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REVIEW OF PREVIOUS RESEARCH ON

MATERNAL AND NEONATAL MORTALITY AND MORBIDITY

I INTRODUCTION

TIns reVIew ofresearch IS presented by SOCIal Planmng, AnalysIs and Ac1m.Imstranon Consultants
(SPAAC) for MotherCare Project as part of the terms of reference tasks to be completed under the
Commumty DIagnosIs. SItuanon AnalYSIS and Trammg Needs Assessment Subcontract 5025 81
between John Snow. Inc and SPAAC

A number ofacnVIlIes were carned out to ensure adequate coverage of relevant research related to
maternal and neonatal mortalIty and morbIdIty m Egypt A number ofsteps were taken to thoroughly
cover all recent research mto the above tOpICS whIch were relevant to the Egypnan scene

Two computer searches were carned out The first was through "Poplmell and the second through
"Medlme" Key words used were antenatal (prenatal) care, delIvery (obstetrIc) care, postnatal care.
maternal mortalIty. permatal mortalIty. neonatal mortalIty. maternal morbIdIty, pregnancy losses.
neonatal morbIdIty Abstracts were obtaIned of relevant matenal

Issues of the last eIght years of "PopulatlOn Index ll found at SPAAC lIbrary were searched for
relevant matenal under the same headmgs The full text of all matenal found to be of Importance
was sought at the lIbrarIes ofSPAAC. FertIhty Care SOCIety, PopulatIOn CouncIl. USAID. UNICEF
and others

AddInonally. some documents were kIndly prOVIded by Dr 0 Campbell ofthe London School of
TropIcal MedIcme and HygIene through DHL servIce after her departure at the end of the February
26th - March 2nd workshop

II BACKGROUND

Broadly consIdered ReproductIve Health encompasses the SOCIal. psychologICal and phYSICal
aspects of health ofwomen as affected by the reproductIve process It IS defined as "the abllzty of
women to lzve through the reproductive years and beyond With reproductive chOice, dlgnzty and
successful chlldbearmg, and to befree ofgynecological disease and rzsk" (Evans, 1987, FathalIa,
1988) ThIs definIlIon mcludes safe pregnancy and motherhood as Important elements of
reproductIve health. It also hIghlIghts the concept of a woman's free chOIce and abIlIty to exert
control over her reproduclIon The concept ofdIgnIty refers to the psychologICal and SOCIal well
bemg that the woman denves from reproductIOn In addIlIon the definIlIon emphasIZes another
gender specIfic area, namely gynecolOgIcal morbIdIlIes

2



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

The concept of women's reproductive health IS especIally relevant to developmg countrles and to
socIeties organIZed around a patrIarchal system m whIch women have poor education and largely
mformal employment, so that they are powerless to Improve the CIrCumstances m whIch they hve
and are not m a posItIon to attain and IIl8J!1tam health and well bemg In spIte of the phYSICal stram
that chIldbearmg and carmg for chIldren places on women, they often put theIr fannly's needs before
theIr own, at the expense of theIr own health (YonDlS, 1994)

UntIl very recently, reproductive health had not receIved suffiCIent attention The tragIcally hIgh
levels of maternal mortalIty m the developmg world started to receIve attention m the mIddle
eIghtIes International concern over thls SItuation started to be emphasIZed m the conclUSIOns and
recommendations ofthe International Conference on PopulatIon, MeXICO CIty, 1984 and the World
Conference to ReVIew the Achievements ofthe UN Decade for Women, 1985 Emment SCIentISts
such as Malcolm Potts (1986) and Mahmoud Fathalla (1987) drew attention to It m articles whIch
have smce become ClasSICS of medical lIterature A major mternatIonal meetmg, the Safe
Motherhood Conference held m Narrobi m 1987 was devoted to the subject

ill MATERNAL MORTALITY

DefmltIon

Accordmg to the International StatIStICal ClasSIfication ofDIseases, InjurIeS and Causes ofDeath,
Nmth ReVISIOn (lCD-9), (WHO, 1977) a maternal death IS defined as

The death ofa woman while pregnant or wlthm 42 days o!termmatzon ofpregnancy, Irrespective
of the duratIOn and the site ofthe pregnancy, from any cause related to, or aggravated by the
pregnancy or ItS management but notfrom aCCidental or mCldental causes

Maternal deaths are subdIVIded mto two groups

DIrect obstetrIc deaths those resulting from complIcations of pregnancy, labor and
puerpenum, from mterventIOns, OmISSIOnS, or mcorrect treatment procedures

2 IndIrect obstetrIc deaths those resultmg from preVIOUS eXIstIng dIsease or disease that
developed dunng pregnancy whIch was aggravated by the phYSIOlOgiC effects of pregnancy

Two sets of dIfficulties m measurement of maternal mortalIty relate to the tIme of death and the
cause ofdeath As regards the appropnate postpartum tIme mterval to be used, WHO recommends
usmg the tradITIonal puerpenum of42 days as the maJonty ofmaternal deaths Will have occurred by
then, whIle the Amencan MedIcal ASSOCIatIOn COmmIttee on Maternal and Child Care
recommended usmg 90 days after delIvery and some BntIsh studies use 12 months after delIvery as
the tIme lImIt Irrespective ofwhether a 42-day, 90-day or 12-month tIme penod IS used, maternal
deaths are often subdIVIded mto tIme penods of occurrence such as antepartum, mtrapartum and

3



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

postpartum or <28 weeks gestatIon, 28 weeks to 6 weeks postpartum and >6 weeks postpartum The
most useful classIficatIons are those whIch define categones and cross classIfy the data m several
ways

As for the cause of death It may not be easy to dIstJ.ngmsh between dIrect, mdIrect and mCldental
causes ofdeath, smce such classIficatlon necessitates obtammg detailed mformatlon on pathogemc
causes ofmortality

Measures of Maternal Mortahty In Egypt

The most commonly used measure ofmaternal mortality IS the matemal mortalIty ratIo (MMR)
whIch IS the maternal deaths m a penod per 100,000 lIve bIrths m the same penod Ideally the
denommator should be the number ofpregnancIes and not lIve bIrths as the populatIOn at nsk IS the
total number ofpregnant women and smce some deaths are assOCiated With abortIOns or stIllbIrths
In the former case the MMR IS a measure of obstetnc nsk whIle m the latter case It IS a measure of
nsk per pregnancy It may be dIfficult, however, to ascertain the number ofpregnanCIes

The maternal mortalIty rate IS the number of maternal deaths m a penod (usually a year) per
100,000 reproductive age women (usually 15-49 years) It IS a true death rate wlnch consIders deaths
per woman year of exposure Wltlnn a specIfied tIme penod

The proportIOnate mortahty ratio IS the percentage ofdeaths m the reproductIve age penod whIch
are due to pregnancy-related causes ThIs measure IS a useful mdIcator of the unportance of
maternal mortalIty relative to other causes ofmortalIty m the reproductive age penod

The above measures of maternal mortalIty are related and can be calculated as mathematIcal
eqUlvalences of each other, thus the maternal mortalIty rate IS the product ofthe maternal mortalIty
ratIO and the general fertIlIty The maternal mortalIty rate IS also the product of the adult female
mortalIty rate and the proportIOnate mortalIty ratIO (CampbeU, 1990)

Determmants of Maternal Mortality

An understandmg of the factors whIch affect maternal mortalIty (as well as maternal morbIdIty)
and of the pathways through whIch each of these factors operate, IS unportant to deSIgn strategIes
or mterventIons auned at reducmg maternal mortalIty and dIsabIlIty (senous or chromc morbIdIty)
A conceptual framework for analyzmg these determmants was deVIsed by McCarthy and Mame,
1992 Accordmg to thIs framework, all determmants ofmaternal mortalIty or dIsability must operate
through a set ofmtermedlate or prmomate determmants

The distant determmants mclude SOCIo-eCOnOmIC and cultural factors and can be clasSIfied mto
three categones women's status m the famIly and commumty mcludmg such factors as educatIOn,
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occupatIon, mcome and autonomy, famzly's status In the commumty mcludmg educatIon and
occupatIOn of other famIly members, mcome and property and commumty's status mcludmg
commumty mfrastructure, servIces and aggregate wealth

The mtermedlate determmants can be classIfied mto factors belongmg to four categones

(1) health statusfactors e g nutntIon, mfectIous and parasItIC diseases, other chromc condItIons such
as chabetes and hypertensIOn and preVIOUS history ofpregnancy comphcatIons,

(2) reproductzve status factors, e gage, mantal status and panty,

(3) access to health servzces, mcludIng locatIon, cost, access ofmformatIon about the servIce, range
of servIces and theIr qualIty, and

(4) health care behavzor and use ofhealth servlces mc1udmg use offamI1y planmng, prenatal care,
modern dehvery care and use of Illegal mduced abortIOn and harmful tradItIonal practIces

Through the mteractIon ofall these factors, as well as other unprechctable factors, the outcomes wIll
be eIther uncomphcated pregnancy and chlldbzrth, or the occurrence of comphcatzons, and
accordIng to how these comphcatIons are dealt With, the pOSSIble occurrence ofmaternal death or
dlsablhty

Magnitude of Maternal Mortabty

Although accurate data on maternal mortalIty are not aVailable, It IS estImated that more than half
a mIlhon women dIe each year from complIcatIons ofpregnancy, abortIOn and chIldbIrth In many
countnes, maternal mortalIty IS the leadmg cause of death among women m the reproductIve ages

Of all the maternal deaths occurnng worId·WIde, It IS estImated that 99 percent take place 10 the
develop1Og countnes and only one percent m the developed countnes The dIscrepancy between
maternal mortalIty rates 10 develop1Og countnes and those 10 the developed countnes IS greater than
that of any other demographIc 1OdIcator Thus the maternal mortalIty ratIO (MMR)1O Bangladesh
IS more than 100 tImes that ofthe USA while the Infant mortalIty rate m Bangladesh IS only 10 tImes
that of the USA

AccordIng to EI-Haffez, 1990, MMR m the IslamIC countnes of the Eastern MedIterranean RegIon
of WHO IS more than 500 per 100,000 hvebIrths m at least 3 countnes and ranges between 200 and
500 10 most ofthe other countnes These high rates are attnbuted to the fact that most delIvenes do
not take place 10 hOSpItalS and that TBAs delIver most 10fants In a more recent reVIew (Zurayk,
1994) MMR was found to be greater than 100 per 100,000 10 most Arab countnes , compared to less
than 10 10 developed countnes
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Official statIstIcs of maternal mortality m Egypt based on Vital registratIon proVide MMR. of
761100,000 m 1981, and 481100,000 m 1994 These figmes are too low due to under-reportIng,
onnsslon and IDlsclassIficatIon ofcauses ofdeath Several studies ofmaternal mortality m Egypt
have been Implemented smce the nnd seventIes, some ofthese studies were hospital based studies
whIle others were commumty based studIes The hospital based studies are not representatIve ofthe
populatIon smce the maJonty ofdehvenes do not take place m hospital and smce cases arnvmg at
hOSpItal are self-selected Both types ofstudies, however, have proVIded maternal mortalIty figmes
much hIgher than OffiCIal statIstIcs as shown m the followmg table

Author LocalIty PerIOd Debvenes Maternal MMR
Deaths

Hospital Based

Youms et ai, 1979 AI-Galaa Hosp 1975-76 7,489 82 1084
AI-Hussem Hosp 1975-76 1,966 10 508

Abdullah et ai, 1985 AsslUtHosp 1981-83 6,687 105 1570
SohagHosp 1981-83 8,092 198 2450
QenaHosp 1981-83 5,022 83 ]650

Youms et ai, 1987 AI-Galaa Hosp 1984-85 6,794 43 670

Hussem et ai, 1988 Kasr EI-Ami H 1981-86 30,550 64 209

EI-Kady et ai, 1989 Bulak Dakrour H 1985-86 6,667 17 255

CommuDlty Based

EI-Ghamry et ai, 1984 Alexandna 1963-81 112,270 ]83 163

Saleh et ai, 1987 Menofia 1981-83 202,630 385 190
Governorate

Abdullah et ai, 1985 Upper Egypt (3 1984- 24,391 73 299
CItIes) 1985

Abdullah et ai, 1992 AsslUt CIty & 1987 7,865 29 368
3 Villages

EI-Kady et ai, 1989 GIZa CIty (5 ]985-86 115,870 146 ]26
dIStrIcts)

Saleh, 1992 Qena Governorate 1989-90 89,370 185 207

The EgyptIan MCH Survey conducted WIthIn the Pan Arab ChIld Project (Abdel-Azeem, 1993) gave
an estImate ofMMR. m Egypt for 1991 of232 maternal deaths per 100,000 hve bIrths
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More recently, a national maternal mortabty study (NMMS) was undertaken by the Mnnstry of
Health ChIld SUl'VIVal Project (1994), whIch covered selected areas m 21 governorates
(representmg all Egyptlan Governorates WIth the exceptlon of the sparsely mhabited Frontler
Governorates) The study traced and studIed all female deaths m the reproductlve ages (14-50 years)
occurrmg between 1March 1992 and 28 February 1993 m 122 health bureaus m the 21 governorates
Female deaths were reported weekly by the selected health bureaus Maternal deaths were lIDtlally
IdentIfied by a screenmg questIOnnaIre at the health bureau and confirmed by an m depth home
mteIVlew WIth relatIves ofthe deceased woman FacUlty records, Ifany, were reVIewed, phySICIans
and/or TBAs mvolved were mtervlewed All questIOnnaIreS and records were then reVIewed by a
governorate level Local AdVISOry Group (LAG), causes ofdeath were asSIgned and aVOIdable factors
were IdentIfied and determmed

The study reVIewed 7487 deaths of females of reproductIve age, 772 deaths were IdentIfied as
maternal deaths MMR was calculated to be 174 per 100,000 bvebn1hs (443,248 hvebIrths were
regIstered by the selected health bureaus durmg the penod ofthe study)

As expected, the MMR was hIgher m Upper Egypt (217) than m Lower Egypt (132) Surpnsmgly,
however, It was hIghest m Urban Governorates (233) due to hIgh figures m Suez and Alexandna
By governorate, the hIghest figures were found to be m Suez (564), followed by AsslUt (544) and
Qena (386) whIle the lowest were found m Kafr EI-Shetkh (96) followed by Qalyubla (103) and
Daqhalta (112) (CSP/MOH, 1994)

More than half(571 %) ofthe fetuses/mfants ofthe deceased women also dIed, one quarter (253%)
ofthe deceased women who dIed together WIth the fetus, dIed eIther durmg early pregnancy (12 %)
or before bemg deltvered (13%) For the mothers who dIed durmg dehvery (39 1 %) or at postpartum
(355 %), less than half of the mfants also dIed Nearly two thIrds of maternal deaths (64 %)
occurred m health facIlItIes (59 % m hOSpItal and 4 % m pnvate cllIDCS)

Causes of Maternal Mortality

In the NMMS, causes ofdeath were determmed for 718 deaths WIth completed questlonnarres, dIrect
causes were responsIble for seven out of ten (69 5 %) and mdIrect causes for over one quarter
(26 9%) whIle the cause could not be determmed for 26 cases (3 6 %) out of the 718 cases WIth
completed questIonnarres

Hemorrhage (ante-partum or postpartum) was the leadmg direct cause (32 % ofcases) followed by
hypertensive dIsease (16 %), genztal sepsIs (8 4 %), ruptured uterus (6 7 %) and cesarzan sectIon
(6 1%) Abortzon, eIther spontaneous or mduced was responsIble for 45 % deaths, obstructed labor
for 3 1 %, whIle anestheSia contnbuted to death m 2 6 % ofcases
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The most common mdIrect cause ofmaternal mortalIty was cardIOvascular disease (responsIble
for 12 8 % ofthe deaths)~ mfectIous and parasItIC dIseases (3 6 %)~ neurologIcal dIseases (2 4 %)~

neoplasms (1 7 %)~ dIgestIve dIsease (13 %), dIabetes (08 %) and anemIa (06 %)

Accordmg to Abdel-Razek, 1991, post-partum hemorrhage caused 52 % of a total of 10,362
maternal deaths winch occurred m Egypt from 1970 to 1978, wlnle It accounted for 38% ofmaternal
deaths from 1979 to 1982 On the other hand Dal"WlSh, 1984~ found a Ingh mCIdence ofeclampsIa
and pre-eclamptIc toxaenna among the 10,600 dehvenes winch took place at Kasr El-Auu HOSpItal
dunng 1981-1982~ and attnbuted 50 % ofthe 34 maternal deaths winch occurred dunng that penod
to eclampSIa

From verbal TBA (Dayas reports on 43 maternal mortalIty cases (SPAAC 1989) revIewed by a
MedIcal ReVIew COmmIttee for determInaTIon of causes of dea~ the major ImmedIate cause of
death was obstetnc hemorrhage (60% of cases, n=26) EIght of these hemorrhage cases were
dIagnosed as post-partum hemorrhage~ and eIght as ante-partum hemorrhage The stage m winch
hemorrhage occurred could not be IdentIfied m five ofthe hemorrhage cases and five were caused
by utenne rupture The second major ImmedIate cause of dea~ as dIagnosed was sepSIS~ winch
occurred m eIght cases MedIcal comphcatIons such as cardIovascular problems and respIratory
condItions were responsIble for five of the deaths OperatIve procedures were the ImmedIate cause
of two of the deaths

All the reported mortalIty cases of the above study, lnltIated the labor process at home With the
asSIstance ofa Daya Two tlnrds ofthe cases (68%) were referred to a hOSpItal or phySICIan but the
rest (32%) were SaId to have dIed at home About one thrrd ofthese cases (30%) were reported to
have receIved an mJectIon to speed up dehvery In 14% ofthe case, It was unknown whether or not
an IDJectIon was given Among the mortalIty cases were a number oflngh nsk cases, most notably
older multipara (51% ofthe cases) The most commonly encountered form ofpoor Daya practIce
m the mortalIty cases was that the Daya WaIted too long before she referred the case to hOSpItal or
phySICIan

The mode oftransportation to hOSPItal, accordmg to the Dayas, was a taxi cab m more than halfof
the cases (57%) and a pnvate car m about one fifth ofcases (21%) The ambulance was used as a
means of transfer m 11% ofcases only, wlnle 7% were SaId to have been transferred on foot TIns
demonstrates the extent of madequacy ofemergency transport serVIces

AVOIdable factors m Maternal Mortality

In the NMMS, aVOIdable factors were asSIgned by LAGs and then reVIewed by a Central AdVISOry
Group Only 8 percent ofcases were consIdered to have been unaVOIdable With standard level care,
wlnle 92 percent ofall maternal deaths had one or more aVOIdable factors The leadmg aVOIdable
factor, present m nearly half ofmaternal deaths was sub-standard carefrom the obstetrlczan team
(47 %), the generalpractztzoner (12 %) or the tradltzonal bzrth attendant (12 %) The cause ofdeath
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could have been detected dunng ante-natal care m nearly half(47 5 %) ofmaternal deaths, tlus was
consIdered true m drrect causes such as hypertensIve dIsease and mdIrect causes such as rheumatIC
heart dIsease In one tlurd ofthe cases (33 %), havmg recelved no ante-natal care or poor quallty
of ante-natal care was consIdered an,....,.avOIdable factor Delay m seeklng medlcal care was
consIdered a factor m 42 percent ofcases Unavallablllty ofblood banks was a factor m 6 percent
of cases whIle lack oftransport was consIdered a factor m 4 percent and lack ofdrugs, supplles and
eqUlpment was a factor m 2 percent ofcases

Thus, two major aVOIdable factors emerge delays on the part ofthe woman'sfamlly combmed WIth
transport dzfficultles and substandard care on the part ofservlce provlders These two factors are
lIkely to mteract smce delay m seekIng care complIcates management of the obstetnc emergencIes
presentmg at health faclhtIes

To SIgnIficantly reduce maternal mortalIty m Egypt, these two major problems need to be tackled,
but first pnonty should be gIven to ImproVIng the coverage and qualIty ofprImary health care and
to tacklmg problems occumng Wlthm the first referral level, smce It was found that over 70 percent
of women attended a health faclhty at some pomt dunng the events whtch led to therr deaths
Substandard care may occur because of the lack of protocols for the management of common
obstetnc emergencies, madequate trammg for general practItIoners and JunIor obstetnclans m theIr
management, unaVaIlability of semor staffat mght, or because ofmanagement problems, e g drugs,
supphes and eqUlpments may be present but under lock and key or m use elsewhere m the hospital
Lack of protocols may also mean that surgical mterventIon IS often delayed because no one IS
prepared to make the deCISIOn (CSPIMOH, 1994)

The medical reVIewers ofthe dayareported mortaltty cases (SPAAC 1989), consIdered 33 of the 43
deaths to have been aVOIdable by the dayas, mne as not aVOIdable by them, and one, unknown
Several deaths categonzed as "not aVOIdable" once the dehvery process began were to grand
multiparas Those deaths m fact IDIght have been aVOIded by use ofcontraceptIon or a pre-planned
hospital dehvery

Daya PractIces

The Giza study on daya practIce (SPAAC 1989) has shown that dayas VIew therrJob only as dehvery
attendants, and therr goal to help dehver a healthy baby Dayas are rarely consulted for pre-natal care
and usually the first tIme they eXaIDIne the mother IS at onset of labor Dayas do not encourage
mothers to seek pre-natal adVice, nor are they knowledgeable about prenatal counsehng or
assessment ofhtgh nsk pregnancIes

Dayas tend to neglect necessary hyglemc practices dunng and after dehvery A number ofpractIces
were Identified as senous and potentIally leadmg to maternal morbIdIty and/or mortality Some
dayas help the delIvery process by dIlatmg the vagmal opemng WIth therr fingers, a few use 011 for
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dIlatatIon Around one thrrd ofdayas gIve mJectJons 0 speed contractIons The dayas' management
of the thrrd stage of labor IS partIcularly poor They are not aware ofthe Signs ofthe separatIon of
the placenta and some resort to extensive massagmg to release the placenta. Some may release the
placenta by hand or by pullmg the cord Such practIces may help explam the hIgh mCldence of
obstetnc hemorrhage encountered m the studied mortabty cases

Not all dayas are knowledgeable about danger Signs for whIch they should lIIl1lledlately refer the
mother, WithOut attemptmg to mterfere m the delIvery process once they mtervene m the delIvery
process few are knowledgeable ofthe danger SignS that necessitate Immediate referral

A number of factors have been IdentIfied that may delay referrals by the daya Dayas may be
reluctant to admIt lack ofcompetence and skill m chfficult delIvenes, they try everythmg they know
before adrmttmg fmlure In additIon, famIlIes themselves may encourage dayas to contmue m thelT
endeavors or refuse adVice to refer a mother to hospital, for a number ofreasons One fourth of the
Dayas also reported that they are not rewarded for thelT efforts If they refer the case PerceptIOns of
Dayas, mothers, and thelT famIlIes related to poor treatment at hospitals and/or by phySICians may
also delay some referrals

IV MATERNAL HEALTH CARE (EDHS 1995)

The 1995 EDHS findIngs (El Zanaty et al 1996) mdIcated that only 39 percent ofbirths m the five
year penod before the survey were reported receIvmg antenatal care and mamly from a doctor In
over two thrrds (70%) ofthe buths receIvmg antenatal care, the mothers reported four or more VISit
to the doctor Mothers' educatIonal level, urban reSIdence, work statIons, buth order ofchIld, and age
of mother are factors that affect probabilIty ofmothers receIvmg antenatal care

Only about one thrrd ofdelIvenes take place m health faCIlItIes 18 percent governmental faCIlItIes
and 15 percent m pnvate hosPItals/chmcs Around one m ten (11%) ofall debvenes took place at
health faCIlIty Without bemg preplanned because of the occurrence of problems at the tIme of
delIvery

Less than half of all dehvenes were asSisted by doctors (39%) or tramed nurse/mIdWife (7%) All
other delIvenes were asSIsted by dayas (49%), relatIves/friends (4%) or were not asSisted by anybody
(1%)

Caesanan sectIons were performed to 7 percent of all dehvenes In 23 percent of bIrths, mothers
reported one or more delIvery complIcatIons such as prolonged labor, exceSSIve bleedmg, vagmal
mfectlOn, and/or convulSIOns Prolonged labor was reported m 20 percent ofbIrthS
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V REPRODUCTIVE MORBIDITY

DefinItIOn·

A reproductIve or gynecologIcal morbIdity IS any condltzon ofll/-health whlCh affects a woman's
reproductzve tract and which IS not associatedwith apartzcularpregnancy Such conditIons mclude
among others, reproductIve tract mfectIons, cemcal cell changes, gemtal prolapse, menstrual
rrregulantIes and mfertIlIty

With the exceptIOn ofreproductIve tract mfectIons and sexually transmItted diseases m partIcular,
gynecologIcal Illnesses have not receIved emphasIs or attentIon, partly because lIttle was known
about the magmtude and prevalence ofsuch conditIons Recent work has documented complIcatIons
such as InfertIlIty, phYSIcal dISCOmfort, fatIgue, chromc pam, fetal wastage and mcreased
susceptIbIlIty to HIV transmISSIOn (yOUDlS, 1994)

Moreover, the consequences have rarely been exanuned from the perspectIve ofwomen themselves
The SOCIal and psychologICal Impact they can have upon women's daily lIves IS great and
devastatIng GynecologIcal conditIons can cause personal embarrassment and mantal dIscord
Untreated mfectIons often lead to mfertIlIty expOSIng a woman to divorce and even SOCIal
ostraclZation Gemtal prolapse can make Intercourse pamful GIVIng more attentIon to these
conditIons WIll help penetrate the 'culture ofsIlence' held by so many women regardIng theIr health
(DIXon-Mueller 1991, Khattab, 1992)

One of the very few studies dealIng With reproductIve morbIdity was the study Implemented In two
VIllages of GIza governorate (yOUDlS, 1993), In which 509 women were screened for dIfferent
gynecologIcal condItIOns The results of the study revealed that the women were carrymg a very
heavy dzsease burden, the magmtude ofwhzch hadbeen unsuspected Only 24 women (4 7 %) were
found not to have any gynecologIcal dIsease or related condItIon Halfofthe women were suffermg
from two conditIons at the same tIme, while almost one fifth were suffenng from three or more
condItIOns The most commonly found condItIOns were gemtal prolapse (56 %), reproductIve
tract mfectlOns (51 %), cervIcal ectopy, (22 %), urInary tract InfectIOn (14 %) and SUSpICIOUS
cervIcal cell changes (11 %) At the same tIme nearly two thIrds (63 %) suffered from anemIa and
nearly one fifth (17 %) from severe anemIa, 43 percent from obeSIty, while 18 percent suffered from
hypertenSIOn

As mentIoned above most ofthese condItIons cause a number ofpamful and distreSSIng symptoms
and may result m SerIOUS complIcatIons There are dIfferent types and degrees ofgemtal prolapse,
depending on whether there IS Involvement of the antenor vagInal wall, usually With troublesome
urmary symptoms, the postenor vagInal wall, With bowel movement dIfficultIes, or the uterus Itself
may be prolapsed to varyIng degrees In extreme cases the uterus, part ofthe bladder and part of the
rectum may all protrude from the vagInal ontice and may become ulcerated and mfectIOn may ensue

ReproduchVe tract mfechons (RT!) have potentIally dangerous consequences on a woman's health,
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her future ability to conceIve and bear cluldren and upon the health ofthe chIldren They can cause
mfertility, fetal loss through llllscarnage or stlllbIrth, mfant death through premature bIrth, low bIrth
weIght or congemtal mfectIOn They often have troublesome symptoms lIke vagmal dIscharge, pam
dunng mtercourse and abdommal pam They can cause fatal pentomtIs, may are assocIated With
cervlcal cancer and a hIgher nsk ofAIDS transllllSSIon

Other gynecologIcal problems mclude mfertlilty, menstrual problems, gynecologzcal cancers
mcludIng cancer ofthe breast, cervlx, uterus, ovary, vulva and vagma Related condItIons mclude
urmary tract mfectzon, syphzlzs and anemza

Although one study cannot be representatIve ofthe whole country, thIs research contnbutes umque
mfonnatIOn on reproductIve morbIdIty condItIons m the study VIllages whIch may suggest the
possIble magmtude and nature ofthIs problem m sl1ll11ar commumtIes m Egypt and elsewhere m the
developmg world (Zurayk, 1994)

Faundes, 1994, states that chromc sequelae ofRTI, such as InfertIlIty, ectOpIC pregnancy and pelVIC
pam, are more common m developmg countnes and that RTI underlIe some of maternal and
permatal mortalIty and cervlcal cancer The proportIOn of maternal deaths due to RTI was 12 % m
Menofia and 15 % m GIza

VI STRATEGIES FOR SAFE MOTHERHOOD

Suggested Measures to Lower Maternal Mortabty

Fayad, 1984 consIdered the perSIstence of hIgh levels of maternal and permatal mortalIty to be
largely attnbutable to lack oftechmcal expertIse on the part ofhealth care prOVIders mcludIng TBAs
and advocated the establIshment of a model traImng center for TBAs and the development of
trammg programs for them Trammg ofTBAs , nurse/1ll1dWIVeS and phYSICIans at pnmary health
care level as well as the staffofthe first referral level plays a role m Improvmg maternal health and
more and better traImng of these categones IS advocated (Aly, Fahmy, Mourad, EI-Kady 1988,
Khatiab 1988)

Mame et ai, 1986, recommend 1) prOVISIOn of famIly planmng servIces, 2) on SIte access to
obstetnc first aId, 3) upgradIng of rural hOSpItalS, 4) expandIng the role of1ll1d-Ievel health workers,
5) establIshIng matermty waItmg homes near health centers and 6) proVISIon of comrnumty
educatIon In nsk assessment and dIscouragement ofunsafe tradItIOnal practIces

In 1982, WHO developed the Home-Based Maternal Record (HBMR.) as a system for Improved
contmwty ofcare, to Improve women's educatIOn about therr own health status, to record nsk factors
and early SIgns ofcomplIcatIons and record referrals and treatment of the mother and Infant The
objectIves were 1) to encourage contlnwty ofcare from pregnancy through mter-pregnancy penods,

12



I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I

2) to help IdentIficatIon of at-nsk women and newborns, 3) to promote swtable referral, 4) to
promote InItIatIon of care accordIng to needs, 5) to proVIde a practlcal record of care and 6) to
proVIde a focus for health educatIon about nsk and health care dunng pregnancy and the mter
pregnancy penod

Shah et al , 1993, evaluated the use ofthe HBMR. m 13 developmg countnes mcludIng Egypt The
findmgs revealed that HBMR was an unportant asset m unprovmg the quality and quantIty of
prenatal, postnatal and mter-pregnancy care of mothers and of neonatal health care Other
Improvements were eVIdent m mothers' knowledge about helpful practlces, registratIOn of mothers
and mfants at health centers, InItIatIon of care, vaccmatIon WIth tetanus tOXOId, early IdentIficatIon
of nsk factors both before and after pregnancy and referrals of at nsk persons

In 1986 WHO convened a Tecbmcal Workmg Group to define the essentIal obstetnc care necessary
at first referral level for the reductIon ofmaternal mortalIty and morbidIty, and to descnbe the staff,
trammg, supervisIOn, eqwpment and supphes needed Based on therr report, the WHO, 1991
pubhcatlOn "Essentzal Elements ofObstetrlc Care at First Referral Level" IdentIfied the follOWIng
essential elements ofobstetnc care which should be aVailable at the first referral level, I e the dIstnct
or sub-dIstnct level, usually covenng a populatIOn of 100,000 or more

1 Surgical obstetrIcs mcludIng cesanan sectIOn, reparr of vagmal and cervical tears,
laparotomy for reparr of utenne rupture, hysterectomy, evacuatIon of uterus m abortion,
removal of ectopic pregnancy, ammotomy and oxytOCIn mfuslon to augment labor

2 Medical treatment of sepSIS, shock, eclampSia and hypertensive dIsorders ofpregnancy and
severe anemIa

3 AnaestheSIa

4 Blood replacement

5 Manual procedures and labor momtonng mcludmg manual removal of placenta,
exploratIOn of labor, vacuum extractIOn and partograph

6 Management ofhigh nsk women through maternIty WaItmg homes where high nsk women
can stay and be supervised dunng the last month ofpregnancy

7 FamIly plannmg support mcludmg tubal hgatlOn, vasectomy, IUDs, orals, InJectables and
Implants

8 Neonatal speCIal care

When there IS complete coverage ofthe population WIth pnmary health care and the above essentIal
elements of obstetnc care are proVIded at the frrst referral level, maternal mortality, as well as

13



Elements of a Safe Motherhood Program

Such a program should COnsiSt of

maternal morbuhty, can both be reduced drasttcally Examples are gIven ofhow the prOVISion of
basic maternal serVIces m some developmg countrIes where they had not eXisted before or where
they eXisted but were poorly orgamzed produced dramatIc reductIon m maternal mortalIty, m Chma
from 1500 before 1948 to 50 per 100,000 m 1982, m Cuba from 118 before 1961 to 31 per 100,000
m 1984 and m Malaysia from 320 m 1957 to 107 per 100,000 m 1972

As Outlmed by Campbell, 1995, the mam target set by the Safe Motherhood ImtIatIve IS to halve
maternal deaths by the year 2000 Smce three quarters of maternal deaths result from four dIrect
obstetncal complIcatIons namely hemorrhage, obstructed labor, sepszs and hypertenszve disorders
ofpregnancyplus abortzon, an Ideal safe motherhood program should ann :first to prevent or reduce
these five causes ofmortalIty
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CommUnIty based famdy plannmg and obstetncs selVlce With tramed staff and/or
outreach by such staff to prOVide
fannly plannmg,
prenatal screenmg,
normal delIvery, and
obstetnc first aid

Increasmg awareness of the danger Signs m matermty
enhancIng the counsellmg skIlls ofproVIders
mobllIzmg commUDltIes for transportmg women With obstetnc complIcatIOns

EffectIve Referral With

InformatIon/EducatIon and CommunIcatIon strategy anned at
mcreasmg appropnate and tImely use offamzly plannzng, ante-natal and delzvery services

First referral level facdltIes With 24 beds or more to proVIde the essentIal elements of
obstetnc care as defined by WHO TechnIcal Group quoted above (WHO, 1991)

A means ofcommUDlcatmg between staff at the penpherallevel and first referral level,
A means of transportmg complIcated obstetncal cases to referral serVIces,
A means of coordmatIng care among levels of health prOVIders (e g case management
protocols for all levels and appropnate forms for transmIttIng mformatlOn about cases),
A means ofensurmg the quality of care at all levels
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vn NEONATAL MORTALITY

DefinItIon

Neonatal mortahty 18 defined as the number ofmfants dymg wlthm 28 days ofbirth m ayear per
thousand lzve births m the same year

Magnitude and Causes of Neonatal Mortabty

Accordmg to the latest official estunates, the neonatal mortality rate (NNMR) declmed from 122
per thousand lIve bIrths m 1981 to 91 m 1992, wlnle mfant mortality rate (IMR) declmed from 70
per thousand lIve bIrths to 36 durmg the same penod These figures are considered to be
underestImates, smce the registratIOn ofmfant deaths m Egypt IS mcomplete ThIs IS probably due
to the fact that registraTIon ofbIrths occumng outside health facIliTIeS m rural and poor urban areas
IS often delayed for some weeks to some months Ifthe mfant happens to dIe m the meanwlnle, It
IS neither registered as a birth nor as a death and thus the neonatal and mfant mortality rates are
under-estunated EI-Deeb, 1991 reports that defiCiency m death registraTIon was estImated, before
the 1986 census, to be 19 %, resultlng m 25 % defiCiency m IMR Eshmates based on the 1986
census, Vital registraTIon data and retrospecTIve field surveys of 1984 and 1988 suggest a defiCiency
m IMR of 11 % (9 % m urban and 15 % m rural areas

A large scale naTIonal study reported by Nawar et at, 1987 collected data about the outcomes of
nearly 12,750 pregnancies wlnch occurred m 1980 to determme levels ofpregnancy losses and mfant
mortalIty Fmdmgs ofthat study show NNMR m 1980 to be 53 6 per thousand lIve births and IMR
to be 115 9 per thousand By regIOn of reSidence urban Lower Egypt had the lowest values of
NNMR and IMR, 28 2 and 81 1 per thousand respecTIvely, followed by urban governorates, 33 7 and
847 per thousand respect1vely, whIle rural Upper Egypt had the hIghest values, 87 5 and 1509 per
thousand respeCTIvely By mother's age, the lowest values were those for mothers aged 20-29 years,
namely 47 5 and 1025 per thousand respectIvely For mothers less than 20 years the rates were 73 6
and 1486 per thousand respeCTIvely, wlnle for mothers aged 40-49 years the rates were 54 5 and
1465 By panty the lowest values were for second panty, namely 39 7 and 93 per thousand wlnle
the hIghest was for fifth or hIgher panty at 65 4 and 138 3 per thousand respeCTIvely By the sex of
the mfant male mfants' mortality rates were hIgher 62 2 and 118 7 compared to 44 4 and 113 for
females

Mohamed, 1990, found 25 5 % under-registratIOn of deaths, m a Village m Fayoum dunng 1987
1988 Under-registraTIon was eVIdent especIally for neonatal deaths (72 7 %) compared With 12 5
% for post-neonatal deaths

Several naTIonally representaTIve surveys, (Sayed 1989, Abdel-Azeem 1993 and EI-Zanaty, 1993)
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have proVIded comparable estImates ofIMR and NNMR.. More recently, the 1995 demographtc and
health survey (EI-Zanaty et al , 1996) agam proVIded figures much Ingher than the OffiCIal ones,
namely NNMR 30 4 per thousand and IMR 62 6 per thousand for the five year penod precedIng the
survey, Ie, for the years 1991 to 1995 Thus, the estImates from the survey proVIde values winch
are more than 3 tImes the OffiCIal NNMR and nearly twIce the OffiCIal IMR. The same source
provIdes estImates for successIve five year penods precedIng the survey winch show a marked
declme m both NNMR and IMR., as seen m the table

Years Neonatal Post- Infant
precedmg Approximate MortalIty Neonatal Mortality
survey mld-pomt Rate Mortality Rate

Rate

0-4 1993 304 322 626

5-9 1988 435 388 823

10 - 14 1983 454 512 966

15 - 19 1978 533 63 I 1166

20 -24 1973 626 753 1380

The leadmg causes ofneonatal mortalIty were prematurzty and low bzrth wezght (36 %) and acute
respzratory dzseases (27 %) DIarrhea and dehydratIon caused only 9 % ofneonatal mortalIty, whtle
It was the leadmg cause ofmfant mortalIty bemg responsIble for 59 % ofmfant deaths m the same
penod and loCalIty In a recent study m Qalyubla Governorate (Child Survival ProJectIMOH,
1995) nearly one sIXth (157 %) ofmfants were found to be oflow bIrth weIght, 1 e less than 2500
grams

To reduce neonatal mortalIty, the MilllStry of Health Chtld SurvIVal Project started the EgyptIan
NatIOnal Neonatal Care Program (ENNCP) and establIshed a system of neonatal care centers m
general and dIstrIct hospItals natIonWIde (they numbered 80 at the end of 1995) A book contammg
Guzdelznesfor Egyptzan Hospztal Nurserzes was Issued (CSP, MOHIUSAID, 1996)
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IX. PERINATAL MORTALITY

Pennatal mortahty IS defined as the number offetal deaths at gestahonal age 22 weeks or more
plus mfant deaths wlthm one week after bIrth per one thousand shll and llve bIrths per year TIns
corresponds to a fetus welghmg approxnnately 500 grams and With crown heel length ofabout 25
cennmeters (Somet1mes the cutoff pomt IS set at 24 or 26 weeks of gestanon) Thus defined
permatal mortality mcludes sullbrrths, fetal deaths durmg dehvery and early neonatal mortality

Statlsncs on pregnancy wastage and permatal mortahty m Egypt are scarce, smce most stdlbrrths
resulTIng from dehvenes at home are not regtstered In the preViously CIted nanonal study by Nawar
et aI, 1987, the outcome of nearly 12,750 pregnancIes was detemnned, pregnancy wastages were
Idennfied, and were clasSIfied mto early and late pregnancy wastages, or abortIons and stdlblrths,
stdlbrrths bemg defined as pregnancy losses which occurred at more than 6 completed months of
gestatIOn while abortIOns were consIdered to be those losses which occurred Within the first SIX
months of gestanon The abortIon rate was found to be 108 1 per thousand pregnancIes while the
stl1lbtrth rate was found to be 25 8 per thousand pregnancIes The highest stIllbIrth rate (34 per
thousand) was found among women reSIding In urban Lower Egypt while the lowest (19 2) was
found among women m urban governorates By panty, the highest value was found among women
who had no preVIOUS hvebrrths (28 6 per thousand) and among women who had 4 or more hvebrrths
(27 6 per thousand) By mother's age the highest values were among women aged 35-39 years (36 6
per thousand) and 40-49 years (34 2 per thousand)

HOSpItal based studies prOVIde rates which are not apphcable to the commumty In theIr study In
two hOSpItalS, (Serour et aI, 1981, Youms et aI, 1981, Hefnawy, 1983), out of total of 6794
mothers With 6990 brrths, present a pen-natal mortalIty rate of 85 per thousand hve and stdlbrrths
Accordmg to this study pen-natal deaths are related pOSItIvely With panty and maternal age and
negatively With the mother's educatIOn It was lower With the mothers who were booked at hOSpItal
and higher With those who came to hOSpItal for the first t1me m labor or were referred In labor by a
daya or phySICIan It bore no dIrect relanonshlp With the number of antenatal VISItS but there was a
definite relanonshIp With the mother's condInon at the first antenatal VISIt, thus It was higher among
mothers With severe anemIa (hemoglobin < 8 gms), toxaemIa of pregnancy, dIabetes and ante
partum hemorrhage

Less than half (45 %) the pen-natal deaths occurred In the prepartum penod and could therefore be
clasSIfied as sttllbrrths, 30 % occurred In the Intra-partum penod, I e durmg delIvery while 25 %
occurred post-partum, I e were early neonatal deaths When analyzed most of the causes ofpen
natal deaths were found to be preventable, slIghtly less than half (47 7 %) were caused by asphyxIa,
more than one quarter (28 %) were due to prematurity, nearly one m ten (94 %) to congemtal
malformatIOns, 8 5 % to maternal dIsease and 1 9 % to bIrth trauma

In a study to compare pen-natal mortalIty In pubhc (governmental) and pnvate hOSpItalS m Egypt,
Aboulghar, 1984, found MMR. In pubhc hOSpItalS to be 88 and 83 per thousand hve and sull bIrths
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mthe two penods 1972-1977 and 1978-1981 compared to 16 and 14 per thousand hve and stIllbIrths
m pnvate hospitals m the same 2 penods The dIfference was attnbuted to lack of antenatal care
momtonng among pubhc hospital patients, delayed referral ofpatIents m labor With the subsequent
consequences of obstructed labor and mtrautenne fetal death, patients bemg mostly referred as
emergencies and bemg seen for the first tIme when attended for dehvery, m addition to the poor
soclO-econonnc standards of the patients of the pubhc hospitals ThIs IS m contrast With pnvate
hOSpItal patIents bemg hIghly selectIve With early detectIon ofnsk factors and comphcatIons

In an effort to reduce pen-natal mortahty, Awad, 1991, apphed a fetal biophySical profile score
through routIne ultrasound exammatIon to all pregnant women (160) attendmg a pnvate hospital m
Carro and who dehvered between January 1990 and January 1991 TheIr pregnancy outcomes were
compared With the outcomes of 159 pregnant women who were dehvered before December 1989,
I e before usmg ultrasound exammatlOn There were no stIllbIrths among the 160 dellvenes,
compared to one stIllbIrth (6 3 per thousand) m the control group, neonatal mortalIty rate was 18 7
per thousand compared to 37 7 per thousand m the control group
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