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Abstract  Original Research Article 
 

Obstetrical emergencies are a real health problem around the world. The WHO has estimated that each year more than 

half a million women die from obstetric complications worldwide. These obstetrical emergencies present themselves 

in various clinical forms and their causes are multiple and variable. They require specific and well-coded management, 

which helps to minimize maternal and neonatal morbidity and mortality. Objectives: To describe the epidemiological, 

therapeutic and evolutionary aspects of obstetrical emergencies admitted to the operating room of the maternity ward 

of Aristide Le Dantec Hospital. Patients and Methods: This is a descriptive cross-sectional study with retrospective 

data collection. It covered a period of 8 months (January 1st to August 31st, 2021) and involved 248 patients. Results: 

The frequency of obstetrical emergency admissions was 18.77%. The average age of the patients was 29.52 years with 

extremes of 15 and 44 years. Most of the pregnancies were full term (43.2%). The average gestational age was 2.16 ± 

1.10 and the average delivery number was 1.16 ± 1.12. The main obstetrical emergencies recorded were: dystocia 

(41.53%), fetal hypoxia of all causes (41.02%), hypertensive emergencies (25.81%), hemorrhagic emergencies 

(15.33%) and infectious emergencies (14.92%). Caesarean section was performed in the majority of parturients 

(94.35%) and spinal anesthesia was the most common anesthesia technic used in 64.53% of cases. Fetal mortality was 

5.13%. Maternal mortality was 1.21% and was mainly related to hemorrhagic shock. Discussion and Conclusion: 

Obstetrical emergencies are frequent at Aristide le Dantec Hospital. They occur in young parturients, mostly 

primiparous. They are responsible for a still high morbidity and mortality. The reduction of maternal and fetal 

mortality is a major public health objective. It could be achieved through better patient education, medicalized 

monitoring of high-risk pregnancies and improvement of the technical equipment. 
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INTRODUCTION 
The anesthesiologist plays an important role in 

the management of obstetrical emergencies. Optimal 

management of the emergency requires prior reflection 

on the organization of care and the application of 

procedures to be implemented. The clinical symptoms 

of obstetrical emergencies and their causes are multiple 

and variable. 

 

The World Health Organization has estimated 

that each year more than half a million women die from 

pregnancy-related complications. The management of 

these obstetrical emergencies remains a major public 

health objective, especially in developing countries 

where 99% of annual maternal deaths related to 

pregnancy occur [1]. 

 

It is in this context that we conducted this 

study whose objective is to determine the 

epidemiological, clinical, therapeutic and evolutionary 

aspects of patients admitted to the operating room of the 

maternity department of Le Dantec hospital for the 

management of an obstetrical emergency. 

 

MATERIALS AND METHODS 
This is a retrospective study of obstetrical 

emergencies managed in the operating room of the 

gynecological and obstetrical clinic of Aristide le 

Dantec Hospital. The duration of the study was eight 
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months from January 1st, 2021 to August 31st, 2021. 

All patients admitted to the operating room for 

obstetrical emergencies were included. We excluded 

patients with incomplete medical records. Data were 

collected on an Excel file from maternity records, 

anesthesia records, and the operating room book. Excel 

and sphinx 2.0 software were used to analyze the results 

obtained. 

 

RESULTS 
A total of 248 patients were collected in our 

study, and the number of emergency room consultations 

at the gynecological and obstetrical clinic during this 

period was 1321. The frequency of admission to 

obstetric emergencies was 18.77%. The average age of 

the patients was 29.52 years with a standard deviation 

of 5.17. The extremes were 15 and 44 years. 

Pregnancies were full term in 43.2%. The average 

gestational age was 2.16 ± 1.10 and the average 

delivery number was 1.16 ± 1.12. Pregnancies were full 

term in 43.2% of cases and 15.9% of the women had an 

extended or overdue term. 

 

 The main obstetrical emergencies found were 

dystocia and hypertensive emergencies, hemorrhagic 

emergencies, and infectious emergencies. Cases of 

beating umbilical cord prolapse, molar abortion and 

threatened premature delivery were noted. Table 1 

shows the distribution of obstetrical emergencies 

according to their frequency. In our study, dystocic 

causes (43.51%) are represented mainly by pelvic 

abnormalities, macrosomia, maternal fetal 

disproportions and scarred uteri. 

 

We found 64 cases of severe preeclampsia 

including 3 cases of eclampsia, i.e. a frequency of 

25.81% for hypertensive emergencies. No case of 

isolated hypertensive emergency was identified in our 

study. Hemorrhagic emergencies included antepartum 

hemorrhage (12.91%) (placenta prevae, retro-placental 

hematoma, ruptured ectopic pregnancy) and postpartum 

hemorrhage (2.42%). A frequency of 15.33% of 

bleeding emergencies was found in our study. Direct 

infectious emergencies requiring urgent management in 

the operating room represented 14.92% of our series. 

These were premature rupture of membranes and 

suspected chorioamnionitis. 

 

Fetal hypoxia of all causes, whether funicular 

or not, was found in 41.02% of cases. This is the set of 

patients who presented an abnormality of the fetal 

cardiac rhythm during their monitoring. 

 

Caesarean section was the most frequent 

surgical indication in 94.35% of cases. Salpingotomy 

and laparotomy for ectopic pregnancy were surgical 

indications in 2.42% of cases. Perineal repair was 

performed in 1.41% of cases. Hysterectomy and cervix 

cerclage were performed in 2 cases (0.81%) 

respectively for postpartum hemorrhage due to uterine 

atony and threat of early delivery due to cervix opening. 

Fetal heart rate abnormalities were reported in 41.01%. 

 

Spinal anaesthesia was the most performed 

anaesthetic technique in 64.52% of cases. The 

remaining cases were represented by general anesthesia 

with orotracheal intubation. The newborns had an 

APGAR score higher than 7 in 84% of the cases and 

5% of them were stillborn. Maternal mortality was 

1.21%. All maternal deaths occurred in a hemorrhagic 

context, 75% of which were secondary to a ruptured 

ectopic pregnancy. The perinatal mortality rate was 

5.13%. 

 

Table 1: Distribution of obstetrical emergencies according to their frequency 

Obstetrical emergencies Number % 

Dystocia 103 43,51 

Hypertensives 

Emergencies 

Preeclampsia 61 24,6 

Eclampsia 3 1,21 

Haemorrhagic emergencies Retro-placental hematoma (RPH) 16 6,45 

Postpartum hemorrhage (PPH) 6 2,42 

Placenta preavia(PP) 5 2,02 

Ectopic pregnancy(EP) 6 2,42 

Uterine rupture 5 2,02 

Infectious Emergencies Pre-term membranes rupture and suspected chorioamnionitis 13 14,94 

Others Prolapsus of umbilical cord 3 1,21 

Molar abortion 1 0,4 

Threat of early delivery 2 0,8 

 

DISCUSSION 
Obstetrical emergencies are a real health 

problem in our regions. In our study, we found a high 

frequency of obstetrical emergency admissions at 

18.7%. The same observation was made in certain 

series in Africa, particularly in the studies of Tchaou 

and Boyoma [2, 3], which respectively found a 

frequency of admission to obstetrical emergencies of 

31.8% and 29.6%. In Morocco in 2010, Zouini et al., in 

their study found a lower frequency of 2.4% [4]. On the 

other hand, the frequency of obstetric emergency 
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admissions is lower in developed countries and is 

estimated at 1% [5]. This difference is probably 

secondary to the fact that pregnancies are poorly 

monitored or not monitored at all in developing 

countries [6]. On the other hand, the low socioeconomic 

level makes access to quality care difficult. In our 

series, obstetrical complications occur in young women 

with an average age of 29.52 years. Patients under 25 

years of age represent 27.44% of the population in our 

series. This trend is similar to that found in the studies 

of Chaou et al., Lèye and Fall et al., [2, 7, 8]. Sidiki B 

Guindo [9] showed that women under 20 years of age 

represented 21.28% of his series. Barboza et al., [10] 

reported an average age of 23.6% with 42.25% of 

women under 20 years old. Young women are 

characterized by physical immaturity of the pelvis and 

perineum, which exposes them to pregnancy-related 

complications. This trend is also linked to the fact that 

in some regions of Senegal, early weddings are still 

practiced and pregnancy in young women constitutes a 

risk of obstetrical emergencies. Owono et al., [6] in 

their study found that 74% of complicated pregnancies 

occurred in single women with an average age of 25.7 ± 

7.3 years. Pregnancies were carried to term in 43.2% of 

cases, a result similar to that of Lèye [7] who found that 

53% of pregnancies were carried to term. For Owono 

[6], 44% of pregnancies in young women were carried 

to term. Because of its geographical location, its 

technical facilities and the specialists who work there, 

Aristide Le Dantec Hospital is a last resort obstetrical 

referral facility. Patients who request the facility are 

often admitted late. The main groups of obstetrical 

emergencies found in our series were dystocia 

(14.51%), hypertensive emergencies (preeclampsia and 

its complications) in 25.91% of cases, hemorrhagic 

emergencies (15.33%) and infectious emergencies 

(14.92%). A similarity was found in the study of Fall 

ML [8], as well as Tchaou [2] who reported a frequency 

of 32.1% for dystocia, 21.7% for hemorrhagic 

emergencies and 16.4% for hypertensive emergencies. 

Early pregnancies are associated by a pelvic anomaly 

that must be diagnosed and managed very early to avoid 

dystocic labor. Owono [6] and Andriamady [11] found 

a higher frequency of hypertensive emergencies in 

72.3% and 63.5% of cases. 

 

Hypertension during pregnancy is a major risk 

factor for mortality. It is a public health problem in the 

world. It can lead to serious complications. An adapted 

and well codified treatment is necessary for this 

pathology. We found 24.6% of cases of severe 

preeclampsia with 1.21% of eclampsia. Tchaou [2] 

reported 9.8% of severe preeclampsia and 1.8% of 

eclampsia contrary to Lèye and Fall [7, 8] who reported 

higher frequencies of eclampsia 70% and 23.2%. This 

can be explained by the organization of the maternity 

ward with the permanent presence of a resuscitation 

anesthetist and the transfer of severe forms of 

preeclampsia to the intensive care unit and the initiation 

of magnesium sulfate-based treatment [12]. The 

management of obstetrical emergencies is based on a 

multidisciplinary approach in which the role of the 

intensive care anesthetist is no longer in question. 

Wherever there is a surgical maternity hospital, there 

should be at least one resuscitating anaesthetist with the 

appropriate technical equipment and personnel [13]. 

Caesarean section is the most common surgical 

procedure performed during obstetrical emergencies, as 

in the series by Sidiki B. Guindo [9] and Boyoma BM 

[3], who found a prevalence of this technique at 71.9% 

and 53%. This can be explained by the importance of 

antepartum complications including fetal indications. 

The decision to perform an upper abdominal extraction 

depends on the clinical condition of the parturient and 

the fetus, but also on the existence or not of biological 

disorders and other therapeutic possibilities. This high 

frequency of cesarean section can be explained by the 

late admission of patients after a transfer from another 

facility, with an indication for cesarean section already 

established. Rapid uterine evacuation is an integral part 

of the therapeutic arsenal for eclampsia. It is associated 

with a considerable reduction in maternal mortality 

[14]. Thus we can understand why Barbosa et al., [10] 

found a frequency of 94.36% of cesarean sections in 

their series. In our series, spinal anesthesia was the 

anesthetic technique used in 64.52% of cases and 

general anesthesia with tracheal intubation was used in 

35.48% of cases. During the management of obstetrical 

emergencies, the choice of anesthetic technic can 

sometimes be difficult. In practice, the use of the color 

code for cesarean section helps to define the most 

appropriate anesthetic technic [15]. Obstetrical 

complications have a serious impact on the health of the 

mother and child [13], as shown by the maternal 

mortality rate, which remains high. The large series of 

studies conducted in Africa show the problems 

surrounding this question [16, 17]. Owono [6] reported 

a higher maternal mortality of 9.6%. In our series, all 

the deaths occurred in the context of antepartum 

hemorrhage and perinatal mortality was 5.13%. This 

result is similar to those reported by Tchaou and 

Boyoma [2, 3]. The management of obstetric 

hemorrhage still causes enormous difficulties in our 

regions. The non-availability of blood products in real 

time and the absence of structured blood transfusion 

units were responsible for a high rate of therapeutic 

failure. Other causes of maternal death have been 

reported in the literature such as severe forms of 

pregnancy toxemia and infections [7, 8, 18]. In 

developed countries, maternal mortality was 12 per 

100,000 cases in 2015, compared with 239 per 100,000 

births in developing countries [19]. There are 

significant disparities between countries, within 

countries, between low- and high-income populations, 

and between rural and urban populations. The lifetime 

risk of maternal death, i.e., the probability that a young 

woman will die from a cause related to pregnancy or 

childbirth, is 1 in 4900 in developed countries, 

compared with 1 in 180 in developing countries [19]. In 

countries known for their fragility, this risk is 1 in 54 
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cases, as a result of the collapse of health systems [1, 

19]. The high proportion of maternal deaths in 

developing countries (99%), with sub-Saharan Africa 

and South Asia alone accounting for 86%, shows that 

much more needs to be done in public health to improve 

maternal and child health. 

 

CONCLUSION 
Obstetrical emergencies are frequent at 

Aristide le Ledantec Hospital. They occur in young 

parturients and mostly primiparous. They are still 

responsible for a high maternal and perinatal morbidity. 

To achieve MDG 5 to reduce maternal and child 

mortality by 2030, public health efforts must be made. 

Improving socioeconomic conditions and strengthening 

the equipment of health facilities are essential steps in 

the implementation of sustainable solutions in order to 

integrate the concept of safe motherhood. 
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