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Abstract 

Objectives: Describe the epidemiological profile of patients, specify the characteristics of the delivery 

and evaluate the maternal and perinatal prognosis at the Maternity Hospital Institute of Social Hygiene 

in Dakar. 

Materials and Methods: This was a retrospective and descriptive study conducted over a period of six 

months from January 1 to June 30, 2019, involving all women who gave birth in the Gynecology-

Obstetrics Department of the Institut d'Hygiène Sociale Hospital in Dakar. 

Results: During the study period, we collected 689 delivery records, i.e., 8.2% of the department's 

overall activities and 69% of emergency activities. The epidemiological profile of the patients was that 

of a woman with an average age of 27 years, married (96%), with an average parity of 2, and residing 

outside the Southern Health District of Dakar (58%). More than half of the patients (58.1%) had 

received at least 4 prenatal consultations. The majority of parturients had a single pregnancy (97%) at 

term (72%). Uterine height measurement and fetal heart rate assessment were normal in 59% and 

95.5% of the sample respectively. The vaginal touch revealed ruptured membranes in 34.5% of the 

patients with amniotic fluid that was mostly clear (68.1%) and a vertex presentation (96%). Clinical 

pelvimetry allowed the diagnosis of 19% of moderately narrowed pelvises and 2% of surgical pelvises. 

Slightly more than half of the parturients (56.6%) were in the latent phase of labor. We recorded 130 

labor events (18.9%), 67 uterine events (9.7%), 76 directions of labor (11%), and 45 labor inductions 

(6.5%). In our series, 55.4% of the patients had benefited from labor monitoring by cardiotocograph 

and complications were found in 25.5% of the patients. These were mainly cases of non-reassuring 

fetal status (71.8%). More than half of the parturients (55.3%) had given birth by vaginal delivery. 

Caesarean sections and instrumental extractions represented 44.6% and 0.1% of deliveries respectively. 

Complications recorded (6.8%) were dominated by retroplacental hematoma (4%) and eclampsia 

(1.1%). We recorded 98% live births. Most newborns (87.4%) had an Apgar score of 7 or more at the 

first minute. We recorded 82% eutrophic, 13.3% hypotrophic, and 4.7% macrosomic newborns. Among 

the newborns transferred to neonatology (9.8%), 17.4% died during hospitalization. Stillbirth was 

estimated at 20‰ live births.  

Conclusion: Childbirth constitutes the main emergency activity at the Maternity Hospital of the 

Institute of Social Hygiene of Dakar with low maternal and perinatal morbidity and mortality. 

 
Keywords: Delivery, caesarean section, institute of social hygiene, maternal prognosis, perinatal 

prognosis 

 

Introduction 

Maternal mortality is a real public health problem in the world, particularly in developing 

countries, which pay the highest price. Indeed, according to World Health Organization 

(WHO) estimates, 529,000 women die each year worldwide from complications of 

pregnancy and childbirth, nearly half of which occur in sub-Saharan Africa [1]. Other United 

Nations sources estimate that more than half a million women die every year in the world as 

a result of difficult pregnancies or deliveries [2, 3, 4]. In Senegal, despite the efforts made, the 

maternal mortality rate remains high at 236 per 100,000 live births [5]. Current strategies to 

combat these deaths, which are most often related to hemorrhage and dystocia, are based on 

family planning, assisted delivery by qualified personnel (midwife, nurse, doctor) and 

emergency obstetric and neonatal care (EmONC). At the Maternity Hospital of the Institute 

of Social Hygiene, which is a national reference, EmONC is available 24 hours a day, and 
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 we wanted to evaluate the care of the parturients we 

received during the first half of 2019 through this study. 

 

Materials and Methods 

Type of study 

This was a retrospective and descriptive study conducted 

over a period of six months from January 1 to June 30, 2019 

on the management of deliveries in the Gynecology-

Obstetrics Department of the Hospital Institute of Social 

Hygiene in Dakar. 

 

Patient selection criteria 

All patients admitted for delivery management were 

included in our study, regardless of the mode of admission 

(evacuated or from home) and regardless of the mode of 

delivery (vaginal delivery or cesarean section). 

 

Data collection and analysis  

The data were collected from the delivery records. The data 

were entered using the Sphinx version 5 software and the 

data were analyzed using the Epi info version 3.5 software. 

 

Results 

Frequency 

During the study period, we collected 689 delivery records, 

i.e. 8.2% of the department's overall activities and 69% of 

emergency activities. 

 

Socio-demographic characteristics 

The epidemiological profile of the patients was that of a 

woman with an average age of 27 years, married (96%), 

with an average parity of 2, and residing outside the 

Southern Health District of Dakar (58%). The socio-

demographic characteristics of the patients are summarized 

in Table 1. 

 
Table 1: Socio-demographic characteristics of patients who 

delivered at the IHS hospital in Dakar between January 1 and June 

30, 2019 (N=689) 
 

Patient characteristics Number (n) Frequency (%) 

Age (years) 

Less than 20 83 12 

20 à 29 351 50,9 

30 à 39 228 33,1 

40 and older 27 3,9 

Marital status 

Married 661 96 

Single 21 3 

Divorced 7 1 

Parity 

Primipare 282 41 

Paucipare 276 40 

Multiparous 131 19 

Residence 

Outside the South District 407 59 

South District 282 41 

 

Antenatal follow-up data 

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

least 4 prenatal consultations. A pathological pregnancy was 

found in 89 patients (12.9%). The most frequent pathologies 

were diabetes (3.4%), arterial hypertension (2.6%), and 

hepatitis B virus infection (2.5%). The data from the 

prenatal follow-up of the patients are summarized in Table 

2. 

Table 2: Antenatal follow-up data for patients Who Delivered at 

the IHS hospital in Dakar between January 1 and June 30, 2019 

(N=689). 
 

Prenatal follow-up data Number (n) Frequency (%) 

Number of prenatal visits 

None 30 4,4 

1 32 4,6 

2 67 9,7 

3 160 23,2 

4 and more 400 58,1 

Pathologies encountered 

None 600 87,1 

Pregnant hypertension / Preeclampsia 18 2,6 

Diabetes 24 3,4 

Hepatitis B virus infection 17 2,5 

 

Data at admission 

Time and mode of admission 

The majority of parturients had full-term pregnancies (72%). 

Prematurity and late term were found in (11%) and (18%) 

respectively. 

 

Clinical data 

The majority of parturients had a full-term pregnancy 

(72%). Prematurity and late term were found respectively in 

(11%) and (18%). Almost all patients had a single 

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

Uterine height measurements were normal in slightly more 

than half of the parturients (59%). Excessive uterine height 

was found in 17% of them. On admission, the fetal heart 

rate was normal in 95.5% of parturients. The abnormalities 

found were tachycardia (2.3%), bradycardia (1%) or 

irregularity of the fetal heart rate (1.2%). The vaginal 

examination revealed ruptured membranes in 34.5% of the 

patients with amniotic fluid that was most often clear 

(68.1%). The apex presentation was the most common 

(96%), followed by the breech presentation. Clinical 

pelvimetry allowed the diagnosis of 19% of moderately 

narrowed pelvises and 2% of surgical pelvises. Slightly 

more than half of the parturients (56.6%) were in the latency 

phase of labor. 

 

Labor and delivery data 

Particularities of labor 

In our series, we noted particularities in the course of labor 

in 46% of patients. These were 130 labor tests (18.9%), 67 

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

inductions (6.5%) (Table 3). 

 
Table 3: Particularities of labor in patients who gave birth at the 

IHS hospital in Dakar between January 1 and June 30, 2019 

(N=689). 
 

Particularities of the work Number (n) Frequency (%) 

No particularities 371 54 

Proof of labor 130 18,9 

Uterine test 67 9,7 

Direction of labor 76 11 

Artificial induction of labor 45 6,5 

 

Labor monitoring 

In our series, 55.4% of the patients had undergone labor 

monitoring by cardiotocograph and complications were 

found in 25.5% of the patients. These were mainly cases of 

non-reassuring fetal status (71.8%). 
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 Duration of labor 

In our series, nearly 2/3 of our parturients (74.3%) had a 

duration of labor between 1 and 8 hours (Figure 1). 

 

Mode of delivery  

During the study period, more than half of the parturients 

had given birth by vaginal delivery (55.3%). Caesarean 

section and instrumental extraction represented 44.6% and 

0.1% of deliveries respectively (Table 4). Regarding the 

indications for cesarean section, groups 1 (31.3%) and 5 

(21.7%) of the Robson classification were the most 

represented (Figure 2). 

 
Table 4: Distribution by mode of delivery of parturients who 

delivered at the IHS hospital between January 1 and June 30, 2019 

(N=689). 
 

Mode of delivery Number (n) Frequency (%) 

Natural vaginal delivery 381 55,3 

Subterranean delivery after suction 

cup application 
1 0,1 

Scheduled cesarean section 21 3,1 

Emergency cesarean section 286 41,5 

Total 689 100 

 

Prognosis 

Maternal prognosis 

During the study period, we recorded 48 complications 

(6.8%) during delivery. These were cases of retroplacental 

hematoma (4%), eclampsia (1.1%), pre-rupture syndrome 

(0.6%), uterine rupture (0.6%) and chorioamniotitis (0.6%) 

(Table 5). No maternal deaths were noted. 

 
Table 5: Distribution according to labor complications in patients 

who delivered at the IHS between January 1 and June 30, 2019 

(N=689). 
 

Labor complications Number (n) Frequency (%) 

Aucune 658 93,2 

Placenta abruptio 28 4 

Eclampsia 8 1,1 

Pre-uterine rupture 4 0,6 

Uterine rupture 4 0,6 

Chorioamnionitis 4 0,6 

Total 706 100 

 

Neonatal prognosis 

In our series, we recorded 706 births of which 98% were 

live. Most newborns (87.4%) had an Apgar score greater 

than or equal to 7 at the first minute. We recorded 82% 

eutrophic, 13.3% hypotrophic, and 4.7% macrosomic 

newborns (Table 6). Sixty-nine newborns (9.8%) were 

admitted to the neonatology unit. The main reason for 

transfer was non-reassuring fetal status (59.4%), followed 

by prematurity (18.9%) and low birth weight (11.6%). Of 

the neonates transferred to the neonatology unit, 17.4% died 

during hospitalization. Stillbirth was estimated at 20‰ live 

births.  

 
Table 6: Distribution by birth weight of newborns at the IHS 

hospital between January 1 and June 30, 2019 (N=706). 
 

Birth weight (grams) Number (n) Frequency (%) 

Less than 2500 94 13,3 

Between 2500 and 3999 579 82 

Greater than or equal to 4000 33 4,7 

Total 706 100 

 

Discussion 

Epidemiology 

Deliveries accounted for 8.2% of the department's overall 

activities and 69% of emergency activities. This high 

frequency of deliveries in our emergency activities shows 

that the IHS Maternity Hospital participates significantly in 

the national effort to increase the proportion of deliveries 

assisted by qualified personnel, which is estimated at 74% in 

2019 in Senegal [5]. This also justifies the need to increase 

the service's capacity in terms of delivery tables, neonatal 

resuscitation tables, and hospital beds for postpartum care. It 

is also necessary to reinforce the number of health care 

personnel, in particular the midwives who are directly 

involved in the management of deliveries. The 

epidemiological profile of our parturients does not differ 

from those found in the literature [6, 7, 8, 9] and corresponds to 

that of the maximum fertility period in Senegal, which is 

between 20 and 29 years of age [10]. During prenatal follow-

up, more than half of the parturients (58.1%) had at least 4 

prenatal visits, which corresponds to WHO 

recommendations [11, 12, 13, 14, 15].  

 

Time and mode of admission 

During our study period, most parturients were admitted 

between midnight and 8 am (37.9%). This is consistent with 

the results of a British study conducted between 2005 and 

2014 with a sample size of more than five million births. 

The author showed that spontaneous deliveries were more 

likely to occur between 1 a.m. and 6:59 a.m. with a peak at 

4 a.m. He evokes an ancestral hypothesis. Indeed, our 

ancestors lived in active and dispersed groups during the 

day, and gathered to rest at night. Thus, a nighttime delivery 

and birth probably provided some protection for the mother 

and newborn [16]. Our rate of incoming evacuations (43.7%) 

is much higher than that reported by Mbaye (10.8%) [17]. 

This proves that the IHS Maternity Hospital, housed in a 

level I hospital, functions as a level III Maternity Hospital 

because a significant proportion of our obstetrical 

admissions come from level II or III Maternity Hospitals 

with sometimes severe pathologies. The IHS Maternity 

Hospital is therefore a reference in the Southern Health 

District but also at the national level. In fact, we received 

parturients from health facilities in other regions of the 

country. 

 

Labor and delivery management 

Particularities of labor 

In particular situations, vaginal delivery required obstetric 

intervention. Thus, we performed 130 labor tests (18.9%) on 

moderately narrowed pelvises. In a study conducted in 

Dakar, Cissé [18] reported that the labor test did not induce a 

significantly greater risk than that associated with 

prophylactic cesarean section. According to Cissé [18], 

despite the constraints of obstetrical practice in Black 

Africa, proof of labor in moderately narrowed pelvises 

should be the rule whenever possible, even with exclusively 

clinical labor monitoring [18]. 

Artificial induction of labor was performed in 45 patients 

(6.5%). In our practice, it is almost exclusively done for a 

medical indication, in particular artificial hypertension, 

diabetes, intrauterine growth retardation, premature rupture 

of the membranes or overdue term. This would probably 

explain the low rate of induction of labor that we recorded 

compared to developed countries where this intervention 
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 concerns at least one woman out of five, with rates that have 

stabilized in France since 2010 (22.1% in 2010 and 22% in 

2016) [19]. 

 

Labor surveillance 

In our series, 55.4% of the patients had received labor 

monitoring by cardiotocograph. In our structure we note an 

acceptable rate of use of monitoring in the labor room 

compared to other reference structures in the country, but 

which still remains low despite its considerable expansion in 

obstetric practice, on a daily basis. In 2002, in the United 

States, 85% of fetuses were monitored by electronic 

monitoring [20, 21]. In France, this rate was 99% [22].  

 

Delivery data 

During our study period, more than half of the parturients 

had a vaginal delivery (55.3%). Caesarean section and 

instrumental extractions accounted for 44.6% and 0.1% 

respectively. Our caesarean section rate of 44.6% is very 

high in relation to the recommendations of the World Health 

Organization [23] which considers that the ideal caesarean 

section rate should be between 10 and 15% of deliveries [24]. 

Other African series such as Cissé [24], Mbaye [25] and 

Ouédraogo [26] report lower rates than ours with respectively 

25.2%, 21% and 21.6%. Concerning the indications for 

cesarean section, we found that group 1 (nulliparous, single 

pregnancy, cephalic presentation, term ≥ 37 weeks of 

amenorrhea, spontaneous labor) and group 5 (previous 

cesarean section, single pregnancy, cephalic presentation, 

term ≥ 37 weeks of amenorrhea) were the most represented, 

with 31.3% and 21.7% respectively. This same observation 

was made in the series of Robson [27], Mbaye [28] and 

Delbaere [29]. 

The reason for the greater frequency of group 1 in the 

indications for caesarean section is the large proportion of 

nulliparous women in our study (41%), hence the 

importance of a good evaluation of the prognosis of the 

delivery, in particular the performance of pelvimetry. 

 

Maternal-fetal prognosis 

During the study period, we did not record any maternal 

deaths. We obtained 692 live births (98%). Most newborns 

(87.4%) had an Apgar score ≥ 7 at 5 minutes. Stillbirths 

were estimated at 20‰ live births. These included 9 fresh 

stillbirths in the setting of retroplacental hematoma and 

uterine rupture and 5 macerated stillbirths in maternal 

diabetic terrain (3.4%). In-utero fetal death is a public health 

problem with a variable incidence worldwide: 5 ‰ births in 

developed countries and 10 ‰ to 50 ‰ births in developing 

countries [30].  

The majority of newborns (82%) were of normal weight. 

Only 13.3% had low birth weight. This rate is comparable to 

that found by Sarr [31] in Guédiawaye in the suburbs of 

Dakar, which was about 10.7%.  

Sixty-nine newborns (9.8%) were admitted to the neonatal 

unit. The main reason for transfer was non-reassuring fetal 

status (59.4%) followed by prematurity (18.9%) and low 

birth weight (11.6%). 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 (LBW) (33.1%) [32]. In Congo, Katamea [33] reported 

in 2014, a transfer rate to Neonatology was 12.9% slightly 

higher than ours with prematurity as the main reason for 

transfer. The transfer rate to Neonatology is a good 

reflection of the management of pregnancy and delivery. 

 

 
 

Fig 1: Distribution by duration of labor among patients who 

delivered at IHS between January 1 and June 30, 2019 (N=689) 

 

 
 

Fig 2: Indications for cesarean section according to Robson's 

classification in patients who delivered at IHS between January 1 

and June 30, 2019 (N=307) 

 

Conclusion  

Childbirth is the main emergency activity carried out at the 

Maternity Hospital of the Institute of Social Hygiene with a 

high caesarean section rate, zero maternal mortality and a 

relatively low stillbirth rate. The improvement of these 

indicators would require an increase in the technical 

platform of the structure and an increase in qualified human 

resources. 
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