ANALYSIS OF CAUSES OF MATERNAL MORTALITY IN GENERAL HOSPITAL CALABAR, CROSS RIVER STATE

ABSTRACT

This study was carried out on analysis of  factors that contribute to maternal mortality in general hospital calabar, cross river state. Specifically, the study aimed at assessing the influence of poor maternal health care on maternal mortality identifying the influence of education on maternal mortality, and determining the influence of occupation on maternal  mortality. The study employed the survey descriptive research design. A total of 27 responses were validated from the survey. The findings of the study revealed that there is a significant relationship between socio-cultural factors and  maternal mortality, this implies that current efforts already put in place by different institutions must be stepped up to further reduce or eradicated maternal mortality. The study therefore recommended that there is need for the involvement of the stakeholders in bridging the gap effective health education among pregnant women.. Also, free education, gainful employment and interest free loan should be given to women to enable them have financial freedom. Also, free antenatal care for pregnant women should also be put in place by government.

CHAPTER ONE

INTRODUCTION

1.1 Background of the study
The ever-increasing focus on enhancing women's reproductive health on a worldwide scale has resulted in an increased need for research, particularly in the field of maternal health. Since the late 1980s, the issue of maternal health, which can be defined as the "physical well-being of a woman during pregnancy, childbirth, and the postpartum period" (Abdul-Aziz, 2022), has been a primary focus of a number of international summits and conferences, the most notable of which was the Millennium Summit in the year 2000. (WHO, 2017). It should come as no surprise that the rate of maternal mortality is an essential component of maternal health. The World Health Organization has defined maternal mortality in the international statistical classification of diseases and related health problems (ICD) as the death of a woman while she is pregnant or within 42 days of a termination of a pregnancy, regardless of the duration and site of the pregnancy, from any cause related to or aggravated by the pregnancy or its management, but excluding accidental and incidental causes. This definition does not include deaths that occur as a result of unintentional and incidental causes ( Alves, 2022; Brabrin , 2022). Within the context of this overarching theoretical structure, the Millennium Development Goal Target 5A asks for a decrease in the ratio of maternal mortality by three-quarters by the year 2015. However, if things continue as they are, the world will fail to meet the target for the reduction of maternal mortality. This is due to the fact that the data that has been collected up to this point suggests that in order to meet the target, the global Maternal Mortality Rate (MMR) would have needed to be reduced by an average of 5.5% each year between the years 1990 and 2015.

Nigerians make up just two percent of the world's population, yet the country is responsible for more than ten percent of all maternal fatalities worldwide (Abdul-Aziz, 2022). This places Nigeria in second place internationally, behind only India. The maternal mortality rate in Nigeria is 59,000 per year, which indicates that the country has a low maternal health status. These deaths are caused by pregnancy-related issues. This has been recognized as the primary cause of death, as well as a primary factor in mortality, among women of reproductive age in Nigeria (Fadeyi , 2021).

FGN, (2018) noted that the cause of maternal mortality is an outcome of the nexus interaction of a variety of factors namely: the distant factors (socio-economic, cultural) which include; occupation, income level, and illiteracy act through the proximate or intermediate factors (health and reproductive behavior, access to health services), and in turn influence outcome. Although opinions differ on the determinants of maternal mortality, FGN, (2018) noted that the cause of maternal mortality is an outcome of the nexus (pregnancy complication mortality). Foster, (2022) found that traditional behaviors, norms, beliefs, education, and religion are all examples of sociocultural elements that contribute to maternal mortality. Other factors that Foster identified as contributing to maternal mortality are listed below.

There have been a number of measures undertaken in the past with the intention of lowering the maternal mortality rate in Nigeria; however, such efforts, particularly those made by the Federal and state governments, have typically not been very effective in obtaining the outcomes that were wanted. However, only lately, several state governments have started to record some encouraging outcomes as a consequence of various policy efforts that they have undertaken. In 2007, the house of assembly of Cross River state voted in favor of a measure that would make it mandatory for all pregnant women to get free maternal health care (Brabrin , 2022). The state commissioner of health, who is both an obstetrician and gynecologist, was instrumental in the creation and implementation of this policy, playing a key role in both processes.

Even with the implementation of numerous interventions such as antenatal care, labor and delivery care, postnatal care, family planning, prevention and management of unsafe abortions, and health education, the maternal mortality ratio (MMR) has not been encouraging over the years, and improvements are moving at such a snail's pace. The introduction of the safe motherhood program in 1995, the midwife service scheme (MSS) in 2011, and the subsidy reinvestment program (SURE-P) in 2012 all contributed to the introduction of these

It was the previous state commissioner of health, together with other prominent obstetricians and gynecologists, who were instrumental in the formation of this favorable atmosphere for maternal health. As a result, pregnant women in Cross River may now take use of free medical treatments at the General hospital in Calabar. This is one of the steps that the state government has put in place as part of an effort to lower the maternal mortality rate in the state (FGN, 2018). However, other states like Jigawa have provided funds for the improvement of obstetric care facilities in hospitals, the recruitment of obstetricians and gynecologists, and the provision of ambulances at the local level in order to transport pregnant women who are experiencing delivery complications to health facilities. These are all measures that are being taken as part of an effort to reduce the rate of maternal mortality. These measures had the support of the individual who had previously served as executive secretary for primary health care and afterwards became state commissioner for health.

1.2 Statement of the Problem 
Maternal mortality is the most important indicator of maternal health and well being in any country (Herfon, 2006). Maternal mortality is a tragedy, many children are rendered  motherless, such children are deprived of maternal care which goes a long way to affect adversely both their physiological and psychological development. The majority of these pitiable situations are due to maternal mortality.

From recent estimates, the number of deaths each year from  maternal causes worldwide decreased from 536,000 in 2005 to an estimated 358,000 in 2008 and 273,500 in 2011. For every woman that dies, approximately 20 more suffer injuries, infection and disabilities in pregnancy or childbirth (IHME, 2012; UNICEF 2008; WHO, 2007). The situation is even more alarming in Nigeria. For example, in the year 2000, the maternal mortality ratio per 100,000 live births was 800 compared to 540 for Ghana and 240 for South Africa. 

  Consequently, the chance of a Nigerian woman dying from reproductive health disorders and complications was put at 1 in 10 in 2002 (Population Reference Bureau, 2002), 1 in 18 in 2005, and 1 in 23 in 2008, placing the Nigerian woman  at far greater risk than her counterpart in the developed world, where the risk is estimated to be 1 in 17,800 and 1 in 10000 in countries such as the Republic of Ireland and Singapore respectively (World Bank, 2011; UNICEF, 2010; Media Global, 2010; UNICEF, 2008; UNFPA, 2005). Some of the implications of  these estimates are the depletion of the country‟s workforce and the overall stifling of rapid development. 

This study focuses on determinants of maternal mortality in General hospital Calabar, Cross River State. The researcher was motivated to carry out  this study based observation and experience while on clinical posting towards the rate at which pregnant women die during childbirth as a result of post partum hemorrhage or eclampsia. The poser is what are the causes of women death?: thus this question can only be answered when this study is concluded.  

1.3 Purpose of the study

The purpose of the study is to  analyze factors that contribute to maternal mortality in general hospital calabar, cross river state.
1.4 Objectives of the study


(i)   To assess the influence of poor maternal health care on maternal mortality
 (ii)      To identify the influence of education on maternal mortality

(iii)         To determine the influence of occupation on maternal  mortality

1.5 Research Questions 
In order for the researcher to achieve the objectives of the study, the following research questions were developed to guide the study;

To what extent does poor maternal health influence maternal mortality?
How does education factors influence maternal mortality?

Can occupation influence maternal mortality?

1.6 Research hypothesis

There is no significant relationship between maternal level of education and causes of maternal mortality in General Hospital, Calabar

1.7
Scope of the study 


The study is narrowed to all pregnant women with pregnancy related issues resulting to maternal mortality in General Hospital Calabar.

1.8       Significance of the study 


The findings of this study will help health workers to identify factors responsible for maternal mortality, this will guide them on adopting more effective measures to ensure that women experience uneventful pregnancy, labour and peuperium. It will help women of child bearing age in the prevention of maternal mortality even in future pregnancies by obtaining adequate prenatal care.

Similarly, the study will also be of value to government both state and federal, policy makers as well as researchers for further research.

1.9
Limitations


The major limitation encountered during this study was the attitude of health record official in providing relevant information for the researcher. Also some retrieval of information was very cumbersome due to the manual nature of keeping information.

1.10 Operational definition of terms
Hospital:  Is a place or building where people who are ill/sick or injured are giving medical treatment and care.

Primary Health Care:  Is the medical treatment one received first when sick.

Pregnacy:  Is a period where a woman is having a baby developing inside her.

Maternal Mortality:  Is the death of a woman during or after delivery.

Maternal health: Is the physical well being of a woman during pregnancy, childbirth, and postpartum period

CHAPTER TWO

LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK

This chapter deals with the review of related literature. The review is divided into the following: Conceptual, empirical and theoretical review.

2.1
Theoretical Review

The nature of Maternal mortality 

Maternal mortality, also known as maternal death, continues to be the major cause of death among women of reproductive age in many countries and remains a serious public health issue especially in developing countries (WHO, 2007). As explained in Shah and Say (2007), a maternal death is defined as the death of a woman while pregnant or within 42 days of termination of pregnancy, irrespective of the duration and site of the pregnancy, from any cause related to or aggravated by the pregnancy or its management but not from accidental or incidental causes. Globally, the estimated number of maternal deaths worldwide in 2005 was 536,000 up from 529,000 in 2000. 

According to the WHO (2008), 1500 women die from pregnancy or pregnancy-related complications every day. Most of these deaths occur in developing countries, and most are avoidable. Of all the health statistics compiled by the World Health Organization, the largest discrepancy between developed and developing countries occurred in maternal mortality. Ujah (2005) noted that while 25 percent of females of reproductive age lived in developed countries, they contributed only 1 percent to maternal deaths worldwide. A total of 99 percent of all maternal deaths occur in developing countries. More than half of these deaths occur in sub-Saharan Africa and one third in South Asia. 

The maternal mortality ratio in developing countries is 450 maternal deaths per 100,000 live births versus 9 in developed countries. Fifteen countries have maternal mortality ratios of at least 1000 per 100,000 live births, of which all but Afghanistan and India are in sub-Saharan Africa: Afghanistan, Angola, Burundi, Cameroon, Chad, the Democratic Republic of the Congo, Guinea-Bissau, India Liberia, Malawi, Niger, Nigeria, Rwanda, Sierra Leone and Somalia (WHO, 2008).

Causes of Maternal Mortality

The WHO Factsheet (2008) indicates that globally, about 80 percent of maternal deaths are due to four major causes- severe bleeding, infections, hypertensive disorders in pregnancy (eclampsia) and obstructed labour. Complications after unsafe abortion cause 13% of maternal deaths. Among the indirect causes of maternal death are diseases that complicate pregnancy or are aggravated by pregnancy, such as malaria, anaemia, hepatitis, anaesthetic death, meningitis, HIV/AIDS, sickle cell anaemia, anaemia and acute renal failure, which could be a

complication of eclampsia. Women also die because of poor health at conception and a lack of adequate care needed for the healthy outcome of the pregnancy for themselves and their babies.

Abe and Omo-Aghoja (2008) in a ten year retrospective study of maternal mortality at the central hospital in Benin City, Nigeria documented the number and pattern of obstetric deaths at the Central Hospital, Benin City, over a ten year period and identified common causes of maternal deaths. The leading direct causes of maternal deaths were sepsis, hemorrhage, obstructed labor and pre eclampsia/eclampsia, while the major indirect causes are institutional difficulties and anaemia.The study also found that low literacy, high poverty levels, extremes of parity and non-utilization of maternity services were associated with maternal mortality. 

Omoruyi (2008) estimated that in Nigeria, more than 70 percent of maternal deaths could be attributed to five major complications: haemorrhage, infection, unsafe abortion, hypertensive disease of pregnancy and obstructed labour. Also, poor access to and utilization of quality reproductive health services contribute significantly to the

high maternal mortality level in the country.

As explained in Mojekwu (2005) the causes of maternal deaths can be classified into medical factors, health factors, reproductive factors, unwanted pregnancy and socioeconomic factors. According to the author, medical factors include direct obstetric deaths, indirect obstetric deaths and unrelated deaths. Direct obstetric deaths result from complications of pregnancy, delivery or their management. Indirect obstetric deaths result from worsening of some existing conditions (such as hepatitis) by pregnancy. Health service factors include deficient medical treatment, mistaken or inadequate action by medical personnel, lack of essential supplies and trained personnel in medical facilities, lack of access to maternity services and lack of prenatal care. Other risk factors for maternal mortality in Nigeria include maternal age, illiteracy, non-utilisation of antenatal services and grand multiparity ( Ujah , 2005

As explained in the WHO Factsheet (2008), drugs already exist (oxytocin) which, if administered immediately after childbirth, can reduce the risk of bleeding very effectively. Sepsis is a very severe infection, is the second most frequent cause of maternal death. It can be eliminated if aseptic techniques are respected and if early signs of infection are recognized and treated in a timely manner. The third cause, eclampsia, emerges as pre-eclampsia, a common hypertensive disorder, which can be detected during pregnancy. 

Although pre-eclampsia cannot be completely cured before the delivery, administering drugs such as magnesium sulfate can lower a woman’s risk of developing convulsions (eclampsia), which can be fatal. Another frequent cause of maternal death is obstructed labour, which occurs when the fetus’ head is too big compared with the mother’s pelvis or if the baby is abnormally positioned. Skilled practitioners can now use the partograph (a simple tool for identifying problems early in labour) to recognize and deal with slow progress before labour becomes obstructed, and, if necessary, ensure that Caesarean section is performed on time to save the mother and the baby.

For women to benefit from these cost-effective interventions they must have antenatal care in pregnancy, in childbirth they must be attended by skilled health providers and they need support in the weeks after the delivery (WHO, 2008). Whereas in many developed countries almost all pregnant women receive antenatal and postnatal care and are attended by a midwife and/doctor at childbirth, available data show that less than two thirds receive similar services in developing countries. Many pregnant women in Nigeria do not receive the care they need either because there are no services where they live, or they cannot afford the services because they are too expensive or reaching them is too costly. Some women do not use services because they do not like how care is provided or because the health services are not delivering high-quality care. Further, cultural beliefs or a woman’s low status in society can prevent a pregnant woman from getting the care she needs. To improve maternal health, gaps in the capacity and quality of health systems and barriers to accessing health services must be identified and tackled at all levels, down to the community.

Efforts towards reduction of  maternal mortality

Although attempts have been made in the past aimed at reducing maternal mortality in Nigeria, such attempts, especially by the Federal and state governments, have generally not proved very successful in achieving the desired results. Some promising results however have recently begun to be recorded through some policy

initiatives by a few state governments. In Anambra state, the state house of assembly approved a bill in 2005, guaranteeing free maternal health services to pregnant women (Shiffman and Okonofua, 2007). The state commissioner of health, who is an obstetrician and gynaecologist, played a central role in its development and adoption. In Kano state, the state government included in its budget a line item for free maternal health services. The former state commissioner of health together with a senior obstetrician and gynaecologist, played central roles in creating this positive environment for maternal health. In Jigawa state, state and local budgets have provided funds for the upgrading of obstetric care facilities in hospitals, the recruitment of obstetricians and gynaecologists and the provision of ambulances at the local level to transport pregnant women experiencing delivery complications to health facilities. The former executive secretary for primary health care, who subsequently became state commissioner for health, stood behind these initiatives.

A common trend to these initiatives is that they were championed in each case by a state commissioner of health who obtained political commitment from the governor, state assembly and other relevant government officials, thus lending credence to the view that the battle to combat high maternal mortality is not just a medical or technical matter but rather requires high level political commitment.

Another thing common to these initiatives is the attempt to introduce free maternal care, usually through user-fee waivers. However, these policies mostly do not seem to be adequately planned for and are consequently unsustainable. The main challenge to the introduction and implementation of user-fee waivers is the provision of adequate number of skilled health care personnel to handle the huge influx of pregnant women who come to avail themselves of the free maternal care services. A second challenge is that large amounts of drugs are used up in very short periods of time. Also, an overwhelming amount of clerical work is required to account for the

distribution and use of medicines. Hence there is need for adequate planning before the introduction of user-fee waivers.

Furthermore, Shah and Say (2007), reproductive health researchers with the WHO, produced a paper on Maternal Mortality and maternity care. The authors showed that gains in reducing maternal mortality between 1990 and 2005 have been modest and uneven, and that countries with high maternal mortality ratios shared problems of high fertility and unplanned pregnancies, poor health infrastructure and low availability of health personnel.

Shiffman and Okonofua (2007) assessed the state of political priority for maternal mortality reduction in Nigeria and identified the challenges that advocates face in promoting political priority. They found that priority is as yet in its infancy and that advocates need to coalesce into a potent political force in order to be able to push government to take appropriate action to reduce maternal mortality.

2.1.1  Empirical Review

According to Omoruyi (2008), maternal mortality have many triggers, both direct and indirect. Poorly funded and culturally inappropriate health and nutrition services, food insecurity, inaccurate feeding practices and lack of hygiene are direct causes of mortality in both children and mothers. Alves (2007) noted that, the indirect causes may be less obvious externally, but play just as large a role in mortality statistics. In a study conducted by Fadeyi  (2007), it was observed that female illiteracy adversely affects maternal survival rates and is also linked to early pregnancy.

Harrison (2009) observed that in many countries, especially where child marriage is prevalent, the lack of primary education and lack of access to healthcare contribute significantly to child and maternal mortality statistics. Idris (2010) stated that discrimination and exclusion of access to health and nutrition services due to poverty, geographic and political marginalization are factors in mortality rates as well 

the major reported causes of maternal deaths in developing world which include; Severe maternal bleeding, infections, obstructed or prolonged labor, unsafe abortion 

 hypertensive disorders of pregnancy especially eclampsia. 

Shiffman and Okonofua (2007) noted that hemorrhage, sepsis, toxemia and complications from abortion account for 62% of maternal deaths in Nigeria. According to Zozulya (2010), North West has the highest maternal mortality rate, seconded by North-East. Death The underlying factor of most maternal deaths is ignorance and apathy by women and the society in general (Fadeyi  2007). According to a WHO (2007) report, most women ignore early warning signs due to lack of adequate knowledge and information about danger signals during pregnancy and labor and so delay to seek care. Also, adequate preparation for any emergency before, during and after delivery is also lacking. 
Shah and Hay (2007) observed that, individual characteristics of mothers found to influence maternal deaths include maternal age, educational attainment, socio-economic status and antenatal attendance. Poor socio-economic development, weak health care system and socio - cultural barriers to care utilization are also contributory.
Poor maternal health and maternal mortality

Nigeria has one of the worst records of maternal deaths in the world and this situation is worsening with time. The problem of poor organization and access to maternal health services has always been a major challenge in Nigeria. Omo-Aghoja et al (2008) asserted that maternity care in Nigeria is organized around three tiers: primary, secondary and tertiary care levels. Primary health centres are located in all the 774 local government councils in the country. Pregnant women are to receive antenatal care, delivery and postnatal care in the primary health centres nearest to them. In case of complications they are referred to secondary care centres, managed by states, or tertiary centres, managed by the federal government.

The Nigerian health system as a whole has been plagued by problems of service quality, including unfriendly staff attitudes to patients, inadequate skills, decaying infrastructures, and chronic shortages of essential drugs. Electricity and water supply are irregular and the health sector as a whole is in a dismal state. In 2000, the World

Health Organization ranked the performance of Nigeria’s healthcare system 187th among 191 United Nations member states. A 2003 study revealed that only 4.2 percent of public facilities met internationally accepted standards for essential obstetric care (Harrison, 2009). Approximately two-thirds of all Nigerian women deliver outside of health facilities and without medically skilled attendants present. 

The weak performance of the health system must be understood in the context of the country’s long-standing problems with governance. Corruption in the political system is endemic while social development, including the promotion of the health of Nigerian citizens, has been more a rhetorical than a real aim of the state.

Educational level and maternal mortality 

Female illiteracy adversely affects maternal and child survival rates and is also linked to early pregnancy. Lack of primary education and lack of access to health care contribute significantly to child and maternal mortality statistics. Women who complete secondary education are more likely to delay pregnancy, receive prenatal and post natal care and have their birth attended to by qualified medical personnel (Ogujuyigbe and Liasu 2007).
Okonofua, Abejide, and Makanjuola (2007) examined the background factors that predisposed women to maternal mortality at the Obafemi Awolowo University hospital in Nigeria. The study investigated their sociodemographic characteristics, their use of prenatal care, and the incidence of delay in clinical management. The

results showed that the maternal deaths involved women with low or no educational status  than the educated women. However, a higher incidence of delayed treatment was found in the management of the cases of maternal deaths. The study also found that maternal mortality in the study population can be reduced through improved transportation and institutional management, and, on a long-term basis, through the adoption of measures to improve the educational status of women.

Ni and Rossignol (2004) in a community-based maternal mortality surveillance study in Sichuan, China assessed the impact of family planning status on maternal mortality. They found that the leading causes of death for both planned and unplanned pregnancies were the same: hemorrhage, postpartum infection, pregnancy-induced

hypertension, cardiac diseases, and pulmonary diseases. As among women with "planned" pregnancies, about 40% of maternal deaths among women with "unplanned" pregnancies occurred at home, and 20% occurred en route to a hospital. After controlling for the confounding effects of gravidity and education, with additional control for the effect of prenatal care visits the study indicates that women with "unplanned" pregnancies have a higher risk of maternal death, which is only partially attributed to less prenatal care.

Garenne, Mbaye, Bah and Correa (2010) carried out a case control study to analyze risk factors for maternal mortality in three leading hospitals in Dakar, Senegal identified the leading causes of death as puerperal sepsis and other infections, haemorrhage, eclampsia, ruptured uterus, and anaemia. Results of the case-control study revealed the major risk factors associated with health system failure as medical equipment failure, late referral, lack of antenatal visit, and lack of available personnel at time of admission. Various indicators of maternal status at time of admission (complications, blood pressure, temperature, oedema, haemoglobin level) and of health history prior to admission (previous complications, previous C-section, lack of treatment) were also strong predictors of survival.

 Lastly, socio-demographic factors also appeared as correlates of maternal mortality, in particular: first pregnancy, pregnancy of high birth order, rainy season, being unmarried, and low level of education. Ogujuyigbe and Liasu (2007) carried out retrospective comparative analysis of maternal deaths at the University of Nigeria Teaching Hospital, Enugu for two ten-year periods (1976-1985 and 1991-2000) in order to evaluate the effect of Safe Motherhood Initiative on maternal mortality in the hospital.

Influence of occupation on maternal mortality

Being gainfully employed is a big factor in earning enough income for the sustenance of households and individuals. Unfortunately, many Nigerian women are not gainfully employed and they work in occupations. Many of them work in their husbands' farms and in their homes and are not paid for these services. According to Garene, Mbaye, Bah and Correa (2010), women account for 75 percent of farm labour in Sub-Saharan Africa. Many Nigerian women work in the informal sector, they work for long hours and earn so little for their labour. According to UNICEF, (2010), majority of Nigerian women work in agriculture and related activities. They provide well over half of all labour in agricultural production and processing. They also perform much of the rural transport work , carrying on their heads over long distances farm produce, fuel wood and water. The informal sector has been rendered unprofitable due to inflation, lack of patronage from customers and lack of credit facilities due to poverty and patriarchal values. Where ever women work, they earn less than men even when they are doing exactly the same work (Khama, Oucho and Mwalal 2006).

Jonathan and Golberg (2010) observed that in Nigeria, very few women work in the formal labour force, 30 percent of those working in the formal labour force are women and most of these women are in lower positions. In situations where there employment positions are few such as in Nigeria, the few vacant positions are given to men. As such, many educated women find it difficult to secure employment (Media Golbal 2010). Furthermore, with the introduction of Structural Adjustment Programmes in the middle 1980s in Nigeria, many Nigeria women lost their jobs because of  the unskilled nature of their jobs and low positions and because they do not have the educational qualifications to benefit from globalization. This effect of globalization on the Nigerian women has intensified the involvement of Nigerian women in international prostitution (World Bank, 2011).

A study conducted by Zozulya, (2010),  in Nepal found that occupation and social-economic status were contributing risk factors for maternal mortality; maternal age greater than 35 years was also associated with a three- to four-fold increase in mortality, whereas lack of occupation  conferred decreased protection. Jonathan and Goldberg,  (2008) also found that maternal complications increased in women aged 40 years and above whereas Mojekwu,(2005) found that the risk factors associated with maternal mortality are parity, lack of antenatal visit, low level of maternal education and marital status. It is worth noting that, Ibeh (2008) also found that a favourable change in mothers’ age-parity distributions contributed up to 24% of the drop in a regional change of maternal mortality in Canada as well as marital status.

Harrison (2009), argued that attempts to reduce the high maternal mortality ratio in Nigeria have failed. Such attempts had been focused on transforming the health system by directly applying expertise and resources on high maternal mortality and its surrounding elements. He argues that the complexities and uniqueness of Nigeria’s situation call for a fundamental remedy based on stamping out the chaos in the country by the country getting its politics and governance structures right.

Although attempts have been made in the past aimed at reducing maternal mortality in Nigeria, such attempts, especially by the Federal and state governments, have generally not proved very successful in achieving the desired results. Some promising results however have recently begun to be recorded through some policy initiatives by a few state governments. 

2.2 Conceptual framework 

The theoretical framework used for this study is Health Belief Model 

Health belief model


The Health Belief Model was developed in 1974 by Becker and Rosenstock.

Becker and Rosenstock described four elements of the model which are


Source: Health Belief Model Becker and Rosenstock, 1974
Individual perceptions


Individual perceptions include the following:

Perceived susceptibility: A family history of a certain disorder, such as heart disease, may make the individual feel at increase risk. Awareness of personal high risk lifestyle behaviours also increases perceived susceptibility. Therefore , a pregnant mother who is aware of family history of any illness that may affect her, may take appropriate step to prevent or control it during pregnancy. 

Perceived seriousness: In the perception of the individual, does the illness cause death or have serious consequences? e.g concern about the spread of acquired immune deficiency syndrome (AIDs) reflects the general public’s perception of the seriousness of this illness. A pregnant mother may perceived a condition as being serious which may result in complication and lead and lead to death.

Perceived threat: A person who perceived that some illness are life threatening to people in the community will perceived personal threat to the disease. This applies to a pregnant woman who sees pregnancy as health threatening and decided to utilize the health care services to avoid complication.

Modifying factors


Factors that modify a person’s perceptions include the following:

Demographic variables: e.g age, sex, race and ethnicity. An adult for example, may perceived peer approval as more important than family approval and engage in unhealthy life patterns.

Sociopsychological variables: Social pressure from peers or others.  A pregnant women may listen to the advice of her peer to either use antenatal care or traditional birth attendant 

Structural variables: Knowledge about the target disease and prior contact with it are structural variables that are presumed to influence preventive behaviour.

Cues to action: It can be either internal or external e.g uncomfortable symptoms, likelihood to action.A pregnant mother seeing somebody died of pregnancy complication then takes action to prevent it.

This is when an individual takes recommended preventive health actions on perceived benefits of the action minus the perceived barriers to the action.

Perceived benefits of the action include taking a nutritive food to prevent anaemia.

Perceived barriers to action: This includes cost, inconvenience, unpleasantness and lifestyle changes. e.g Lack of finance to access health care, waste of time and bad road to hospital contribute to barriers to take action  

Nurses play a major role in helping clients implement healthy behaviours. They help clients monitor health, they supply anticipatory guidance, and impact knowledge about health. Nurses can also reduce barriers to actual by minimizing inconvenience or discomfort and can support positive actions.

The model also provides insight into the connection between the way a person sees her state of health and her response to health, illness and treatment.

Nutritional beliefs of people is a risk factor that influence material mortality. This is in agreement with the belief model that what people are oriented about influence or affect their health. Also according to Ojo and Briggs (2009), age is an increase risk that influence material death. This is in agreement with health belief model which among the factors include age and developmental stage. This age which is a factor in health belief model influences maternal mortality.


Therefore, increase maternal mortality in Nigeria is as a result of health belief of the citizen which among others are socio-cultural belief, religious belief, age and socio-economic status of the populace.

2.3 Summary of literature review 

 Maternal mortality represents a devastating medical complication in many societies. It has been realized that complications of childbirth and pregnancy are leading causes of death among women of reproductive age. It is due to this that complications of childbirth and pregnancy have remained a core issue in the focus of international development efforts, this is clearly illustrated by the fact that improved maternal health and safety is named as a target for the fifth millennium development goal (MDG) set for accomplishment by the year 2015.

The interest in maternal mortality stems from the fact that most of the accounts of causes of maternal mortality have dwelt on the medical causes and hospital records ignoring education and occupation, which are impacting on maternal mortality in Nigeria. It is important to note that the non-medical which include education and occupation  maternal mortality have been the causes of many maternal deaths.

CHAPTER THREE
METHODOLOGY

This chapter deals with the method employed to carry out this study. The chapter was organized under the following heading; research design, research setting, target population, sampling techniques, instrument for data collection, validity and reliability of instrument, method of data collection, method of data analysis and ethical consideration.

3.1       Research design


The research design adopted for this study was the descriptive survey design used to identify the determinants of maternal mortality in General Hospital , Calabar.
3.2       Research setting

The setting of this study is Calabar. Calabar  also referred to as 'Canaan City' is a city in Cross River State, coastal southeastern Nigeria. The original name for Calabar was Akwa Akpa, from the Efik language . Calabar is the capital of Cross River State. For the purpose of administration, the city is divided into Calabar Municipal and Calabar South LGAs. It has an area of 406 km² and a population of 371,022 at the 2006 census.     

 Calabar people are mainly people from the Greater Calabar district - Calabar South, Calabar Municipality, Akpabuyo, Bakassi, Biase, Odukpani and Akamkpa. Calabar has three principal landlord kingdoms, namely The Qua Kingdom of Ejagham (Ekoi)/bantu origin, The Efut and the Efik Kingdoms. Calabar is bounded to the North by Odukpani Local Government Area, by the south by the Atlantic Ocean and by the West by Akpabuyo local Government Area respectively.  
The General hospital Clabar, was formally established and commissioned on 7th November, 1991 by the then military president General Ibrahim Babangida.  The hospital provides qualitative Health care services but  maintains that, they do not just heal mere physical illness which attacks the human body, but a much deeper and holistic healing of the entire human person.  These service areas include all the wards (medical and surgical for male and female, pediatrics, chest unit and the maternity section as a whole. Other departments are out patient department (OPD), laboratory department, pharmacy department, central sterilizing and supply department (C.S.S.D), X-RAY department, community medicine and the mobile clinic, and  theatre department. The roles of these departments are complementary and depict what they call team-work in patient management, the patient always beings at the center. The Hospital since its establishment has demonstrated a very keen interest in the staff recruitment and development of highly skilled and very dependable medical and paramedical personnel. Presently, their work force stands at 460. Information made available from Hospital records disclosed that 3371 pregnant women were registered in the General Hospital, Calabar between the period under study.

3.3. Research  population


This include all women in their reproductive age who attended General Hospital, Calabar. 

3.4   Sample 


The sample size selected for the study was  files  containing records of all those who were  attended to in  labour ward, antenatal ward, and  post natal ward from the period of Jan, 2012- Dec, 2014  to ascertain educational level, occupation and  poor maternal health  associated with maternal mortality in General Hospital ,Calabar. The purposive sampling technique was employed to select cases from the period under study through the Assistance of Health record Officers.

3.5      Instruments for data collection

 
The researcher developed a checklist for determinants of maternal mortality in General Hospital, to collect data on cases of maternal mortality. The checklist was used to obtain data from health records with the focus on 2012-2014. 

3.5.1 Validity of the instrument


Face validity of the research instrument was established by the researcher. In order to validate the instrument, the researcher gave the developed tool to the Supervisor and an Obstetrician and Gynecologist for modification of items, assessment and approval of the instrument.

3.6  Method of Data Collection

The data used for this study was collected systematically on receiving of a consent letter from  the Director of Nursing services General Hospital, Calabar that was forwarded to office of Health Records were permission was granted to enable the researcher check and collate data within the period under study through  the use of a checklist. However this  process  lasted for a period of three weeks as the process was slow and painstaking due to the manual method of storing and collecting data.

3.7 Method of data analysis

The data collected was analyzed using simple percentages and frequency tables.

3.8 Ethical considerations

Before the researcher conducted the study, certain ethical considerations were made. The consent of the Hospital management was seeked to enable the researcher assess relevant information for the study. The researcher conducted herself properly and ensure confidentiality in line with Nursing standards and guidelines. The researcher also received a letter of introduction from the Head, Department of Nursing, University of Calabar that was presented to relevant authorities in General Hospital, Calabar for approval. 

CHAPTER FOUR

DATA ANALYSIS AND RESULTS

4.0 Introduction 

This chapter deals with  presentation of data received and collected from General Hospital, Calabar  results. The data is presented and analyzed using simple percentages, frequency tables and chi- square statistical tool is used to test the hypothesis.

Table 1:
Socio-demographic data of maternal mortality in General Hospital, Calabar  2012-2014

	Ward 
	Frequency 
	Percentage (%)

	Ante natal ward

Postal natal ward 

Labour ward

Theatre

Total 
Age in year
15-25

26-35

36-40

Total 
Educational qualification:

Non educated

Primary

Secondary 

B.Sc

Total 
Marital status:

Married 

Single 

Separated/Divorced 

Total

Occupation

Petty trading/unskilled job

Business

Civil service

Total
	3

7

12

5

27
10

6

11

27
8

7

5

7

27
14

9

4

27

6

7

14

27
	11.1%

26.0%

44.4%

18.5%

100%
37.0%

22.3%

40.7%

100%
29.5%

26.0%

18.5%

26.0%

100%
51.8%

33.2%

15.0%

100%

22.2%

26.0%

51.8%

100%


Table 1:
Shows the result of socio demographic data of mothers that died in General Hospital, Calabar, Ante natal ward had 3 (11.1%) while labour ward had 12 (44.4%) respectively.


Age between 15-25 had 10 (37.0%) death; 36-40 had death of 11(40.7%)


Educational qualification, non educated pregnant women that died were 8(29.5%) while those with tertiary education that died were 7(26.0%) respectively. 14(51.8%) pregnant women that died were married while single that died were 9(33.2%). Finally, the result show that 6(22.2%) of pregnant women that died engaged in petty trading and unskilled jobs while 14(51.8%) of the pregnant women that died were civil servants.

4.2
Results for Research Questions

Research question I: To what extent does poor maternal health influence maternal mortality in General Hospital Calabar

Table 2:
Relationship between poor health and maternal mortality in 

General Hospital, Calabar. 2015


N = 27

	Poor Maternal Health (Variable)
	
	Maternal Mortality 

(Frequency)
	
	Percentage (%)

	
	
	
	
	

	Hemorrhage 
	
	11
	
	40.7

	Hypertensive disorder
	
	8
	
	29.7

	Cardiac disease
	
	3
	
	11.1

	Obstructed labour
	
	3
	
	11.1

	Post partum sepsis
	
	2
	
	7.4

	Total
	
	27
	
	100


From table 2 results revealed that, 11(40.7%) of the pregnant women died of hemorrhage; 8(29.7%) died of hypertensive disorder; while 2(7.4%) died of post partum sepsis.
Research Question 2: How does educational level influence maternal mortality in General Hospital, Calabar?

Table 3:
Influence of education on maternal mortality in General 


Hospital Calabar, 2015

	Variable
	
	Frequency
	Percentage (%)

	Non educated
	
	8
	29.5

	Primary
	
	7
	26.0

	Secondary
	
	5
	18.5

	Tertiary
	
	7
	26.0

	Total
	
	27
	100



Table 3, the result revealed that, 8(29.5%) of pregnant women who died were non educated; while 7(26.0%) of pregnant women that died attained tertiary level of education.

Research Question 3: Will occupation influence maternal mortality in General Hospital, Calabar?

Table 4:
The influence of occupation on maternal mortality in General

Hospital Calabar, 2015 

	Variable
	
	Frequency
	
	Percentage (%)

	Petty trading/unskilled job
	
	6
	
	22.2

	Business
	
	7
	
	26.0

	Civil servant
	
	14
	
	51.8

	Total
	
	27
	
	100



From table 4, the result revealed that 6(22.2%) of pregnant women that died engaged in petty trading/unskilled job, while 14(51.8%) pregnant women that died were civil servant.

Percentage of death over admission 

Table 5: maternal mortality from 2012-2014 in General Hospital Calabar, 2015 

	Total no admitted 
	
	Total no death 
	
	Percentage (%)

	
	
	
	
	

	2012:       894
	
	12
	
	1.3%

	2013:      1019
	
	8
	
	0.8%

	2014:      1458
	
	7
	
	0.5%

	Total:     3371
	
	27
	
	2.6%


Results from table 5 shows that by 2012  894 mothers were admitted, 12 died representing 1.3%, while in 2013, 1019 mothers were admitted, 8 died representing 0.8% and 2014, 1458 mothers were admitted, 7 died, representing 0.5%. 

CHAPTER FIVE

DISCUSSION OF FINDING

5.0
This chapter deals with the discussion of the findings that emanated from the study. The findings were discussed based on the research objectives and the research hypothesis.

5.1
 Discussion of Findings

5.1.1 Influence of poor maternal health and  maternal mortality 

The findings revealed that majority of maternal mortality cases recorded  in General hospital, Calabar within the period understudied was  caused by complications of pregnancy such as;  hemorrhage, hypertensive disorder, cardiac disease, obstructed labour and post partum sepsis. 

This findings are in line with  WHO (2008)  which indicates that globally, about 80 percent of maternal deaths are due to four major causes- severe bleeding, infections, hypertensive disorders in pregnancy and obstructed labour. Complications after unsafe abortion cause 13% of maternal deaths. Among the indirect causes of maternal death are diseases that complicate pregnancy or are aggravated by pregnancy, such as malaria, anaemia, hepatitis, anaesthetic death, meningitis, HIV/AIDS, sickle cell , anaemia and acute renal failure, which could be a complication of eclampsia. Women also die because of poor health at conception and a lack of adequate care needed for the healthy outcome of the pregnancy for themselves and their babies.

5.1.2
Educational level  influencing maternal mortality 

The findings revealed that illiteracy among pregnant women played a mojor role in maternal mortality. Lack of education  leads  result in women having no knowledge of maternal and child health service available, even if they had the knowledge, they lack skilled job and money to utilize these health care services. However the occurrence of maternal mortality in educated women is as a result of lack of gainful occupation. Those working lack adequate time to access health care services. Increase in age and late marriage also contribute to maternal mortality among the educated. This findings are in line with   Idris, (2010) who identified other factors responsible for maternal mortality as socio-cultural factors which include; traditional practices, norms, believes, education and religion. This finding is also in line with Okaro (2001), who carried out retrospective comparative analysis of maternal deaths at the University of Nigeria Teaching Hospital, Enugu for two ten-year periods (1976-1985 and 1991-2000) in order to evaluate the effect of Safe Motherhood Initiative on maternal mortality in the hospital. The main finding of the study was that since the launching of the Safe Motherhood Initiative, maternal mortality ratio increased five-fold as a result of institutional delays and deterioration in the living standards of Nigerians.

5.1.3
Influence of occupation on maternal mortality 

The findings revealed that Being gainfully employed is a big factor in earning enough income for the sustenance of households and individuals. Unfortunately, many Nigerian women are not gainfully employed and they work in occupations. Many of them work in their husbands' farms and in their homes and are not paid for these services. In situations where there employment positions are few such as in Nigeria, the few vacant positions are given to men. As such, many educated women find it difficult to secure employment. Furthermore, with the introduction of Structural Adjustment Programmes in the middle 1980s in Nigeria, many Nigeria women lost their jobs because of the unskilled nature of their jobs and low positions and because they do not have the educational qualifications to benefit from globalization.

However, this findings validates Herfon, (2006),who noted  that the cause of maternal mortality is an outcome of nexus interaction of a variety of factors namely: the distant factors which include; occupation, income level and illiteracy act through the proximate or intermediate factors (health and reproductive behavior, access to health services) and in turn influence outcome (pregnancy complication mortality).
5.1.4
Relationship between educational level and maternal mortality


The findings of the study revealed that there is a significant relationship between educational level  and maternal mortality. The finding agrees with Lawoyin, (2007), who carried out a cross-sectional, community-based study to assess men’s perception of maternal mortality in Nigeria and found that efforts were required to improve men’s attitudes and knowledge in order to make them active participants in the fight to reduce maternal mortality. Maternal deaths in this study were blamed on healthcare workers not being skilled enough, financial barriers, failure to use family planning, emergency, antenatal, and delivery care services
 Summary


The purpose of the study was to examine the determinants of  maternal mortality in General Hospital, Calabar. The specific Objectives of the Study were: To determine the influence of occupation on maternal  mortality, to identify the influence of educaton on maternal mortality, to assess the influence of poor maternal health  on maternal mortality in General Hospital, Calabar. Three research questions were raised and a hypothesis formulated to guide the study as follows: There is no significant relationship between education and maternal mortality. 

The study was a retrospective research where the researcher investigated several cases of maternal mortality from the period of January, 2012- December, 2014 in General hospital, Calabar. Data was collected through the use of checklist. The data collected through a checklist was presented using frequency tables and percentages. The findings of the study revealed that there is a significant relationship between socio-cultural factors and  maternal mortality, this implies that current efforts already put in place by different institutions must be stepped up to further reduce or eradicated maternal mortality.

5.3 Conclusion 

Based on the discussion of findings, it could be concluded that most recorded maternal mortality cases is as a result of refusal of mothers to seek treatment from hospitals on time and poor treatment from care providers mostly in rural areas which eventually results to poor  maternal health. However, Several attempts have been made in the past aimed at reducing maternal mortality in Nigeria, such attempts, especially by the Federal and state governments, have generally proved successful to some extent in achieving the desired results. Some promising results however have recently begun to be recorded through some policy initiatives by a few state governments. 

5.4 Recommendations

Based on the findings of the study, the researcher recommends that:

There is need for the involvement of the stakeholders in bridging the gap effective health education among pregnant women.

Free education, gainful employment and interest free loan should be given to women to enable them have financial freedom.

 Free antenatal care for pregnant women should also be put in place by government.

A revised health education programme for pregnant women should be implemented to enlighten women on the need to utilize ante-natal services.

Health personnel should always encourage women to utilize antenatal services to prevent pregnancy complications.

Health personnel should avoid discrimination of  pregnant women and to show them positive attitude to that will encourage them to continue to antenatal  services.
The government should provide more health centres in rural areas so as to provide access to health facilities to all, especially among women resident in rural areas. 
Government should implement policies that will encourage free medical services to pregnant women. This will encourage women to utilize antenatal services. 
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Appendix

Please tick the appropriate boxes 

Section A

Personal biodata

Male (  )

Female  (  )

Age

30  (  )

30  (  )

30-35  (  )

35-40  (  )

40 above (  )

Marital status

Married  (  )

Single (  )

Separated (  )

Widowed  (  )

Level of education

BS.c (  )

MS.c (  )

MBA  (  )

SECTION B

 To what extent does poor maternal health influence maternal mortality in General Hospital Calabar?

	Poor Maternal Health (Variable)
	
	Please tick
	

	
	
	
	

	Hemorrhage 
	
	
	

	Hypertensive disorder
	
	
	

	Cardiac disease
	
	
	

	Obstructed labour
	
	
	

	Post partum sepsis
	
	
	


 How does educational level influence maternal mortality in General Hospital, Calabar?

	Variable
	
	Please tick

	Non educated
	
	

	Primary
	
	

	Secondary
	
	

	Tertiary
	
	


Will occupation influence maternal mortality in General Hospital, Calabar?

	Variable
	
	Please tick
	

	Petty trading/unskilled job
	
	
	

	Business
	
	
	

	Civil servant
	
	
	


-  Demographic variables (age, sex, race,  


     ethnicity etc)


-  Sociopsychologic variables (personality,  


    Social class, peer and reference group  


     pressure etc).


-  Structural variable (knowledge about the       disease, prior contact with the disease    


     etc.





Perceived benefit of preventive action.


Minus


Perceived barriers to preventive action





Perceived susceptibility disease x.


perceived seriousness (severity) of disease x 





Perceived threat of  disease  x








Likelihood of taking recommended preventive health action.





Cues for action


-  Mass media campaigns


- Advice from others


- Reminder post card from  


   primary care provider or dentist


-  Illness of family member or friend


- Newspaper or magazine article.








36

