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Objectives: A major global public health problem, maternal mortality 
remains high, especially in the sub-Saharan countries, despite the 
efforts of the various health systems. Thus, this work was intended to 
describe the epidemiological profile of deceased patients, to identify 
the causes of maternal mortality, and to report dysfunctions in relation 
to management facilities. Methods: Descriptive cross-sectional study, 
conducted from 1 January 2012 to 31 December 2014 at Loandji-
li General Hospital, including cases of maternal deaths occurring in 
the Obstetrics Gynecology Department. Maternal mortality has been 
defined in accordance with the World Health Organization, as “the 
death of a woman occurring during pregnancy or within 42 days after 
delivery, regardless of the cause or aggravated by the pregnancy or 
the care she has motivated, but neither accidental nor fortuitous “. The 
review of each file allowed us to analyse the epidemiological, clinical 
and therapeutic variables, and to deduce dysfunctions related to the 
commodities (human, material and financial) of management. Results: 
Eighty-three maternal deaths were recorded out of 8,115 live births, 
representing a maternal mortality ratio of 1022 / 100,000 live births. 
Patients who died had a median age of 28.8 years [23.5; 34], second-
ary school (54%), pauciparous (2.9 ± 1.4 years), unemployed (75%), 
and referred (64%) in poor condition (76%). Caesarean section was 
performed in 29% of cases. The causes of death were haemorrhage 
(46%), complications of arterial hypertension (25%) and abortion (17%). 
In 60% of the cases, the deceased patients would have benefited from 
a surgical intervention, but only 37% of them were operated on. The 
deaths occurred during pregnancy (48%), childbirth (16%) and in the 
postpartum (36%). The unavailability of blood products and inputs was 
reported in 60% and 23% of cases, respectively. The third delay was 
noted in 90% of cases. Conclusion: The maternal mortality in our ma-
ternity with modest resources would be multifactorial, in relation with 
the patient, the clinical state, the health structure and the environment. 
Full management of the patient (medico-social), prenatal quality con-
tacts and knowledge of warning signs, would contribute to the reduc-
tion of maternal mortality.
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1. Introduction 

Defined by the World Health Organization 

(WHO) as "the death of a woman occurring 

during pregnancy or within 42 days after 

delivery, regardless of the cause or aggravated 

by the pregnancy or the care she has motivated, 

but neither accidental nor fortuitous; maternal 

mortality is a major global public health problem 

[1]. In 2015, according to the WHO, around 830 

women die every day in the world because of 

complications related to pregnancy or childbirth 

and nearly 300,000 women died during 

pregnancy, childbirth or in the days who followed 

[2]. The maternal mortality rate in developing 

countries is, in 2015, 239 per 100,000 births, 

compared with 12 per 100,000 in developed 

countries [2]. 99% of maternal deaths occur in 

developing countries, more than half of them in 

sub-Saharan Africa and almost one third in 

South Asia [2]. With 426 maternal deaths per 

100,000 live births, Congo is among the 

countries where the maternal mortality rate 

remains very high [3]. As such, combating 

maternal mortality is a concern of any health 

system. Thus, in order to contribute to the 

reduction of the maternal mortality rate, we 

wanted to describe the epidemiological profile of 

the deceased patients, to identify the causes of 

maternal mortality and to report the dysfunctions 

related to the management facilities. Loandjili 

General Hospital in Pointe Noire. 

2. Methods 

This was a descriptive cross-sectional study 

conducted from January 1st, 2012 to December 

31st, 2014, in the Obstetrics and Gynecology 

Department of Loandjili General Hospital. Was 

included in a simple random manner without 

surrender, all cases of maternal deaths 

occurring in the service during the study period. 

The data had been collected from the WHO 

model of maternal death notice form for 

epidemiological surveillance. The studied 

variables were epidemiological, clinical, 

therapeutic, related to malfunctions related to 

the conveniences of care (medical team, inputs, 

solvency) and to the various delays namely: 

- the "first delay", related to the decision to 

use emergency obstetric care; 

- the "second delay", that of identifying and 

joining quality medical centres; 

- the "third delay", concerning adequate 

and appropriate care [4]. 

The Epi info 7 software was used for data 

analysis. 

3. Results 

Eighty-three maternal deaths were recorded 

among 9260 pregnancies including 8115 live 

births (NV), a maternal mortality ratio of 1022 / 

100,000 NV.The epidemiological characteristics 

of the patients are shown in Table 1. 

 

Table 1. Epidemiological characteristics 

 n % 

Age (years) Median [q1-q3] 

Min – Max  

28,8 [23,5 – 34 

15 – 41 

Unemployed 62 75 

Level of education  

  Primary 

  Secondary 

  Superior 

 

24 

45 

7 

 

29 

54 

8,5 

Reference  52 64 

Average Parity ± SD 

Min – Max  

2,7±1,4 

1 – 9 
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The majority of patients who died were 

predominantly referred and in poor condition at 

admission (n = 63 or 76%): haemorrhagic shock 

(n = 38 or 46%), septic shock (n = 10 or 12%), 

state of eclamptic (n = 5 or 6%) and coma (n = 

10 or 12%).The vaginal delivery was the most 

important (40%). Caesarean section was 

performed in 29% of cases and laparotomy for 

uterine rupture in 8%. In the case of surgery, 

most patients were treated within 6 hours of 

admission (Table 2). 

 

Table 2. Time to Surgical Management and Death 

 n % 

Admission time – surgery (hours)    

  <1 6 19 

  1 – 6 19 62 

  >7 6 19 

Admission – death (hours)   

  <1 

  [1 – 6] 

  [7 – 24[ 

  [24 – 48[ 

  >48 

5 

21 

32 

12 

13 

6 

25 

39 

14 

16 

 

The first 24 hours were fatal for most cases.In 

23% of cases (n = 19), patients had not been 

operated because of the unavailability of inputs. 

Causes of death were more direct, dominated by 

haemorrhage (n = 38 or 46%) followed by 

complications of high blood pressure (n = 21 or 

25%), abortion (n = 15 or 17%) and amniotic 

embolism (n = 3 or 4%). Indirect causes were 

related to aesthetic complications and HIV 

infection in 4% of cases each (n = 3). Deaths 

occurred in the post-abortion (18%), pre (30%), 

per (16%) and postpartum (36%) periods.The 

unavailability of blood products has been 

reported in 60% of cases. The third delay was 

noted in 90% of cases, the second and the first 

in respectively 3% and 7%. The responsibilities 

were combined and noted in 45.8% for the 

patients, 68.7% for the administration and 63.9% 

for the care providers. 

4. Discussion 

The results show that the maternal mortality ratio 

is far higher than that reported by Gandzien [5] 

in 2002 in the capital city of Brazzaville and that 

of Mayi-tsonga in Libreville [6], respectively 288 

/ 100,000 NV and 245-298 / 100,000 NV. This is 

in line with the reality of reference hospitals such 

as ours, where predominantly maternity 

hospitals with modest resources, live emergency 

situations that require the rapid and adequate 

care of patients.The young age of the patients, 

observed in the African series [6-8] varying 

between 26 and 28 years, contrary to that 

reported by Philibert in France [9] of 33.7 years 

with a risk of death eight times more high from 

40 years old; is a real concern for the staff in 

charge of reproductive health. In Africa, in 

addition to early sexual intercourse and 

adolescent marriages, low contraceptive 

prevalence would be factors contributing to the 

occurrence of pregnancy at this age, and 

therefore maternal deaths. In addition, the 

deceased patients were of a low level of 

education and socio-economic, and pauciparous 

as noted by other authors, making a quasi-

African profile [6, 10]. For example, Testa [10] 

reported the weight of socio-demographic 

characteristics related to age, marital status and 
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educational attainment in the occurrence of 

maternal deaths. 

Clinically, many authors [6, 8, 11] report a 

predominance of patients referred and in poor 

general condition at admission, raising the 

problem of obstetric referral in low-income 

countries where the management suffers from a 

deficit in human commodities (health providers, 

health administration), material (inputs, 

consumables, blood products) and financial 

(patient solvency) [12]. 

Conclusion 

Maternal mortality in our maternity hospitals with 

modest resources would be multifactorial, in 

relation with the patient, the clinical situation, the 

health structure and the environment. Full 

management of the patient (medico-social), the 

organization of obstetric referrals, quality 

prenatal contacts and the application of 

emergency obstetric care are imperative for 

reducing maternal mortality. 
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