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Mortality after near-miss obstetric complications in Burkina Faso:
medical, social and health-care factors

Katerini T Storeng,” Seydou Drabo,® Rasmané Ganaba,® Johanne Sundby,” Clara Calvert® & Véronique Filippi®

Objective To investigate mortality in women in Burkina Faso in the 4 years following a life-threatening near-miss obstetric complication
and to identify the medical, social and health-care-related causes of death.

Methods In total, 1014 women were recruited after hospital discharge and followed for up to 4 years: 337 had near-miss complications and
677 had uncomplicated pregnancies. Significant differences in mortality between the groups were assessed using Fisher’s exact test. The
medical causes of death were identified from medical records and verbal autopsy data; social and health-care-related factors associated
with death were identified from interviews with the deceased women'’s relatives.

Findings In the 4 years, 15 (5.3%) women died in the near-miss group and 5 (0.9%) died after uncomplicated pregnancies (P < 0.001). More
than halfthe deaths after a near miss, but none after an uncomplicated delivery, were pregnancy-related. Indirect factors contributed to many
of these deaths, particularly human immunodeficiency virus infection. Relatives’ accounts suggested that the high cost and poor quality
of health care, a lack of follow-up care and an unmet need for contraception contributed to the excess mortality in the near-miss group.
Conclusion Women in Burkina Faso who initially survived a near-miss obstetric complication had an increased risk of all-cause and
pregnancy-related death in the ensuing 4 years. The likelihood of survival over the longer term could be increased by offering a continuum
of care that addresses the indirect and social causes of death and supplements the emergency intrapartum obstetric care provided by
current safe motherhood programmes.

Abstracts in G H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

International discussions about maternal health in low-income
countries tend to focus on maternal deaths. However, there
is increasing concern that these deaths are only the tip of the
icebergin terms of the health effects of the poor availability and
quality of maternity services.' In addition, countries with high
maternal mortality also have a large burden of pregnancy-relat-
ed complications and associated disabilities. It is estimated that
“for every woman who dies from a pregnancy-related cause,
about 20 more - roughly 7 million women yearly - experience
injury, infection, disease or disability”.'! Of growing interest are
“near-miss” obstetric complications — complications so severe
that they would probably have killed the woman had she not
received timely medical care.”

In low-income countries, near misses are often considered
obstetric successes because ultimately the woman’s life was
saved by a focused medical intervention.”* However, little is
known about long-term outcomes following these complica-
tions.” Recent studies document a substantial degree of physi-
cal and psychological morbidity in their aftermath®'* and the
high cost of emergency obstetric care has serious social and
economic consequences.'"'? Although women’s lives are known
to remain at risk for several months beyond the 42-day cut-oft
used in standard definitions of maternal death,” few studies
have examined survival beyond this period in women who
experience severe obstetric complications.

To what extent does surviving a near-miss obstetric com-
plication mean that a maternal death has actually been averted?
Our aim was to investigate maternal mortality in the 4 years

after hospital discharge following a near-miss complication
in Burkina Faso. We used data from a longitudinal, mixed-
methods, cohort study to describe patterns of mortality and
analysed the medical, social and health-care-related causes of
death after near-miss complications. Finally, we considered the
implications of our study findings for strategies that promote
safe motherhood.

Methods
Study setting

Burkina Faso is an impoverished country in western Af-
rica that is ranked 177th out of 182 countries in terms of
human development; 81% of the population live on less
than 2 United States dollars a day.'* The country’s scores
on reproductive health indicators are among the worst in
the world. The fertility rate is 6.2 children per woman."
According to the most recent national census,'® the mater-
nal mortality ratio is 307 per 100000 live births, and the
World Health Organization’s estimate is 560 per 100 000
live births.”” Burkina Faso’s district health system func-
tions poorly and existing safe motherhood programmes
do not address the availability of comprehensive obstetric
care."® Only 73.2% of births are assisted by a skilled birth
attendant - a figure that hides significant regional and so-
cioeconomic disparities.”” User fees for maternal health care,
especially emergency care, are often unaffordable.'' In 2007,
the health ministry introduced an 80% subsidy for facility-
based delivery to reduce out-of-pocket expenditure,” but
its effect is still unclear.”"””
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Data collection

We followed a cohort of 1014 women
for 4 years after they were discharged
from seven hospitals across Burkina
Faso between November 2004 and March
2005. Women were recruited at hospital
discharge to avoid exposure misclassifica-
tion.”” Of the 1014 women in the cohort,
337 had experienced a near-miss obstet-
ric complication: the pregnancy ended
in a live birth in 199 cases, in a perinatal
death in 74 and in a miscarriage, ectopic
pregnancy or abortion in 64. For each
woman who had a near miss, we recruited
an average of two unmatched controls
from the seven hospitals. Usually the next
two women to have an uncomplicated
live delivery, as confirmed by medical
notes, were selected, though some hospi-
tals recruited more controls than others.
The total number of controls was 677.

Trained lay interviewers made six fol-
low-up visits: on day three after discharge,
at 3 months, 6 months and 12 months,
and in the third and fourth years after
the end of the pregnancy. We investi-
gated whether any woman not found for
the interview had moved away or died.
Interviews explored women’s health, re-
productive history, socioeconomic status,
experience of health care, and health-care
costs. Medical information was extracted
from routine hospital records at discharge
and from reports of medical examina-
tions conducted 6 and 12 months later.
In parallel, anthropologists carried out
a detailed follow-up of a subsample of
82 women: 64 had near misses and 18
had uncomplicated deliveries. Findings
from the first year of follow-up have been
reported elsewhere.*'"'?

We used the verbal autopsy method
to make detailed enquiries about any
woman who died. This approach deter-
mines the cause of death by asking lay
respondents about the signs exhibited
and the symptoms experienced by the
deceased and is used when data from
routine information systems are incom-
plete.”* Generally, respondents were the
woman’s husband, relatives who had
participated closely in the woman’s care
and, when possible, health workers. A
physician conducted verbal autopsies
at the end of the first year, and the an-
thropologist conducted interviews at
the end of follow-up. Additionally, an
open-ended in-depth interview or social
autopsy”>*® was carried out to identify
any social or health-care-related factors
that could have contributed to the death.
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Data analysis

The proportion of women who survived
at each follow-up visit was calculated for
women who experienced near misses
and for those who had uncomplicated
deliveries. We used Fisher’s exact test to
determine whether the post-discharge
mortality rate differed significantly be-
tween the two groups. We compared the
marital status, age and parity at baseline
of women who survived and who died
within 4 years of follow-up in both the
group of women who had uncomplicat-
ed deliveries and in the group that had
near misses. We used the chi squared
test to assess the association between
baseline characteristics and death.

The most likely medical cause of
death was assigned independently and
agreed on by two clinical researchers on
the basis of data from the verbal autopsy
combined with additional information
from medical records and reports of
medical examinations (Table 1, avail-
able at: http://www.who.int/bulletin/
volumes/90/6/11-094011). Comorbid
conditions that may have contributed
to the death were taken into account.
In addition, we analysed records of the
in-depth interviews thematically to de-
rive non-medical causes of death.”” This
analysis was guided by our knowledge
of the social circumstances of women
in Burkina Faso and the health systems
they use, gained over the course of the
study.'"'* Moreover, two of the deceased
women belonged to the anthropologists’
subsample and had participated in sev-
eral interviews before their deaths.

Ethical approval

The study was approved by the ethics
committees of the London School of
Hygiene and Tropical Medicine, United
Kingdom of Great Britain and Northern
Ireland, and the Ministry of Health of
Burkina Faso. Study participants gave
their free and informed consent.

Results
Mortality

Fig. 1 shows the number of participants
included at each stage of the study. Of the
1014 women recruited, 695 attended the
final interview at the end of the 4-year fol-
low-up and 20 had died. Post-discharge
mortality was significantly higher among
women who had a near-miss obstetric
complication than among controls who
had uncomplicated deliveries (P <0.001).
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Fig. 2 shows the proportion of women
who survived at each follow-up visit. Six
(1.9%) women in the near-miss group
died within 1 year, and none died in the
control group. The corresponding figures
at the end of the 4-year follow-up period
were 15 (5.3%) and 5 (0.9%) in the two
groups, respectively.

No significant difference was found in
age (P=0.47) or parity at baseline (P=0.42)
between women in the near-miss group
who died and those who survived and com-
pleted follow-up. However, women who
died were more likely to be single at baseline
(P=0.001; Table 2). We could draw no such
comparisons in the control group because
of the small number of deaths.

Medical causes of death

Verbal autopsy data were available for 18
of the 20 deaths (Table 1). The relatives
of the remaining two women could not
be located.

In the near-miss group, 9 of the 15
deaths (60%) were pregnancy-related,
compared with none in the control
group (Table 1). Moreover, six of these
nine pregnancy-related deaths occurred
within 1 year of the near-miss obstetric
complication or the end of the pregnancy.
The most likely medical causes of these
six deaths were: organ failure following
septic abortion in one woman with a
human immunodeficiency virus (HIV)
infection; tuberculosis related to HIV
infection in one woman with puerperal
sepsis; anaemia with possible sepsis or
immunity problems in one woman;
probable anaemia in one; infection in
one; and hypertension (i.e. eclampsia)
in one. The remaining three pregnancy-
related deaths in the near-miss group
occurred within 42 days of a subsequent
pregnancy: one was due to hyperten-
sion, one to septic abortion and one to
haemorrhage following caesarean section
suture complications. At least three of the
nine women who died from a pregnancy-
related cause were HIV-positive. The
causes of the remaining six deaths in the
near-miss group were: HIV infection
in one, hypertension in one, possible
infection related to tuberculosis in one,
a suspected traffic accident in one and
unknown due to insufficient data in two.

Of the five deaths in the control
group, one was caused by malaria and
three by acquired immunodeficiency
syndrome (AIDS); the cause of one
death remained undetermined due to
insufficient data. The contribution of

419


http://www.who.int/bulletin/volumes/90/6/11-094011
http://www.who.int/bulletin/volumes/90/6/11-094011

Research

Mortality after obstetric near misses in Burkina Faso

Fig. 1. Study participants, maternal mortality in the 4 years after pregnancy, Burkina

Faso, 2004-2009
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HIV infection and tuberculosis to deaths
in the two groups is notable.

By the end of follow-up, three of the
seven babies born to women who had a
near-miss complication and who subse-
quently died had also died. One of the
babies died a few days before his mother, at
the age of 28 days. This baby was probably
born with intrauterine growth retardation.
The other two died after their mothers: one
from malnutrition at 5 months and one
from an unknown cause at 15 months.
No deaths occurred among the five babies
born to women in the control group who
subsequently died. These babies were older
at the time of their mothers™ deaths and
therefore less vulnerable.

Health-care-related and social
causes of deaths

Relatives of the women who died within
a year of a near-miss complication be-
lieved the women had been discharged
prematurely. Correspondingly,17% of
these women had not fully recovered
when discharged, according to medi-
cal records.® Some left hospital because
they could no longer afford to pay for
care or to remain absent from their
regular activities. Inadequate follow-up
of unresolved health problems may have
compounded the burden of premature
discharge, as in the case of a 25-year-old
woman who died of sepsis 7 months
after an unsafe abortion (Box 1). As
a whole, respondents noted that poor
links between different parts of the
health-care system (e.g. between a dis-
trict hospital and a national hospital)
delayed or prevented access to care.
Similarly, relatives of the three
women in the near-miss group who died
of pregnancy-related causes after a sub-
sequent pregnancy identified a range of
health-care-related contributing factors.
None of these women received specific
follow-up during antenatal care despite
having had a near-miss complication in a
recent pregnancy. The reason may be that
in Burkina Faso no midwife and certainly
no specialist normally participates in
antenatal care, which is often delivered
in a ritualistic way without addressing
chronic ailments or risk factors. An
unmet need for contraception, which is
costly and poorly available, contributed
to one of the maternal deaths because it
led to an unwanted pregnancy. According
to this woman’s husband, the new preg-
nancy exacerbated the hypertension that
resulted in the near miss less than 2 years
earlier (Box 2). Both relatives and health-
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Table 2. Maternal mortality in the four years after pregnancy, by pregnancy outcome, age, parity and marital status, Burkina Faso,

2004-2009

Characteristic

Pregnancy outcome

Uncomplicated pregnancy

Near-miss complication®

Women alive Women Womenlost  P¢ Women alive Women Women lost P
at4 years deceased at to follow-up* at4years deceased at to follow-up®
4 years 4 years

No. % No. % No. % No. % No. % No. %
Age (years)
<20 90 187 0 0 37 196 36 170 2 133 36 33.0
20-24 135 281 0 0 71 376 61 288 2 133 36 33.0
25-29 17 243 4 80.0 45 238 44 208 5 333 18 16.5
>30 139 289 1 20.0 36 191 NA 71 335 6 400 19 174 047
Parity
0 NA NA NA NA NA NA 20 94 3200 17 15.5
1-3 344 714 4 800 155 820 132 623 8 533 72 65.5
4+ 138 286 1 20.0 34 180 067 60 283 26.7 21 19.1 042
Marital status
Married orin a 446 925 5 1000 167 884 191 90.1 9 600 90 81.8
relationship
Single 36 7.5 0 0 22 116 NA 21 9.9 6 400 20 18.8  0.001

NA, not applicable.

¢ A near-miss complication is a severe obstetric complication that would probably kill the woman without timely medical care.

® Data were missing on age for two women, on parity for one and on marital status for one.

¢ Data were missing on age for two women, on parity for two and on marital status for two.

9 P-values were calculated using the chi squared test, where possible, for differences between women who died and those who were alive and completed follow-up.
Due to the small number of deaths among women with an uncomplicated delivery, it was not possible to calculate a P-value for the difference in age or marital
status between women who died and those who survived.

¢ Data were missing on age for three women, on parity for two and on marital status for two.

care workers strongly believed that better
care could have saved the woman, who
died of haemorrhage following caesarean
section suture complications. She was
discharged from hospital prematurely -
within 24 hours of the emergency cae-
sarean section — and was left untreated
overnight, then readmitted with heavy
bleeding and an open caesarean section
wound the following evening. She died
the next morning.

Relatives regarded the women’s
deaths as particularly tragic in light of
the resources initially invested in saving
them after the near miss and in treating
subsequent associated health problems.
Cost barriers disrupted referral chains for
these women and impeded access to care
for chronic health complaints, which may
have indirectly or directly contributed to
their deaths (Box 1). The cost barrier was
particularly high for women with chronic
health conditions. Lack of or inadequate
treatment of pregnancy-related ailments,
such as puerperal infection and anaemia,
or of underlying infections or chronic
conditions, such as hypertension, HIV
infection, tuberculosis or malaria, appear
to have contributed to several maternal

Bull World Health Organ 2012;90:418-425B

Box 1.Example of a late pregnancy-related death after a near-miss complication,
Burkina Faso, 2005

The 25-year-old woman® moved from a rural village to a town to work in a bar. She became
pregnant while in a relationship with a visiting bureaucrat. Her partner revealed he was married
with children, pressured her to terminate the pregnancy and paid for an illegal abortion. She
was hospitalized with a near-miss septic abortion after intense stomach aches resulting from the
botched abortion, underwent manual vacuum aspiration for the incomplete abortion and was
treated for infection before discharge. She suffered stigmatization, lost her income and job and
became disillusioned. An unresolved abortion-related infection left untreated due to the cost
of care resulted in another hospitalization 6 months after discharge. The woman's brothers paid
for her hospitalization for more than 1 month but were unable to afford prescribed referral to a
tertiary hospital in a major city 170 km away. The woman died at her brothers"home 7 months
after the septic abortion. The brothers had substantial financial problems even 3 years after the
woman'’s death: they were in debt, had lost income and their farm’s yield was reduced because
they had to sell some animals to cover the health-care costs.

¢ A near-miss complication is a severe obstetric complication that would probably kill the woman
without timely medical care.
> Woman 4 in Table 1 (available at: http://www.who.int/bulletin/volumes/90/6/11-094011).

deaths. These difficulties were exacer-
bated by social disadvantage, including
a lack of social and material support,
especially among single women.

Discussion

Our findings show that the limited
availability and poor quality of maternal
health-care services can lead not only

doi:10.2471/BLT.11.094011

to immediate death or longer-term dis-
ability or illness in women who experi-
ence a near miss from severe pregnancy
complications, but also to an increased
risk of death as long as 4 years after the
event. Although targeted emergency
care initially saved many women who
experienced obstetric complications,
those who had a near miss were sig-
nificantly more likely to die within the
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Box 2. Example of a maternal death from a new pregnancy after a near-miss

complication, Burkina Faso, 2006—8

The 23-year-old Muslim woman® divorced after the death of her first child and was betrothed to
a subsistence farmer, a relative, as his second wife. She experienced a stillbirth after a near-miss
delivery involving eclampsia; the resulting health-care expenditure was "catastrophic”for the hous
ehold. She had difficulty participating in household activities due to chronicill health related to
hypertension that started in pregnancy. The support of her partner and his co-wife enabled the
woman to be temporarily absent from subsistence agricultural work and domestic chores. She
took medication only on alternate weeks due to its cost. She wanted to delay a new pregnancy
but was unable to acquire appropriate contraception because it was costly and unavailable at
the local health centre. She had a new pregnancy within 1 year of the near-miss complication.
The new pregnancy was difficult because of hypertension and she had a hospital delivery. She
becameillin the postpartum period and died while asleep 28 days after delivery, most likely from
hypertensive disease. The baby died shortly afterwards. Her husband was financially “ruined”by
the health-care expenditure, which was exacerbated by new responsibilities for the widow and

three children of a brother who had died.

¢ A near-miss complication is a severe obstetric complication that would probably kill the woman

without timely medical care.

® Woman 8 in Table 1 (available at: http://www.who.int/bulletin/volumes/90/6/11-094001).

next 4 years than those who had an un-
complicated hospital delivery. Notably,
these women had a higher risk of dying
from a pregnancy-related cause, whether
associated with the initial near miss or
with the complications of a subsequent
pregnancy. Single women were at a
particularly high risk, perhaps because
of poor material and social support. In
addition, an infant born to a woman
who had a near miss and subsequently
died was also at an increased risk of
death. The risk was higher both after the
mother’s death and before, as the mother
may have been too sick or poor to pro-
duce breast milk or to properly care for
her infant.”® By contrast, no women with
an uncomplicated delivery died from a
pregnancy-related cause, and the babies
of those who did die survived. Although
we lack survival data on women lost to
follow-up, we observed that those who
had a near miss were more often lost
to follow-up than those who did not.
Consequently, unrecorded deaths were
more likely among these women than
among controls.

The verbal autopsy approach used
in this study has well-known limita-
tions, including recall bias, since data
are sometimes collected months or
years after a death.** The validity and
reliability of lay respondents’ reports of
medical symptoms can also be prob-
lematic; their descriptions can be vague
and non-medical and can point to a
diagnosis that differs from the physi-
cian’s. Moreover, respondents cannot
provide information on signs that are
not detectable without laboratory test-
ing or clinical autopsy. Although verbal
autopsies cannot unequivocally identify
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the immediate cause of death or exclude
competing causes, they can indicate the
most likely contributing factors. In the
absence of death registries, verbal autop-
sies provide the best means of identify-
ing the likely medical cause of death.

Women clearly remain at risk of a
pregnancy-related death for longer than
the 42 days used in standard definitions
of maternal death.”” Consequently, the
contribution of pregnancy-related deaths
to mortality among women of reproduc-
tive age is likely to be underestimated. In-
deed, extending the definition to include
all deaths within 3 months of delivery
increases current estimates of maternal
mortality in low-income settings by 10%
to 15%.%~ Incorporating late maternal
deaths within 1 year of the end of preg-
nancy would further increase the figure.

Current assessment methods may
underrepresent indirect causes of mater-
nal death, which could be aggravated by
pregnancy.”’ Our study showed that co-
morbid conditions, such as HIV/AIDS,
and diseases of poverty, such as anaemia,
contributed to late pregnancy-related
deaths after a near miss. Except for direct
obstetric complications, HIV infection
was the most important contributor to
pregnancy-related deaths in our study.
This finding supports recent analyses
that highlight the contribution of HIV
infection to high maternal mortality
rates in Africa.™

Our analysis of the structural con-
straints that limited access to health
care and reduced the quality of the care
received by women in our study helped
us to understand the broader circum-
stances leading to their deaths. The
relatives of women who died highlighted

Bull World Health Organ 2012;90:418-4258
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various possible contributing factors:
premature hospital discharge; poor
postpartum follow-up; inadequately
treated underlying conditions; unmet
need for contraception; lack of appro-
priate antenatal care, and inadequate
emergency obstetric care in subsequent
pregnancies.” Although firm general
conclusions about the health-care sys-
tem cannot be drawn without support-
ing data from health-care providers and
other stakeholders, studies from Burkina
Faso'"'® and other high-mortality coun-
tries”® support our informants’ reports
that poor service supply and demand act
as barriers to maternal health care, both
during and after pregnancy.

Policy implications

Because most maternal and neonatal
deaths occur around the time of de-
livery,"” the maternal health strategy
throughout the world has long empha-
sized intrapartum care. This includes
skilled birth attendance for all women
and emergency obstetric care to prevent
maternal death from direct causes such
as haemorrhage, obstructed labour,
hypertension, infection and anaemia.”
However, although good intrapartum
care can ensure safe delivery, it does not
suffice to prevent death in the aftermath
of severe complications, sometimes over
the long term.

Our study findings on the indirect
causes of maternal death, the weaknesses
in the health-care system and the social
and structural barriers to health care
suggest the need for a more compre-
hensive, life-cycle approach to women’s
health. The solution may be longer
and more differentiated clinical man-
agement, including family planning.
Moreover, we also found that underly-
ing chronic health problems increase
the risk of maternal death. The solution
may be integrated health care, with in-
tegration across the entire reproductive
cycle (i.e. family planning, pregnancy
and delivery care, and postpartum care)
and across different vertical treatment
programmes, and with integration of
specialist and generalist care.

It has become evident in recent
years that a well-functioning health-care
system and the provision of a continuum
of care are essential for achieving the
United Nations Millenium Develop-
ment Goals pertaining to health. For
instance, international policy-makers
postulate a continuum of care for ma-
ternal, neonatal and child health that

doi:10.2471/BLT.11.094011
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involves integrating health care for these
different groups across time and place.™
Such a continuum would include post-
partum care as a priority and provide
links between reproductive and sexual
health-care services and maternal health
care. In addition, ways of simultaneously
addressing the social and economic
determinants of health are receiving
increasing attention.”

Despite these policy changes and
the greater priority afforded to ma-
ternal health both internationally and
nationally,* achieving a comprehensive
continuum of care remains challenging.
For example, few health-care services
address the specific needs of women
in the year following childbirth.” More
often, safe motherhood programmes
in low-income countries, including
Burkina Faso, are implemented verti-
cally and focus almost exclusively on
the birth period. They rarely address
the underlying factors that undermine
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health, such as economic and social
disadvantage, chronic health problems
and poor access to individual, continu-
ous and preventive health care.

In conclusion, surviving a near-
miss obstetric complication is no
guarantee that a pregnancy-related
death has been averted. In Burkina
Faso, women who experienced a near-
miss complication had a higher risk of
all-cause and pregnancy-related death,
even 4 years later, due to a combination
of medical, social and health-care-
related factors. Current safe mother-
hood programmes emphasize emer-
gency intrapartum obstetric care that
targets the direct causes of maternal
mortality. These programmes are in-
sufficient for tackling excess mortality
over the longer term. Survival in this
period requires the introduction of a
comprehensive continuum of care that
addresses the indirect and social causes
of death. M
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Résumé

Mortalité suite aux complications obstétricales évitées de justesse au Burkina Faso: facteurs médicaux, sociaux et sanitaires

Objectif Explorerla mortalité chez les femmes du Burkina Faso durant les
4 années suivant une complication obstétricale fatale évitée de justesse
("near-miss”) et identifier les causes médicales, sociales et sanitaires du
déces.

Méthodes Au total, 1014 femmes ont été recrutées apres la sortie de
I'hopital et suivies durant 4 ans: 337 ont vécu des “near-miss” et 677 ont
eu des grossesses sans complications. Des différences significatives de
mortalité entre les groupes ont été identifiées en utilisant le test exact
de Fisher. Les causes médicales du déces ont été identifiées a partir des
dossiers médicaux et des données verbales d'autopsie; les facteurs sociaux
et de soins de santé liés au déces ont été constatés a partir dentretiens
avec les proches des femmes décédées.

Résultats Durant les 4 années, 15 (5,3%) femmes sont mortes dans le
groupe “near-miss”et 5 (0,9%) sont décédées apres des grossesses sans

complication (P <0,001). Plus de la moitié des déces aprés un“near-miss’,
mais aucun apres un accouchement sans complications, étaient liés a une
grossesse. Des facteurs indirects ont contribué a bon nombre de ces décés,
en particulier les infections par le HIV. Les comptes rendus des proches
font supposer que le co(it élevé et la mauvaise qualité des soins de santé,
un mangque de suivi des soins et un besoin non satisfait de contraception
ont contribué a la mortalité augmentée dans le groupe "near-miss'".

Conclusion Les femmes au Burkina Faso qui ont initialement survécu
a une complication obstétricale évitée de justesse présentaient un
risque accru de décés pour toute cause ou lié a la grossesse les 4
années suivantes. La probabilité de survie sur le long terme pourrait étre
augmentée en offrant un continuum de soins qui sattaque aux causes
indirectes et sociales des décés et complémente les soins obstétricaux
d'urgence fournis par les programmes actuels de maternité sans risque.

Pesiome

CMepTHOCTb MOCJIe POAOBbIX OCIOXHEHUIA, CBA3AHHbIX C Yrpo30i XuU3Hu, B bypkuHa-Paco: meguumnHckue,

coumanbHble U MeauKo-CaHUTapHble paKTopbl

Uenb V3yynTb CMEPTHOCTb CPean XeHWmH B bypkunHa-Oaco 8
TeyeHne 4 neT Noce POJOBbIX OCIOKHEHNIA, CBA3AHHbIX C YrPO30M
MKIN3HY, @ TaKXKE MEAMLIMHCKIE, COLMalbHbIe 1 MeAVNKO-CaHNTapHble
baKTopbl CMEPTHOCTMW.

MeToabl B obLiern cnoxHoCT nccnefoBanve oxeatbiaet 1 014
KEHLLMH, KOTopble HabNoAaN1Ch B TeUeHVe 4 NeT C MOMEHTa BbIMUCKN
13 60NbHNULbE Y 337 pofbl CONMPOBOXAANNCH OCNOXKHEHUAMMN,
CBA3aHHBIMI C YTPO30W XKI13HK, a Y 677 BepeMeHHOCTb NpoLwna 6e3
OCJIOKHEHMI. 3HAUMMOCTb Pa3HKLbl B YPOBHE CMEPTHOCTU MeXTY
rpynnamn oLeHrBanacb C MOMOLLbIO TOUHOro Kputepua Quiiepa.
MeauuMHCKME NPUUVHBI CMePTH BbIABAANNCH Ha OCHOBE MEANLIMHCKIAX
LIOKYMEHTOB W1 YCTHbBIX CBEAIEHWI O BCKPbITWN; COLMANbHBIE Y MEAMKO-
CaHMTapHble GaKTOPbl, CBA3aHHbIE CO CMePTbio, ONpefensanmncs C
MOMOLLBIO MHTEPBbIO C POACTBEHHUKAMM YMEPLLUNX KEHLLVH.
Pesynbratbl B 1eueHne 4 net ymepnu 15 (5,3%) KeHLWmnH 13 rpynmnbl,
B KOTOPOW POAbI CONPOBOXAANMNCH OCIOKHEHWAMM, CBA3AHHBIMM C
Yrpo30W m3HW, 1 ymepnn 5 (0,9%) KeHLLWH, y KOTOPbIX POALI MPOLWAN
6e3 ocnoxHeHn (P < 0,001). C bepeMeHHOCTbIO OblM CBA3aHbI
6onee NONOBMHbLI CMepTel Nocie POAOB, COMPOBOXAABLINXCA

OCTNOKHEHNAMM, CBA3AHHBIMY C YTPO301 XK13HW, U HW OIHOW nocne
He OCNOXHEHHbIX POAOB. MHOTM 113 TVX CMepTel CNocobCTBOBaM
KOCBeHHble GakTopbl, 0COBEHHO BUPYC MMMYHOAEDMLMTA YenoBekKa.
ViHdopmaLwa, nonyyeHHas OT POACTBEHHWKOB, CBUAETENbCTBYET,
YTO BbICOKOW CMEPTHOCTM B FpyMme eHLWWH, Y KOTOPbIX POAbI
COMPOBOXAAINCH OCNIOXHEHVAMM, CBA3AHHBIMU C YTPO30M IU3HN,
CnocobCcTBOBaNAa AOPOrOBM3HA 1 HIM3KOE KauecTBO MeAMLMHCKOrO
06CNYKMBaAHMA, OTCYTCTBME aMbOYNaTOPHOro HaboAeHNA U
HeyAoBNETBOPEHHaA NOTPEOHOCTb B KOHTPALIEMNTMBAX.

BbiBopg MKeHunHbl B bypkrHa-Daco, KoTopble BbXKWUM Moce
POLOBbIX OCIIOXHEHMUIA, CBA3AHHBIX C YrPO30M XKI3HY, B oCeayoLLme
4 roAa CTanKMBaKOTCA C MOBLILIEHHBIM PUCKOM CMEPTY Kak OT OBLLKIX
MPWYMH, TaK 1 OT MPUYMH, CBA3aHHBIX C 6epeMeHHOCTbIO. LLlaHchl Ha
BbIKMBaHVe B AONTOCPOYHON NepCreKTBe MOTyT ObiTb YBENNYEH
3a CYeT NpeaoCTaBeHnAa NOCTOAHHON MOMOLLM, HanpaBAEHHOMN
60pbbYy C KOCBEHHBIMY 11 COLManbHBIMU MPUYMHAMKU CMepTy. Takas
NMoMOLUb AOMKHA AOMOMHATL IKCTPEHHYIO POLOBYIO MOMOLLb,
NpeayCcMOTPEHHYI0 AeNCTBYOWMMN Nporpammamyt 6e3onacHoro
MaTepuHCTBa.

Resumen

La mortalidad después de complicaciones obstétricas graves en Burkina Faso: factores médicos, sociales y sanitarios

Objetivo Investigar la mortalidad entre mujeres en Burkina Faso en los
cuatro aflos posteriores a una complicacion obstétrica potencialmente
mortal e identificar las causas médicas, sociales y sanitarias relacionadas
con el fallecimiento.

Métodos Se realizé un sequimiento durante un méximo de cuatro afios
a un total de 1014 mujeres inscritas después de haber recibido el alta
médica: De ellas, 337 habfan sufrido complicaciones obstétricas graves y
677 habian disfrutado de embarazos sin complicaciones. Se empled el test
exactode Fisher para evaluar las diferencias significativas en la mortalidad
entre ambos grupos. Las causas médicas de la mortalidad se identificaron
a través de los historiales médicos y los datos de autopsias verbales.
Las entrevistas con los familiares de las mujeres fallecidas permitieron
identificarlos factores sociales y sanitarios vinculados con el fallecimiento.
Resultados Durante esos cuatro afios, fallecieron 15 (5,3%) mujeres
del grupo con embarazos con complicaciones y cinco (0,9%) del grupo
con embarazos sin complicaciones (P <0,001). Mas de la mitad de los
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fallecimientos después de una complicacién obstétrica grave estuvieron
relacionados con el embarazo, pero ninguno después un parto sin
complicaciones. Factores indirectos, en particular una infeccién con
el virus de la inmunodeficiencia humana, contribuyeron a muchos
de esos fallecimientos. Las explicaciones de los familiares sugirieron
que los altos costes y la baja calidad de la asistencia sanitaria, la falta
de un seguimiento y las necesidades desatendidas en materia de
anticoncepcion contribuyeron a esa elevada mortalidad en el grupo
con complicaciones obstétricas graves.

Conclusién Las mujeres en Burkina Faso que inicialmente sobrevivieron
a una complicacién obstétrica grave presentaron un riesgo mayor de
fallecer en los cuatro afos siguientes. La probabilidad de supervivencia
alargo plazo podria aumentar si se ofreciera una asistencia continuada
que abordara las causas indirectas y sociales de la mortalidad y que
complementara la atencién obstétrica de emergencia durante el parto
que proporcionan los programas actuales de maternidad sin riesgo.

Bull World Health Organ 2012;90:418-4258 | doi:10.2471/BLT.11.094011
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