

ccording to the results of the demographic
Aand health survey conducted in 2013 in the

Republic of Congo (EDS-RDC 2013-14),
the maternal mortality rate was estimated at 846 per
100,000 live births and the neonatal mortality rate
at 28 deaths for 1000 live births (1) . Severe direct
obstetric complications define severe maternal mor-
bidity. The patients who survive the waning of these
states are called Nearmiss, those who die represent
maternal mortality. Maternal death passes, before it
occurs, through an episode of severe maternal mor-
bidity. Thereby, pregnant women who present with
a serious obstetric complication (genital hemorrhage
with signs of shock, eclampsia, severe maternal in-
fection) and / or whose condition required major
intervention to prevent death constitute severe mater-
nal morbidity (2). It is estimated that for every death,
another 50 women suffer from serious pregnancy-
related complications. While maternal death has tra-
ditionally been the primary indicator of maternal out-
comes, the prevalence of severe pregnancy compli-
cations - or severe maternal morbidities - can provide
a more complete picture of maternal and perinatal
health issues when considered in conjunction with
maternal deaths (3).This analysis makes it possible to
trace the dysfunctions in the care of patients. These
dysfunctions are found at all stages of patient care:
emergency care, inpatient care follow-up, patient
discharge and information from the medical file.
The majority of dysfunctions occur at critical times
when patients are very vulnerable and most in need
of sufficient and quality care (4). In our environ-
ment, where maternal mortality remains high, it is
important to assess the characteristics of women with
severe maternal morbidity and the conditions of their
care. The description of severe maternal morbidity
may explain the risk factors for maternal mortality.
Thus, we will determine the prevalence of serious
maternal morbidity, the socio-demographic charac-
teristics of the patients, the conditions of admission
and treatment as well as the maternal and perinatal
outcomes.

2 | METHODOLOGY

This study was carried out in the city of Lubumbashi
in the maternities of the Kisanga health zone for 4
months, from January to April 2019. It was carried
out in 5 large maternities, namely that of the Gen-
eral Reference Hospital of Kisanga / La Foi, Mama
wa Huruma maternity, Saint Bernadette maternity,
Utukufu maternity and Jason Sendwe Provincial
General Hospital.

Data were taken prospectively. All women with se-
vere morbidity were included in the study. These
included cases of anemia, obstructed labor, hemor-
rhage, infections and high blood pressure.

A total of 139 cases of severe maternal morbidity
were collected, distributed as shown in the following
table: 30 cases at the Kisanga / La Foi General
Referral Hospital, 32 at the Jason Sendwe Provin-
cial General Referral Hospital, 47 at the Mama wa
Huruma maternity, 24 at Sainte Bernadette maternity
and 6 at Utukufu maternity

Table 1 : Distribution of cases of severe maternal
morbidity by structure

Structure Effective (n=139) Percentage (%)
HGR Faith 30 21.60

HGR Sendwe 32 23.00

Mama Wahuruma iy 33.80

Utukufu Maternity 6 430

Saint Benadette A 17.30

During the same period, there were 1,280 live births
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This is how severe maternal morbidity was defined

Definition of severe maternal morbidity (5)
1. ANEMIA (OTHER CAUSE THAN HEMORRHAGE)

Hemoglobinemia <5 g / dL or Very pale mucous
membranes and shortness of breath or Very pale
mucous membranes and edema of the lower limbs or
generalized or or necessity of blood transfusion
without any notion of bleeding

2. OBSTRUCTED LABOR
Uterine rupture or Pre-rupture syndrome

3. PROFUSE GENITAL HEMORRHAGE

Defined as external or internal blood loss
(observed or reported) and at least two of the
following signs of shock: pale con-junctiva,
systolic blood pressure (SBP) less than or equal to
80 mm Hg, rapid or impregnable pulse, cold
extremities, intense thirst, disturbance of conscious-
ness; Necessity of Hysterectomy or transfusion or
cesarean sec-tion or laparotomy or delivery
hemorrhage, cervical and or vaginal lesions or
extra-uterin pregnancy.

4., SEVERE POSTABORTION OR POSTPARTUM
INFECTION

Hyperthermia (T °> 37 ° 5) or hypothermia (T °

<36 ° 5) and infectious focus and at least one of the

following signs: Systolic blood pressure <80 mm Hg,
disturbances of consciousness, jaundice and oliguria
100 ml in 4 hours.

5. HIGH BLOOD PRESSURE

Blood pressure > 160/110 mmHg or 140/90 mm Hg
(or PAS variation>30 mm Hg or PAD> 15 mm Hg)
and at least one of the following signs: Coma,
jaundice, oliguria (100 ml / 4h), thrombocy-topenia
<100. 000 platelets, massive proteinuria; or
eclampsia or convulsion or at least two of the
following signs: blurred vision, epigastric bar,

headache in helmet, ringing in the ears, massive

proteinuria and generalized edema.

For each case detected, the following information
was collected: the technical platform of the structure,
the period of gravido-puerperium (gestation, partu-
rition, postpartum), the socioeconomic and demo-
graphic characteristics of the patient, The
gynecological and obstetrical history,the conditions
of admis-sion, and the occurrence of the state of
seriousness, the dates and times of emergency
procedures upon arrival of the patient, the dates and
times of decision-making and execution of medical
and surgical care , dates and times for obtaining
laboratory results, fre-quency of clinical monitoring
items (blood pressure, temperature and pulse) and
pregnancy outcome and method of patient
discharge.

The socio-economic level was calculated from the
following variables: a) number of years spent in
school for the beautiful and joint breakaway rated
at 30 points; employment of the escapade and his
spouse rated at 4 points and the occupancy status of
the current accommodation at 5 points (5 = Owner;
4 = Tenant; 3 = Housed by the employer; 2 = under-
housed ; 1 = site guard). The total score retained
is 39 points. Assessment of the level is classified
as follows: rating less than 15 = low level, rating
varying between 13-26 = medium level and rating
greater than 26: high level.

3 | RESULTS

Prevalence of cases of severe maternal morbidity

About one patient out of ten seen in maternity
hospitals in Lubumbashi presented with severe
maternal mor-bidity.

Etiologic diagnosis of severe maternal morbidity

Table II shows that genital haemorrhages
(44.6%), pregnancy-induced hypertension
(30.9%) and obstructed labor (14.4%) represent

nearly 90% of the causes of serious maternal
morbidity. Infections were very poorly represented
(3.6%).
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Table Il: Distribution of cases of severe maternal
morbidity according toetiological diagnosis

Sociodemographic characteristics of patients

The patients were in the age group of 18 to 35

Clinical diagnosis Effective (N = 139) Percentage (%) years, mostly married, coming from a semi-urban
Genital haemorrhage 62 146 environ-ment with a low socio-economic level
Pregnancy hypertension 43 309 unrelated to parity.
Obf’m.md fabor 20 144 TABLE V: Sociodemographic characteristics of
Anemia ? 65 the patients
Infection 5 36
Settings Effective (n=139) Percentage
Period of onset of severe maternal morbidity
age range
Almost two out of five complications were observed
during parturition and then in the postpartum period, <8 ; 501
with nearly one in three complications. B
o 18-35 104 74.82
Table Ill: Distribution of cases of severe maternal
morbidity according to Pregnancy-puerperium >3 26 1871
period Not precise 2 144
Pregnancy-puerperium period Effective (n =139) Percentage Marital status
Gestation 23 16.50 Single 3 22
postpartum 41 29.50 ,
_ Divorcee 2 14
from gestation to postpartum 17 12.20 .
two periods combined 5 3.60 Widow 1 07
free Union 11 19
Resources available for admission .
1ot precise 2 14
V indicates that only 30% of patients could el
benefit from an opinion from a Gynecologist- ¢
Obstetrician. Only three percent of patients had Utban 12 863
access to a blood bank. One out of five patients Semi-urban 17 8417
had access to a resuscitation room. The resources Rl 1 218
available were drugs (antibiotics, antihypertensi- -
ves, anticonvulsants and uterotonics) not precise 7 S.04
TABLE IV: Resources available for admission Sodie-eeanonic lvel
Low level 101 72.66
Availability of inputs and human resources Effective(n=139)  Percentage Average level 38 1734
Presence of an obstefrician-gynecologist ) 3020 ,
High level 0 0
Presence of a blood bank 4 290 :
Panty
Presence of an oxygen concentrator 9 2090
Presence of a resuscitation room 29 2090 Nulliparous u 112
Availability of anficonvulsents 127 9140 Pauciparous ) 15.83
Avatlability of uterotonics 128 9210 Multiparous 44 31.65
Availability of antihypertensive drugs 126 90.60 Large multipare 2% 1871
Availability of antibiotics 128 92.10 Dot precise 73 1655
Availability of solutes 122 8780
MEERP LTD JMRHS 5 (1), 16471652 (2022) 1649
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Conditions of arrival at the hospital

No patient in this series had used the ambulance
to get to the maternity ward. On the other hand,
nearly 45% of the patients came using other
means than the car: it was either by motorbike, or
by bicycle, or on foot.

TABLE VI: Conditions of arrival at the maternity
ward

Means of transport Effective (n =139) Percentage

Ambulance 0 0
Car 77 554
Motorbike 40 28.78
Bike 1 0.72
Feet 13 935
Not precise 8 576

Intervention deadlines

Table VII shows that it takes more than 2 hours for
a cesarean section, a laparotomy or even a
curettage.

TABLE VII: Response time

Emergency actions Effective@  Median (Q1-Q3)
=139) (min)

Consultation timing 116 12(5-30)
Timing of the venous route 89 12(8-35)
Laboratory sampling timing 7 12(11-112)
Antthypentensive administration timing 26 12(10-73)
Timing to perfom a curettage 10 121 (81-211)
Timing to administer an anibiofic 18 12(13-212)
Timing to perfom a uterine revision 4 115 (30-200)
Timing to perfor a Caesarean / Laparotomy 2 137(51-351)
Timing to obtain Blood Groupage results 54 59 (20-360)

Maternal and perinatal outcomes

Of these 139 patients, 11 (8%) had died. The
others (128 patients) constitute the groupe of

nearmiss. In view of the number of live births that
there were in these maternities, maternal
mortality was 859 per 100,000 live births. The
perinatal lethality was 46%; perinatal mortality
was 50 per 1000 live births.

Table VIII: Maternal and perinatal outcomes

Maternal outcome Effective Percentage
Living 128 92.09
Died 11 7.91
Newborn issue

Living 75 54.0

dead 64 46.0

Total 139 100.00

4 | DISCUSSION

Serious maternal morbidity was 10% in this
series. It was described in the MOMA (Maternal
Mortality in Africa) study since 2010 (5) at
6.7% in West Africa, which is slightly lower
than the values found in Lubumbashi. It was still
a little lower (5.9%) in Ouagadougou in 2001
(6) . It was already less than one percent in the
United States in 2014 (7). Indeed, severe maternal
morbidity is an indicator of maternal health. It is
also an indicator of a country’s development. The
data presented above shows that it is quite high in
developing countries than in industrialized
countries.

The etiologies were represented by hemorrhages,
hypertension and dystocia. The 3 causes have
already made 90% of the causes. Even in the
West, where obstetrics have evolved markedly,
postpartum hem-orrhage remains a major cause of
severe maternal morbidity (8) .A global vision of
serious maternal morbidity: going beyond
maternal mortality (9) shows that in Sub-Saharan
Africa, serious maternal morbidity can reach
19.8% and the main etiologies alternate in their
places but they remain made up of hemorrhages,
hypertensive disorders, infections,
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obstructed labor and complications of abortions. In
Namibia (10), Over a 6-month period, 37,106 live
births were registered, obstetric hemorrhages and hy-
pertensive disorders were the most common causes
of severe maternal morbidity (92/298 each; 30.9% ).
Of the 49 maternal morbidities due to young preg-
nancies, ectopic pregnancy was the most common
cause (36/298; 12.1%).

We can therefore only meet the challenge of serious
maternal morbidity if our maternities become able to
fight against these complications in terms of infras-
tructure, equipment, funding and personnel.

Regarding the availability of resources, only 30% of
patients received an opinion from a gynecologist-
obstetrician, who, in the majority of cases, was
not available when the patient arrived. Access to
a blood bank was very limited (3%). One in five
patients could be admitted to intensive care. These
conditions greatly increase maternal mortality. In a
study carried out in Zanzibar (11) in African areas
with low resources, showed that the insufficiency of
the technical platform multiplies by 6 the ratio of
maternal mortality. Contributing factors for severe
maternal morbidity were lack of resources, poor
quality of primary health care, and delays in care. All
serious maternal morbidities should be considered as
opportunities for improve the quality of maternity
care. Health institutions should address delays in
delivering interventions, barriers to referral, and gaps
in staff. Fully functional intensive care units should
be created in all institutions. Notification policies for
all averted cases of severe maternal morbidity should
be in place in all health care units, with a “no shame,
no blame” approach (12).

The same is true for non-medical conditions of reach-
ing maternity hospitals and the time required for ma-
jor interventions. This was also observed elsewhere
where there was severe maternal morbidity. For the
majority of women who had risk factors for severe
maternal morbidity, there were significant delays in
ambulances and a lack of health facilities. All the
women needed life-saving interventions, but could
not access appropriate care on time. The preven-
tion and management of severe maternal morbidities
requires a fully functioning, effective health sys-
tem (13).

The time taken to take charge was long, reaching
more than 2 hours. In Ivory Coast,The management
of serious maternal morbidities in the emergency
room was concerned by 39.6% of the dysfunctions.
The delays in taking over were noted during the
taking over. The time to treatment, all complications
combined, varied from 1 hour 20 minutes to 120
hours (median 60 hours) at the Cocody site and
from 20 minutes to 3 hours 28 minutes (median
1 hour 45 minutes) at the FS d’Abobo-sud. The
median delays in the 2 structures were respectively
2 h 19 min, 1 h 30 min and 25 min for hypertensive
complications, hemorrhages, and anemia. The other
dysfunctions observed in emergency management
were linked to the diagnosis, treatment and follow-
up of the patient (14).

In this series, the patients were young, mostly mar-
ried, coming from a semi-urban area and having a
low socioeconomic level. The socio-economic level
could partly explain the severe maternal morbidity.

It was observed that 11 (8%) of the 139 patients had
died and 64 (46%) newborns as well, resulting in
a maternal mortality of 859 per 100,000 live births
and a neonatal mortality of 50 per 1,000 births.The
fatality prevalence of severe maternal morbidities
ranges from 3.1% to 37.4% (15) . In Tanzania, the in-
cidence rate of severe maternal morbidities was 23.6
per 1000 live births, with an overall case fatality rate
of 12.9%. These different results show that severe
maternal morbidity is followed by strong maternal
morbidity. Thus, proper management at all levels
of severe maternal morbidity conditions would help
reduce maternal mortality.

5 | CONCLUSION

Severe maternal morbidity is a real public health
problem in Lubumbashi. It affects one in ten women.
The victim populations are young, married, coming
from semi-urban areas with a low socio-economic
level. The care process is inadequate marked by
insufficient resources at the level of patients, health
institutions and the health system. In Lubumbashi,
serious maternal morbidity is an important fact that
is rampant in large hospital institutions. It appears
to be the consequence of inadequate prenatal care,
an imperfect referral system and delayed care severe
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maternal morbidity has a high lethality. The preven-

tion and management of severe maternal morbidities
requires an efficient and fully functional health sys-
tem.
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