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ABSTRACT
Background: Despite government efforts to reduce maternal mortality, the risk of a woman dying from obstetric
complications is about one in six in the poorest regions of the world compared to one in thirty thousand in North
Europe. The objective was therefore to describe the clinical socio-demographic aspects and to establish the maternal
and fetal prognosis of obstetric emergencies.
Methods: This was a descriptive cross-sectional prospective study over a 6-month period from January 1 to June 30,
2020 carried out at the maternity ward of the Ignace Deen national hospital (Conakry university hospital) in Guinea.
The study looked at a continuous series of 662 obstetric emergency cases.
Results: The frequency of admission of obstetric emergencies was 22.62%. They concerned young women (29.5
years old) on average, first-time mothers (53.32%), with low income professional activities, evacuated from a
peripheral maternity unit (63.14%), no schooling (44.9%), married (92.3%), using the more often a means of public
transport (66.5%) and whose pregnancies were poorly monitored (63.9%). Fetal emergencies were dominated by
acute fetal distress (91.3%) and maternal emergencies were dominated by hypertensive emergencies (pre-eclampsia
and eclampsia 37.44%) followed by hemorrhagic emergencies (last trimester hemorrhage and postpartum hemorrhage
34.34%). Pregnant and parturient women were more frequently admitted to labor (62.7%) and gave birth more
frequently by caesarean section (86.70%). the staff reacted promptly to make a treatment decision in 75.5% of cases
within fifteen minutes. emergency procedures were performed in less than fifteen minutes in almost all cases (97.4%),
specific treatment was carried out in less than an hour in the majority of cases (68.3%). The maternal case fatality rate
was 4.1% with the main cause of death being hemorrhagic shock of 51.8%. The stillbirth rate was 17.4%.
Conclusions: The anticipation of emergency obstetric care (SOU) and close collaboration between the obstetrician,
the anesthesiologist-resuscitator are essential in the management of obstetric emergencies.
Keywords: Obstetric emergencies, Socio-demographic, Clinical, Treatment, Prognosis, Guinea

INTRODUCTION
Pregnancy is a happy and natural event which, however,
may require urgent consultations or interventions.
Pregnancy, if it is carried out properly, leads to a live

birth and constitutes for women a criterion of social
valorization.
However, for thousands of women, the outcome of
pregnancy can be fatal.
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Safe motherhood is one of the dearest dreams of all
women, and making this dream come true is the primary
duty of all obstetric care providers.
Obstetric emergencies are dramatic clinical situations
involving the maternal and/or fetal vital prognosis in the
short term. These are all circumstances which, by their
occurrence or their discovery, induce or suggest a
functional or vital risk for the mother and the fetus. if
medical or surgical action is not taken immediately.1
They are a major public health concern in the world,
especially in developing countries like ours, Guinea.
WHO estimates that each year around the world, at least
half a million women die from obstetric complications
and 3% of some 120 million children born each year
experience acute fetal distress and about 90,000 of them.
they die immediately from this respiratory distress.2-4 The
vast majority of these deaths have occurred in low-and
middle-income countries where efforts have been made
to improve delivery rates in health facilities and despite
these efforts, 60 million births are currently taking place
outside of health facilities. health structures including 52
million without qualified assistance.5
Complications of pregnancy, difficult to predict, usually
appear early in childbirth and often require timely
management to avoid death and severe morbidity. 6
Numerous studies on maternal mortality have shown that
the quality of obstetric services, as well as the provision
of timely and adequate care for obstetric emergencies, are
essential to reduce maternal morbidity and mortality in
institutions.7
These obstetric emergencies are represented in particular
by hemorrhages, arterial hypertension and its
complications, obstructed labor, infections and acute fetal
distress; maternal mortality and stillbirth are the dramatic
results of these complications. The importance and
severity of the complications are primarily related to the
consequences of illiteracy, lack of health education, low
socioeconomic level, insufficient medical infrastructure
as well as a lack of qualified personnel.8,9
These conditions are typical of developing countries.
Emergencies in the labor room remain frequent in
developing countries like ours.
They are responsible for high fetal-maternal morbidity
and mortality despite the progress made in many
countries to improve maternal care, and the majority of
African women still do not have sufficient access to these
care services. obstetrics. Lack of knowledge of the
physiological mechanisms of childbirth, delayed
evacuation, poor monitoring of pregnancy and noncompliance with monitoring of labor by the partograph
are all factors found in the occurrence of these
emergencies.2-10

Thus, the objective of the present study was to describe
the socio-demographic, clinical, therapeutic aspects and
to establish the maternal and fetal prognosis of obstetric
emergencies.
METHODS
This was a descriptive cross-sectional prospective study
over a period of 6 months from January 1 to June 30,
2020 carried out at the maternity ward of the Ignace deen
national hospital (Conakry university hospital) in Guinea.
The study covered a continuous series of 662 obstetric
emergency cases.
Inclusion and non-inclusion criteria prevailed in the
selection of the sample. Were included in the study all the
women admitted for an obstetric pathology involving the
maternal and/or fetal prognosis requiring immediate
treatment and having agreed to participate in the study
and were not included in the study, women admitted to
the service whose condition does not require immediate
treatment and who’s maternal and / or fetal prognosis was
not involved.
Sampling was done by the study population consisted of
all the women admitted for an acute pathology occurring
during pregnancy, during childbirth or in the 42 days
following and for whom a precise diagnosis and rapid
treatment were necessary in order to preserve the
prognosis. maternal and/or fetal vital. The sampling was
exhaustive.
We followed the patients from their admission to the
maternity hospital until their discharge.
Data was collected from patient records, childbirth
registers, on-call reports and the operating report register.
The variables studied were: socio-demographic
characteristics, clinical and therapeutic data and those of
the evolution of the prognosis.
RESULTS
Frequency
During the study period we recorded 2,927 obstetric
consultations including 662 cases of emergencies, ie a
frequency of 22.62%.
Sociodemographic characteristics
Age: The average age is 25.9±6.1 years with extremes of
14 and 44 years. The most represented age group was that
of 26-30 years with respectively 27.3 and 27.0%.
Profession: Several professional categories had been
identified: liberal (40.4%), housewife (28.0%),
high/student (23.0%) and salaried (8.6%).
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Level of education: The majority of women were out of
school, i.e. (44.9%). Status matrimonial: the majority of
women live in a matrimonial home (married), i.e. 92.3%.
Table 1: Distribution of women by mode of admission
and reason for evacuation.
Setting
Homes
Evacuated
Immediate
postpartum
hemorrhage
Dystocia
Eclampsia
Placental hematoma
Severe preeclampsia
Placenta previa
Cord procidence
Acute fetal pain

Frequency Percentage (%)
244
36 .86
418
63.14
25

5.98

51
56
95

12.20
13.39
22.72

53

12.67

22
5
113

4.80
1.20
27.04

Structures of origin of patients
Most of the evacuated patients come from municipal
health centers (maternity level 2), i.e. 44.02% followed
by private clinics with 39.32%.
Means of transport used: The most frequently used
means of transport was public transport (66.50%)
followed by personal car with 21.30%.
Residence: The patients most frequently came from the
municipalities of Ratoma (35.5%) and Matoto (30.5%).
Parity: First-time mothers were the most frequently
represented, i.e. 53.32%, followed by pauciparae
(29.2%).
Prenatal consultation (ANC): the average number of
prenatal consultations was 2.83 with extremes of 0 to 6.
Pregnancies were more frequently followed in health
centers (maternity level 1) or 55.13% followed by
medical centers communities (28.1%).
Clinical data
History of cesarean section: It was noted in 435 out of
662 patients (65.71%).
Mode of delivery: Delivery was carried out in the
majority of cases by cesarean section, i.e. 86.70% against
11.9% for vaginal delivery and 1.40% after laparotomy
for uterine rupture.
Type of vaginal birth: The vaginal delivery was
predominantly eutocic (75.95%) compared with 24.05%
obstructed delivery.

Table 2: Distribution of patients by type of
emergency.
Type of emergency
Fetal
Obstructed
présentations
Cord procidence
Acute fetal pain
Kindergarten
Dystocia
Infection
Anémia
Pre-eclampsia
Eclampsia
Retro-placental
hematoma
Placenta previa
Uterine rupture
Postpartum
hémorrage
Pre-rupture
syndrome

Frequency
230

Percentage (%)
34.74

14

6.1

6
210
585
49
4
97
143
76

2.6
91.3
88.36
8.37
0.70
16.58
24.44
13.00

121

20.68

40
9

6.83
1.53

31

5.30

15

2.56

Table 3: Admission period.
Admission period
Pregnancy
Work phase
latency phase
Active phase
Post partum
Total

Frequency
189
414
304
111
58
662

Percentage (%)
28.5
62.7
45.9
16.8
8.8
100

Supported
Table 4: Distribution of patients according to the
existence or not and type of obstetric or surgical
intervention performed.
Setting
No
Yes
Caesarean
Instrumental
extraction
Hemostatic
hysterectomy
Uterine revision
Suture of soft parts

Frequency
146
516
583

Percentage (%)
22
78
90.0

11

1.7

2

0.2

38
16

5.9
2.2

Cervix: 4 (0.77%); vagina: 3 (0.58%); perinea: 9 (1.74%)

Need for blood transfusion: Of the 662 obstetric
emergency cases, 144 patients had received a blood
transfusion, i.e. 21.8%.
Time limit for therapeutic decision-making: It was less
than or equal to 15 minutes in the majority of cases
(75.5%).

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

Volume 9 · Issue 12 Page 4801

Balde IS et al. Int J Reprod Contracept Obstet Gynecol. 2020 Dec;9(12):4799-4805

Table 5: Distribution of patients according to the
evolution of the course of childbirth.
Setting
Simple
Complicated
Anemia
Eclampsia
Death
Arterial
hypertension
Parietal lesions

Frequency
438
224
157
16
27

Percentage (%)
66.16
33.84
70.08
7.14
12.05

8

3.5

16

7.14

Deadline for emergency actions: It was less than 15
minutes in almost all cases (97.4%).
Specific treatment time: It was less than or equal to 1
hour in the majority of cases (68.3%). It was between 1-2
hours in 26.50% of cases.
Medical treatment: It was dominated by antibiotic
therapy (67.02) followed by antihypertensive treatment
(17.8%) and blood transfusion (15.18%).
Prognosis
Maternal prognosis: We recorded 27 cases of maternal
death out of 2,655 live births, i.e. a case fatality rate of
4.1% and a ratio of 922.44 per 100,000 live births. The
causes of death were dominated by hemorrhagic shock
(51.8%) followed by eclamptic coma 33.3%.
Neonatal prognosis: Status of the newborn: the newborn
was alive and well in 43.3%, presented neonatal distress
in 39.3% and stillborn in 17.4%.
Neonatal complications: they were dominated by death
(43.4%) followed by respiratory distress (22.6%) and
prematurity (19.6%).
Type of perinatal mortality: antepartum mortality was the
most frequently encountered (85.2%) against 8.7% early
neonatal mortality and 6.1% perpartum fetal mortality.
DISCUSSION
Frequency
This study reveals a high frequency of obstetric
emergencies (22.62%).
This frequency is comparable to that of Bagnan et al in
Cotonou in Benin reporting 21.7% obstetric
emergencies.11 On the other hand, it is lower than that
reported by Lokossou et al.12 in the same country (chu of
Oueme plateau in Benin) or 34.8% and that of Boyoma et
al in Congo reporting 29.6% of obstetric emergencies. 13
Our frequency is on the other hand higher than that
reported by Moutounbo et al in Congo or 6.03%. 14

The relatively high frequency in our series could be
explained by the fact that the maternity unit of the Ignace
deen national hospital is currently the only functional
referral center for maternal health receiving obstetric
emergencies in the Guinean capital (city of Conakry) and
neighboring prefectures. These reported frequencies show
that obstetric emergencies generally remain a public
health problem affecting mainly developing countries and
testifying to the level of the health system in these
countries.
Sociodemographic characteristics
The average age of our patients and the most represented
age groups were consistent with data from the
international literature Tshonga et al in Gabon, Oliveira
et al.15,16 in Brazil. The average age found in our series
corresponds to the period of intense obstetric activity in
accordance with data in the literature.17,18
Compared to the socio-professional layer, our results
dominate those of Blaise et al at the university of Parakou
in Benin.19 These low-income women are subjected to
stress and significant physical exertion, thus promoting
the rapid onset of complications during pregnancy. In
addition, their state of no schooling is a source of
ignorance with regard to the rules for monitoring
pregnancies with the end result of the abandonment of
prenatal consultations because of the onset and late
discovery of complications during pregnancy.
The predominance of married women in our series
(92.3%) would be due to the cultural and religious
context of our country, which hardly admits any
conception outside marriage. On the other hand, the
presence of single people could be explained by the lack
of prenatal care due to the abandonment by their family.
More than half of the patients in our series were
evacuated (63.14%) with non-medical transport in
87.80% of cases. This high rate of obstetric evacuation in
our series shows that high-risk pregnancies are initially
followed in peripheral maternities (health centers and
medico-communal centers) and are evacuated only for
complications, unlike the organization of the health
system which recommends at-risk pregnancies must be
taken care of in referral maternity hospitals. This contact
poses the problem of revitalizing the referral and counterreferral system in our regions.
Unlike the evacuated cases, a non-negligible rate
(36.86%) of obstetric emergencies were admitted to the
hospital coming directly from their home, which would
contribute positively to reducing the first two longawaited delays in the risk management of obstetric
emergencies; and the most frequently found reason for
evacuation was acute fetal distress (27.04%) followed by
retroplacental hematoma, eclampsia and dystocia with
22.72, 13.20% and 12 respectively, 20%. The high
frequency of acute fetal distress in our series could be

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

Volume 9 · Issue 12 Page 4802

Balde IS et al. Int J Reprod Contracept Obstet Gynecol. 2020 Dec;9(12):4799-4805

explained by the delay in evacuating patients in transport,
in decision-making and in management. That of retroplacental hematoma, eclampsia and obstructed labor
could be linked to the poor quality of prenatal follow-up
and the management of deliveries.
The high influx of patients from the communes of
Ratoma and Matoto is linked to the fact that these two
communes are the most populated in the capital on the
one hand and on the other hand the lack of health
structures in these localities and insufficient qualified
personnel.
The first-time mothers were the most frequently
represented, i.e. 53.32%, followed by the pauciparous
with 29.02%. At Brazzaville CHU, admissions to
obstetric emergencies were dominated by first-time
mothers (42%).18 In their series, primiparity was
associated with preeclampsia and eclampsia in the
majority of admitted cases.18 In Benin, multiparas
(34.59%) and first-time mothers (27.83%) were in the
majority.17 So, the gravido-puerperium of this category of
pregnant women is punctuated by many obstetric
problems due to the immaturity of the body and the
inexperience associated with early marriages.1,20 The
average number of antenatal consultations found in our
2.83% series is clearly below the number required by the
WHO, recommending 8 antenatal contacts per
pregnancy.21
Admittedly, prenatal follow-up constitutes an effective
preventive activity that makes it possible to improve the
outcome of pregnancies and the early detection of certain
pathologies linked or associated with pregnancy and
prevent their progression to more serious situations; but
their number is not enough, we must add to this the
quality for better prenatal monitoring.
Clinical data
History of cesarean section
It was noted in 65.71% of patients. High frequency
compared to that reported by Blaise et al in Benin
(11.4%). This difference could be explained by our
cesarean section rate (86.70%) under the influence of the
influx of scarred uterus.19
In Bouaké in the ivory coast, scarred uteri were
considered to be a factor in uterine rupture. 20 Lansac, for
his part, estimates the relative risk of uterine rupture and
placenta previa at 5 after surgery on the uterus. 22 In a
multivariate study in Burkina Faso using logistic
regression, six risk factors were retained as being
associated with the occurrence of obstetric emergencies
among them the history of cesarean section multiplied the
risk of severe maternal morbidity by 7 (relative risk=6,
9).23 Our results are superimposable on those of the
majority of developing countries.

Type of obstetric emergency
The causes of obstetric emergencies are the same from
study to study. In our series maternal emergencies
predominated over fetal emergencies, i.e. 88.36 versus
34.74%.
Fetal emergencies were predominated by acute fetal
distress or 91.3% and maternal emergencies were
dominated by hypertensive emergencies (preeclampsia
and eclampsia) with 37.44% followed by hemorrhagic
emergencies (last trimester hemorrhage and postpartum
hemorrhage.) with 34.34%. Our results are close to those
of Bagnan et al in Benin, reporting that hemorrhagic and
hypertensive emergencies and acute fetal distress were
predominant with 36% respectively; 24.5 and 15.3%. 11
With regard to certain specific causes, the frequency of
obstructed labor observed in our department (8.37%) is
lower than that reported by Blaise et al in Benin
(32.1%).19 In this etiological group, pelvic abnormalities
occupied the first place. This observation highlights the
poor quality of prenatal follow-up and the monitoring of
labor associated with insufficient coverage of qualified
personnel capable of detecting high-risk pregnancies and
thus avoiding serious obstetric evacuations linked to
obstructed labor. In our series, hemorrhages in the last
trimester of pregnancy were the first etiology of
hemorrhagic emergencies, a different result from that of
Blaise et al in Benin, reporting a predominance of
postpartum hemorrhage.19 All these hemorrhagic
emergencies have the particularity of often involving the
vital prognosis of the mother and the fetus because of the
extent of the hemorrhage that it causes, resulting in the
installation of a state of shock.
In general, the management of these hemorrhagic
emergencies is often confronted with the unavailability of
blood product and the lack of financial resources of the
patients. High blood pressure during pregnancy is a
global public health problem and a major risk factor for
mortality during pregnancy. In the absence of well-coded
management, it progresses to major complications also
found in our series. Acute fetal distress is vital for the
fetus within hours or even days of the onset of hypoxia. It
can be without serious consequences, or lead to fetal
death or brain damage with sequelae. It requires rapid and
adequate management.
Mode of delivery
The delivery prognosis depends mainly on the nature of
the obstetric emergency in progress and the associated
history, most of which appear to be real risk factors. In
the present study, in 86.70% of cases; the delivery ended
with a caesarean. A rate similar to ours was reported by
Mutombo et al in Congo (85.53%).14 Cesarean section is
a surgical act to save the maternal fetus and is the most
frequent outcome of childbirth in the majority of obstetric
emergencies in the labor room. In Cotonou the rate of
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emergency caesarean section was 57.26% and at the
Brazzaville CHU the rate was 46%.17,18 Thus, the highest
rate of cesarean section is observed in our series. This
disparity in results could be explained by the diversity of
emergencies depending on the country, the means and
quality of care available as well as the habits of each
obstetrician. It should be noted all the same, that these
rates are still high in Africa on the sidelines of WHO
recommendations setting them outside of 15%.24

Obstetric hemorrhagic emergencies constitute a specific
situation which requires immediate multidisciplinary
management in which obstetricians, intensive care
anesthetists and interventional radiologists are involved.
Obstetric hemorrhages have several characteristics: Their
severity is the main cause of maternal death in the world
representing 24% of cases, neither predictable nor
avoidable 8 to 9 deaths in 10 seem to be directly linked to
inadequate care.27

Admission period

Neonatal prognosis: It was severe during this study with
17.4% stillbirth. Giving birth in an emergency situation
thus multiplies the risk of stillbirth by more than 6 in our
series.

The period of labor was the most frequently encountered
at 62.7% followed by emergencies during pregnancy
28.5%. These results could be explained on the one hand
by the method of admission of these patients, most of
whom were evacuated after having stayed in peripheral
structures; on the other hand, that she came to the
hospital when she noticed uterine contractions.

Limitations
The only one recorded is the incorrect filling of a few
files following the overload of work to be done by the
doctors on call (in flow especially at night).

Supported
CONCLUSION
The management of obstetric emergencies is well
codified today and the analysis of the results of our study
shows that the recommendations were generally well
followed. However, the complications observed both in
the delivery room and in the operating room are linked
not to a weakness in the care system, but to the
seriousness of the clinical condition of the patients
admitted, often with multiorgan disease. therapeutic
attitude was based on clinical data. In order to reduce
fetal and maternal mortality, an operating kit system was
put in place to deal with the emergency as soon as it
arose. Thus 90% of our patients were caesarean and
21.8% received blood transfusion. Although the
therapeutic attitude depends on the maternal-fetal
prognosis, it appears that the cesarean section is the first
therapeutic indication in the event of obstetric emergency
in the constant concern of maternal and fetal rescue.

This study allowed us to understand that obstetric
emergencies constitute a real public health problem in our
environment because of the very reserved prognosis that
they impose on the mother-child couple. The etiologies
are diverse, dominated especially by hemorrhagic
emergencies, hypertensives and obstructed labor.
Reducing the morbidity and mortality associated with
obstetric emergencies requires improving the quality of
care, from educating patients to consult early to
improving the technical platform and medical inputs.
Funding: No funding sources
Conflict of interest: None declared
Ethical approval: The study was approved by the
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