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MATERNAL MORBIDITY – A HIDDEN PROBLEM

There has been little or no research into maternal morbidity in the areas where many of our White Ribbon Alliance members are working at the grassroots. “The government doesn’t measure it; they are only concerned about maternal mortality,” says Aparajita Gogoi of WRA India.

This lack of information is compounded by the stigma and shame surrounding such issues as unsafe abortion, fistula, uterine prolapse and sexually transmitted infection; “women simply can’t and don’t talk openly about these things – if at all” says Arzu Deuba of Nepal. There is also a common denial of even the existence of post natal depression.
This is why civil society groups which speak about these issues are so important. They not only inform women about the reasons behind the secret health problems with which they are privately struggling, but they also provide solidarity to enable women to come out and share their experiences – often for the first time – and so (hopefully) to seek treatment if or where that is available.

Unfortunately, in many countries, treatment is not available – which makes prevention all the more crucial (and all of these conditions are preventable as well as treatable). In Yemen for instance, only 14% of women receive any kind of pre-natal or post-natal health care, says Nafissa Al-Jaifi; “yet these are the crucial times when maternal morbidity could be assessed, prevented and treated,” she says.
The same picture of neglect of morbidity issues is true in Bangladesh, says Farhana Ahmad. “ICCDRB has done research in the Matlab  region where there is a fistula programme and government and other agencies work on this. But nationally, the only way you get to know of maternal morbidity is if women come back after the birth with problems like fistula or prolapse.”

WRA members agreed that the low status of women, and lack of skilled care, contribute to morbidity just as they do to maternal mortality – and that the solutions (ie women’s empowerment, skilled birth attendants) are the same for both.

What follows is anecdotal evidence of the main symptoms and causes of  pregnancy related illness and long term disability that White Ribbon Alliance members encounter in their own countries.

ANAEMIA

In India, anaemia has three causes, says Aparajita Gogoi. “It can be genetic, as in parts of the East of India; it is related to poor nutrition of girls from the time they are born; it follows repeated bouts of malaria which destroy red blood cells. If you are not anaemic you can bleed for two hours and survive. If you are anaemic, you will die after one hour.”

In Bangladesh, says Farhana Ahmad, doctors routinely keep a donor (usually a family member) nearby and ready to give blood as an estimated half of women are anaemic. The implications of anaemia for women are huge: “They suffer from chronic weakness and don’t have the energy needed to give birth. That can lead to prolonged labour – which (without skilled care) is often fatal.”

Anaemia is dangerous for the baby too, as a cause of low birth weight and prematurity.
DEPRESSION

“In Bangladesh, post natal depression is really ignored,” says Farhana Ahmad. “You are supposed to be happy to give birth and start working the next day. No one acknowledges - even in educated families - that women might be depressed. There is total denial and silence.”

“Doctors even make fun of women with post partum depression,” says Aparajita Gogoi. “A woman doesn’t know about depression, so she will say – I feel upset, I am weepy, I feel tense and my heart is beating too hard.’ But doctors will laugh it off and give any medication. I know doctors in the Muslim area of Delhi who say ‘it is nothing but MWS’ (which means Muslim Women’s Syndrome). A muslim woman is not allowed to go out of the house unless she visits a lady doctor, so the implication is that she will come and talk to the doctor just to get out of the house.”
“But the same (isolation) is true of women in Hindu areas like Rajasthan. You will not see a women who is more than aged nine out and about on her own.” No doubt this isolation does contribute to depression, but as such is a further cause of depression and should not be an excuse for ridicule.
In Yemen, says Nafissa Al-Jaifi, infertility is a major cause of depression. “If a woman can’t have children she cannot be proud of herself like other woman. Her husband will find another wife to replace her. In rural areas she is branded as ‘sterile’.”

This is a big stigma in India too, says Aparajita Gogoi, where woman are labelled ‘barren’ if they cannot have children.

PROLAPSE
Uterine prolapse emerged as a  major but neglected issue in conversation with WRA members.
“It follows multiple deliveries and unskilled delivery,” said Farhana Ahmad of Bangladesh.
“It happens when women have too many babies too close together,” says Nafissa Al-Jaifi of Yemen. “They can be pregnant again only three months after giving birth.”
In Nepal, between 6 and 10 per cent of women of reproductive age are affected, says Arzu Deuba. “We did a study funded by the British Embassy in Nepal. We found that women had prolapses after too many children too close together. Some of these were forced deliveries, with a traditional birth attendant pulling the baby out and causing damage. Marital rape is also part of the problem, with many women having no choice and becoming pregnant too soon after giving birth. This is very much about the low status of women.”
Other factors, says Arzu Deuba, are that “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 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.”

As a  result, some “600,000 women in Nepal need repair surgery for uterine prolapse, but the cost ($600 to $1,000 for surgery and follow up) is beyond the means of the vast majority. The Nepal Safe Motherhood Network Federation, part of the White Ribbon Alliance, has been for the past two years mapping the services available as part of the Uterine Prolapse Alliance, which includes 27 NGOs and the government.
The stories about uterine prolapse are extremely distressing. Says Aparajita Gogoi: “I saw a woman in Himachel Pradesh. It had taken two days to get her to the clinic. She had a breech baby and an obstructed labour, with the legs emerging first. The Traditional Birth Attendant had pulled it out, and chopped off the baby’s limbs. I saw the prolapsed uterus with the baby’s head still stuck in it. It had to be put back inside the woman, in order for the doctor to do a D and C. I will never forget it.”

Says Arzu Deuba, “the women live with prolapse for years. They are able to push the 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. I was told by a doctor about a woman who put cement inside herself, and when she operated, she literally had to chisel out the concrete.”

INFECTION
Sexually Transmiited Infections (STIs) such as gonhorrea, candida albicans, genital herpes and (less commonly) syphilis cause women many problems in Yemen, says Nafissa Al-Jaifi.  “She has no idea of the cause of her discomfort and she doesn’t ask for a medical examination. It is not a priority for her husband to give her money to go for a check up. And also STIs remain undetected because there is no skilled health worker to perform a check up. In turn this can lead to infertility, and/or miscarriage - which themselves can lead to depression.  It can also cause cross infection ie septicaemica in the baby.”

Left over products of birth can also cause severe infection. “A retained placenta – or part of it – is a foreign body and is a killer,” says Farhana Ahmad. “It can cause not only bleeding but toxaemia of the blood. If a health worker is not able to get the placenta out manually, and if even a small bit of it is retained it will cause problems. You need an operating theatre to do a D and C.”

“In India, most health workers are not allowed to do that unless you are an ObGyn,” says Aparajita Gogoi.
Cervical cancer – which follows infection, often the result of poor hygiene – is also very common and little talked about in Nepal says Arzu Deuba. “Eighty per cent of all cervical cancer is in the developing world. Yet if detected early it can be treated. The vaccine is expensive; however camps for screening and treating cervical cancer with acetic acid and ‘cryo’ are not expensive – and could save thousands of lives in Nepal alone.”
UNSAFE ABORTION

In the tribal areas of Orissa state, one of the economically poorest parts of India, anecdotal evidence from White Ribbon Alliance members suggests that traditional practices to bring about abortion are a leading cause of morbidity.

Dr Pati, of WRA Orissa, said that the WRA has conducted 800 ‘verbal autopsies’ (face to face investigations) of maternal mortality in the state 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 10 of these sticks inside her. She was in her 7th month of pregnancy and the sticks were poking into the foetus’ head and body.”

In fact abortion is not illegal in India, but “few women know about that” says Aparajita Gogoi. Besides,  “in a rural community, everyone will know if you go for an abortion, and (if you are unmarried) they will kill you.”

In Bangladesh, Menstrual Regulation (MR) is legal and is used to end pregnancy, says Farhana Ahmad. “Some women have multiple abortions; they see MR as a form of birth control and may have five or six MRs – because this is easier and more available than family planning.”
FISTULA

In Yemen, as in many African countries, fistula is another major cause of long term maternal morbidity, together with anaemia (from poor diet), STIs and depression.

“It is caused by delayed, prolonged and obstructed labour” says Nafissa Al-Jaifi. “ It often happens in women who are too young – we have girls as young as eight or ten being married in Yemen – and this is why the White Ribbon Alliance is pushing for a law to make the minimum age of marriage as 18.” (The vote on this Bill is in two months time and Yemen WRA is seeking support from UK MPs on this).
Although there is a huge stigma attached to fistula, and women are often divorced by their husbands and completely rejected by their communities, says Nafissa, “it is not a problem that can be hidden, because of the smell.”
The Alliance members all said that this dreadful condition, which (in addition to its awful physical symptoms of leaking urine and faeces) has terrible social, economic and psychological consequences , is a kind of living hell.

Below are stories collected by members of the White Ribbon Alliance in Tanzania and in Nigeria, from women who have suffered fistula:

Martina’s Testimony

Gathered by the Women’s Dignity Project of Tanzania

“My name is Martina and I am from the Ntunduu Village of Singida.  I am 57 years old.  I would like to share with you my story of the fistula problem I faced after giving birth to my first child.  I was 18 years old, married, and in good health.  I had no problems during my pregnancy.  My labor pains started on a Thursday evening when I was out in the bush fetching firewood with my sisters. 

By Friday the baby’s head was partially out.  My sister tried to help me but did not succeed.  On Saturday my husband took me to the Makiungu Mission Hospital.  We rode on a bicycle for almost four hours to get to the main road where we waited for the bus to take us to the hospital.  

By the time we reached the hospital my condition had worsened.  The doctor used forceps to remove the baby, and the baby was dead.

The doctor treated me, inserted a catheter, and I rested in the hospital.  The next day the catheter was removed and I started leaking urine.  I was told to go home and that I would be ok.  Once I returned home I continued to leak urine.  I had 11 other children, all of whom are alive, while leaking urine.

My husband has continued to support me and give me hope that one day I will be cured.  My mother-in-law and brother-in-law told my husband to leave me due to my condition.  My husband refuses, he will not leave me.  I have lived with fistula for 35 years.

One day my daughter-in-law called to me saying that we had visitors.  I went outside to meet them.  They were from Dar es Salaam, here to treat women with various health problems and maternal complications.  At first I remained quiet, but later my husband told me to share with them my problem.  They told me to prepare, they were going to take me to Mwanza-Bugando Hospital for treatment.  At first I was reluctant, but my husband convinced me to go with them.  I am now cured of my fistula and no longer leak urine constantly and uncontrollably.”
Fatima Lawal Aliyu

I was born on August 10, 1972 in Lambar Kunchi, Kano State, Nigeria.  I was married at the age of 26 while a student at the Bayero University, Kano.  I became pregnant within a few months of marriage, but continued on in school, receiving antenatal care throughout my pregnancy.  When I reached home from school on my last day of exams, I went into labour.  Around midnight the pain got worse and my mother asked one of our neighbors who had a car to take us to the hospital.   

At the hospital, the birth attendant assessed my progress and told me I was at the beginning stage of the labour and should go home and return when the pain increased.  I told her I was in terrible pain, but she insisted I go home and come back when the labour had progressed.  

Upon reaching home, the pain got significantly worse but I did not go back to the hospital until the later that evening, accompanied by my mother and cousin.  The birth attendant again assessed the progress of my labour, and although she said I remained in the first stage of labour she allowed me to stay in the hospital overnight.

When the doctor finally came to check on me I had been in labour for a total of three days in the hospital.  He directed the birth attendant to induce my labour even though my labour continued to make no progress.  I was instructed to lay on the bed and push.  The pain was tremendous.

On my fifth day in the hospital, my legs could not hold me up and I faded in and out of consciousness.  My mother spoke with hospital personnel and asked why they would not refer me to another hospital.  She wanted to take me to another hospital and went out in search of a car to take us there.  By the time she arranged for a car and we arrived at the other hospital, the baby was dead.

I received a cesarean section, but while recovering from the procedure, I noticed I could not control my urine or my bowels from leaking.  I had developed the complications of vesicovaginal and rectovaginal fistulas.  I was told that I would need several surgeries to repair the fistulas.  My family was not happy about this but they took care of me during this time.      
I stayed in the hospital for a few months before being referred to another hospital where I had to wait for another month to undergo surgery.  I had two surgeries and had to defer my studies for two years.  After the third surgery, although I was still not completely recovered, I was able to return to the university and manage my condition.

I graduated from Bayero University, Kano and obtained my degree in library and information sciences in 2005.  This is my story as a fistula survivor, advocating on behalf of the women that have died around the world in pregnancy and childbirth and those who also endure this debilitating disease.”

From Fatima Lawal Aliyu, Nigeria
