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ABSTRACT

The objectives of this study were to; (1) describe the
incidences and determinants of early puerperal morbidities in
women in Kumasi; and (2) provide information for use in
improving the postpartum health care of these women.

A cohort of 472 women from home, who had vaginal
deliveries at the Komfo Anckye hospital in Kumasi, Ghana, were
recruited and followed up during their early puerperal period.
Morbidity was assessed through interview, physical examination
and haemoglobin investigation. An overall 81% follow-up rate
was obtained. Forty-eight percent of subjects scheduled for
follow-up failed to attend the special clinic and had to be
traced to their homes.

The subjects were mostly from low socioeconomic levels.
Their mean age and parity was 25.4 years and 2.8 deliveries
respectively. While three-quarters of them (78.4%) had at
least one identifiable pregnancy or labour risk factor (nearly
40% were anaemic at labour) they had relatively uneventful
deliveries.

Nine out of every ten women seen postpartum reported at
least one health complaint. The most frequent symptoms were

fever (28%), abdominal pain (64%), perineal soreness (31%) and



dysuria (26%). Nearly 60% of the study women self-treated with
potent medications ranging from analgesics to antibiotics.

On assessment, 66.6% of the wonen discharged home
routinely after delivery, were found to have at least one
puerperal health complication requiring medical attention. In
46% of subjects morbidity was severe enough to warrant medical
attention within 72 hours or less. The incidences of puerperal
upper and lower genital tract infection in the study sample
were 180 and 151 per 1000 deliveries respectively. Postpartum
anaemia occurred in 35.1% of women. The incidences of
postpartum hypertension, acute urinary tract infection, and
mastitis were 88.2, 52.2 and 13.1 per 1000 respectively.

The findings in this study suggest that high rates of
puerperal complications occur in women in Kumasi who are
discharged home in a "satisfactory" health condition within a
few hours after delivery. Postpartum health care services
should address this need. It is recommended that: (1) a
routine early postpartum clinic be organised for all women
discharged home within hours after delivery; (2) women receive
health education about the hazards of self-medication, and (3)
further attention be paid to identifying the determinants of

the specific morbidities.
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CHAPTER 1

INTRODUCTION

As more information on the high maternal death rates in
the developing world has become available, world attention has
been drawn to the neglected tragedy of maternal ill-health and
death in these disadvantaged countries [1]. It is estimated
that half & million women die from pregnancy-related causes
each year world wide; 99% of these occur in the developing
countries of Africa, Asia and South America [1]. In Africa,
the currently estimated maternal death rate is 6.4 per 1000,
as compared with rates of less than 0.1 per 1000 in Europe and
North America {2,3,4). In fact some studies have even recorded
rates of 20 per 1000 in some parts of the African continent
[5]. In today's world, these horrific maternal death rates are
reminiscent of rates in pre-nineteeth century Europe [6,7],
and child bearing rightly described by some as still a
dangerous gamble for these unfortunate women [8].

Deaths are just the tip of the iceberg of maternal
suffering. It is estimated that, for every woman who dies
another 10 to 15 more suffer severe health consequences from
their pregnancies [9]. In Africa an estimated two to three
million women are believed to be disabled or incapacitated to
varying degrees by past pregnancies [1]. Some of these women

described as the living dead, only continue to live at the
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fringes of health and silently bear bitter social and personal
consequences.

The actual extent of the problem of maternal ill-health
in Africa is still not known however, because data are lacking
from many parts of the continent. The majority of the data
available describe the direct causes of mortality, especially
peri-partum deaths and morbidity during pregnancy. Data on the
health of the women who have apparently "“successfully"
survived labour are scanty.

The few studies that have looked at the puerperium in
Africa have shown the significant contribution deaths in the
puerperium make to the overall high mortality rates in the
region [5,10]. These mortality findings suggest too that
significant morbidity occurs in the puerperium on the
continent. The findings of some hospital-based studies which
indicate that postpartum complications such as infection,
anaemia, haemorrhage and vesico-vaginal fistulae account for
a noticeable proportion of admissions and deaths in
gynaecological wards, further support this view ([8,11].

since the time of Semmelwies, the role that unhygienic
labour management plays in contributing to maternal morbidity
and mortality has been well known; this situation remains
common in many parts of Africa [12]. Of note too, is the fact
that in some African societies, the puerperium is

characterised by traditional cultural practices that could
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impair maternal health [13]. The already existing burdens of
endemic infectious diseases and malnutrition which plague the
health of these women further add to these odds. When all the
above hazards are considered, high rates of puerperal
morbidity can be expected in the region.

The lack of accurate data on puerperal health status of
African women however, has created difficulties in judging the
extent and severity of puerperal morbidity, and has impaired
the planning of health measures to deal with the problem.
Postnatal care on the continent is generally deficient and
appears to be lagging behind other aspects of obstetric care
[14]. If maternal lives are to be saved, this aspect of
maternal health needs to be more closely examined.

The majority of deliveries in Africa, particularly in the
rural areas, still occur at home and data on these aroup of
women are very hard to obtain. In urban African communities
however there is a rapidly increasing trend for women to
deliver at health centers ([15]. Despite this change,
information on the puerperal health of even these “fortunate"
women is still not forthcoming, as postpartum monitoring
remains inadequate.

In Ghana, the great demands on the very few urban
obstetric facilities, have resulted in women being discharged
home from most centers within a few hours of delivery. Reports

indicate that this situation prevails in many other develop-
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ing countries [6,16]. The present postnatal health care system
in the Ghana, is that inherited with the introduction of
western medicine, where women are seen at the end of their six
week puerperal period. In Europe, where this practice evolved,
women are kept in hospital for several days after delivery and
therefore any early puerperal complications are gquickly
identified and dealt with before discharge.

In Ghana, women manage their puerperium in their own ways
with only the occasional warnings issued by the discharging
hospital midwives to guide them. The experience of this author
and others is that, once home, these women influenced by their
peers, frequently resort to traditional puerperal care
practices used by women who deliver at home [9,13]. No other
postnatal monitoring occurs, and if the women do not report
with complications to a health facility, then their health
status during the critical period of the puerperium is
unknown.

At six weeks postpartum, they may report to the specially
organised maternal and child post-natal clinics, a combined
clinic where their infants also receive their first vaccin-
ations and growth monitoring. The experience of this author,
is however that the maternal component of the clinic is often
neglected in favour of child health. This fact is even evident

in the way mothers refer to this clinic, as "Weighing".
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Many African countries like Ghana, are taking measures to
reduce the unnecessary toll of maternal ill-health and death.
To achieve their aims, however, they require accurate and
detailed information on the maternal health situation in each
specific area. This prospective cohort study was carried out
primarily to describe the puerperal health status of women in
Kumasi, to identify the predominant causes of ill-health, and
to provide information for use in improving postnatal health
care. If we believe however that these urban women have better
access to health and obstetric care than their counterparts in
the rural area, then the findings may be of benefit in
estimating the extent of puerperal morbidity in the less
fortunate rural group, and could assist heaith care providers
to take necessary measures to alleviate the suffering of all
mothers in Ghana.

The socioeconomic problems and health system inadequacies
described in this paper are also similar to those found in
many other urban communities of the developing world, and the
results of this study could well apply to them, and be of
relevance. To quote Dr. Halfdan Mahler, the former director of
the World Health Organisation:

"If we are effectively to apply existing knowledge in a

wide range of different conditions, much further research

is essential. In each country's circumstances the
preventable causes of maternal deaths must be clarified

and the potential for improvement in that country's own
context must be identified" [9].




CHAPTER 2

BACKGROUND INFORMATION

2.1: THE COUNTRY AND STUDY AREA

GHANA: The country, is located on the west coast of Africa,
between latitudes 4.25 to 11.11 degrees north of the equator
and longitudes 1.14 east to 3.03 degrees west. It has a total
area of 238,539 square kilometres. A former colony of the
British Empire, it was called The Gold Coast in its pre-
independence days (APPENDIX A).

Ecologically the country is divided into 3 main zones
namely: the coastal savannzh, the closed forest, and the
northern savannah. The climate is tropical, with temperatures
ranging between 25-30¢ most of the year. There are two major
seasons of the year, the rainy and the dry. The amount of
rainfall generally decreases as one moves from south to north.

The total population is presently estimated to be about
14.6 million with an annual growth rate of 2.6% [(17]. More
than 50% of the total population lives in the southern half of
the country. Like other populations of the developing world,
Ghana's population is characterised by its youthfulness;
children aged 0-15 years comprise 47% of the total population;
women of childbearing age comprise about 20% [17]). Other

health and demographic indicators are as follows [17-20]:



Sex ratio (M/F) (1989)«ceesssrevsnncassssssss0.98
Rural to urban population (%)... . e 69331
Population density per sg. Kmi...coveeuneenssss52
GNP per capita ( US $)(1990).e.veveeveennes. 46l
Percentage literate (age>9yrs) 1990.... male 61

female 51

Life expectancy at birth. ..average 56 years

male 53 years

female 57 years

Crude birth rate .....ce0v0eveees0. 42 per 1000
Crude death rate .................. 11 per 1000

Total fertility rate .. . 6.4

Infant mortality rate(1988)..90/1000 live births

Maternal mortality rate ...5-10/1000 live births

Physician population ratio(1988) ...... 1:15,130
Popu. access to health services (%).....Urban 92
Rural 45
Total 60

Ethnic groups: Although there are more than 90 minor ethnic
groups in Ghana, the population can be classified into two
major language groups. The Kwa in the south comprising mostly
of Akans (44%), Ewes (13%), and Ga-Adangbe (8%). The Gur in
the north comprising of the Mole-Dagbani(16%), Grushi(2%), and

Gruma(4%) ([19].
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Two traditional systems of inheritance are practised by

the tribes in the country, matrilineal and patrilineal. The
former is practised entirely by the Akans, whilst the latter

is practised by all the other ethnic groups.

Religion: Three types of religious practices exist in the
country, Christianity 50%, Traditional 22%, and Islam 14%

r1e].

Occupation: Farming is the single most important occupation
for the majority of Ghanaians; over 61% are involved in small

scale farming (20].

Administrative Structure: The country is divided into 10
administrative regions and each region is further divided into
districts. In all there are 110 districts presently. In
coexistence within this modern structure however are also
traditional administrative areas of "chiefdoms" which play

important administrative roles at the community level ([19].

ASHANTI REGION: This region which is centrally located in the
country, has an area of 24,390 sq.km and a population of about

2.4 million (about 17% of national population) with an annual
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growth rate of 2.5% [21]. It is divided into 18 administrative
districts, including Kumasi district, the location of the
present study. Geographically the region falls predominantly
in the tropical deciduous forest zone with a maximum monthly
rainfall level of 310 millilitres in June.

It is inhabited mostly by the Ashanti, who form the
largest ethnic group within the Akan linguistic group, and a
few other migrant tribes. The Ashanti are a people with a rich
culture and history, and are noted for their legendary Golden
Stool. Ruled by a powerful king, the Asantehene, the Ashanti
in the past conquered many neighbouring groups and created a
powerful kingdom.

Like other Akans, they have a matrilinear system of
inheritance. This system of inheritance appears to grant women
more political and economic rights than does the patrilineal
system practised by the other tribes [19].

In Ashanti culture, life's experiences are taken very
seriously. Events like death, ill~health and infertility are
viewed with suspicion. Pregnancy, labour and the puerperium
are considered special milestones and are marked by specific
norms and practices aimed at protecting the health of mother
and child. For instance, to mark a successful outcome of
pregnancy, the woman is expected to dress up in "whitish"

garments and rich jewellery whenever she goes out.
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Agriculture, trading, mining, and timber logging are the

major industries in the region, and together with social

service related jobs, are the major forms of employment. The

region is considered one of the richest in the country in
terms of natural resources.

Other socio-demographic and health indicators are as

follows [19,21,22]:

Population density per sq. km. 86
Urban to rural proportion 32:68
Infant mortality rate 70 per 1000
Maternal mortality rate 4 per 1000
Total fertility rate 5.9
Physician population ratio (1987) 1:18,291

KUMASI DISTRICT: This is a major urban trading center,
consisting mostly of Kumasi city, the regional capital, and
the second largest city in the country. With a total
population of 553,414 (1989), it has about a quarter of the
region's total population; 81.7% of whom reside in the urban
sector [21,22]. Being an important trading center the district
also has a high rural-urban population drift with about
200,000 people moving in and out of the district each day.
Some of its health and socio-demographic indictors are as

follows [21,22]:
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Sex ratio (M as a % of F) 94.9
Crude birth rate 52.0 per 1000
Cruds death rate 15.4 per 1000
Infant mortality rate 60 per 1000
Maternal mortality rate 5.6 per 1000
Reported supervised deliveries 1989 (%) 82.9

The district is relatively well-endowed with health facilities
when compared to other districts in the country and health

service is accessible to over 95% of residents.

2.2: THE STUDY CENTRE

The Komfo Anokye Teaching Hospital (KATH) and its ancillary
public health division, the Maternal and Child Health Centre

(MCHC) were chosen as the centres for the study.

The Komfo Anokye Teaching Hospital: is the second largest
hospital in the country, and it serves as a regional hospital
as well as the teaching hospital for the country's second
medical school. Being a major referral center, it has a
catchment area far beyond regional boundaries and serves

virtually all of the northern half of the country. Although
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planned as a 500 bed hospital, it usually has a patient
occupancy well over a 1000, resulting in many patients lying
on the floor, overcrowding and chronic shortages of personnel
and supplies. A government-owned institution, it is open to
the general public. The subsidized rates charged make it
accessible to the general public.

The hospital has a very busy obstetric and gynaecology
department that handles about 65% of all institutional
deliveries in the district. On the average about 9800
deliveries occur each year at the hospital, with a caily
average of about 25 deliveries. The labour ward which handles
all these deliveries, had at the time of the study only ten
first stage beds, five second stage/delivery beds, and six
immediate postpartum beds. It is therefore not uncommon to
have patients sharing beds on most days. There are two other
lying-in wards, each with about 36 beds which cater to post-
caesarean section patients and other puerperal admissions.
These are almost always fully occupied. Because of the lack of
space, patients delivered normally are discharged home within
24 hours of delivery if no severe health complications occur
at labour.

There are no restrictions whatsoever as to who delivers
in the hospital and prior booking is not needed. It has been
observed that many women come to the hospital in the late

stages of labour and therefore frequently spend less than 24
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hours in the hospital. Normal deliveries are done by nurse
midwives; doctors are called in only for the complicated
labours. The caesarean section rate in the hospital is about
12%, and the average maternal mortality rate at the hospital

is 8.7 per 1000 [22].

The Maternal and Child Health Centre: This is a special unit
set up to deal with the special public health aspects of
maternal and child health care. The unit offers ante-natal,
post-natal and family planning services but has no delivery
unit. Child health programmes at the unit include growth
monitoring, nutritional rehabilitation and immunization
services.

The unit is open to the general public, and like the
hospital is also heavily subsidized by government. Postnatal
clinics are organized twice weekly for women in their sixth
postpartum week. The clinic, 1like others in the country,
offers a combined health care service in which infant growth
monitoring and immunisation are also began. Since Komfo Anokye
Hospital does not offer any special postnatal clinics the
majority of persons delivering at the hospital report to this
unit for this postnatal visit. Information about the post-
natal attendance rates, and the morbidities presented to this

unit are not available to this author at this time.
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2.3: MATERNAL HEALTH

Ghanaian society, like many other African societies, are
strongly pro-natalistic. Marriage and childbearing are
considered the essential vocation for women and therefore many
women marry and child-bear early. One national study, for
example, observed that by ages 15-19 years, 17% of women were
already married, and by 25 years less than 5% had never been
married [17]. Child-bearing, in most instarces, immediately
follows marriage. A mother of many children is well-respected,
while the infertile woman is stigmatized. Fertility rates in
the country have therefore been high; the average Ghanaian
woman today expects to deliver 6.4 children during her
reproductive years [23).

There has been a trend for fewer children in recent
times. The fertility rate has decreased from the rate of 6.9
observed in 1955-60 [23]. The proportion of pregnant women
with four or more children reporting to antenatal clinics has
also dropped from 64% in 1987 to 40% in 1990 [24].

For Ghanaian women, the inureased exposure to pregnancy
from this high fertility increases their risks for pregnancy-
related complications, particularly since the majority of
women face a vicious cycle of poverty, ignorance and disease.
The maternal mortality rate in the country is high, and has

since the mid 1970's been estimated to be 5-10 per 1000 live
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births [19]. Although no community-based studies have been
carried out to validate this figure, it is considered
realistic and is still the accepted rate in current use. Two
studies at hospitals in the Greater Accra region, reported
maternal mortality rates of 10.8 and 7.9 per 1000 in 1963-67
and 1986-89 respectively [25,26]. Maternal mortality rates
(per 1000 live births) in 1990 reported from the Western and
Upper East regions of the country were 6.0 and 5.8
respectively [27,28].

The immediate causes of maternal death are due mostly to
peri-partum related complications of haemorrhage, septicaemia
and eclampsia which account for 42% of all deaths [19].
Indirect causes such as anaemia, infections like hepatitis,
and other cardio-respiratory conditions, account for another
32% of deaths [19].

Maternal morbidity figures, however, are less readily
available. The evidence suggests that poor health in these
women is often a combination of pregnancy-related
complications, poverty and the sanitation-related diseases
which also affect the general population [19]. Common problems
during pregnancy include anaemia, infections such as malaria,
hepatitis, hookworm, etc.[19]. In 1990 for example, 71% of
women visiting an antenatal clinic for the first time were
found to have haemoglobin levels below 10.0 gm/dl [24]. In the

Ashanti region, in 1987, about a third of pregnant women
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presented at clinics with a febrile condition, 12% with
diarrhoeal disease, and 19% with a respiratory infection [29).

Information on puerperium ill-health in Ghana is lacking;
this probably reflects the little attention paid to the
problem.

The Ghanaian government is committed to improving the
health of its mothers and efforts are continually being made
to facilitate and improve pregnancy care and also promote
smaller family sizes. Progress is being made; present reports
indicate that in 1990 nationally, 65.5% of pregnant women
utilized available antenatal service, an increase from 56% in
1987 [24]. The average number of visits per woman, however,
has remained low; only 2.1 in 1990 (24].

National statistics indicate that supervised delivery
rates are still generally very low, although they have
increased from 19% in 1987 to 42% in 1990 [24]. Supervised
delivery coverage is usually higher in urban than rural areas;
for example 82.9% in the Kumasi district [21], while only
11.0% and 27.8% in Upper East and Western regions ([24,27)
respectively. It is of concern presently that many of the
women who seek ante-natal care from trained personnel during
their pregnancy still prefer to deliver their babies in their
homes. Attendance at the six week postnatal clinic, though
poor, is better than the supervised delivery rates, and has

stabilised around 40-50% over the past two years [24].
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It is obvious from the above information that the goal of
adequate care for all mothers in Ghana is far from achieved.
Reducing maternal mortality and morbidity, is still an immense
task which requires all possible help in developing needed

clinical and public health strategies.



CHAPTER 3

A REVIEW ' TERATURE

The puerperal period, which has been arbitrarily defined
as the first 42 days (six weeks) postpartum is the period
during which most of the physiologic changes which occurred
during pregnancy revert to their pre-pregnancy status.

For many women, this period is often uneventful, but for
others the period can become very complicated; severe ill-
health or even death can occur. Events that occur during
pregnancy, and particularly at the time of labour, have all
been observed to have important effects on the puerperal
health status. During the entire process of child-bearing, the
puerperal period could probably be identified as second to the
peri-partum period in terms of health risks.

Disease processes, which commonly complicate the
puerperium include the following: infections, particularly of
the genital tract, urinary tract and breast; haemorrhage;
intra-vascular thrombosis; and anaemia. In fact fever due to
infective complications in the puerperium was such an ominous
sign in the past that it earned the name "Child birth fever"
(or puerperal fever), and became an important clinical sign of

puerperal ill-health [30].
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The need for adequate puerperal care became obvious
during the 18 and 19th centuries when outbreaks of "Child
birth (puerperal) fever" with its resulting high fatality
rates occurred in lying-in birthing units in Europe [7]. Today
however, in these same countries, this and most other threats
to puerperal health have been virtually eliminated or
significantly controlled by advances in science and medicine
(7]1. An important contributing factor too, has been the
improved standards of living in these developed countries
which assures women better nutritional and health status to
cope with the extra demands of childbearing.

In the poor countries of Africa, Asia and South America,
despite all the achievements in science and medicine of the
20th century, the maternal health situation appears to be
similar to that of "yesterday's" Europe [6,7]. The true extent
of the problem, however, is not yet known, because these
countries continue to suffer severe shortage of information on
all aspects of maternal ill-health and death. Progress is
slowly being made, however, and since the early 1960's, data
on maternal health have accumulated and drawn the world's
attention to the tragedy faced by women in poor nations [1].
Although these studies remain few and often limited in scope,
they provide some insight into the extent of maternal ill-

health. The morbidity and mortality rates frequently
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reported are usually 15-20 times greater than those in
developed nations [1].

Available maternal health data from Africa and other poor
countries are predominantly mortality data with far less
information existing on morbidity. When we consider puerperal
morbidity, this information is even scantier. This finding is
not surprising. In poor nations, death is much cheaper and
easier to count than ill-health, which requires more expensive
and intensive research methods. Since maternal deaths,
however, include all deaths occurring during pregnancy, labour
and the puerperium, and death is usually the result of very
significant morbidity, these mortality data also provide
essential clues to the extent of puerperal morbidity.

In reviewing puerperal morbidity in the developing world,
this paper will examine in its first part the reported rates
and causes of deaths in the puerperium. The second part will
review the prevalence of specific puerperal morbidities and
their determinants, and will reflect also on some reported
traditional postpartum practices with severe puerperal health

consequences.



3:1 TY IN THE THIRD WORLD

Available mortality reports show that most maternal
deaths in the world's poor nations occur soon after delivery
or later on in the puerperium and are often the result of
complications arising from the time of labour [8,14].

In Menoufia, Egypt for example, from 1981-1983, 563 of
the 383 recorded maternal deaths occurred in the postpartum
period, as compared to 12% during pregnancy and 29% during
labour [10]. As is often the case in most developing
countries, and also noted in this Egyptian study, the majority
of deliveries had occurred at home. Fifty-three percent of the
reported deaths also occurred at home and 62.6% of deaths were
related to direct obstetric complications such as haemorrhage,
infection and hypertensive disorders.

Many other mortality studies from the African continent
list postpartum complications such as sepsis, haemorrhage,
anaemia and hypertension as among the major causes of death
[8,31-34]. In Harare, Zimbabwe, in 1983 puerperal sepsis was
noted to be the number one cause of death accounting for 23.5%
of all maternal deaths at the Harare hospital, and was
followed closely by haemorrhage with 21.6% (32]. Another
extensive study of 737 maternal deaths also in the Southern
African region from 1980 to 1982 by Boes, noted postpartum
sepsis to be the third major cause of death accounting for

19%, with haemorrhage and hypertensive disorders accounting
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for 30% and 20% respectively [33]. Of note, also is the fact
that of the 140 sepsis deaths recorded in that study, over
three-quarters followed delivery, while approximately one-
quarter were associated with abortions [33]. Fifty-one deaths
from puerperal sepsis, had been associated with ceasarean
sections, 15 with prolonged labour, 11 followed an
uncomplicated hospital delivery, and 12 had been after home
delivery [33].

The picture is not very different in the other parts of
Africa. In a large prospective community-based study in Kenya,
East Africa, of the 2,223 pregnant women who delivered the
only maternal death that occurred was in the puerperium, and
in a woman who had been discharged home after an uneventful
hospital delivery [35]. Another study, also in Kenya, which
reviewed mortality in gynaecological patients admitted to
hospital, reported that postpartum complications such as
puerperal sepsis and eclampsia accounted for a major
proportion of pregnancy-related gynaecological deaths [11]. In
neighbouring Uganda, puerperal complications also were second
only to immediate labour complications as causes of death
[36].

When we consider mortality data from West Africa, the

findings are similar. In a prosp ive ity study
in Gambia in 1982/83 of the 15 maternal deaths that had

occurred among the 672 women studied, four deaths occurred
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between 4 to 42 days of the puerperium and one in the eight
postpartum week [5]. All these puerperal deaths had occurred
at home even though two subjects had had hospital deliveries.
The causes of these deaths included anaemic cardiac failure,
sepsis, eclampsia, hepatic coma and tuberculosis [5].
Haemorrhage, which was noted as the major cause of maternal
death in this study, accounted for 33% of all deaths, all of
which occurred within twelve hours following delivery (5). If
this number died from severe haemorrhage, a question is raised
as to how many more women had survived postpartum haemorrhage
with resulting anaemia.

The large study by Kelsey Harrison in Zaria, Nigeria, of
22,774 consecutive births from 1976-1979 perhaps throws more
light on the puerperal health situation in poor sub-Saharan
communities (8]. An overall maternal mortality rate of 10.5
per 1000 was recorded in the study. As in the other parts of
the continent, postpartum compilications such as sepsis,
anaemia and hypertensive disorders were the major causes of
death in the study [8). Puerperal morbidities noted in the
study were as follows: puerperal hypertension (1812), anaemia
(1217), genital and wound sepsis (1058), obstetric fistulae
(79), psychosis (40), acute genital prolapse (26), tetanus (5)
and meningitis (6). Even more troubling was the finding that
the patients fregquently had combinations of these complica-

tions which further reduced chances of survival.
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The Zaria study [8), also revealed the large numbers of
emergency admissions for severe life-threatening puerperal
complications. Of the 1638 women who were urgently admitted
after having delivered at home, if only cases with late
postpartum complications are considered; 557 women were
admitted with anaemia of whom 27 (4.8%) died; 244 with genital
sepsis of whom 21 (9.4%) died; admissions for septicaemia
totalled 15 of whom 10 (66.7%) died; and those admitted with
secondary postpartum haemorrhage totalled 47 and one (2.1%)
death occurred. If we remember, however, that the above
numbers included only the few individuals severely ill enough
to warrant hospital admission and not the many more treated as
out-patients or who did not even seek treatment, we may then
begin to appreciate the extent of puerperal morbidity on the
continent.

The zaria study [8), did not indicate the overall rate of
puerperal re-admissions following discharge after an
uneventful hospital delivery. Maternal mortality rates among
"booked" cases was observed to be a lower 3.7 per 1000 than
the overall 10.5 per 1000 recorded. Of the 19 deaths that
occurred among "booked" hospital delivered patients, two
however, had been patients discharged home within 24 hours
after uneventful labour, and who were readmitted 10 days later

with severe postpartum hypertension and pneumonia [8].
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In Ghana, hospital-based studies on maternal mortality
have also shown that most maternal deaths are the result of
delivery complications which lead to puerperal complications
and then death [25]. The mortality rate from puerperal sepsis
was observed to be 68.2 per 100,000 live births in Accra from
1963~1967 by Ampofo [25]. In 1986/87 at the Komfo Anokye
Hospital, Kumasi, the maternal mortality rate recorded was 8.6
per 1000, and haemorrhage, eclampsia, anaemia, and infection
were identified as the four major causes of maternal death
[22].

This pattern of a complicated or unsafe labour, in an
already health-compromised pregnant woman, resulting in death
later in the puerperium is characteristic not only of Africa
but of other poor nations in the world [14]. In Indonesia [37]
for example, haemorrhage was the number one cause of death
(46%), followed by postpartum sepsis (11%). In Bangladesh
[38,39], between 10-20% of maternal deaths are related to
haemorrhage and another 7-17% are caused by postpartum sepsis.
In India the figures for haemorrhage and postpartum sepsis are
20% and 14% respectively [40].

In the rich countries of the world not only are maternal
mortality rates very low but the proportion of deaths
resulting from haemorrhage or infection are reduced [41,42].
In 1987 in Ontario, Canada, 13 deaths were reported in

pregnant females, of these only one, due to amniotic fluid
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embolism could be classified as a direct obstetric death [42].
A second death due to a ruptured aortic aneurysm in a patient
with Marfan's Syndrome was classified as an indirect obstetric
death. The other remaining eleven deaths were stated to be
unrelated, accidental or incidental deaths and included the
following: motor vehicle accidents (3); suicide (1); intra-
cerebral haemorrhages (3); and four, related to preexisting
diseases [42].

In New York City, United States [41), with a maternal
mortality rate of 0.082 per 1000 in 1980-84, the proportion of
deaths due to haemorrhage was 2.6%, obstetric infection 2.2%
and toxaemia 10.3% [41]. The first four major causes of
mortality reported, in descending order of importance had been
ectopic gestation, embolism, hypertension and cardiac arrest.

If any conclusions are to be drawn from these mortality
findings, it is that the women in the poor countries of the
world, unlike their counterparts in the rich countries, are
more likely to die from their pregnancies. If they do not die
from haemorrhage in the immediate peri-partum period, then
they frequently die a few days later from sepsis or anaemia or

most likely both.
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3:2 THE PUERPERAL MORBIDITIES
Since mortality reports indicate that puerperal deaths in
developing world are caused principally by infection,
hypertensive disorders and anaemia, to what extent then do
morbidity from these disorders also occur in these countries?
This section will examine the incidence and prevalence of
specific puerperal complications in the developing world with

particular attention to Africa.

3:2.1 THE INFECTIOUS MORBIDITIES

Puerperal infectious morbidity remains a major obstetric
complication in both the developing and developed countries,
and is often one of the three major causes of death [14]. The
frequently involved sites of infection associated with
occurrence of puerperal fever include the following; genital
tract (25-55%), urinary tract (30-60%), breast (5-10%), and
other sites (2-5%) (43].

In the developed world, the overall incidence of
puerperal infection is low and still dropping, and recently
reported rates range between 1-7% of parturients [44,45].
These lowered incidence rates are the result of greatly
improved obstetric and delivery practices, with a virtual
elimination of risk for septic contamination during vaginal
delivery. Although the risk of infection is higher among

subjects with operative deliveries, most cases suffer no very
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serious health consequences because of the availability of
potent antimicrobial agents in these rich countries [45].

In developing countries however, prevailing obstetric
conditions are such that high rates of exposure to infective
agents occur before pregnancy [46,47], during and after labour
[48). Facilities for controlling and even managing cases when
they occur are also very limited [46]. Women in these poor
communities are not only at increased risk of developing
puerperal infective conditions but also suffer from their

sequelae [47,48].

Puerperal upper genital tract infecticn:

Since historical times this type of puerperal
complication has commanded a great deal of attention, and is
still the most important puerperal disorder in many countries
[12,45,49,50]. It is now well known that after parturition the
resulting placenta bed and decidua are an opportune site for
infection. The infecting agents could be newly introduced
pathogens by unhygienic labour practices or may arise from the
mothers own vaginal flora [30,49).

In the developed world, extensive studies have been done
to identify causative agents and specific risk factors
{51,52]; in the poor countries, accurate data, on the actual
incidence of this complication is still unavailable in most

parts. The few studies done however, have shown that in the
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poor countries postpartum genital infection is probably the
most important cause of puerperal ill health and death and
frequently also leads to long-term reproductive morbidity
(8,16,46,48,53).

Reported admission rates for puerperal genital tract
infection range from one to ten percent of admissions to
gynaecological wards in most developing countries [46,48];
compared to the 0.03-0.10% reported in some developed
countries [46]. Puerperal genital tract infection accounted
for 15.3% of all admissions for pelvic inflammatory disease in
hospital wards in South Africa (1972) and India (1978) [46].
In Ethiopia, the figure was much higher 24.9% [48].

These hospital admission figures, however, are only the
tip of the iceberg and reflect the significant contributory
role played by puerperal genital infection to in-patient
hospital admission. In the underdeveloped communities, the
availability and use of hospital facilities are limited to
only a few, so that these hospital figures poorly reflect the
incidence of disease in the general populations.

A recent prospective study of women delivering at a
hospital in Nairobi, Kenya, perhaps throws a little more light
on the true incidence of puerperal genital infection in an
urban African population {16]. Of 1013 women followed up after
hospital discharge the overall incidence of upper genital

tract infection (UGTI) was 20.3%. This incidence is ten times



30
greater than that recently reported in Helsinki, Sweden [50].
The prevalence of clinical signs for genital infection was
also found to be exceedingly high in the study, with up to at
least 53% of subjects having at least one sign. The authors
reported that the onset of UGTI in their study population had
occurred almost universally by day seven of the puerperium and
that its development was associated with chlamydia and
gonococcal infection, 1labour of greater than 12 hours
duration, the occurrence of ophthalmia neonatorum in the
neonate, and lastly the place of residence [16].

Although this is a "biased" hospital-based study whose
findings cannot !‘ae broadly generalised, as the majority of
deliveries in Kenya and in the other developing countries
occur at home, it still provides very useful information on
what possibly happens to the numerous women discharged home
within a few hours of delivery from crowded urban or even
rural hospitals in poor African countries, and who are not
seen again. It could alsoc be a useful indicator of the
possible extent of puerperal UGTI in women delivering at home
under less hygienic labour conditions.

This is only one such study however, and no other similar
studies have been located by this author. Many more studies
are needed before any meaningful conclusions can be drawn on
the accurate incidences of puerperal genital sepsis in Africa,

and its determinants.
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Because of concerns about pelvic inflammatory disease
(PID) rates generally, a large number of studies have being
done on sexually transmitted disease agents Africa and the
other developing countries. These studies have frequently
included pregnant, parturient and puerperal subjects [47,48],
and their findings have revealed the much higher risk for
puerperal genital sepsis from these agents in the tropics
(54,55].

High rates of gonococcal and chlamydia infection of the
reproductive tracts are reported all over Africa [54-56).
Studies screening asymptomatic pregnant patients in cameroon,
Gambia, Zambia, Senegal, Zimbabwe and Ghana have reported
gonorrhoea and chlamydia infection rates ranging from 2 to 25%
[47,56-60). In the other developing countries of Asia and
South America, the reported prevalence rates are also
similarly high in antenatal patients [61]. For example,
gonococcal infection rates reported in Thailand, Jamaica and
Chile were 12%, 11% and 2% respectively ([59,62,63]. These
levels are far greater than the 1.0% and 0.2% reported in
Scotland and Switzerland respectively (59].

A vaginal flora survey of 214 labour patients in Harare
Zimbabwe, showed that 7% had gonorrhoea, 13% had chlamydia,
and 19% had trichomonas [56). Another survey of the microbial
flora of 187 women admitted in labour in Zaria, Nigeria found

that 63.6% of the women had a positive culture for at least
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one known pathogen [54]. Candida topped the list in that study
with 20.9%, followed by klebsiella 15%, E. coli 9.1% and
Strep. faecalis 6.4%. No gonococci were found in the study and
chlamydia was rot sought. These Nigerian findings suggest
that, not only sexually transmitted agents are important but
many other pathogens could also play an important role in
causing puerperal infections in African mothers.

It is evident from these antenatal findings that in the
poor countries most women enter labour with an already
increased risk for upper genital tract sepsis later in the
puerperium. Bacteriological surveys of asymptomatic postpartum
subjects in some countries also confirm these high infection
rates [47,48). In Cameroon [47], for example, 10% of 296
asymptomatic postpartum subjects were found to harbour the
gonococcus. In Ethiopia the figure was 9% of 200 subjects
[48].

It is therefore not surprising that these sexually
transmitted pathogens have been found to be important
contributors to the occurrence of puerperal sepsis in these
poor countries [16,64). In the study by Plummer et al. (16] in
Kenya, gonococcal and chlamydia infections were found to be
independently correlated with increased risk for ascending
genital infection. Among women with gonococcal infection, 58%
of their upper genital sepsis was attributed to their

infection [16]. About 21% of symptomatic postpartum sepsis



33
patients in the Cameroon had associated gonococcal infection
(47]. In Ethiopia and Ghana the figures were 28% and 7.7%
respectively [48,65]. In Harare, Zimbabwe, of 95 puerperal
sepsis and post-abortion sepsis patients studied, gonococci
were isolated in over 20%, chlamydia antigen in 16~20%, and G.
vaginalis in 20% [64].

Studies on infertility and ectopic pregnancy in the
world's poorer nations indicate that, unlike the richer
states, these problems are more the result of pelvic infection
[53,66]. In Africa, the particularly high rate or secondary
infertility has raised questions about the role of puerperal
genital infection [53,66,67]. In the industrialised countries
of Europe and North America not only is the incidence of
puerperal UGTI far less, as already stated, but sexually
transmitted agents such as the gonococci appear to play far
less important roles [49]. When they occur they are quickly
detected and treated in the antenatal period, before they can
cause problems in the puerperium.

For the unfortunate women in the poor countries of the
world therefore, the scenario may be described as follows;
they go through pregnancy and enter labour with untreated
"colonised" genital tracts, and if labour should be mismanaged
or become complicated, then risk for puerperal genital sepsis

is even greater. Severe health result
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adequate treatment for this complication is often delayed or

not obtained at all.

Urinary tract infections:

Infections of the urinary tract are a recognised common
complication of pregnancy and the puerperium, and a frequent
cause of puerperal fever [45,68]. In the developed world, many
studies have been done, which have shown that about 4-7% of
women have asymptomatic bacteriuria during pregnancy; about
20-40% of these women will develop symptomatic disease during
pregnancy or the puerperium, if not treated [68-72].

A prospective study of 5000 pregnant women in London,
England, by Little (1966) for example, found 5.3% of them to
have bacteriuria and 25% of them to develop pyelonephritis in
pregnancy and in the puerperium [68]. Many other studies have
also reported similar findings, and have noted that,
bacteriuria in pregnancy persists into the puerperium and even
for longer if not treated [71,73].

Events however, at the time of labour, also additionally
contribute to the development of bacteriuria in the puerperium
[69,73]. In a study of 3554 puerperal women, who delivered at
a hospital in Finland from 1977-78, Rehu et al., found 5% of
them to have significant bacteriuria [69]. Subjects with
vaginal deliveries had a bacteriuria prevalence of 4.5% as

compared with 7.3% for those who had caesarean deliveries. The
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study, also found that subjects who had urethral catheter-
ization during delivery, who had records of urinary tract
infection during pregnancy, and who had postpartum
endometritis all had higher prevalence of bacteriuria during
the puerperium [69].

Similar findings were also reported in a recent study of
6803 postpartum women in Oslo, Norway [73). Here too, the
prevalence of bacteriuria was reported to be 8.1% when
midstream urine samples were collected, but a lower 3.7% on
bladder sampling. Twenty-one percent of the affected women in
the Oslo study [73], had complained of dysuria however; in
th.se asymptomatic untreated cases, bacteriuria had persisted
for over 10 weeks in 27% of them.

Other factors found in studies to be associated with
higher prevalence of bacteriuria in pregnancy and the
puerperium are lw socio-economic status ([72,74], anaemia
[75], and sickle cell trait ([75-78]. These predisposing
factors, are of particular relevance to developing countries,
where they are even more prevalent.

Much less information exists on the incidence of urinary
tract infection or bacteriuria in pregnancy or the puerperium
in developing countries. Two studies from Ibadan, Nigeria
reported high prevalences of asymptomatic bacteriuria of 12%
[79]) and 9.7% [80] during pregnancy. In one study [79], about

80% of the 31 bacteriuric patients found were multigravidae.
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Three of the 31 bacteriuric cases were anaemic, one of whom
was due to sickle cell (SC) disease. Puerperal pyrexia, also
developed in 3 of 24 bacteriuria cases who delivered and one
was because of severe genito-urinary tract infection. This
case also happened to be the subject with haemoglobinopathy
[793.

Another study in Benin, Nigeria reported the incidence of
acute urinary tract infection during pregnancy to be a low
0.8%, despite the previously reported high bacteriuric rates
in the country [81]. The authors correctly pointed out that
their figure had been based only on patients admitted to
hospital and was therefore likely to be inaccurate since many
patients were likely to be treated as out patients [81]. Other
notable findings of the study were that 11% of the 70 cases
investigated had had recurrence of the disease during
pregnancy, whilst another 8.6% had recurred in the puerperium,
and this occurred in spite of earlier treatment [81]. Unlike
the bacteriuria findings in the Ibadan study [79], in this
study [81] a significantly higher incidence of acute infection
was noted in primipara as compared with multiparous women.

In Assiut, Upper Egypt, the incidence of asymptomatic
bacteriuria in 830 pregnant women surveyed was 9.0% [82].
Another 1.5% of the 752 women with initially sterile uri