THE ROAD TO MATERNAL DEATH

Tadelech lived in a remote village high up among rugged mountains and about 160km from the capital city. The Journey from village to city can take days, depending on whether it is undertaken on foot by mule and later by tractor, by bus or by ambulance.

Tadelech was 25 years old and had already delivered two children safely in the village.  This was her third pregnancy and since she lived too far from even a health station, she had no prenatal care.  Contractions started when Tadelech was nine months pregnant.  After two days of labour she had severe backache and abdominal pain but delivery was not near.  She was carried on a homemadė stretcher to a health station where the health assistant referred her to the nearest health center.  There was nothing the nurse at the center could do to help because labour was obstructed.  Tadelech's records mention that the baby was dead and that she was bleeding vaginally, which suggested a low lying placenta.

She was transferred to the district hospital.  On arrival there she was given an intravenous infusion and the diagnosis of placenta praevia was reiterated.  Even though the district hospital was staffed by two doctors, facilities for emergency obstetric operations were not available.  This meant another journey of 120km to the nearest city hospital with operative facilities.  The district hospital had an ambulance but the budget for petrol did not include patient referral.  The ambulance could be used if the family paid $47.  With an average per capita income of $141 per annum, this amount was prohibitive.  The family could not pay, so Tadelech spent another 24 hours traveling.

She arrived at the city hospital anemic and in shock after two days of vaginal bleeding. Treatment was given according to the original diagnosis of antepartum haemorrage, this is resuscitation with intravenous fluids.  Blood for transmission was not available.

Tadelech's condition deteriorated.  Close questioning of the family about the history of labour led the consultant to change the diagnosis to rupture of the uterus.  Exploratory surgery ten hours after admission confirmed this diagnosis and a hysterectomy was performed.  Tadelech received her first unit of blood during this operation.  She died five hours after surgery and the same long, expensive journey had to be repeated to return the deceased mother to her family for burial.

Belaynesh's death, identified during the community survey, was the reason for our home visit one year after the event.  The house was in a quit corner of the area.  The baby has survived and was well.  There was one other child, three years of age.  The children were taken care of by relatives elsewhere during the day while the father worked. Since there was only one room, our conservation with her father look place in the street.  We knew that Belaynesh has pernatal care in the hospital where she also delivered without problems.  She was discharged six hours after delivery as was the routine, but she died three weeks later.

The husband was tense, almost hostile, when he related that his wife had fever and convulsions which started several days after delivery.  He said that Belaynesh had experienced such fits one other time this pregnancy, but that they had subsided without treatment.  He had taken her to the holy waters for healing, but without success.  Holy waters are springs which bubble out of mountain walls at sites of a monk's vision of a saint's good work.

The question why he had not taken Belaynesh back to the hospital for treatment set the husband off on a desperate tirade.  The truth was that he had paid $90 for her stay in hospital, which should not have exceeded $15 for a normal delivery.  The watchman had to be given a considerable tip before Belaynesh could be admitted to the hospital, explained her husband.  He could not take her back for treatment since be could not borrow any more money.

Belaynesh's death was never explained and it went unrecorded: mother and baby had been entered as living in the hospital statistics.  All the anguish and tragedy occurred outside the hospital walls.

Conclusion

These tragic case histories bear witness to the fact that the death of woman in pregnancy of childbirth is rarely the result of clinical complications alone.  Once complications arise swift access to good quality professional treatment is essential if lives are to be saved.  But there is much that needs to be done to prevent the complications in the first place, and for this we have to look beyond the health services, into the lives of the women themselves and the social, economic and cultural environment in which they live.

