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ABSTRACT

The objectives or 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

improvi ng the postpa rtum heal th care of t hese women.

A cohort of 472 women from home , who had vagina l

deliveries at the KomEa Anakye hospital in Kumasi, Ghana, were

recruited and followed up during t heir early puerpera l per iod.

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

fallow-up failed to attend the special c linic 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 de j f ve r Loa

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 relat ively uneventful

deliveries.

Nine ou t of every ten women seen postpartum reported at

least one he alth comp laint. The most frequent symptoms were

fever (28%), abdomina l pa i n (64%), perineal soreness (3U) and

il



dysuria (26%). Nearly 60% of the study women se l f - treated with

potent medica tions r a ng ing from analgesics to an t ibiotics .

On assessment, 66 . 6% of t he wone n discharged home

rout inely after del ivery, were found t o have at l ea s t one

puerpera l hea lth complication requiring med i c a l attent ion. In

46% of sUb jects morbidity was s eve r e enough to warrant medical

attention wi thin 72 hours or less . The incidences of puerperal

uppe r and l owe r ge nital tract infection i n the study sample

were 180 and 151 per 100 0 de l i ve r i es res pec t ive l y. Postpartum

anaemia occurred in 35 . 1% o f women. The inc i dences o f

postpartum hype r t e ns i on , acute urinary tract infection, an d

mastit is wer-e 88 . 2, 52 . 2 and 13 . 1 per 10 00 respectively .

The f indings in this study suggest that h igh rates of

puerperal complications occur in women in Kumasi who are

discharged home i n a " s a t i s f a c t or y" hea lth co ndition within a

few hou rs after delivery . Postpartum health ca re services

s hou l d address this need . It i s recommended t ha t : (1 ) a

r outine early postpartum clini c be or ga n i s e d fo r a ll women

d ischarged home within hours a fter de l ivery ; (2) women receive

hea lth ed ucation about the ha zards of se lf-medication, and (J)

fur ther a t t ent i on be paid to identify i ng t he determinants o f

t he specifi c morb idities .
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CHAPTER 1

IN T RODU CTI ON

As mor e i n formation on the high mat erna l death r a t es i n

t he de veloping world ha s become a vailable , wor l d att ention has

been drawn to the ne gl ected tragedy o f mater na l i ll-he a l t h and

death in t hese disadva ntaged coun tries ( 1 ] . It is estimated

t ha t half u mi ll i on women die f r om pregna ncy- rel ated causes

each year wor ld wi de; 99% o f the s e occur i n t he d ev eloping

co untr ies at' Af ric a , Asia a nd South Amer ica ( 1). I n Af rica,

t he c urrentl y e s t i mate d mat e r nal death r a te is 6.4 p er 1000 ,

as com pa red wi t h rate s o f less than 0.1 p e r 10 00 i n Europe a nd

North America [ 2, 3 , 4] . In f act acme studies hav e even recorded

ra tes of 20 per 1 0 0 0 i n some parts of t h e Afr ican c o nti ne nt

[5]. I n today 's world , thes e horrif i c mate r na l dea t h rates a re

remi niscent of rates in pre- nt ne eeeen c e ntur y Eur ope [6,7 ],

a nd ch ild bea r ing rightly desc ribed by some as still a

da nge ro us qarabj e f or the se unfortunate wome n (8 ] .

Deaths are jus t the tip of the ice berg of maternal

suffering . It i s e s t i ma ted that, f or ev ery woman who dies

another 10 t o 15 mor e s uffe r se vere he a lth con s e qu e nc es from

thei r preg nancies [9] . In Afri ca an est imated t wo to thre e

million women are belie ved t o be disabled o r in capacitated t o

va r ying degrees b y pa s t ; pregna ncies [ 1]. Some of th e s e women

described as t he livi ng dead, only co ntinue t o live a t t h e



fringes of health and silently bear bitter social and pc e-eonc f

consequences .

The actual extent of the problem of maternal ill-health

in Africa is s til l no t known however, because data <Ire lacking

from many par-ts of t he co ntinent . The majority of the data

available describe the direct causes o f mortality, eapec Ie Lf y

peri-partum deaths and morbidity during pregnancy . Data on the

health of the women who have apparently " s ucc e s s f u lly"

survived labour are scanty.

The few studies that hav e looked at the puerperium in

Africa have shown the significant contr ibution deaths in the

puerperium make to the overall high mortality rates 1n tt.e

region [5,10]. These mortality findings suggest too that

significant morbid ity occurs in the pue r pe r i um on the

continent. The fi ndings of some hospita l-based studies which

indicate that postpartum comp lications such as infection,

anaemia, haemorrhage and vesico-vaginal fistulae account for

a not i ce a bl e proportion of admissions and deaths in

gynaecological wards, further support this view [8,11] .

Since t he time of semmelwies, t he role that unhygien ic

labour management plays in contributing to maternal morbidity

and mortality has been well known 1 this situation r e ma i ns

common i n many pa rts of Africa [12J . Of note too, is t he fact

that in some African societies, the puerperium is

characterised by traditional cultural practices that could



impair mater nal health [ 13 ] . The already e xisting burdens of

e ndemic i nf ec t i ous d iseases and malnutrition which plague the

health of these women f ur t h.e r add to these odds. When all the

ab ove h.a zards are co nside r ed , high rates of pu erperal

morbid i ty ca n be expected in the r egion .

The lack of a c c u r at e da ta on puerperal health s t a t us of

African women however, ha s created difficulties in j Udging the

extent and severi ty of puerper a l morbidity , and has impa ired

t he planning o f health meas ures to dea l with the pro blem .

Postnata l ca r e on t h e c ontinent i s generally de f icient and

a ppe a r s t o be lagging beh ind other aspects of ob stetric c a re

( 14) . I f maternal l i ve s are t o be sav ed , this aspect of

mat ernal health needs to be more close ly ex amined .

The majority o f deliveries in Af ric a , particularly i n t he

r ura l areas, still occur at home and data on t h e s e lilrouP o f

women are very hard to obta i n . In urban Afr ican c ommun ities

howeve r there is a rapidly increasing t rend for wome n to

deliver at he alth centers [1 5 J . Despite t his ch an ge ,

information on the puerperal health of even these "fortunate"

woman i s still not forthcoming, as postpartum mon itoring

remains inadequate .

In Ghana , the great demands on the very few urba n

ob s't etr Lc fa cil ities, ha ve resulted in women being discharged

ho me from most centers wi thin a few hours of delivery . Reports

indicate t hat t his si tuation prevails i n many o t her de velop-



in9 countries [6,16 ] . The pre sent postna ta l health ca r e system

in the Ghana , is that i nherited wi t h t h e in t r oduc tion of

western medic ine , wh e r e wome n are seen at t he end of t hoir six

week pu erperal pe riod. In Europe, whe re t his pr a ct i ce evo l ved ,

womon are ke p t i n ho s p i ta l fo r s everal da ys after delivery and

therefore a ny ear l y pue r pe r a l comp j Lc a t Lons are qu ickly

i dentified an d dea l t with berere discharge.

In Gha na , wome n mana ge t hei r puerperium i n t heir own wa ys

with only the occasiona l war nings issued by t hc dischargi ng

hospita l midwives to guide t he m. The experience Df th is au thor

and others is t hat , o nce home , these vonen inf luenced by their

peers , f r eque nt l y resort tic t raditional pu erperal ca re

practices us ed by women who de live r a t hone (9,13 } . ND other

postnat a l monitDring occurs , a nd if t he women do not report

with c cmp j.Lc a 't .Ions t o a he alth faci lity , then their heal t h

stat us during the critical period of the puerperium i s

u nkno wn.

At SlX weeks postpartum, t hey may report t o t he specially

organised materna l and ch ild pos t - natal c linics , a combined

c linic where t hei r inf ants a lso r ece i v e their first vaccin -

a t i ons a nd growt h monitor ing . The ex pe r i e nce of t his a u t hor,

is ho wever- that the maternal component; ot: t he clinic is often

ne g lected in favo ur o f child h ealt h . This fact is ev en evident

i n the way mot hers refe r t o this clinic , as "Weighing" .



Many African countries l ike Ghan a , are taking measures to

r educe the un necessa ry toll of mate rnal ill - heal t h and death.

To achieve their aims, however, they require accurate and

detailed i nf or ma t i on on t he mat erna l hea lth situation i n each

specific area. This prospect ive co hort atrudy was ca rried out

primarily to describe the pue r pera l he alth status of women i n

Rumasi, to identify the predomi nant c a us e s of i l l -health, and

to provide informat i on for us e in i mpr ov ing postna tal health

care . I f we believe however t hat these urban women ha ve be tter

access to he a l t h and obstetr ic care t han the i r cou nterpa r ts in

t he r ura l area, t hen the f indings may be of benefit in

estimating the e xtent of pue rp eral morbidi ty in the less

fortunate ru ra l group , and co uld assist health care providers

t o t a ke necessar y measures to alleviat e t he sUffering of all

mothers in Gha na.

The socioeconomic problems and heal t h system i nadequacies

described in t h i s paper are al s o simi lar to t hos e found in

many other urban communities of the de ve l op ing world , a nd t he

results of t his study could well a pp ly t o them, and be of

re levance . To quo t e Dr. Ha l f dan Mahle r , the former d i r e c t or of

tho Worl d Health organisation:

" I f we a re e f f ecti ve l y to app l y exist ing kncw I edq e in a
wid e ra nge of di f fe rent c onditions, much fu r ther research
is e s se nt i al . I n e ach country I s c t r cuneeencee t he
preventable causes o f maternal deaths mus t be clarified
a nd t he pot ent i al f or improvement i n that country 's own
co ntext must be identified " [9] .



CHAPTER 2

BACKGROUND INFORMATION

2 • 1. : THE COUNTRY AND STUDY AREA

GHANA: The co untr y, i s located on the west coast o f Af r i c a ,

between latitudes 4.2 5 to 11 . 11 degrees north o f t he equ a t or

a nd l ongitude s 1.14 ea st to 3 . 03 degre e s we st. It ha s a total

area of 2 3 8, 5 3 9 s qu are ki lometres. A. former co lony of the

Br itish Empire , it was called Th e Gold c o a s t; in its pro ­

independen ce days ( APP ENDI X A) •

Ecologically the country is div i de d i nto 3 main zo nes

namely : t h e c oa sta l aav an ne h , the c l osed forest , and t he

no r t h e r n sav an na h . The c l ima t e i s trop i c al, with tempera t u res

r a ngi ng betwee n 2 5 - 3 0 C most of the y ear . Th e r e are t wo ma jor

s easons of the yea r , the rainy a nd the dry . The amount of

rainfall genera l l y decreases as one moves from sou t h to nor t h .

The t otal population Ls presently est ima t ed t o be abo ut

14 .6 mill ion with an annual growth r a t e of 2. 6t (17}. More

than so t of the tot al population lives in the southern ha lf of

the country . Like other popUlat ions of t he de veloping world,

Ghana I s popu LatiLon is characterised by i t s youch EuLnens r

ch ild r en aged 0- 15 years comprise 47\ of the tota l popUlat i on;

women of childbearing age comprise about 20% (1 7 ) . Oth er

he a l t h a nd demograph ic indicators are as f ollows [ 17-2 01:



Sex ratio (M/F) (1 989) 0 . 98

Rural t o urban population {t) . •... . . . .. . . . 69 .3 1

population dens ity per sq . km... ..... ..... •.. . 52

GNP per capita ( us $)(1990) 461

Percentage literate (age>9yrs ) 199 0 male 61

female 51

Life expectancy at birth • .. . • . . average 56 years

male 53 year s

fem ale 57 years

Crude b irth rat e 42 p e r 100 0

Cr ude death rate 11 per 1 0 0 0

Tota l fert i l ity rate .. . . . . . . . • . . . . . . . • . . . . . 6 .4

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

Ma t e r na l mortality rate .• . 5-10/100 0 l ive births

Phys i cian population r a t i o ( 198 8 ) • . . • • • 1 : 15,130

Popu , acces s to heal th services ( t) . . .. . Urba n 92

Rural 45

Total 6 0

Ethni c g r oups : Although there are more than 90 minor ethnic

g r oups in Ghana, the population can be classified into tw o

maj o r l a ng ua ge groups . The Kwa in the south comprising mostly

of Akans (44 %), Ewes (13%) , and Ga-Adangbe (8 %). The Cu r in

the no r t h compris ing of the Mole -Dagbani(16t) , Grushl( 2%) , and

Gruma(4%) [ 19 ] .



Two traditional s ys tems of i nh eritance are prac ti s ed by

t he t ribes i n the c ount r y , matriline ",l and patriline al. The

fo rme r i s pract ised e ntirely by the Aka ns , Whilst the latter

is practised by all the other ethnic g roups .

Religion : 'r tu-e e types of relig ious practices exist i n t he

country , Chri s tia nity 50%, Tradi tional 22%, and Islam 14%

( 1 9 ] .

o c c;;pation : Farmi ng is the s i ng le most i mpor.t a n t occupation

for the majori ty of Ghanaians ; over 61% e rc invo l ved i n small

scale f a r mi ng [20] .

Administrativ e s t r u c t u r e : The cou ntry is divided into 10

admi nist rative regions a nd each reg ion is further divided into

d istricts . In a ll t here a r e 110 districts presently . I n

coexistence wi thin t his modern structure ho wever are also

t radit ional a dmi n i s t r a t i ve areas of " c hi e f doms" which p lay

important ad mini s t r a t i ve roles a t the community l e ve l (19] .

J\,SH1I.NTI REGI ON: This r eg i on which i s ce nt ra lly located i n the

c ountry , has an area o f 24,390 sq. km and a po pulation of about

2 . 4 mi llion (a bo ut 1 7% of nationa l pop u lation ) wi th an a nn ual



growt h r ate of 2 .5% [ 21] . I t is divided into 18 administrative

d istr icts, including Kumasi d istrict , the l oca t i on of tl;ll

present study . Geographically the reg ion f a l l s predominant ly

i n t he tropical dec iduous forest zone wi t h a maxi mum month ly

r ainfall level of 310 millilitres in June.

It i s inhabited mostly by the Ashanti, who f orm the

largest ethnic g roup vith in the Akan linguistic group, an d a

f ew other migrant tribes. The Ashanti are a pe op l e wi th a ri ch

cuI ture and history , a nd are noted f or the i r legend ary Golden

Stoo l. Ruled by a powerful k i ng , the Asant eh ene, the Ashant i

i n the past conquered many n e i ghbour i ng groups and c reated a

powe r f ul kingdom.

Like other Akans , they have a matrilinear system o f

inheri tance . This system of inheritance appears to grant women

more polit ica l and economic rights than does the patrilineal

system practised by t he other tribes [ 19 ] .

In Ashanti cu l t ure , l ife ' s experiences are taken ve ry

seriously . Events like death, il l -health and i nfertili ty are

v iewed with suspicion. Pregnancy , labour and the puerperium

are c onside r e d spec ial miles t o ne s a nd are marked by s p e c i fic

norms and practices aimed at protecting the h eal th of mot he r

a nd child . For i n s t a nce , to mark a su ccessful outcome o f

p regnancy, t he woman is expected to dress up in "wh LtiLsh"

garments and rich j ewelle r y whenever she goes out.
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Agriculture, trading, mining, and timber logging are the

major i ndustries i n the region, and together with social

service re lated jobs , are the major forms of employment . The

reg ion is considered one of the richest in the country in

terms of na tural resources .

Other socie-demographic and health ind icators are

follows [19 ,21 , 22 ):

Population density per sq. km. 86

Urban to rural proportion 32: 68

I n f a nt mortality rate 70 per 1000

Maternal morta lity r a t e <I per 1000

Total fertility rate 5 .9

Physician popuLation ratio (198 7 ) 1 : 18,2 9 1

RUMASI DISTRICT: Th i s is a major urban trading center,

c ons i s t i ng mostl y of J(umas ! city , tihe reglonal capital , and

the second l arg e s t ci ty in the country . with a tota l

population of 553,414 ( 1989) , i t has about a quarter o f t he

region 's total population; 81.1% of whom res ide in the urban

sector [21,22 ]. Being an important trading canter the district

a lso has a high r ur a l -urba n p opul ation drift with about

200,000 pe opl e moving in and out of t he d istrict each day .

Some of i ts hea lth and socia-demographic indictors are as

follows [2 1,22 ]:



Sex rat io (M as a % o f F)

Crude birth r a t e

cruda death rate

I nfant mortali ty rate

Maternal mortality rate

94.9

52 .0 per 1000

15 . 4 per 1 0 0 0

60 per 1 0 0 0

5 . 6 per 1000

11

Reported s up ervised delive ries 1989 (t) 82 .9

The district is r e latively well -endowed with hea lth facilities

When compared to other districts in the country and health

service is access ible to over 95% of r esidents.

2 . 2: THE STUDY CENTRE

The Komfa Anokye Teaching Hospi ta l (KATH) and its ancillar y

publ ic he alth division , t he Mate rna l an d Child Health Centre

(MCHC) we r e chosen as the cen t r es for t he study .

The J:omt"o Anoltye TeaChing Hospital: is t he second l a rge s t

hospita l i n the country , an d it serves a s a regiona l hospital

as well as t he teaching hosp ita l for t he country's second

medica l s chool . Being a maj or r eferr al center, it has a

ca tchment a rea far beyond reg iona l boundaries and serves

virtually all o f the northern hal f o f t he country . Al t hou g h
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plan ned as a 500 be d h o s p i t a l , it us ually has a patient

o c c u p a n c y well over a 1000 , resul ti ng in many patients lying

o n the floor, overcrowding and chron i c s ho r t ag e s o f pe rsonnel

and supplies . A government-owned institution, i t is ope n to

the genel'a1 publ ic . 'i'he subsid i zed r a t es charged make i t

accessible to the genera l public .

The ho s pita l has a very b usy o b stetr i c and qynaecoLoqy

depa rtment that hand les about 65\ of all i ns tit utiona l

deliveries i n t h e d i stri c t . On the, a v erage a b out 9 8 00

de liveries occur each year at the hospita l, with a C:etily

average of about 2 5 d eliveries . The labour ward which ha ndl e s

a ll these del iverie s , ha d at t h e t ime of the s tUdy on l y t en

flrst stage beds , fi ve sec ond s t a ge / delivery beds , a nd s ix

i mmed i a t e po stpartum bed s. It is the r efore not un commo n to

have patients sha ring bed s on most days . The re are two other

lying -in wards , e a c h with about 36 beds which ca te r t o po s t ­

c a e s a r e a n eect. Icn pa tients and other pue r pe ra l ad mi ss i on s.

The se are a lmost always ful l y oc cupied . Because of the l ack of

s pac e , patients delivered normally a re d l acha r qed h ome with i n

24 hou rs of de livery i f no severe he a l t h c omplica t i ons occu r

at labo u r .

There are no restrictions wh a t s oev er as to who de l i v e rs

i n the h ospital and prior cookf og i s not needed . It ha s been

obs e rve d t hat many women come to the hospital i n the late

stages o f labour and therefore frequently spend l e s s tha n 24
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hours in t he h o s p i t ll;l. Nor mal deliveries a re done by nu rse

mid wi ves ; doctors are called i n only f or the complicated

labours. The ca es area n s ec tion r ate i n t he hospita l i s about

12\ , and the average materna l mortality rate at t he hos pita l

i s 8 .7 per 1 0 0 0 [22] .

Tho Mat e r nal and Chi l d Health c entre : This i s a specia l u ni t

set up t o deal with t he special publ Lc health aspects of

mat erna l a nd c h ild h e alth care . The un it offers ante-natal,

post-natal and fa mily planning s ervices but h a s no delivery

un it . Ch i l d health p r ogr a mme s at the unit i nclude growth

monitoring, nut r i t.Lcne L rehabilitation a nd i mmun iza t i on

services .

The u nit is open t o t he general public, and like the

hospital is also heavi lY su bsidized by go vernment . Postnatal

c1 lnics a r e organized twice weekly f or women in t he ir sixth

postpartum wee k . The clinic, l i ke others i n the country ,

offers a comb ined health care service in which infant growth

moni t oring and immunisation are a lso began. Since Komfo Ano kye

Hos pita l d oe s not offe r any special po s t nata l cl inics t he

majority o f persons d e l i ve r i ng at t he hospi t a l report to this

unit fo r t his postnata l visit . I n f o rma t i on about t he pos t ­

na t a l att endance rates , and the morbidities presented to th i s

un it a re not available t o t h i s au t hor a t this time.
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2 .3 : MATERNA L HEALTH

Ghanaian society, like many other Af r i can societies, are

strongly p r o-na t a list i c . Marriag e and childbearing are

considered t h e essential vocation for women and therefore many

women marry and child-bear ea r ly. One nat i on a l study. for

examp le, observed t hat by ages 15-1 9 years, 17% of women were

already married , and by 25 years less than 5% had never bee n

marri ed [17]. Child-bearing, i n mos t Lns 't ances , immediately

follows mar riage. A mother of many children is ....et i - ceepe ce ee ,

while the infertile woman is stigmatized . Fertility rates in

the country have therefore been h i gh ; t he average Ghan a i a n

WOman t oda y expects to deliver 6 .4 children during he r

r epr oduct i v e years (23).

There h a s been a t rend for fewer children in recent

times. The fertil ity rate ha s decreased from the rate of 6 .9

observed in 195 5 - 60 (23) . The proportion of pregnant women

with f ou r or mor e children repo rting t o antenatal clinics has

also dropped f rom 64\ in 1987 to 40\ in 19 9 0 [24 ] .

For Ghanaian women , the Lncreased e xposu r e to pregnancy

f rom this high f ertility i ncreases t hei r risks for pre gn an c y ­

related compl ications, pa rticularly since t hG majority o f

women fac e a v icious cycle of poverty, i g no r a nc e and disease.

The maternal morta l i ty rate i n the c ountry is h i g h , and has

s i nce t he mi d 197 0' s been e s timated t o b e 5-10 pe r 1000 live
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births ( 19 ) . Although no community -based studies have been

carried out to v alidate this figu re, i t is considered

r ea l i s tic and is s t il l the accepted r ate in curre nt use . Two

studies at h os p i t al s in the Great e r Accra region, r eported

maternal mor tality rate s of 10 .8 and 7 .9 per 1 0 0 0 i n 1953-67

a nd 1986-89 respectively [25, 26] . Ma t e r nal mortal ity rates

(per 1 0 0 0 live births) in 19 90 report e d from the western a nd

Upper East regions of t he country were 6 .0 and 5.6

respectively {27 , 28 J .

The immediate causes of maternal death a r e due mostly t o

peri-pa r tum rela ted complications of haemorrhage, septicaemia

and eclampsia which account fo r 42% of all deaths [19] .

Indirect causes such as anaemia . infections like hepatitis,

a nd othe r cardia-respiratory conditions, ac c oun t for a nother

32% of deaths ( 19].

Ma t erna l morbidity figures, however, a re l e s s readily

available . The ev idence s ugg ests t hat poor healt h i n t hes e

is o f ten combina tion of p r egn a ncy-r e l ated

complications, povert y and t he sanitat ion- rela ted d iseases

wh i ch also affect t h e general popul at.Lcn (19]. Common prob lems

du r i ng pregnancy i nclude a na emia, i nfections such as mal ari a ,

h epa t i tis, hookworm , e tc . ( 19 ) . I n 199 0 fo r example , 71%: of

women v isiting an a ntena ta l c linic f or t he fi r st t i me were

f ou nd t o have ha emoglob i n l evels be low 10.0 gm/ dl [ 24 ) . I n t he

Asha nti r eg ion, i n 1987 , abo ut a third o f pregnant women
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presented at c linics wi t h a f ebrile condition , 12 \ with

d iar r hoeal disease , a nd 19 \ wi th i!I. r e s p i r a t o ry infec t ion ( 29) .

I n f ormation on puerperium ill-heal th i n Ghana is lacking ;

this probably reflects the littl e attention paid to the

prob l em.

The Gha naian gove r nment is committed to improv ing the

heal th of i ts mothe r s a nd ef fo r ts a re co ntinua lly being made

t o fac ilitate and imp rove pregna ncy c a re and a lso pr-c e o t;e

s mal l e r fami l y sizes. Pr ogress is being medc r present r eports

i nd i c a t e tha t in 1990 nat i ona lly, 65 .5 \: of pre gna nt women

uti l ized avai l ab le antenatal s ervice , a n increase f ro m 56 \ i n

1987 [2 4). The average nUmbe r of visits per woman, however,

ha s r e ma i ned low; on ly 2 . 1 in 199 0 [24 ) .

Nat ional statistics indicate that s upe rv i s e d delivery

rates a re still genera lly ve ry low, a l t houg h they ha ve

i nc r e a s ed f rom 19\ in 198 7 to 42 \ in 1990 [ 24 J . Supervised

delivery coverage is usual ly higher in ur ban than rural areas;

for exa mple 82 .9 \ i n t he Kumasi d ist rict r21 ], while only

11.0t a nd 27 . 8t in Upper East and Wes t ern regions (24,27]

respe c tively . I t is of c on cern presently that many of the

women who see k ante - na t a l c ar e from t r a ined pe rsonnel du r i ng

their pregnancy sti l l pr e f e r to deliver the i r ba bies i n their

homes . At t endance a t the s i x week postnatal c lin i c, though

poor, is bet ter than the s upervised delivery r ates, a nd has

s tabilised aroun d 40- !:I ot ov er the pa s t two ye ar s [24] .
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It i s ob vious froID. the above informa t i o n that the goal o f

a d equ a t e c a re for al l moth e r s i n Gha n a i s tar from ach i e v ed .

ReducIng mat e r nal morta lit y a nd mor bidity . i s s ti l l an immense

t a s k whi ch requ i res all po ssible help i n deve loping ne e ded

clin i ca l and pUblic heal t h strateg ies .



CHAPTER 3

A REVIEW OF T HE LIT ERAT URE

The puerperal period , wh i c h has been a r b i t r a r ily de fi ned

t h e f i r s t 42 days (six weeks) postpartullI is t h e peri Od

during which mos t of t h e phy s iologic changes which occurred

du r ing p r eg na ncy revert t o their pre -pregna ncy status.

For many women, t his per iod is often unevent f ul , but for

others t h e per i od cen become very compl i cated, severe 111­

hea l th o r eve n dea t h can occur. Events t h at occur during

pregnancy , and particularly at t he time ot l abour , have a ll

been observed to ha ve i mportant effects o n t he pue r pe r a 1

health status . During th e ent ire process of c h i l d - be a ring , the

puerperal per iod could probably be i den t ified as second t o the

pe r i - p artuJII pe r iod in t e n s of health risks .

Disease proces ses . which c ommonly complicate the

pue rperium include the following : i n f e c t ions , part icularl y o f

t he gen ital tract , urinary t ract and breas t. haemorrhage :

i ntra - v as c ula r thr ombos i s I a nd an a emia. I n fac t f ev e r due t o

in f ective complications i n the p ue r per i um was s uc h an omino us

sig n in the past t hat i t ea r-ne d the name "Ch ild b irt h reve e''

(or pu erperal fever), and be c ame an importlllnt c linical sign of

puer p e ral i ll - health (30 ).



r s

The need for adequate puerperal care became obvious

during the 18 and 1 9 t h centuries when outbreaks of "Ch i l d

birth (puerperal) fever " with its resulting high fatality

rates occurred in lying-in birthing units in Europe [7] . Today

ho wever, i n these same countries . this a nd most other threats

to puerperal health have been virtually e liminated or

significantly controlled by advances in science and medicine

(7] . An important contributing factor too, ha s been the

improved standards of l i v i ng in these developed countries

which assures women better nutri tiona l and health status to

cope with the extra dema nds of chi ldbearing .

In the poor countries of Africa, Asia and South America,

despite all the achievements in science and medicine of t he

20th century, the materna l health situation appears to be

similar to that of "ye s t er da y ' s" Europe [6 ,7]. The true extent

of the problem, however , is not yet xncvn, because these

co untr i es continue to su r rex severe shortage of information on

all aspects of maternal ill -health and death . Progress i s

slowly being made, however, and since the early 1960 's, data

on materna l heal t h have accumulated and drawn the world 's

atte ntion to t he tragedy f a c ed by woman in poo r nat ions {l l .

Although the s e studies remain few and often l i mi t ed in scope,

they provide some insight into t he ex tent of materna l 111 ­

he alth . The morbidity and mortality rates frequently
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r'~ported are us ually 15 -20 t i me s g r ea t e r than t hos e in

developed na t i ons [IJ .

Avai labl e mate rna l he a l th data f rom Afr i c a an d other poo r

countries are predominantly mortality data with f a r l ess

i nforma tion existing On morbidity . Whe n we co nsider puerperal

morbidity, t his i nformation is even scantier . This f i ndi ng is

no t surprising . I n po or na tions, de a t h i s muc h cheaper and

easier t o count t han i ll - hea lth, whi ch r equ i re s more ex pensive

and intensive research methods . S ince maternal deaths,

however , include all deaths occurring during pregnancy, labou r

and the puerperium, a nd death is usua lly the resu lt of very

significant morbidity , t hese mor tality data also provide

essentia l clues to the extent of puerperal morbidity .

I n reviewing pu erpera l morbidity in the developing world,

t h i s paper wi ll examine i n i t s fi rst pa r t the reported rates

and causes of deat hs i n the puerperium . The second pa rt wil l

rev iew t he prevalence of speci f ic puerperal morbidities an d

t heir de t ermina nts, and wi ll reflect also on some reported

t raditional p ostpart um practices with severe puerpera l health

consequences .
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3' 1. PUERPERJl.L HORTJr.LJTY 'IN 'rUE THIRD WORLD

Available mortality r eports show that most maternal

deaths in the wor l d's poor na tions occur soon after delivery

or later on in the puerperium and are often the r esult of

complications arising from the time of l abou r [8, 14 J•

In Meno ufia, Egypt for example, from 1 981-19 8 3 , 56 ' of

t he 383 recorded maternal deaths occurred in t h e postpartum

period, as compared to 12% during pregna nc y and 29% during

l a bou r (10 J • As is often t he case in most deve loping

countries, and also noted in this Egyptian study, the majority

of deliveries had occurred at home . Fifty- three percent of the

reported dea ths a lso occurred at home and 62 .6% of deaths were

related to direc t obstetric complications such as hae mor r h age ,

infection and hy pe r tens i ve disorders.

Ma ny other mor t a lity s tudies f rom t he African continent

l i s t pos t partum complications s uch as sepsis , haemorrhage,

anaemia and hype r t e ns i on as among the major causes of death

[8,31 -34]. In Hara re , Zimbabwe , i n 1983 pue r per al sepsis was

noted t o be the numbe r one cause of death accounting for 23 .5\

of a ll mater na l deaths at t he Harare hospital, and was

fo llowed closely by haemorrhage wi t h 21.6% (32 ] . Anothe r

ex tensive s t ud y of 737 maternal deaths a lso in the Southern

Afr ican r eg i o n from 1980 to 1982 by Boes, noted postpartum

sepsis to be the third major ca us e of death accounting f or

19%, wi t h haemo r r ha ge and hy pe rtensive d i s orders account ing
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for )0% and 20% respective l y (33] . Of note, also is t he fac t

tha t of t he 140 sepsis dea t hs r ecorded i n t h at s tudy, over

thre e - quart ers fo l l owed de l i ve r y . while ap proximately one ­

quarter were associat ed with abortions (33} . Fift y-one deaths

from puerpe r al s epsis , had been a s s o c i ated wi th ceasarean

sections, 15 with prolonged l abou r , 11 followed an

uncomp licated hospita l delivery , and 12 had be en a fter home

delivery (33].

The pictu r e is not very di f ferent in the other parts of

Afri c a. I n a large pr os pe c t i v e community-based s tudy i n Kenya,

East Af rica, of the 2,223 pregnant women who delivered t he

on ly maternal de a t h that occurred was in the puerperium, and

i n a woman who had be en discharged home a fter an uneventful

hospital de livery [35] . Anothe r s tudy, a lso i n Kenya, which

rev iewed mortality i n gyna e col ogic al patients ad mitted to

hospit al , repor t ed t ha t postpart um complications such a s

puerpera l sepsis a nd eclampsia account ed for a major

propo r tion of pregna ncy - rela ted gynaecological d e aths [11 J . I n

ne i gh bouring u ganda , puerperal complications a l s o were second

only to i mmed iate labou r c omplications as causes of death

[36] •

When we c onsider mor tality da ta f rom Wes t Africa, t he

f indings are simila r . I n a pros pective communi ty-based study

i n Gambia i n 1982 / 8 3 o f t h e 15 maternal deaths t ha t had

occu rred a mong t he 672 women studied, four deaths oc c ur r ed
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between 4 to 42 days of the puerperium and one in the e ight

postpartum week [5 ) . All these p ue r p e r a l deaths had o c c urred

at horne ev e n though two sUbjects had had h ospital del i veries .

The c a us e s of these deaths included anaemic cardiac failure,

s ep sis , eclampsia. hepatic coma and tuberculosis (5]_

Haemor rhage, whi-:::h was noted as the major cause of maternal

death in this study, accounted for 331 of a ll deaths , all of

which occurred with in twelve ho urs following delivery ( 5) . If

t hi s number d ied from severe haemorrhage , a questi on is ra i sed

a s to how many more women had survived postpartum ha emorrhage

with resUlting anaemia .

The la rge stUdy by Kelsey Harrison in Zaria , Nigeria , of

2 2,774 consecut ive births f rom 1976-1979 perhaps throws more

light on the puerperal health situation in poor sUb -Saharan

c ommunities (8 l . An overall maternal mortality rate of 10 . 5

pe r 1000 vas recorded in the e tiudy , As in the other pa r t s of

t he co nt i ne nt , po stpartum c omp l i c a t i ons such as sepsis,

anaemia and hypertensive disorders were the major causes of

death in the etiudy [8 ) . Puerperal morbidities noted in the

study wer-e as follo"'s : puerperal hypertension (1812). anaemia

( 1217) , ge nital and wound sepsis (1058) , ob stetric f i s t u l ae

(79 ), psychosis (40), acute genital prolapse (26) , tetanus (5)

and mening i tis (6). Even more troubling was the finding that

the patients f requently had c ombinations of these complica­

tions which fur ther r educ ed c ha nc e s of survival.
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The Za r i a s t ud y ( a}, a lso revealed t he l a rg e numbers of

emerge ncy ad missions f or severe l Ife - threate ni ng pue r pe ra l

comp lications. Of the 1638 wome n ...h o we r e u r ge nt l y adm itted

after ha v i ng delivered at ho me , i f only cases with late

postpa rtum c omplications a r e cons i dered ; 557 wamen were

admitt ed with a naemia of whom 27 (4 .8%) died ; 244 wi t h genital

sepsis of whom 21 (9 .4% ) died; admissions fo r septicaemia

totall e d 15 o f wh om 10 (66.7%:) died; and t ho s e admitted with

secondary postpartum haemorrhage totalled 47 and one (2 .1%)

death occurred. If we r emember , howeve r , t hat the above

numbe r s included only the few i nd i vi d ua l s severely ill enough

t o wa rra nt hosp ita l admi ssion and not t he many more treated as

ou t -patients o r who did not even s eek t r e atme nt , we may then

beg i n t o appreciate the extent of puerpera l morbidity o n t he

cont inent .

The Za r ia study raJ, did no t i nd i c ate the overall rate o f

puerpe ra l r e - ad mi s s i ons fol lowi ng discha rge afte r

unevent f u l hospi tal delivery . Ma t e r nal morta lity r a t e s among

" bo o ke d" cas e s wa s obse r ved to be a l o we r 3 .7 per 10 00 tha n

the over a ll 10 .5 pe r 10 0 0 r ecor ded . Of t he 19 de a ths that

occur red among "boo ke d" hospita l del i ve red patie nts , two

however, had been patients dischar.ged home wi t h in 24 ho ur s

after uneventfu l labour , a nd who were r e a dmi t t e d 10 days l a t e r

wi t h sever e postpartum hyper t ens i on a nd 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

del ivery c omp lic a t i o ns which lead to puerperal complications

and then death [2 5] . The mortality rate from puerperal sepsis

wa s observed to be 68 .2 per 100 ,000 live b irths in Accra t r om

1963-1967 by Ampofo [25J . In 19 86 / 87 at the Komfa Ano kye

Hospital , Kumasi , the maternal mortality rate recorded was 8 .6

per 10 00 , and haemorrhage, eclampsia, anaemia, and i n f ection

were i de nt if i ed as the four major ca uses of maternal death

[22J.

This pattern of a c ompl i ca t ed or unsafe l abour , i n an

al r eady health - c omprom ised pregn ant woman, r esu l ti ng i n d eath

later in t he puerperium is characterist ic not only of Af rica

but of other poor nat ions .tn the world [ 14 ]. In Indones ia [37J

for examp l e, haemorrhag e was the number one cause of death

(46\), f o llowed by postpartum sepsis (llt) . In Bangladesh

[3 8 , J9] , be t we e n 10 -2 0\ of maternal deaths are related to

haemorrhage and another 7- 17 \ are ca used by postpartum sepsis .

I n I nd i a the figures for haemorrhage and postpartum sepsis are

20\ a nd 14\ respectively [40] .

In the rich countries of the world not only are maternal

mortality rat e s ve r y low but the propor tion o f deaths

resUlting from haemorrhage or i nfect ion are reduced [ 41 ,42] .

In 198 7 in ontar io, Canada, 13 de aths we r e reported i n

pr egna nt fema les, Df these only one, due to amniotic fluid
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embolism coul d be classified a s a direct obs tetr i c death ["2] .

A second death due to a r upt ured aor tic ane urysm in a pat i ent

with Mar f an' s syndrome was classifi ed as a n indirec t obste tric

dea t h. The othe r r ema ining eleven dea t hs were stated t o be

unre lated , acc id enta l or inc i de ntal deat hs and included the

fo llowing: mot or veh icle accidents (3 ) ; suicide (1); i ntra­

cereb r a l hae mor rh age s (3); and fo ur , re lated to pr eex isting

diseases [42] .

In New York City, United states [ 41 ) , with a maternal

mortality rate of 0 .082 per 1000 i n 1980-84, the proportion of

dea t hs due t o haemorrhage was 2.6%, obs tetric infection 2.2%

an d tioxaemi a 10 . 3% [4 1] . The first fou r major causes of

mort a l i ty r epor t ed, i n descend i ng order of importance had been

ectopic gestation, embolis m, hypertens i on a nd ca rdiac arrest.

If any conclus ions a r e to be drawn f rom these mortalit y

findi ngs, it 1s tha t the vcnen i n t he poor countries of the

world , unlike t hei r cou nterparts in the ri ch cou ntries, a r e

more likely to die from t he ir pregnancies. If they do not d ie

from ha emorrhage in t he immediate peri-p artum period, t he n

t he y f r eq uentl y d i e a f ew da ys later f ....01ll seps is or anaemia or

mos t likely bo t h .
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3' 2 THE P UER PERA L MORBIDITIES

S i nc e mortality r e po rts indicate tha t pu e r pe r a l deat hs i n

developi ng world a r e c aused principally by i n f ection,

hype r t en s ive d i s or de r s a nd anaemia, to what exte nt t hen do

morbidity f rom t he s e disorde rs also occur i n t hese c ountries?

This section will examine the inc i dence an d preva l ence of

specific pue r peral complications in t h e developing worl d with

particular att e n t i o n to Af r i c a .

3: 2.1 THE I NFECT I OUS MORBIDITIES

Pue rperal i nfectious mor bidit y rema i ns a major obstetric

complicat ion i.n both t he d eve l op ing a nd devel oped countries,

and is often O:"l"! o f t he thr ee major causes of death (14]. The

frequently i nvolved s i tes o f infect i on associated wi t h

occurrence of puerpera l f e ver inc lude the fo llowi ng1 genita l

tract (25-55%) , urinary tract (30 -60% ) , breast ( 5-10%), and

other si tes (2 -5%1 (43 ] .

In t he dev e loped world, t h e overall incidence o f

pue r pe r al infect ion is l ow and s till dropping , and r e ce ntly

reported rates r an ge be t we en 1 - 7 % of pa r turients (44,45].

These lowered i ncide nce rates a re t he result of g rea t ly

improved obstetr i c an d de l ive ry pract i c es , wi th a vir tua l

e limina tion o f ris k f or septic cont ami na tion during va gina l

delivery . Al t hou gh the r i s k of infect i on i s h i ghe r among

euhj ec ba with ope ra t ive del i veri e s , most c ases suffer no ve r y
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