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Infections including STIs  
and HIV/AIDS

Invasion by pathogenic micro-
organisms in tissue producing 
tissue injury progressing to  
disease. Infections include a 
broad range of problems from 
urinary tract infections to STIs 
such as chlamydia, syphilis, 
gonorrhoea, genital herpes, HIV 
and AIDS to puerperal sepsis. 

Puerperal sepsis is any bacte-
rial infection of the genital tract 
which occurs after the birth of  
a baby. Symptoms usually 
include fever, abdominal pain, 
bleeding and discharge.

A sexually-transmitted infection  
is an infection that can be  
transferred from one person  
to another through sexual  
contact including intercourse 
(both vaginal and anal) or oral 
sex and rarely by kissing. 

Fifteen per cent of maternal 
deaths are the result of  
infections. 

It is estimated that about two  
million women with syphilis  
become pregnant in sub-Saha-
ran Africa annually. 

It is estimated that there are 
about two million women with 
syphilis.

Approximately fifteen per cent  
of the babies born to women  
in a study in Bolivia had  
congenital syphilis. 

Pre-eclampsia and  
Eclampsia

A pregnancy-induced hyperten-
sive disorder which can induce 
convulsions and eclampsia. 

63,000 deaths annually.

Mental Health Disorders in-
clude baby blues,  
moderate to severe  
depression, anxiety disorders 
and post-natal psychosis

Baby blues is being tearful  
and tired in the first week of  
childbirth.

Post-natal depression usually 
develops four to13 weeks after 
birth, but may be up to six 
months after birth. It causes 
ambivalence about the baby, 
low self-esteem, exhaustion and 
general inability to cope and 
thoughts of self-harm.

Risk factors include a previous 
history of depression or  
post-natal depression, poor  
relationship with partner,  
adverse social circumstances,  
an unplanned pregnancy,  
peri-natal death.

Puerperal psychosis is having 
pronounced disturbance within 
the first few weeks after birth 
with delusions and  
hallucinations. 

Risk factors include a previous 
or family history of psychosis, 
and young age. 

Baby blues is very common.  
In the United Kingdom it affects 
up to 50 per cent of women.

The prevalence of peri-natal 
depression is 10 to 30 per cent  
in many countries. 17 per cent 
of all maternal deaths are due  
to psychiatric causes in the UK.
 

Rehabiliation Unit, Addis Ababa Fistula Hospital, Ethiopia  
– MPs Study Tour, February 2009
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Christine McCafferty MP
Chair
The UK All Party Parliamentary Group on 
Population, Development and Reproductive Health		

The UK All Party Parliamentary Group on Population, Development and  
Reproductive Health held Hearings into Maternal Morbidity on 8th – 9th  
December 2008, in response to members’ quest for information, on this  
often neglected subject. 

Currently, there is no global definition of Maternal Morbidity, but millions  
of women and young girls suffer injury and disability. They live in shame  
and isolation, frequently abandoned by their husbands and excluded from 
economic and social lives, as a direct result of pregnancy and childbirth. 

Some of the most devastating injuries discussed in the report include  
obstetric fistula, prolapsed uterus, infertility and depression – all easily  
preventable, at a very low cost.

I recently visited the Addis Ababa Fistula Hospital, in Ethiopia, to see the  
wonderful work being done to restore the health and dignity of thousands  
of women. Words cannot express the trauma and distress I witnessed.  

Young girls curled up in the foetal position, doubly incontinent and unable  
to walk, due to obstetric fistula. It is a moral outrage that millions of women  
are allowed to suffer like this, in the 21st century. Political leaders must speak  
out to prevent further tragedy. 

Concerted action is needed to improve Sexual and Reproductive Health  
and Rights legislation and adequately fund appropriate policies.

Ministers of Finance around the world must understand that investing  
in women’s health, makes social and economic sense. 
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Professional colleges have an enormous task ensuring improvements  
in the quality of obstetric care for all women, but especially for young girls. 

They also need to ensure that sufficient health workers are trained to cope  
with the increased demand. 

I believe that Traditional Birth Attendants have a role to play in the  
communities they serve. They should be trained to administer simple  
life saving drugs, including family planning, emergency contraceptives,  
misoprostol and antibiotics.

Health systems must be strengthened, in order to improve women’s lives  
and achieve the promises of the Millennium Development Goals (MDGs);  
in particular, MDG5 to improve Maternal Health. A range of family planning, 
including emergency contraceptives, skilled birth attendants and obstetric 
emergency care, must be accessible, affordable, appropriate and acceptable  
to all, irrespective of age, community or country. 

2009 is the 15th anniversary of International Conference on Population  
and Development Programme of Action; women, children and their families  
cannot wait any longer for the promises made 15 years ago by 179 leaders  
around the world.

It’s time for politicians to stand up and be counted.

In that context, I particularly want to express my appreciation to Baroness 
Tonge for her inspiration behind the Hearings; questioning whether women 
who die during pregnancy or childbirth are often better off, than the many 
women who survive, but suffer in silence.
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Definition: Fistula is a direct complication of prolonged obstructed labour 
when women and particularly young girls are not monitored in labour  
by a skilled birth attendant. A hole develops in the wall between a woman’s  
vagina and her bladder or rectum, or both, leading to incontinence  
and other complications. Traumatic fistula is the result of violent rape.

Seriousness of the problem: Fistula leads to incontinence and other complications 
such as nerve damage and infection. As the woman is often leaking urine and 
faeces, she may be ostracised by her community and family and forced to live in 
isolation. In the case of traumatic fistula, the situation is worse because of the 
stigma of rape. In addition, women with fistula can develop other complications 
including prolapsed uterus, infertility, infection, kidney disease and spontane-
ous abortion. Obstetric fistula is not seen in countries with good maternal care. 
Finally in countries where Female Genital Mutilation (FGM) is practised,  
fistula can be even more severe as FGM can further confound the problem.

Traumatic fistula: Traumatic fistula is an abnormal opening between the 
reproductive tract of a woman or girl caused by sexual violence. These nearly 
always happen in conflict or post-conflict settings. Trauma like this is caused 
by violent rape or the forced insertion of foreign objects (such as guns) into  
the vagina. The combination of rape and incontinence sadly mean that many  
of these women are ostracised by their families and communities (Columbia 
University written evidence). While traumatic fistula is not a true maternal 
morbidity, unless it happens during pregnancy, the consequent difficulties  
for the woman’s reproductive and maternal health will be the same. 
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Incidence: At least 2 million women around the world suffer from fistula  
with between 50,000 and 100,000 new cases emerging each year (Ref 6). 
Young girls are at particular risk of developing fistulas, as their bodies are not 
fully developed and the foetal head cannot pass through their small pelvis’. 

  Case Study:  

“Achuwache was married at 15 and soon afterwards had a difficult pregnancy 
and prolonged labour. The long labour caused a fistula— a hole between the 
vagina and the bladder, which caused incontinence. “After twelve days labour, 
I went to the health centre. They couldn’t do anything. They said take her  
to Gonder (six hours away) and that was it. So they took me back home.  
They thought they were taking my corpse home but when it is not your time, 
it is not your time. I survived and had the baby at home. It was dead. Then  
I had this problem. I got damaged. As far as my family was concerned, I didn’t 
exist, but here I am, alive. My husband divorced me straight away before  
the year was out. People only like you when you’re healthy.” It was six years 
before Achuwache heard that her problem could be cured and underwent  
a successful operation to repair her fistula” (SafeHands written evidence).

Prevention: Preventing child marriages and teenage pregnancies will reduce 
the incidence of fistula. As will sufficient skilled birth attendance, available 
24 hours a day, trained to interpret a partogram and refer women to  
Emergency Obstetric Care (EmOC) for interventions, including a caesarean 
section (the partogram is a chart where the wellbeing of the mother and 
foetus and the progress of labour is recorded). A solution to the problem  
of inadequate health staff is also to train more to provide EmOC services,  
including mid-level providers. Furthermore, surgical intervention to treat 
fistula is nearly always successful in less serious cases and 60 per cent  
successful in more serious cases – with a cost of about £160 per woman  
(Columbia University written evidence). Unfortunately, this is prohibitively 
expensive for most women and health systems.

“There is huge stigma attached to fistula and women are often divorced by their 
husbands and completely rejected by their communities. It is not a problem that 
can be hidden--because of the smell” (WRA written evidence).
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Definition: Weakening of or damage to a woman’s pelvic musculature to  
the extent that it can no longer support the uterus. It is sometimes referred  
to as ‘fallen womb’. 

Seriousness of the problem: In first degree prolapse, the cervix descends into 
the vaginal opening; in the second degree, the cervix descends into the vulva; 
in third degree prolapse, the cervix and often the uterus descends beyond  
the vulva and often outside the body entirely. Internal tissues, when outside  
the body, can become dry and cracked leading eventually to infection.  
Women with prolapses are in considerable discomfort and pain. They may 
have urinary problems including stress incontinence and even simple daily 
activities like sitting, standing, walking, and lifting become impossible.  
In addition, uterine prolapse can have negative consequences for a woman’s 
family, social life, ability to work and her dignity. She can also suffer stigma 
and discrimination as a severe prolapse is almost impossible to hide. 

Incidence: Two to 20 per cent of women of reproductive age suffer from 
prolapsed uterus (Columbia University written evidence). Urinary stress 
incontinence is not only common with prolapsed uterus but common 
following any childbirth, with or without complications. In many societies 
stress incontinence is perceived as an inevitable consequence of motherhood, 
including in the developed world, where it is estimated that half of pregnant 
women suffer from it and one in three women suffer from it post delivery  
(Ref 7). 
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  Case Study: 

“In Himachel Pradesh, India, there was a woman who had taken two days to 
get to a clinic. She had a breech baby and an obstructed labour, with the legs 
emerging first. The Traditional Birth Attendant had pulled the uterus out and 
chopped off the baby’s limbs. The prolapsed uterus with the baby’s head still 
stuck in had to be put back inside the women for the doctor to do a dilatation 
and curettage” (WRA written evidence). 

  Reports from the field: 

“As many as 600,000 to one million women in Nepal suffer from a prolapsed 
uterus; recent studies have shown that the prevalence of prolapsed uterus 
ranges from 10 to 40 per cent” (Columbia University written evidence).  

“Heavy work during and immediately after pregnancy are major risk factors. 
Women are able to push their uterus back inside themselves when they  
are lying down, so their husbands continue to have sex with them and they 
continue to have babies. When they are pregnant, the uterus expands so that 
it doesn’t prolapse. When they are not pregnant, they put things like rocks 
inside themselves to try to stop the prolapse” (WRA written evidence).

Prevention: Informing and empowering women to use family planning,  
will avoid pregnancies too early, too often and too close together, which 
increase the chances of a prolapsed uterus. Discontinuing obstetric  
malpractice, including applying abdominal pressure during labour, and  
discouraging heavy and strenuous work soon after childbirth are equally 
important. Health systems must be strengthened with registered health 
workers who have codes of practice, standards, protocols and guidelines to 
guarantee quality of care and prevent malpractice. Severe cases of prolapse 
can only be treated by surgery at a cost of approximately £110, a sum well 
beyond the means of poor women (Columbia University written evidence). 
Pelvic floor exercises during pregnancy and post delivery can minimise  
urinary stress incontinence. Surgery for urinary stress incontinence may 
relieve the symptoms for some women. 

“Women in Nepal have to carry heavy loads — soon after labour — and they also 
live and work in smoky kitchens where the chronic coughing makes things worse. 
This is often thought of as a problem of older women, but we have found women 
as young as 16 and 17, just married, with prolapse. And they can never tell 
anyone about it; the shame and embarrassment is too much” 
(WRA written evidence).
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Definition: An abortion is unsafe when it is carried out either by persons 
lacking the necessary skills or in an environment lacking the minimal  
medical standards, or both, and can lead to haemorrhage, infection,  
or poisoning from substances used to induce abortion (Ref 8). 

Seriousness of the problem: Complications from unsafe abortion account  
for the largest proportion of hospital admissions for gynaecological services  
in the world. Five million women each year are admitted to hospital for  
treatment of unsafe abortion complications, including trauma to the vagina, 
uterus and abdominal organs, reproductive tract infections, shock, and  
infertility (Guttmacher Institute written evidence). This means that roughly 
one in four women who undergo unsafe abortion are admitted to hospital. 
Access to safe abortion is inequitable and poverty seems to play a large role 
in women’s access to safe abortion care. Virtually all unsafe abortions in 2003 
occurred in developing countries (Guttmacher Institute written evidence). 
Finally, WHO estimate that about 24 million women are currently infertile 
because of an unsafe abortion (Ipas written evidence). 

Direct costs of treating unsafe abortion complications burden health care 
systems, and indirect costs also drain struggling economies.

Incidence: There are 18-20 million abortions carried out illegally per year and 
almost 60 per cent of all unsafe abortions in Africa are among young women 
under the age of 25. Over 68,000 women die from complications of unsafe 
abortion each year (Ref 9).
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  Case Study: 

“I will never forget one night when one of my friends came. She was haemor-
rhaging and it wouldn’t stop. I told her that we would go to the hospital,  
but she didn’t want to because they would give us trouble. She kept fainting 
and I took her to the hospital. When we got there the doctors treated us very 
badly. They didn’t take care of her even though they knew she was dying”  
(MSI written evidence). 

  Report from the field: 

“We have conducted 800 face to face investigations of maternal mortality in 
Orissa state, [India] this year. We have found that unsafe abortion by village 
quacks leads to infection and future complications for many women.  
The local practice is to take very hard, sharp sticks from trees in the forest 
and soak them in a toxic ‘milk’ – gathered from leaves – for 48 hours.  
These are inserted into the woman through the birth canal. I talked to  
a gynaecologist who told me that he treated one woman who had ten of these 
sticks inside her. She was in her 7th month of pregnancy and the sticks were 
poking into the head and body of the foetus” (WRA written evidence).

Prevention: Improve sex and relationships education and provide family 
planning for women, men and young people, including for women 
post-abortion and post delivery. Improve access to emergency contraception 
and menstrual regulation and make safe abortion available through legisla-
tion and by training providers about safe abortion practice and ensuring the 
availability of appropriate equipment and supplies (e.g. manual vacuum 
aspiration or medical abortion drugs including mifepristone and misoprostol). 
The availability of misoprostol seems to be reducing the incidence and  
severity of unsafe abortion complications in Latin America (Ipas written 
evidence). It is also worth noting that abortion is safer when performed earlier  
in pregnancy and that carrying a pregnancy to term carries greater health 
risks to a woman than having a safe abortion, early in pregnancy. 

“Worldwide, the women most at risk of suffering serious complications or dying 
from unsafe abortion share several characteristics: they overwhelmingly live  
in countries with restrictive abortion laws, they are poor, they reside in rural 
areas, and they are young” (Ipas written evidence).

“Women have abortions just as frequently where abortion is legally restricted  
as where it is broadly permitted by law, but the health consequences are  
vastly different” (Ipas written evidence). 
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Definition: Primary post partum haemorrhage (PPH) is loss of blood estimated 
to be 500ml or more, from the genital tract, within 24 hours of delivery.  
This is the commonest obstetric haemorrhage. Secondary PPH is defined  
as abnormal bleeding from the genital tract, from 24 hours after delivery 
until 6 weeks post-partum (DfID written evidence).

Seriousness of the problem: PPH remains one of the most serious maternal 
health problems – causing up to one-third of all maternal deaths. 88 per cent 
of deaths happen within four hours of delivery, so skilled birth attendance 
and timely transfer to emergency obstetric care is paramount. Symptoms  
of haemorrhage include dizziness, tiredness, breathlessness, shock and even 
heart failure. Many women are unable to stand up or care for their newborn 
child because of it. Anaemia before haemorrhage exacerbates the problem 
and increases the risk of death from PPH. 

Incidence: 150,000 women die annually from PPH (DfID written evidence).
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 Case studies:  

“An Indonesian woman needed a blood transfusion when she was admitted  
to hospital with a retained placenta and haemorrhage. The hospital had  
no blood supplies. The woman’s father travelled to another hospital to obtain 
blood. More delay was experienced when he found out he had to pay for  
the blood. He managed to return to his daughter’s hospital with the blood 
after eight hours. By this time, his daughter had become so weak that blood 
could not be given and she passed away with the placenta undelivered” 
(Immpact written evidence).

”I didn’t think I would survive. Since there was no more blood my whole body 
hurt, I was very nauseated, and to add to this, when they came to examine 
me, they didn’t even say they were going to prescribe something. They only 
told me to wait, and they talked amongst each other and since I don’t  
understand French, those who came to see me looked at me like that and said, 
‘there is no blood’. They looked at my whole body and they walked past and 
they didn’t say anything…and that’s what made me feel despair!”  
(LSHTM written evidence).

Prevention: All women should give birth with a skilled birth attendant who 
knows how to prevent post partum haemorrhage and conduct an active 
management of the third stage of labour with oxytocin and other drugs  
to minimise bleeding. Low cost misoprostol should also be made available to 
Traditional Birth Attendants (TBAs) and mid-level health workers in a wide 
range of health facilities and especially in the community to control bleeding.

“Low-cost, evidence-based interventions to reduce the incidence of PPH exist,  
are being implemented in numerous countries, and must be taken to scale globally”  
(Jhpiego written evidence).
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Definition: Infection is the invasion by microorganisms, which can produce 
tissue injury and progress to disease. Infections include a broad range of  
problems from urinary tract infections to Sexually Transmitted Infections 
(STIs) such as chlamydia, syphilis, gonorrhoea, genital herpes, HIV and AIDS 
to puerperal sepsis. Puerperal sepsis is any bacterial infection of the genital 
tract, which occurs after the birth of a baby. Symptoms usually include fever, 
abdominal pain, bleeding and discharge.

Seriousness of the problem: If the infection does not kill the mother, sepsis can 
cause long-term health problems such as discomfort, scarring, pelvic inflamma-
tory disease and infertility. Pregnancy alone increases a woman’s risk of  
a urinary tract infection. Births and abortions with unskilled providers using 
unhygienic, improper procedures and non-sterile equipment can cause infections. 
There is a lack of awareness of STIs in many developing countries and the 
vast majority of infections go undetected, which can lead to infertility, ectopic 
pregnancies, chronic illness and death. Pregnant HIV positive women may 
actually see the progression of the disease worsen during their pregnancies, 
although research is ongoing on this. 

Incidence: 15 per cent of maternal deaths are the result of infections.  
It is estimated that annually about two million women with syphilis become 
pregnant in sub-Saharan Africa. Approximately 15 per cent of the babies born 
to women in a study in Bolivia had congenital syphilis (WHO written evidence). 
Syphilis can cause insanity and death in the adult and congenital syphilis  
in the newborn, with blindness, deafness and brain damage.

21 |  Some Maternal Health Problems  |

Infections (including STIs and HIV/AIDS)



  Case study: 

“Djeneba is from the village of Sanankoroba in Mali. She has been married  
for four years and is the third wife of Batary Diakite. His other wives between 
them have 17 children, but Djeneba has none. At first Batary thought she  
was a bad wife because she didn’t want to have sex. Then he realised that  
she felt great pain during intercourse and he took her to a doctor. She was  
diagnosed with blocked fallopian tubes, following chronic and untreated 
infection. She had suffered excision (FGM) as a girl, which may have caused 
the onset of the infection. “I am very sorry for her,” said Batary. “When my 
other wives play with their children, she goes inside the house to cry. I can’t 
afford treatment for her. Just one baby would make her happy, but it’s unlikely 
to happen” (WRA written evidence).

Prevention: Prevention of infection in the first place is important. Women 
must be offered ante-natal urine, STI and HIV/AIDS screening and treatment.
Testing for syphilis no longer requires a laboratory test, but the new diagnostic 
tests, while easy and accurate, are expensive and not always available. 
Pregnant women must not be deterred from voluntary counselling and testing, 
as prompt treatment of infections often has immediate positive consequences. 
Legislation that criminalises transmission of HIV is of great concern. 

The prevention of mother to child HIV/AIDS transmission strategy includes:
primary prevention of HIV (stopping women from becoming HIV positive  
in the first place); prevention of unintended pregnancies among women  
living with HIV; prevention of vertical transmission through safe delivery,  
antiretroviral drugs and safer infant feeding; and treatment, care and  
support for women living with HIV and their families (Ref 10).

Women with HIV have the same reproductive rights as all women, including  
a satisfying and safe sex life, the capacity to have children and, freedom  
to decide if, when and how often to do so (ICW written evidence).

Medical interventions in labour and at delivery must be minimised and  
sterile equipment used for invasive procedures. Women must also be followed  
up post-natally and advised to seek care if infection and fever occur. If an 
infection is detected it is easily treated with antibiotics. Antibiotics played  
a major role in reducing maternal death in the developed world in the 1930s 
with a 40 per cent decline in maternal mortality (Advocacy International 
written evidence). Ensuring that the correct antibiotics are available and 
affordable when they are needed in developing countries is crucial. 

“A retained placenta—or part of it—is a foreign body and is a killer. It can cause 
not only bleeding but toxaemia of the blood” (WRA written evidence).
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