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Abstract 

Objectives: To calculate the proportion of partogram use in the department, to describe the epidemiological profile of 
parturients, to identify the main reasons for not filling out the partogram and to establish the maternal and fetal 
prognosis in the gynaecology-obstetrics department of the Donka National Hospital, University Teaching Hospital of 
Conakry.  

Methodology: This was a prospective analytical cross-sectional study lasting six (6) months. All patients admitted to 
the department during the study period with a longitudinal presentation (cephalic, breech), permeable pelvis with a 
minimum of 28 weeks of gestational age with a live fetus were included in the study. The following were not included 
in this study: patients admitted for extreme obstetric emergencies (haemorrhagic placenta previa, retro-placental 
haematoma, uterine rupture, eclampsia....), patients admitted for prophylactic caesarean section; patients with a 
gestational age of less than 28 weeks of amenorrhoea and all contraindications to vaginal delivery with a live foetus. 
Word software from the 2007 office pack, Epi DATA3.1 was used for data entry, SSPS 20.0 was used for data analysis 
and Power Point software for presentation. The Chi-square test was used for the variables and a probability of p<0.05 
was obtained in favour of an association between the variables compared.  

Results: Out of a total of 402 patients, the partogram was opened in only 269 patients, i.e. 67%, while 133 patients, i.e. 
33%, did not receive a partogram. The epidemiological profile of the patients was that of women aged 20-24 years 
(31.3%), a housewife (34.1%), primiparous women (64.2%) and women who had not attended school (39.1%). 13.02% 
of the partograms were filled in correctly and 86.98% were filled in inadequately. 60% of the partograms were filled in 
correctly when they were carried out by a doctor, and only 12.8% were carried out by a midwife. Hypokinesia was found 
to be the most common anomaly, 60.59%, and the majority of patients (96.3%) did not cross the alert line. The reasons 
given by the staff interviewed for not filling out the patients were: lack of motivation on the part of the providers 
(25.56%), emergencies and overflowing activities in the delivery room (15.03%). Half of the staff interviewed did not 
give any reason for not filling out the partogram (50.37%). A previous caesarean section at the last delivery was found 
in 2.7% of the patients. The proportion of newborns without labour monitoring with a partogram with an APGAR score 
of less than 7 was 30.8%, compared with 11.2% with labour monitoring with a partogram. More than 2/3 of the births, 
79.56%, that took place before the alert line was crossed, against 20.44% of the alert line. The morbidity is 3.7% for 
births before crossing the alert line against 20% after crossing it. The overall maternal morbidity is 6.5%: It is 5.57% 
under partogram, and 8.3% without partogram. Fetal mortality is 2.6% for those who gave birth under labour 
monitoring with partogram, and 3% for those who did not give birth under labour monitoring with partogram. We did 
not record any maternal deaths. 
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Conclusion: The partogram is an indispensable tool in labour monitoring. We note a better maternal-fetal prognosis in 
patients who have given birth under partogram monitoring. The improvement of the quality of filling in the partogram 
would be achieved through the motivation of medical staff and supervision.  
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1. Introduction 

The partogram is an instrument exclusively for the monitoring and management of labour to identify abnormalities and 
make decisions in time to ensure a safe delivery (WHO) [1]. The graphical analysis of the progress of labour developed 
from Friedman's publications in 1954. In 1972, Philpott and Castle developed Friedman's concept into a labour 
monitoring tool by adding so-called "action" and "warning" lines to the graph. The current partogram is intended to 
monitor not only the progress of labour, but also the health of the mother and the fetus during labour. The aim is to 
detect labour abnormalities at an early stage in order to improve maternal and fetal management [2]. Numerous studies 
on the partogram, notably in South-East Asia, Tanzania, Senegal and Mali, have shown its effectiveness and low cost [3]. 

In ZIMBABWE, according to the WHO, the perinatal mortality rate was reduced from 5.8 to 0.6% with the use of the 
partogram [4]. In MALI, a decrease in the maternal death rate from 131 to 106.6 per 100. According to the same study, 
there was a significant decrease in the frequency of fetal distress from 74 to 41 per 1,000 live births and the stillbirth 
rate decreased from 65 to 32 per 1,000 live births with the use of the partogram [5]. Guinea, like many developing 
countries, has introduced the partogram through the Ministry of Health as a tool to reduce maternal-fetal mortality 
rates. A study conducted in 4 maternity hospitals in Conakry showed that the use of the partogram increased from 18% 
to 27% and the percentage of complete partograms increased from 46% to 52%. 70% of providers were trained on the 
partogram and 60% said they used it systematically [6].  

The objectives of this study were to calculate the proportion of partogram use in the department, to describe the 
epidemiological profile of patients, to identify the main reasons for not filling out the partogram and to establish the 
maternal and fetal prognosis in the gynaecology-obstetrics department of the Donka National Hospital, Conakry. 

2. Methodology  

This was a prospective analytical cross-sectional study of six (6) months. All patients admitted to the department during 
the study period with a longitudinal presentation (cephalic, breech), patent pelvis with a minimum of 28 weeks 
gestational age with a live fetus were included in the study. The following were not included in this study: patients 
admitted for extreme obstetric emergencies (haemorrhagic placenta previa, retro-placental haematoma, uterine 
rupture, eclampsia....), patients admitted for prophylactic caesarean section; parturients with a gestational age of less 
than 28 weeks of amenorrhoea and all contraindications to vaginal delivery with a live foetus. Word software from the 
office pack 2007, Epi DATA3.1 was used for data entry, SSPS 20.0 was used for data analysis and Power Point software 
for presentation. The Chi-square test was used for the variables and obtaining a probability p<0.05 is in favour of a link 
between the variables compared. The variables studied were: 

 The quantitative ones: proportion of use of the partogram, maternal age, parity, number of prenatal 
consultations, Apgar score, duration of the partogram and the child's weight at birth. 

 Other qualitative data: profession, level of education, mode of delivery, anomalies detected, reasons given by 
health workers for not filling out the partogram, quality of filling out the partogram, qualification of the filling 
out agent, whether or not the alert line was crossed, maternal morbidity, maternal mortality, foetal morbidity, 
foetal mortality.  

3. Results  

3.1. Proportion of use of the partogram 

out of a total of 402 patients, the partogram was opened in only 269 patients, i.e. 67%, while 133 patients, i.e. 33%, did 
not receive the partogram.  
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3.2. The epidemiological profile  

 Maternal age: the 20-24 age group was the most affected (31.3%), followed by the 20-24 age group (23.42%). 
The average age was 24.3 years with extremes of 14 and 45 years 

 Parity: most of our patients were primiparous 64.2%, followed by pauciparous 23.6%. 
 Occupation: housewives were in the majority 34.1% followed by professionals 30.1%.  
 Level of education: those who did not attend schools were the most numerous 39.1% followed by those with 

secondary education 30.1%. 

3.3. Obstetrical  

 Quality of filling the partogram: during the study period, we recorded 269 patients who gave birth under 
labour monitoring with a partogram. Of these Partograms, 35 were correctly filled out or 13.02% and 234 were 
insufficiently filled out or 86.98%. 

 Qualification of the filling agent: the correct filling is 60% when it is done by a doctor, 12.8% for full time 
midwives and no partogram was correctly filled by trainee midwives. 

 Anomalies detected: at the end of the study, it was found that hypokinesia was the most common anomaly 
encountered 60.59%. 

 Crossing or not crossing the alert line: for the majority of patients 96.3%, the alert line was not crossed; 
during this time, it was noted that the longer the partogram, the greater the risk of fetal morbidity, 11 cases out 
of 55, i.e. 20%, compared to 3.7% when the alert line was not crossed.  

 The reasons given by the health workers for not filling out the partogram: lack of motivation of the 
providers 25.56%, emergencies and overflowing activities in the delivery room 15.03%. 50.37% of the staff 
questioned did not justify not filling out the partogram.50.37% Other reasons given: lack of monitoring and 
control of the partograms by the supervisors and the reception of patients with dilatation of 8cm and more.  

 Relationship between antecedent caesarean section at last delivery and mode of delivery: antecedent 
caesarean section at last delivery was found in 11 women (2), i.e. 2.7%, who delivered by caesarean section, i.e. 
18.2%, compared with 9 cases by vaginal delivery, i.e. 81.8%. 

 Relationship between the opening or not of the partogram and maternal morbidity: we note that the 
overall maternal morbidity is 6.5%. It is 5.57% under partogram, and 8.3% without partogram. 

 Maternal mortality: we did not record any maternal deaths. 
 Relationship between the opening or not of the partogram and the APGAR score: we observed that 

82.34% of the newborns had an higher APGAR score equal to 7, against 17.66% having a score lower than 7. 
However, the proportion of the newborns without monitoring of the labour with partogram having an APGAR 
score lower than 7 was 30.8%, against 11 .2% with monitoring of the labour with partogram. 

 Relationship between crossing the alert line and foetal morbidity: more than two thirds of births (79.56%) 
that take place before the alert line is crossed, as opposed to 20.44% after. In fact, morbidity is 3.7% for births 
before the alert line is crossed, compared with 20% after it is crossed. 

 Relationship between type of delivery and fetal morbidity: the majority of our patients had natural 
deliveries (95.2%), compared to 4.8% of caesarean sections. However, the morbidity was 36.9% when the 
delivery was by caesarean section, whereas it was 6.7% for vaginal delivery. 

 Relationship between the opening or not of the partogram and fetal mortality: we note that 67% of 
patients gave birth under labour supervision with partogram, and 33% without partogram. Fetal mortality was 
2.6% for those who gave birth under labour monitoring with a partogram, and 3% for those who did not give 
birth under labour monitoring with a partogram.  

4. Discussion  

4.1. Proportion of use of the partogram  

out of a total of 402 patients, the partogram was only opened to 269 patients, i.e. 67%, while 133 patients, i.e. 33%, did 
not receive the partogram. This high proportion could be explained by the fact that our study setting is a reference 
centre in the health pyramid on the one hand, and on the other hand, the impact of the various emergency obstetric and 
neonatal care (EmONC) training courses, which have improved the knowledge and skills of the staff. Our result is 
comparable to that reported by SIMON. O et al. [AZANDEGBE and COLL.who reported a rate of use of 98% in their study 
on the evaluation of the use of the partogram in Benin [5]. 
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4.2. The epidemiological profile  

 Maternal age: the 20-24 age group was the most affected (31.3%), followed by the 20-24 age group (23.42%). 
The average age was 24.3 years with extremes of 14 and 45 years. This situation could be explained by the fact 
that women marry early and have children at a very young age. Our results are close to those reported by 
CAMARA.S et al. who found an average age of 28.5 years with extremes of 14- 43 years, at the reference health 
centre of the commune V of the district of BAMAKO [13]. BALDE .M.D et al. reported that the most frequent age 
range is 15-19 years, the average age of patients was 21.76 years with extremes of 15-45 years in their study 
on the impact of the use of the partogram on the reduction of women work complications in rural areas [9].  

 Parity: most of our patients were primiparous 64.2%, followed by pauciparous 23.6%, which can be explained 
by the early age of marriage and illiteracy. Our result is superior to that of DIARRA I et al. who reported that 
primiparous women were the most numerous in their study (32%) [10].  

 Occupation: housewives were in the majority 34.1% followed by those with a liberal profession 30.1%. BARRY. 
T.O et al. reported in their study on the impact of the use of the partogram in the monitoring of labour 52.77% 
of housewives [11].This predominance of housewives can be explained by the fact that in GUINEA, their 
proportion remains dominant in the general population. 

 Level of education: those who did not attend school were the most numerous, 39.1%, followed by those with 
secondary education, 30.1%. The predominance of the uneducated could be explained by the fact that more 
than half of the women in the general are uneducated. 

4.3. Obstetrical  

 Quality of filling the partogram: during the study period, we recorded 269 patients who gave birth under 
labour monitoring with a partogram. Among these Partograms, 35 were correctly filled out or 13.02% and 234 
were insufficiently filled out that is 86.98%. Our results are inferior to those reported by DIARRA I and 
PERENNES SM et al. who found respectively 82.15% and 59% of the partograms correctly filled [10; 12]. 

 Qualification of the filling agent: the correct filling is 60% when it is done by a doctor, 12.8% for full time 
midwives and no partogram was correctly filled by trainees. Our results are consistent with those reported by 
Fawole et al. in their study of partograph knowledge and use among midwifery care providers in southwestern 
Nigeria [13]. 

 Anomalies detected: At the end of the study, it was found that hypokinesia was the most common anomaly 
encountered 60.59%. Our result is close to that reported by BEA. al. who found a frequency of 66.67% of 
hypokinesia in their study on the impact of the partogram in labour monitoring [8]. 

 Crossing or not crossing the alert line: for the majority of patients 96.3%, the alert line was not crossed; 
during this time, it was noted that the longer the partogram, the greater the risk of fetal morbidity, like the 11 
cases out of 55, i.e. 20%, compared to 3.7% when the alert line was not crossed. The actions carried out when 
the alert line was not crossed were not compliant, this was the case for the administration of oxytocics 31.30% 
and the performance of a caesarean section 0.93%. No action was taken in 36.36% of cases when the alert line 
was crossed, compared to 64.95% when the alert line was not crossed. The same remarks were made by 
BEA.A[8] and AZANDEGBE et al. [3] who respectively reported non-compliant oxytocic use rates of 17.50% and 
16%. This corresponds to an abusive use of oxytocics that can be the cause of unnecessary expenses and 
obstetrical complications such as: fetal suffering, uterine rupture and uterine inertia. During this time, after the 
alert line was crossed, 38.18% of oxytocin administration and 21.81% of caesarean sections were recorded, 
compared to 31.50% reported by BEA and 46.4% by AZANDEGBE.  

 Relationship between previous caesarean section and mode of delivery: 11 women (2.7%) had a previous 
caesarean section (18.2%) and 9 women (81.8%) had a vaginal delivery. Statistical analysis showed a 
statistically significant relationship between previous caesarean section at last delivery and mode of delivery 
with a value of p<0.01. Our result is lower than that reported by DIARRA I et al [10] who found 61.45% 
caesarean sections in women with a previous caesarean section at last delivery compared to 29.52% who had 
a vaginal delivery 

 Relationship between the opening or not of the partogram and maternal morbidity: we note that the 
overall maternal morbidity is 6.5%. It is 5.57% under partogram, and 8.3% without partogram. It is more 
prevalent among patients who did not give birth under labour monitoring with a partogram. However, we did 
not find a statistically significant difference in morbidity between patients who delivered under partogram 
supervision and those who did not have a partogram (p > 0.25).  

 Maternal mortality: we did not record any maternal deaths. Our result is different from those found by BEA 
[8] who reported 3 maternal deaths in patients who did not benefit from partogram monitoring. 

 Relationship between the opening or not of the partogram and the Apgar score: we found that 82.34% of 
the newborns had an APGAR score greater than or equal to 7, against 17.66% having a score lower than 7. 
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However, the proportion of newborns without labour monitoring with partogram having an APGAR score lower 
than 7 was 30.8%, against 11 .2% with labour monitoring with partogram. Statistical analysis showed a 
statistically significant association between the opening or not of the partogram and the APGAR score with a p 
value <0.001. Our results are lower than those reported by BEA. who found 82.14% of newborns whose 
mothers did not undergo a partogram had an APGAR score of less than 7 compared to 17.86% of those who did 
undergo a partogram [8]. BARRY TO et al. report that 24.53% of newborns whose mothers did not receive a 
partogram had an APGAR score of less than 7 compared to 7.32% of those whose mothers did receive a 
partogram [11] (Table 1).  

Table 1 Relationship between the opening or not of the partogram and the APGAR score  

Opening   Score d’APGAR  Total 

partogram < 7 % ≥7 %  

Yes   41 30.8 92 69.2 133 

No   30 11.2 239 88.8 269 

Total  71 17.66 331 82.34 402 

X2 = 23.64   ddl = 1   p < 0.001 

 

 Relationship between crossing the alert line and foetal morbidity: more than two thirds of births (79.56%) 
take place before the alert line is crossed, as opposed to 20.44% after. Indeed, morbidity rat is 3.7% for births 
before the alert line is crossed, compared to 20% after it is crossed. The analysis also showed that there was a 
statistically significant relationship (P <0.001) between the pre-crossing and post-crossing births in terms of 
the occurrence of fetal morbidity. Indeed, the morbidity is 3.7% for births before the alert line is crossed, 
compared to 20% after the crossing (table 2).  

Table 2 Relationship between crossing the alert line and fetal morbidity 

Labor flow Fetal morbidity Without fetal morbidity  Total 

 n % n %  

Alert line crossed 11 20 44 80 55 

 Alert line not crossed 8 3.7 206 96.3 214 

Total 19 7.06 250 92.93 269 

X2 = 17.23  ddl = 1  P <0.001 

 

 Relationship between type of delivery and fetal morbidity:  
Table 3 Relationship between type of delivery and fetal morbidity 

  Morbidity Without Total 

Mode of delivery   morbidity  

 n % n %  

cesarean 7 36.8 12 63.2 19 

vaginally 26 6.8 357 93.2 383 

 33 8.2 369 91.8 402 

Total     

X2 = 18.16 ddl =1   p <0.001 
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the majority of our patients had a natural delivery of 9.2%, compared to 6.8% with caesarean section. However, 
the morbidity is 36.8% when the delivery is by caesarean section, while it is 6.8% for vaginal delivery. There is 
a statistically significant relationship between morbidity and route of delivery (p<0.001) (Table 3). 
 

 Relationship between the opening or not of the partogram and fetal mortality: we note that 67% of 
parturients gave birth under labour supervision with partogram, and 33% without partogram. Fetal mortality 
was 2.6% for those who gave birth under labour monitoring with a partogram, and 3% for those who did not 
give birth under labour monitoring with a partogram. Analysis of the results did not find a statistically 
significant association between fetal mortality and whether or not the partogram was opened with a p-value > 
0.25. Studies in ZIMBABWE and MALAWI reported a significant decrease in perinatal mortality with the use of 
the partogram, from 5.8% to 0.6% in ZIMBABWE and 5.3% to 3.8% in MALAWI respectively [4]. 

5. Conclusion 

The partogram is an indispensable tool in labour monitoring. We note a better maternal-fetal prognosis in patients who 
gave birth under partogram monitoring. The improvement of the quality of filling in the partogram would be achieved 
through the motivation of medical staff and supervision.  
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