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Abstract 

Maternal morbidity is a public health problem in developing countries. The aim of our study was to determine the 
frequency of serious maternal morbidity at the Ruashi military hospital (DRC) with a view to ensuring good care and 
monitoring of pregnant women. A longitudinal descriptive study was conducted among 154 pregnant women in a 
prospective manner, data entry and analysis of results were carried out using Microsoft office 2016 and statistical test 
parameters were made using of Epi Info 7.2. 

The incidence of maternal morbidity was 24.2%, of which 32.4% had anemia followed by hemorrhage with 27% and 
finally sepsis and uterine subinvolution with 5.4% each. However, 94.6% had followed the prenatal consultation against 
5.4% and 29.7% had a frequency of 3 participations in the prenatal consultation and finally 8.1% had a frequency of 6 
participations in the CPN. The analysis showed that the frequency of prenatal consultation and postnatal visits, literacy 
and socio-economic level are statistically associated with maternal morbidity. 

Improving the socio-economic level of households, combating illiteracy and monitoring prenatal consultation are 
among the factors that will determine maternal morbidity. 
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1. Introduction

Maternal morbidity is understood as any health problem attributed and/or aggravated by pregnancy and childbirth 
(Tura et al., 2018 ; Villalba et al., 2022) . This problem has a negative impact on the well-being of women and can lead 
to serious consequences such as abortion, and further maternal death (Tariku, 2020 ; Heitkamp et al., 2022) . 

(Gibson et al., 2017) list 25 possible complications, present or exacerbated by maternal morbidity, among which we can 
cite: nausea, pruritus, eclampsia, postpartum hemorrhage. 

Most of these complications lead to long hospital stays, emotional depression as well as the impact on the bond between 
mother and child. Without any medical intervention, most women die (Wall-Wieler et al., 2019). It is imperative to 
monitor the state of the pregnancy and ensure early management of morbid cases to prevent these complications 
(Lazariu et al. , 2017) . 
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According to the WHO, severe maternal morbidity remains a major public health problem worldwide. Around 287,000 
women died in 2020 due to complications related to pregnancy and childbirth. This represents approximately 800 
deaths per day (WHO, 2020) . The majority of these deaths occur in low- and middle-income countries; in fact, each 
year, around eight million women suffer from pregnancy -related complications and nearly 600,000 of them die (Taji 
Leki1 and Katenga, 2021) . These women are found in the vast majority of cases in sub-Saharan Africa and South Asia. 
Around 70% of global maternal deaths recorded in 2020 come from of Africa sub-Saharan Africa (WHO, 2020) . 

Indranil et al 2021 reports in its study that 4,183 cases of sepsis were identified among the 3,653,783 hospitalizations 
for childbirth during the study period, with an incidence of 114 cases (95% CI, 111-118) per 100,000 hospitalizations 
and a rate mortality ́ 0.5%. 

Significant positive predictors of serious morbidity identified by certain authors include: age below 20 and 30 years, 
self-payment or medical coverage for childbirth, low socio-economic status, presence of health problem chronic 
(Andreea et al., 2008 ; Lazariu et al., 2017) . 

In Africa, serious maternal morbidity is marked by worrying prevalence and incidence rates; Severe maternal morbidity 
is higher in sub-Saharan Africa compared to other regions of the world. According to data from the World Health 
Organization (WHO), around 70% of maternal deaths occur in sub-Saharan Africa, despite progress in some countries. 
The risk factors associated with this situation would be, among others: access to care, socio-economic conditions and 
health systems; Insufficient health infrastructure, lack of qualified personnel, and lack of appropriate equipment 
contribute to high morbidity rates (WHO, 2021 ; WHO, 2020 ; Journal of Global Health, 2023) . 

In the Democratic Republic of Congo (DRC), the situation of severe maternal morbidity is particularly worrying due to 
various public health challenges. (African Journal of Reproductive Health, 2023) . The DRC has one of the highest rates 
of maternal mortality in the world. According to recent data, approximately 846 deaths per 100,000 live births are 
attributed to complications related to pregnancy and childbirth. Severe maternal morbidity, including complications 
such as postpartum hemorrhage, infections, and hypertensive disorders, is also high (World Bank, 2018) . 

The challenges and contributing factors to this situation in the DRC could be attributed to: access to care as many women 
in the DRC, especially in rural areas, do not have access to appropriate prenatal care or emergency services. Health 
infrastructure is often insufficient. However, the DRC benefits from various maternal health programs, supported by 
international organizations and NGOs, aimed at improving prenatal care, childbirth and postnatal care. Despite these 
efforts, significant challenges remain. Continued attention and coordinated interventions are needed to reduce severe 
maternal morbidity in the DRC (Médecin sans frontières, 2019 ; BMC PregnCPNy and Childbirth, 2023) . 

The city of Lubumbashi, one of the main cities in the DRC, is not spared from this problem; Maternal morbidity and 
mortality rates in Lubumbashi are high, although precise figures may vary. The city, like many other regions of the DRC, 
faces significant challenges in terms of maternal health (Tshiabuila et al., 2020) . 

Although Lubumbashi has several health facilities, access to specialized care and emergency services may be limited, 
particularly for women living in peripheral or disadvantaged areas. In addition, hospitals and health centers face a lack 
of modern equipment, medicines, and qualified personnel. This affects the ability to manage serious complications. 
Awareness and education on prenatal care and signs of complications are sometimes insufficient, which in some cases 
delays seeking appropriate care (Tshiabuila et al., 2020) . 

It should be noted that serious complications and maternal deaths profoundly affect families, with implications for child 
care and economic repercussions. Furthermore, local initiatives, supported by NGOs and international partners, aim to 
improve maternal care in Lubumbashi, by strengthening infrastructure and training health personnel. In addition, 
efforts are being made to improve the training of health professionals and expand access to specialized care for pregnant 
women. Despite these initiatives, continued efforts are needed to overcome challenges specific to Lubumbashi and 
improve maternal health in the region (Kizonde, 2010.) 

In view of the above, the question of serious maternal morbidity deserves to be addressed, the interest of this study lies 
in its scientific contribution on serious maternal morbidity, it will show the import prenatal consulting of reducing the 
frequency serious maternal morbidity, to prevent maternal morbidity, to better monitor the evolution of maternal 
health. In addition, it will help other researchers to deepen their research using this work and guide health personnel 
and readers to draw inspiration from the results of this study in order to guide their philosophies regarding morbidity. 
serious maternal. 
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The present study was carried out to determine the frequency of serious maternal morbidity at the Ruashi military 
hospital with a view to ensuring good care and monitoring of pregnant women. 

2. Materials and methods 

2.1. Type of study 

This is a longitudinal descriptive study and our data were collected in a prospective manner. 

2.2. Study environment 

Our work concerns the Democratic Republic of Congo (DRC). Our research is the results of investigations carried out in 
the province of Haut-Katanga, more precisely in Lubumbashi, in the Ruashi military hospital in the Camp Vangu health 
zone. During the period from June to October 2022. 

2.3. Study population 

Our main target is pregnant women, whose intermediate target was health officials. 

2.4. Sample and Data Processing 

Our sampling was non-probability, with a sample size of women found (154 women) (Bonita et al., 2013) . 

2.5. Inclusion Criteria for the Sample 

This study included women who are currently pregnant or who have recently given birth at the RUASHI military 
hospital; has cases of serious maternal morbidity, which could include severe complications such as preeclampsia, 
hemorrhage, or infection, admitted to the RUASHI military hospital for serious maternal conditions, and who have 
provided informed consent to participate in the study. 

2.6. Exclusion Criteria for the Sample 

Women who are not pregnant or who are not recent mothers, who did not have cases of maternal morbidity that do not 
meet the criteria for "serious" conditions, who were transferred to or from another hospital and not initially treated at 
the RUASHI military hospital, and who do not provide informed consent or refuse to participate in the study was 
excluded. 

A closed-type questionnaire was sent to the different women selected for this study and direct observation was carried 
out during our field trip, an ideal opportunity to inspect health education. The variable followed by the Prenatal 
Consultation was considered dependent which allowed us to make statistical associations and confirmed using the P 
value (Small p). 

Data analysis was carried out using Epi Info 7.2 statistical software. 

2.7. Statement of Ethical Approval 

The study was reviewed and approved by the Ethical Review Board of the RUASHI military hospital. All participants 
provided informed consent prior to inclusion in the study. The study adhered to the ethical principles of confidentiality, 
respect for persons, and the protection of participants' rights. 

3. Results 

3.1. Incidence of maternal morbidity 

Out of a sample of 154 women identified, 37 had developed serious morbidity; this represents a rate of 24.2% (Table I). 
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Table 1 Distribution according to incidence of maternal morbidity 

Severe maternal morbidity Frequency Percentage 

Yes 37 24.2 

No 117 75.8 

Total 154 100 

3.2. Sociodemographic Data 

It should be noted that 75.7% of women who gave birth in the maternity ward were aged between 20 and 34; those who 
were married represented 97.3%; most had already conceived three pregnancy or less 72.9%; Many of these women 
came from the commune of Ruashi 70.3%; those who had completed the humanities accounted for 67.6%; in relation 
to profession, housewives were the most represented with 33 cases or 89.2% (Table 2). 

Table 2 Distribution according to sociodemographic data 

Variables Frequency Percentage 

Age group   

<20 4 10.8 

20-34 28 75.7 

35 and over 5 13.5 

Marital status   

Married 36 97.3 

Bachelor 1 2.7 

Gesture   

1-3 27 72.9 

4-6 10 27.1 

7 and above 0 0 

Origin 

Kampemba 6 16.2 

Ruashi 26 70.3 

Kenya 4 10.8 

Appendix 1 2.7 

Level of education 

Secondary 10 27 

Humanity 25 67.6 

University 2 5.4 

Occupation 

Housewife 33 89.2 

Worker 2 5.4 

Others 2 5.4 
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3.3. Type of Pathology 

Frequent pathologies have been identified; in fact 32.4% of women surveyed had anemia, 27% hemorrhage and 5.4% 
respectively for septicemia and uterine subinvolution (Figure 1). 

 

Figure 1 Distribution of respondents according to type of pathology 

3.4. Prenatal monitoring 

A good number of respondents, 94.59%, had attended the prenatal consultation; most women did so in the second half 
of pregnancy with 54.1; in addition, 29.7% of these women had completed 3 sessions of participation in the CPN (Table 
3). 

Table 3 Distribution of respondents according to Prenatal monitoring 

Variables Frequency Percentage  

Prenatal monitoring 

Yes 35 94.6 

No 2 5.4 

Prenatal monitoring start period 

First trimester 4 10.8 

Second trimester 20 54.1 

Third trimester 13 35.1 

Prenatal monitoring frequency 

1 5 13.5 

2 10 27 

3 11 29.7 

4 8 21.7 

6 3 8.1 

3.5. Type and mode of delivery 

The results show that 40.5% of women had had obstructed births, and 78.4% had a vaginal delivery method (Table 4). 
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Table 4 Distribution of surveys according to type and mode of delivery 

Variable Frequency Percentage 

Type of Childbirth 

Eutocic 22 51.5 

Dystocic 15 40.5 

Delivery mode   

High way 8 21.6 

Low way 29 78.4 

3.6. Type of delivery and prenatal monitoring 

In relation to the type of delivery, 15 women who followed prenatal consultation had had an obstructed delivery with 
42.9%, this association is not statistically significant (Table 5). 

Table 5 Association between type of delivery and Prenatal monitoring 

  Type Delivery   P 

Prenatal  monitoring Dystocic Eutocic Total  

 

0.3468468468 
No 0 (0.00) 2 (9.09) 2 

Yes 15(42.9) 20 (57.1) 35 

TOTAL 15 22 37 

 

3.7. Level of study and monitoring of prenatal monitoring 

This association indicates that 25 out of 37 women who followed prenatal monitoring had a humanitarian level of study 
with 71.4%, this association is not statistically significant (Table 6). 

Table 6 Association between level of study and prenatal monitoring 

  Study Level   P 

Prenatal monitoring Humanity Secondary University Total  

No 0 2(5,4) 0 2  

0.0576 Yes 25(71.4) 8(22.9) 2(5,7) 35 

Total 25 10 2 37  

3.8. Mode of delivery and prenatal monitoring 

Table 7 Association between mode of delivery and Prenatal monitoring 

  DELIVERY MODE   P 

Prenatal monitoring low track high way Total  

 

0.0420420420 
No 0(0,0) 2(5,4) 2 

Yes 29(82.9) 6(17.1) 35 

Total 29 8 37 
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In fact, 29 women who followed prenatal monitoring (i.e. 82.9%) had given birth by vaginal delivery. A statistically 
significant association is observed. There is therefore a relationship between prenatal monitoring and route of delivery 
(Table 7). 

4. Discussion 

At the end of our study carried out at the Ruashi Military Hospital on 154 women registered and who gave birth in the 
maternity ward of this hospital, the results lead us to note that of all the women who gave birth in this unit care, there 
were 37 women or 24.2% who presented serious morbidity. Compared to the study conducted by (Romagano et al. 
2020) . The group of pregnant women who did not follow the prenatal consultation early was significantly more likely 
to present maternal morbidity of 27.3%; P = 0.004 and infection 13.6%; P = 0.006. 

According to our study, the morbidity rate was 24.2% compared to the various surveys carried out by the observation 
of urban change in Lubumbashi, the general morbidity rate was 18.5% in Lubumbashi with a mortality rate of 1 .6%. 
The same survey indicates that morbidity in Lubumbashi is caused by paralyzing and infectious pathologies,  malaria 
comes first at the community level (67%) of cases of patients as well as in healthcare structures (more than 20% of 
cases received). Anemia (often due to malaria) while bodily complications Prenatal consultation of pregnancy are the 
most common causes of maternal mortality in Lubumbashi ( Massus 2011) . 

A look at the age group reveals that the majority of our sample is made up of women aged 20 to 34 (i.e. 75.7%). This age 
group corresponds to the period when genital activity is intense, a fact which has been noted by numerous authors ( 
Kizonde., 2010 ; Howell et al., 2017 ; Conrey et al., 2019 ; Acosta et al., 2016) . 

The extreme ages of childbearing constitute the ages at risk, that is to say the group from 18 to 35 years old with 77.4% 
of youth. Compared to ( Beverley et al., 2016) who found that significant positive predictors of serious morbidity were 
in the age group between < 20 and 30 years, of which this age suffers from low socio-economic status and the presence 
of chronic health problems because health coverage does not fully insured . 

Regarding the level of study of women, we observe that the majority had the level of humanity or secondary school in 
67.6% of cases; However, the number of women with university level is not negligible: 5.4%; which is only normal 
because more and more women combine school and motherhood. 

The rate of severe maternal morbidity at the Ruashi Military Hospital was less than 25% or 19% as the morbidity rate 
found by (Elliott et al., 2017 ; Geller et al., 2018 ; Acosta et al., 2016 ) . However, these same authors found that women 
in hospitals who had already had collaborative experience in terms of hemorrhage presented 17.5%. 

Compared to serious pathologies, we observe that 32.4% had anemia however, the hemorrhage is not negligible with 
27% this could be explained by prenatal consultation non-complied with prenatal consultation appointments. Indeed, 
it has been reported that monitoring Prenatal consultation and keeping appointments has many advantages in terms of 
protecting the health of the pregnant woman and the well-being of the child (Aftab et al. , 2021 ; Guignard et al., 2021) .  

While in Bakel we found a maternal morbidity rate due to major obstetric complications of more than 40%.  Boubacar 
2013 ) . These obstetric complications are distributed as follows: 11% linked to hemorrhages, 10% to infections, 6% to 
dystocia, 5% to hypertensive disorders of prenatal consultation pregnancy and 15% to abortions. Including preventive 
measures by respecting pregnant women during Prenatal consultation sessions is widely discussed in the literature and 
in developed countries to reduce maternal mortality, up to 50% of cases are considered potentially preventable ( Cheng 
et al. , 2012) . 

Concerning the follow-up of the prenatal consultation, we note that 94.6% of the women had followed the prenatal 
consultation. A result which agrees with that carried out by (Rackelboomt et al., 2015) who also found in his study that 
95% of women followed prenatal monitoring. And this can probably be explained by the level of education of their 
spouses. Speaking of the frequency that a woman can present to the CPN: 29.73% participated 3 times (times what, per 
year? per month?), our study is similar to that conducted by Boubacar who found 33.38% of women also participated 3 
times ( Boubacar 2013) . 

Regarding the type of delivery, our study showed that 29 women who followed prenatal consultation had given birth 
vaginally and 40.53% had an obstructed delivery. Statistical analyzes did not find significant relationships between 
prenatal monitoring and vaginal delivery or with the type of delivery (dystocic or eutocic). Our result is similar to that 
carried out by ( Zimbeck 2008) who also found 55% of eutocic births and 45% of obstructed births. 
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5. Conclusion 

In our country, maternal morbidity constitutes a scourge which erodes our society despite the efforts made to reduce 
it. The disease involves not only the vulnerability of a human life but also a prenatal consultation final expense for care. 

As mortality is inextricably linked to a large number of social factors, health authorities must provide fundamental proof 
of the condition of women, starting prenatal consultations on time, in order to allow healthcare workers to carry out 
adequate follow-up to avoid obstructed births and the extent to which the health care system meets their needs; which 
implies their existence the accessibility and acceptability of maternity care. 
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