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Improving access to skilled maternal health care is a crucial compo-
nent of attempts to reducematernal and early neonatal mortality. In ad-
dition to community health workers and midwives, obstetrician/
gynecologists (OBGYNs) who are trained to handle the most severe
complications of pregnancy are needed to achieve the best possible
outcomes.

Ghana has improved obstetric capacity by training and retaining a
large number of specialists. Since 1989, two university-based postgrad-
uate programs have trained and certified more than 142 physicians as
OBGYNs [1]. These training programs are backed by a national policy
which seeks to place an OBGYN in every district hospital.

The present study examines the impact of newly placed OBGYNs on
selected health outcomes in four district hospitals in Ghana’s Ashanti re-
gion. One OBGYN was placed in each of the hospitals at least 6 months
before the present study. Routinely collected data from facility registers

were reviewed for the year preceding (2009) and the year following
(2010) the placement of these OBGYNs. Aggregate count indicators
were compared in SAS 9.4 (SAS Institute, Cary, NC, USA) using a χ2 anal-
ysis. P b 0.05 was considered statistically significant. The study was ap-
proved by the Ghana Health Service Ethics Review Committee and the
University of Michigan Institutional Review Board.

Across all facilities, there were 5725 deliveries in 2009 and 6702 in
2010. The use of malaria prophylaxis and of oxytocin to reduce risk of
postpartumhemorrhage increased significantly after OBGYNplacement
(P b 0.001 for both) (Table 1). The proportion of deliveries that were by
cesarean decreased significantly (P = 0.002) (Table 1). This finding is
not in line with previous studies, which have demonstrated an associa-
tion between the use of surgical procedure and obstetrician-led delivery
[2]. The decrease observed in the present study could be explained by
the increase in vacuum deliveries (P= 0.05) (Table 1), which probably
obviated the need for some surgical interventions. Notable but non-sig-
nificant reductionswere observed in crude counts and rates ofmaternal
mortality (P = 0.25) and fresh stillbirth (P = 0.07) (Table 1).

The number of neonatal deaths increased significantly after OBGYN
placement (P = 0.02) (Table 1). This finding cannot be explained with
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Table 1
Health indicators for mothers delivering at four hospitals during the year before and the
year after the arrival of obstetrician/gynecologists.a

Outcome 2009 (n= 5725) 2010 (n= 6702) P value

Cesarean delivery 862 (15.1) 878 (13.1) 0.002
Vacuum delivery 32 (0.6) 57 (0.9) 0.05
Maternal death 18 (0.3) 14 (0.2) 0.25
Neonatal deathsb 26 (0.5) 61 (0.9) 0.02
Fresh stillbirthc 71 (1.2) 61 (0.9) 0.07
Oxytocin in third stage of labor 5524 (96.5) 6590 (98.3) b0.001
Intermittent preventive
treatmentd

2378 (41.5) 3215 (48.0) b0.001

a Values are presented as number (percentage) unless indicated otherwise.
b During the delivery hospitalization.
c A fetus born at N28 weeks’ gestation and deemed to have died without evidence of

prolonged intrauterine mortality.
d Three intermittent preventative treatment courses of malaria prophylaxis.

Contents lists available at ScienceDirect

International Journal of Gynecology and Obstetrics

j ourna l homepage: www.e lsev ie r .com/ locate / i jgo

http://crossmark.crossref.org/dialog/?doi=10.1016/j.ijgo.2015.04.040&domain=pdf
http://dx.doi.org/10.1016/j.ijgo.2015.04.040
mailto:fwja@med.umich.edu
Journal logo
Unlabelled image
http://www.sciencedirect.com/science/journal/00207292
www.elsevier.com/locate/ijgo


101BRIEF COMMUNICATIONS

the facility level counts used in the present analysis. Other studies have
reported increased patient acuity following the arrival of trained obste-
tricians [3]. An influx of acute or referred cases could explain both the in-
crease in neonatal deaths and overall patient attendance. Expanding
routine data collection to include referral status andmeasures of patient
acuity would improve understanding of obstetric complication burden
at Ghana’s district hospitals.

In conclusion, the present study demonstrates an association be-
tween the presence of OBGYNs in district hospitals in Ghana and an in-
crease in evidence-based maternal care practices, as well as moderate
improvement in maternal mortality and stillbirth rates. High neonatal
mortality rates, despite the presence of OBGYNs, indicate a need for fur-
ther obstetric care measures, such as prenatal and intrapartum surveil-
lance technologies. The best obstetric outcomes can only be realized
when full-scopematernal healthcare services are available and support-
ed by robust data collection systems that guide providers and high-im-
pact interventions.
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Cervical cancer is one of the most common cancers to be diagnosed
during pregnancy [1]. A few cases of vaginal and abdominal radical
trachelectomy have been reported in pregnant patients with early-
stage cervical cancer who wished to retain their pregnancy [2–4]. How-
ever, the fairly high rate of spontaneous abortion after the procedure has
meant it has not been widely used. In the present report, an alternative
approach is described: laparoscopic radical trachelectomy (LRT)

followed by chemotherapy. Because patient anonymity was ensured,
no informed consent was needed.

In March, 2013, a woman aged 25 years (G1P0) was diagnosed with
a papillary mucinous adenocarcinoma of the cervix uteri (International
Federation of Gynecology and Obstetrics stage IB1) at 18 weeks of preg-
nancy. Magnetic resonance imaging showed a 3.5-cm cervical tumor
without evidence of parametrial extension (Fig. 1A). The patient
expressed that shewished to continuewith her pregnancy. LRTwas pro-
posed as a potential treatment; after counseling about the risks and the
experimental nature of this approach, the patient and her husband
agreed to proceed. The treatment strategy had been approved by the In-
stitutional Review Board committee of Obstetrics and Gynecology Hos-
pital of Fudan University, Shanghai, China.

At 18weeks and 6 days of pregnancy, a laparoscopic pelvic lymphad-
enectomy with LRT was performed (Fig. 1B, C). The bilateral uterine
blood supply was successfully retained. No intraoperative complications
occurred and the total operation time was 6 hours. Total blood loss was
400 mL. The lymph nodes and the resection margins of the excised cer-
vix were free of carcinoma according to frozen section analysis. Howev-
er, the final histologic examination demonstrated lymphovascular space
invasion (Fig. 1D, E), and the clear endocervical margin was less than
0.5 cm.

An adjuvant chemotherapy regimen of 135mg/m2 paclitaxel (day 1)
combinedwith carboplatin (target area under the curve of 5; day 2)was
started at 20weeks and 5 days of pregnancy and repeated every 21 days
for three cycles. Mild nausea and fatigue were reported. No grade 3 or 4
toxic effects were observed. No signs of fetal growth restriction were
noted.

At 34 weeks and 2 days of pregnancy, the patient developed regular
and frequent uterine contractions. A cesareanwith subtotal hysterectomy
was performed. The neonate was female and weighed 1750 g. The 1-min
and 5-min Apgar scores were both 9. No residual tumor was identified.
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