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Abstract: Introduction: The current strategy to combat maternal and infant 

mortality is essentially based on three pillars which are family planning, 

childbirth assisted by qualified personnel (midwife, nurse, doctor) and 

emergency obstetric and newborn Care (EmONC). Objective: Evaluate the care 

of parturients in the gynecology and obstetrics department of the Institute of 

Social Hygiene in Dakar. Patients and Methods: We conducted a retrospective 

and descriptive study conducted over a period of six months from January 1st to 

June 30th, 2019 on the management of births in the Gynecology and Obstetrics 

department of the Hospital Institute of Social Hygiene in Dakar. We studied the 

epidemiological, clinical parameters of parturients and the prognosis of 

childbirth. Results: We collected 689 birth records, representing 8.2% of the 

overall activities of the service and 69% of emergency activities. The 

epidemiological profile of our parturients was that of a young primipare (41%) 

with an average age of 27.4 years, married (96%) with a history of cesarean 

section (14.6%), who had completed at least 4 prenatal consultations (58.1%) 

and carried a pregnancy to term (72%). The evacuees represented (43.7%) 

parturients and came mainly from outside the southern health district (61.8%). 

More than half of the parturients had given birth vaginally (55.3%). The cesarean 

section and instrumental extractions accounted for 44.6% and 0.1%, 

respectively. We recorded 706 births, 98% of which were alive. The stillbirth 

(20) was distributed as follows: 9 fresh stillbirths and 5 macerated stillbirths. 

Conclusion: The current strategy to combat maternal and infant mortality must 

be strengthened on the ground by properly filling out birth records, promoting 

and using partograms and recording fetal heart rate. 

Keywords: Institute of Social Hygiene, Primiparous, Caesarean, Stillbirth, Fetal 

Heart Rate Recording. 
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INTRODUCTION 
According to estimates by the World Health 

Organization (WHO), 529 000 women die each year 

worldwide due to complications during pregnancy, 

childbirth and post-partum conditions, nearly half of 

which occur in sub-Saharan Africa [1]. Other United 

Nations sources confirm that about 287 000 women die 

from pregnancy-related causes and more than half a 

million women die every year worldwide as a result of 

pregnancies or difficult deliveries [2-4]. The results of 

the evaluation survey on the availability, use and quality 

of Emergency Obstetric and Neonatal Care in Senegal 

during the period 2012-2013 reveal that Senegal is far 

from achieving Millennium Development Goals 4 and 5 

[5, 6], and this despite a decrease in the maternal 

mortality rate between 1990 and 2010, from 510 to 392 

maternal deaths per 100,000 live births [7]. The current 

strategy to combat maternal and infant mortality is 

essentially based on three pillars which are family 

planning, childbirth assisted by qualified personnel 

(midwife, nurse, doctor) and emergency obstetric and 

newborn care (EmONC). Our work was conducted with 

the aim of evaluating the management of parturient 

women in the gynecology and obstetrics department of 

the Institute of Social Hygiene in Dakar. 

 

PATIENTS AND METHOD 
We conducted a retrospective and descriptive 

study conducted over a period of six months from 

January 1st to June 30th, 2019 on the management of 
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births in the Gynecology - Obstetrics department of the 

Institute of Social Hygiene Hospital in Dakar. Were 

included in our study all patients admitted for the 

management of their childbirth with more than 22 weeks 

of amenorrhea regardless of the mode of admission 

(evacuated or coming from their home) and regardless of 

the mode of delivery (vaginal delivery or caesarean 

section). 

 

RESULTS 
During the study period, we collected 689 birth 

records, representing 8.2% of the department’s overall 

activities and 69% of emergency activities. The average 

age of the patients was 27.4 years with extremes of 14 

and 45 years. The most represented age group was that 

of 20 to 29 years (50.94%) followed by that of 30-39 

years. The vast majority of patients (96%) were married. 

The average gestity was 2.5 with extremes of 1 and 12. 

Paucigests (38.9%) were more represented followed by 

primigests (37.7%) and multigests (23.4%). The average 

parity was 2.36 with extremes of 1 and 12. Primiparous 

were more represented (41%) followed by pauciparous 

(40%) and multiparous (19%). Most parturients (59%) 

resided outside the Southern District. Abortion was the 

most common obstetrical antecedent (17%) followed by 

caesarean section (14.6%). More than half of the 

parturients (58.1%) had received at least 4 prenatal visits. 

Pathological pregnancy was found in 89 patients 

(12.9%). The most common pathologies were diabetes 

(3.4%), arterial hypertension (2.6%) and hepatitis B virus 

infection (2.5%). Parturients were mostly admitted 

between midnight and 8 a.m. (37.9%) followed by 8-4 

pm. in 32.7%. Evacuees accounted for 43.7% of 

parturients. They came mainly from outside the southern 

health district (61.8%). The majority of parturients were 

carriers of a full-term pregnancy (72%). Prematurity and 

the exceeded term were found in 11% and 18%, 

respectively. Almost all patients were carriers of a single 

pregnancy (97%). We recorded 3% of twin pregnancies. 

The measurement of uterine height was normal in just 

over half of the parturients (59%). Excessive uterine 

height was found in 17% of patients. On admission, the 

fetal heart rate was normal in 95.5% of parturients. The 

abnormalities found were tachycardia (2.3%), 

bradycardia (1%) or fetal heart rate irregularity (1.2%). 

The examination at admission found ruptured 

membranes in 34.5% with an amniotic fluid that was 

most often clear (23.5%). The presentation of the summit 

was the most found (96%) followed by that of the 

headquarters (4%). In our series, 19% of the parturients 

had a moderately narrowed pelvis and 2% a surgical 

pelvis. At admission, 56.6% of parturients were in the 

latency phase of labor, 2.9% were not in labor and 19.4% 

were in the active phase. However 3.8% had expelled. 

We noted peculiarities in the workflow in 46% of the 

patients. These were 130 labor tests (18.87%), 67 uterine 

tests (9.7%), 76 work directions (11%) and 45 labor 

triggers (6.5%). More than half or 55.4% of patients 

benefited from work monitoring using the 

cardiotocograph and complicated work was found in 

25.5% of patients. These were mainly cases of non-

reassuring fetal state in 71.8% of the cases. Nearly two 

thirds of our parturients, or 74.3%, had a working time 

between 1 and 8 hours. More than half of the parturients 

had given birth vaginally, i.e. 55.3%. The cesarean 

section and instrumental extractions accounted for 

44.6% and 0.1%, respectively. Among the patients who 

had a vaginal birth, 32.7% underwent an episiotomy and 

we recorded 8.4% of tears. Cesarean section was 

performed most often for patients in groups 1 (31.3%) 

and 5 (21.7%) of the Robson classification. 

 

 
Figure 1: Distribution of patients who had a cesarean delivery according to the Robson classification at Institute 

of Social Hygiene between January 1st and June 30th, 2019 (N=307) 

 

In our series 87.4% of newborns had an Agar 

score of 7 and 12.6% <7 at the 1st minute, at the 5th 

minute 70.4% had an Apgar score < 10 and 29.6% at 10. 

More than half or 52% of newborns were female and 

48% male. We recorded 13.3% of hypotrophic 

newborns, 82% of eutrophic newborns, and 4.7% of 

macrosomal newborns. More than two thirds, or 69%, of 

newborns were admitted to neonatology. The main 
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reason for transfer was the non-reassuring fetal state in 

59.4% followed by prematurity in 18.9% and low birth 

weight in 11.6%. Among newborns transferred to 

neonatology, 17.39% died during hospitalization. We 

recorded 706 births, 98% of which were alive. The 

stillbirth (20) was distributed as follows: 9 fresh-born 

deaths in a context of retroplacental hematoma and 

uterine rupture which respectively represented 4% and 

0.6% of complications and 5 deaths macerated on 

maternal diabetes field (3.4%). 

 

DISCUSSION 
During the study period, we collected 689 birth 

records, representing 8.2% of the service’s overall 

activities and 69% of emergency activities. The 

gynecology-obstetrics department is a reference in 

maternal and neonatal care. There were an average of 

5000 deliveries per year. During the year 2016, the 

department recorded 8495 consultations including 1326 

prenatal consultations (15.6%). The profile of the 

parturient was that of a young primiparous (41%) with 

an average age of 27.4 years, married (96%) with a 

history of cesarean delivery (14.6%) and having 

completed at least 4 prenatal visits (58.1%) and carriers 

of a full-term pregnancy (72%). This profile corresponds 

to that of the maximum fertility period in Senegal, which 

is between 20 and 29 years [8]. The average age of our 

patients is approaching that found in the series of 

Lankoandé [9], Andrianmady [10], and Bokossa [11]. In 

a study done by Belinga in Cameroon, the average age 

was 24.7 6.9 years and multiparous were the majority 

and lived in a common-law relationship (47.1%) [11]. 

Childbirth on scar uterus in our series represented 

14.65%. This rate is higher than that found in the series 

of Cyr Espérance Koulimaya-Gombet with 9.6% [12]. 

More than half of the parturients (58.1%) had at least 4 

prenatal visits, which corresponds to WHO 

recommendations [7-15]. Our parturients had performed 

more prenatal consultations than those who had given 

birth in Mali in district VI of the commune of Bamako 

where the parturients who had performed at least four 

prenatal consultations accounted for 33.7% [16]. During 

our study period, most parturients were admitted 

between midnight and 08 hours in the morning (37.9%). 

This is consistent with the study by Dr. Peter Martin 

which shows that spontaneous deliveries are more likely 

to occur at night and at dawn. He evokes an ancestral 

hypothesis [17]. This theory applies without any 

complications with our rate of patients coming on their 

own of 56.3%. Patients admitted during our study were 

transferred from other structures in 43.7% of cases. This 

value is significantly higher than that reported by Mbaye 

(10.8%) [18]. The Institute of Social Hygiene is a 

reference health structure in the Southern Health District. 

The majority of evacuations come more from areas 

outside the District (61.8%). This gives an idea of the 

workload and especially of the emergency activity. At 

admission 56.6% of parturients were in the latency phase 

of labor. The majority of our patients were in labor at 

admission (79.8%) with a predominance of the work 

latency phase (56.6%). This rate is comparable to that 

found in the RCL Andriamady study where the vast 

majority of women (71%) were admitted while they were 

already in work, including 9.4% in the expulsion phase 

[19]. In our series, noted peculiarities in the course of 

work in 46% of patients. These were 130 labor tests, 67 

uterine tests, 76 labor directions and 45 labor triggers. 

The induction of labor is defined as an obstetric 

intervention intended to artificially induce uterine 

contractions allowing the dilation of the cervix and the 

descent of the fetal presentation in order to achieve birth. 

It is a common practice in obstetrics that deserves to be 

known and reassessed in order to ensure quality care for 

the patients concerned [20]. In our study, the induction 

of labor was done in 6.53% of parturients, which 

complies with the recommendations of the World Health 

Organization of 1985. The direction of the work is 

essentially done with the help of Syntocinon® marketed 

in the form of 1 ml ampoules that contain 5 international 

units (IU) of synthetic oxytocin. The administration of 

Syntocinon® is carried out intravenously (IV) or 

intramuscularly (IM). It is often preceded by an 

amniotomy. Its onset of action is rapid and less than 1 

minute for the IV route and 2 to 4 minutes for the IM 

route. In developed countries, particularly in France, 

according to the 2010 perinatal survey, 58% of patients 

with spontaneous labor received synthetic oxytocin 

during labour. (primiparas and multiparas combined) 

[21]. This value is significantly higher than that of our 

study where only 11.03% of parturients benefited from a 

work direction. The labor test is a commitment test of the 

presentation of the summit of limited duration (2 to 3 

hours) under conditions acceptable for the fetus and the 

mother and is done in case of moderate narrowing of the 

maternal pelvis. The labor test had been performed on 

parturients who had a moderately narrowed pelvis (18%) 

without any other pathology requiring a caesarean 

section from the outset. According to a study conducted 

by Cissé [22], the labor test did not induce a significantly 

greater risk than that related to prophylactic cesarean. 

Despite the constraints of obstetrical practice in Black 

Africa, the test of labor in moderately constricted basins 

must be the rule whenever possible even with exclusively 

clinical labor monitoring [23]. The uterine test, which is 

the attempt at vaginal delivery on a scar uterus, was 

performed in 9.7% of our parturients. In front of a 

woman with a scarred uterus, the information provided 

should present the attempt at vaginal delivery and the 

iterative caesarean section. The decision on the delivery 

route should be made with the obstetrician’s agreement 

no later than the eighth month, taking into account 

individual risk factors for uterine test failure and uterine 

rupture. The uterine test is the preferred option for 

patients who do not have multiple risk factors. It is 

recommended that an obstetrician be on site when the 

obstetrical context suggests a higher risk of failure of the 

uterine test or uterine rupture [24]. More than half or 

55.4% of patients benefited from work monitoring using 

the cardiotocograph. In our structure, we note an 

acceptable rate of use of monitoring in the workplace 
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compared to other reference structures in the country but 

which remains low despite its considerable expansion in 

daily obstetric practice. In 2002, in the US, 85% of 

fetuses were monitored by electronic monitoring [25, 

26]. In France, this rate was 99% [27]. 

 

During our study period, more than half of the 

parturients had delivered vaginally (55.3%). The 

cesarean section and instrumental extractions accounted 

for 44.6% and 0.1%, respectively. Our cesarean section 

rate of 44.6% is very high with reference to the 

recommendations of the World Health Organization 

which recommends a cesarean section rate between 10 

and 15% of deliveries [28, 29]. Other African series 

report lower rates almost half of our study: Cissé [30], 

Mbaye [31], and Ouédraogo [32] with 25.2%, 21% and 

21.6% respectively. Robson’s classification, 

classification into 10 groups, is a method of assessing 

and comparing the factors that contribute to cesarean 

rates and their effects. It also allows for comparisons to 

be made between institutions, regions and countries that 

use such a system [33, 34]. We found that group 1 

(Nullipare, single pregnancy, cephalic presentation, term 

37 weeks of amenorrhea, spontaneous labor) and group 

5 (history of caesarean section, single pregnancy, 

cephalic presentation, term 37 weeks of amenorrhea) 

recorded the highest rates respectively 31.3% and 21.7%. 

This same observation was made in the series of Robson 

[35], and Mbaye [36]. The reason for the greater 

contribution of group 1 to the cesarean rate is the 

significant share of nulliparous in our study 41%, hence 

the importance of a good evaluation of the pelvis of 

parenting. Group 10 (single pregnancy, term < 37 weeks 

of amenorrhea) occupied an important place in our study 

with 10.4%. Le Ray, in his series, also reported that 

group 10 contributed enormously to the rate of 

caesareans in type 3 maternity hospitals [37]. We 

recorded 706 births of which 98% were alive, 87.4% of 

the newborns had an Agar score of 7 and 12.6% had an 

Apgar score of < 7 at the 1st minute, at the 5th minute. 

70.4% had an Apgar score of < 10 and 29.6% = 10. 

Female sex predominated (52%). The majority, 82% of 

newborns had a normal weight, 13.3% were born with 

low weight. This rate of low birth weight is comparable 

to that found in a study conducted in Senegal (10.7%) 

[38]. In our series, 69 newborns were admitted to 

neonatology. The main reason for transfer was the non-

reassuring fetal state in 59.4% followed by prematurity 

in 18.9% and low birth weight in 11.6%. Neonatal 

mortality remains a concern in our environment and 

several factors, including those related to the 

organization of the transfer of newborns at the level of 

care structures contribute to it. In a study conducted in 

the Congo, the transfer rate in neonatology was 12.9% 

with prematurity as the main reason for transfer [39]. In 

a study conducted in Dakar between 2013 and 2014, the 

main reasons for transfer were sepsis (35.4%), 

respiratory distress (33.8%) and low birth weight 

(33.1%). Mortality among the newborns transferred was 

22.3% [40]. The stillbirth (20) was distributed as follows: 

9 fresh-born deaths in a context of retroplacental 

hematoma and uterine rupture which respectively 

represented 4% and 0.6% of complications and 5 deaths 

macerated on maternal diabetes field (3.4%). Fetal death 

in-utero is a public health problem of varying incidence 

worldwide with 5 births in developed countries and 10 to 

50 in developing countries, which is consistent with our 

stillbirth rate (20) [41]. 

 

CONCLUSION 
The current strategy to combat maternal and 

infant mortality must be reinforced on the ground by 

properly filling out birth records, promoting and using 

partograms and recording fetal heart rate. 
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