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ABSTRACT 

Tl1e co11cept of ante11atal care l1as been unive1·sally-recognized as a very good 

n1odel of preve11tive l1e[1ltl1 care. Ove1· tl1e years, it l1as i111pacted positively 011 

imp1·oving birth-outcon1es in 1nany countries. I-Ioweve1·, tl1is has 11ot bee11 tl1e case 

here, as Nigeria still 111ai11tains l1e1· JJlace among count1·ies witl1 e1101n1ous loss of lives 

througl1 preg11a11cy. Tl1is i11formed tl1e present retros1Jective cross-sectional study to 

dete1·111i11c ,vl1icl1 socio-de1nogra1Jl1ic, obstct1·ic a11d otl1e1· facto1·s arc associated \Vill1 

lovv bi1·tl1-weigl1t deliveries, a11 adverse JJreg11a11cy outco111e. 

Tl1e stt1dy area, Odecla Local Gover111ne11t Area, is cssc11lially a 11.11·al LGA in 

Ogun State ,vill1 an esti111ated population of over 100,000. Tl1e study population 

con1prised p1·eg11ru1t vvo1ne11 atte11ding ante11atal ca1·e (ANC) clinics in t\vo of tl1e 

LGA 's I--Iealtl1 Facilities at Oba11toko a11d 01·ile-Ilugun witl1i11 tl1e 3-year period 

starti11g July 2004 - J Line 2007. A total 416 of tl1c 1·cgiste1·ed pregnant ,vo111en were 

surveyed using p1�epared structt1red checklist for collecting data fro111 subjects' ANC 

cards and delivery records. Data were analysed using SPSS software. Frequency 

tables ,vere gene1·ated, and chi-sqt1are test used to investigate associations between 

categorical va1·iables at 5°/o sig11ificar1cc level. 

Of Ll1c 416 st1bjccts, .01ajo1·ity (69.4%) were aged 20 - 29 years, and 6. 7% were 

teenagers. Tl1eir mean age was 25.5 ± 5.3 years wl1ile their spouses' n1ean age was 

33.5 ± 6.8 years. As at tl1e time of tl1eir ANC booki11g, 93.5% \Vere n1arried, 70.4% 

had at least prin1ary education, ,vhile 98.1 % were lo\v-income petty-traders and

fanners. Mean nun1ber of p1·egna11cies was 3.0 ± 1.8, mean pa1·ity \Vas 1.9 ± 1.7. mean 

number of subjects' living cl1ildren was 1.6 ± 1.4. Findings 011 ANC service utilization 

include mean number of ANC visits (3.5 ± 2.4), 1ncari gestational-age-at-booking 

(2.17 ± 9.0), 45.5% ultrasound scan usage, and 61.5% Tetanus Toxoid i1nn1unization 

coverage Mean gestational age at labour was 38.2 ± 3.4 weeks .. 111nlc . ten1t1le babtes .. 

sex ratio was approximately 1.5 : I .0, wl1ilc lo\v birth-,vcigl1t pre, ,1lc11cc fot1nd \\J�

3.4%. F,,llo\ving mt1ltivnrin•c a11nlys1s. f:1ctors tl1,1t sig111t1tl1ntl)' i11 rl:tt .. t· l tl1c . � ()f.

low birtJ1-\1/cigJ11 deliveries ,1,11<>11g 110<,kcll prcg11t1nt \\'(1n1rr1 itlcl\lllc b 'i11g ,1 t .. ·nn ... c

molhcr [fJ f{ ,18.6; (C.I 5.3 '' 10.5); 11,!' 0.005 }: r1J1 J l)�·t11b , n ·, ·r-111nn·i \t 111otl1 ·r
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[0.R = 70.4; (C.I = 9.7 - 512.6); p< 0.005)]. Early booking for ANC i.e. before 28 

weeks [O.R = 0.1; (C.I = 0.01 - 0.56); p< 0.05], and attaini11g ter1n pregnancy prior to 

labour [0.R = 0.02; (C.I = 0.002 - 0.098); p < 0.005] vverc botl1 sig11ificantly 

protective against low birtl1-weigl1t. AttendiI1g ANC 011ly once and receiving <2 doses 

of TT were both non-significant LBW risk factors. 
• 

A good nu1nber of pregnant women usil1g public l1ealtl1 facilities in Odeda 

LGA are accessing the inh�rent benefits of antenatal care services. Tl1ey sl1ould be 
, 

furtl1er e11cot1rnged to avoid tce11ngc JJrcg11a11cy a11d single JJa1·c11tJ1ood, botl1 ol' wl1 icl1 

had exposed tl1em to low bi1·tl1 we.igl1ts and si1nilar adver·se pregnancy outcomes. 

• 

• 

• 

• 

• 
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CHAPTER ONE 

INTRODUCTION 

BACKGROUND INFORMATION 
• 

• 

, 

Con1plicatio11s of pregnancy and childbirth are tl1e leading causes of deatl1s 

an1ong neonates a11d wome11 of reproductive age (W.H.0/W.I-I.S, 2008; F.M.O.H, 

2007). Each day, tl1c wo1·ld looses ftftee11 l1L1ndrecl wo111c11 v\1l1ile givi11g birtl1 

(UNICEF, 2009). In yea1· 2000 alo11e, a11 estin1ated 529,000 won1en wo1·ldwide died 

fron1 p1·egnancy-related co1nplicatio11s (WHO/UNICEF/UNFPA, 2004), with over 

993/o of tl1ese global 111aternal deatl1s occurri11g in developing countries (Waltrave11 et 

al, 2000). Nigeria, Africa's 111ost }JOpt1lous cou11l1;', c.tccoL111Ls for abot1t 10% of tl1cse 

global casualties (Okaro et al, 2001 ). It is said tl1at a wo111an i11 the st1b-Sahara11 A·frica 

for exa111ple, v,1110 gets pregna11t is 75 ti1nes n1ore likely to die as a result of tl1is 
• 

pregna11cy than another 1Jreg11ant wo1na11 in Europe or Nortl1 Arnerica (Walt1·aven et 

al, 2000). Curre11t esti111ates of 111atcr11al 111ortality ratio ·for Nigeria sta11d at l, l 00 }JCr 

100,000 live births (W.H.0/World Health Statistics, 2008). Witl1i11 tl1e country, tl1ere 

exists a \Vide geograpl1ical disparity ranging f1·on1 166 pe1· 1 00,000 live birtl1s in the 

south-west to a record 1,549 per 100,000 live births in the 11orth-east (Federal Office 

of Statistics/UNICEF, 2000). E\1ide11ce also abounds sho,ving tl1at for every Nigerian 

woman that dies in pregnancy, between 15 and 20 otl1ers suffer from pregnancy

related debilitating conditio11s, some of which are k110,vn to have life-long sequelae 

(FN10H/NPHCDA, 2007). 

111 essence, both maternal morbidity a11d 11101ialit)· p05e n1ajor health cl1allcnge. 

and both have significant implications for the health, develop111ent, a11d survi,,al of 
• 

children Fiscella ( 1995) found women who had no pregnancy care tnore lik.el)' to die 

during labour and delivery than women who had visited a prenatal clinic 1\lso, :.\ 

number of studies carried out in dcvclo1Jii1g and trnn<;itio11al cot111tr1r� l1a, c 

demonstrated that \vomcn who received pregnancy care tc11d to l1n,1c rcdt1ccd nttc of 

pretcrm labour ((Jrv<)S ct ,t�, 2002). of· lo\.V \1irtl1 ,, c1gl1t t,nl)ics (Or\'('s ct nl, _002: 

Kapoor cl al, l'J85), ar1d ,tis<> ,,,�r,cri11r,t:,I clc,ltl,s (Kr,11c)c)r cl t,1.1085: �ilC,,,, lli1l11, l 

al, 1994 ), 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Majority of these life-tl1reatening con1plications were found to have responded 

positively to tl1e saine interventions directed at reducing n1ate1nal mortality i11 many 

traditional societies. One of such i11terve11tions is skilled attendance by n1cdically

trained pe1·soru1el (i.e. a do�tor, nurse or rnidwife) duri11g pregna11cy, at delivery and 

the followi11g pueperiu1n. This has been found to improve bi1·th-outcomes, enst1re safe 

delivery, and also reduce tl1e likelil1ood of maternal death. Abou-Zahr & Wardlaw 

(2002) a11alyzed den1ograpl1ic a11d l1ealtl1 surveys i11 45 developi11g cot111tries and 

repo1ied a st1·011g positive correla.tion betwee11 at least one ANC visit and skilled 

atte.nda11ce at delive1·y. Wo111en 1·eporling at least 4 ANC visits \Vere on the average 3.3 

tiI11es 11101·e lilcely to deliver in a 1neclical Jacility than otl1er ,vome11 (Abou-Zahr & 

Wardlaw, 2002). All tl1ese and otl1er fi11di11gs de111011st1·ate tl1at care given a wo1nan 

p1·e11atally, rep1·ese11ts an op1Jortt111ity to o ffe1· l1er i11f or111atio11 and services tl1at ca11 

help in1prove l1er healtl1 a11d tl1at of l1e1· infa11t. 

MAGNITUDE OF TIIE PROBLEM 

A111ong tl1e co1n1non causes of visits at cli11ics and out-JJatient depart1nents of 
• 

Hospitals in Nige1·ia, pregnancy and cl1ildbirth account ·for 23 .1 % of all causes 

(National Health Policy/F.M.O.H, 1988); second only to infective and parasitic 

diseases like malaria, dia11·l1eal diseases a11d re<;1""irnto1")1 i11fections (Natio11al I-Icaltl1

Policy 1988). In Year 2000 alone, a11 estin1ated 3 millio11 women were pregna11t, 2.4 

million of ,vhom had live birtl1s. 

Antenatal care (ANC), the care tl1at a woman receives throughout her 

pregnancy. is in1portant in helping to ensl1re that ,vo111en and 11e\v-boms survi\'e 

pregnancy and childbirth. The ANC period is one that offers a pregnant woman 

opportunities for receiving healtl1 infor1nation and services tl1at can significantly 

enhance both her own health and that of her infant (WHO/UNICEF, 2003). Antenatal 

care thus appears to serve as a means of incrcasi11c tl1e use of skilled attenda11ce at 

delivery. This beneficial relationship is l1owever weakest i11 sub-Sal1aran 1\fr1ca. l1cncc 

this region having the highest levels of maternal mortality ratio (900 J)Cr 100.000 11, c 

births) and neonatal mortal 1ty rate ( 40 per I ,000 I ivc l1i rtt1s) i 11 t l1� ,, llrl<l (\\1 1 l l) \\'l l \, 

2008). 
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Ii1 Nigeria for exrunple, 011ly 36% of cl1ild birtl1s a1·e assisted by skilled 

attendants (even as low as 13% in the nortl1-weste1n region of the country) (N.D.H.S,

2003), l1ence tl1e alar1nii1g cu1Tent 111aternal 1nortality ratio of 1,100 per 100,000 live 

births. Witl1 skilled birth atte11dants bacl<ed by functional equipn1e11t and 1naterials 

(like d11.1gs), tl1e p1·egnant wo1nan is to a large extent, assL1red of basic obstetric care. 

In our envi1·onn1e11t where pove1·ty is 1·ife, and only about 1 Oo/o of tl1e populatio11 could 

afford tlu·ee squa1·e n1eals a day (National Pla1111i11g Co111111issio11, 2004), tl1c issue of 

fi1nds to settle l1ealtl1 care bills is also i111po11a11t. 

JUSTIFICATION OF STUDY 

In n1ost developed couc1tries, pregna11cies are pla1111ed, con11Jlications are few 

and outcon1es are gene1·ally favottrable for botl1 1noll1er a11d the irifant. Tl1is is u11like 

in developi11g coL111tries, particularly tl1c sL1b-Sal1aran Africa, wl1e1·e adverse pregnancy 

outco1nes reig11 supre111e, in spite of tl1e fact tl1at various studies fou11d a large 

proportio11 of pregna11t ,vo111en there repo1iing at least one ANC visit (va11 Ejik et al, 

2006; Uzocl1uk\vu et al, 2004; WI-IO/UNICEF, 2003; Adel(u11le, 2002). 

Tl1e obseived disparity probably lends crede11ce to tl1e notion linking t11e l1ealtl1 of a 

people to tl1e peculia1· socio-eco11omic circumstances of tl1at population, including its 

access to health care set-vices. 

The present study is an atten1pt to bri11g to tl1e fore, tl1ose soc10-econo1nic 

peculiarities relating to safe n1otl1erl1ood indices at the prin1ary health care level. 

Characteristically, about 80% of all co111111unity l1ealth issues/p1·oblen1s occur al the 

PHC level (Gofm and Gofin, 2005). It is tl1erefore expected that tl1e ot1tco111e of the 

present study -will enrich the kno\vlcdge and skills of· l)HC \\.Orkers 1n rendering 

maternal health care services capable of i111proving child survival at tl1e grassroots. 

Health policy makers in the country \Vill also be assisted to package cv ide11cc-based 

safe motherhood interventions vita] to the attairunent of the Millcn11iu1n Devclopn1ct1t 

Goals 4 and 5 targeting mother and cl1ild survival (l.J� .l'vlDGs, 2000). 
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OBJECTIVES OF STUDY 

Broad Objective:- To determine the facto1·s associated Vi'ith pregnancy outcome at the 

primary health care level. 

Specific Objectives: 

1. To determine the socio-econon1ic and de111ogra1)l1ic cl1a1·acteristics of wo1nen

receiving ante11atal care in Odcda Local Gover11n1e11t Area of OgL111 State . 

2. To study the level of ar1tenatal care services' utilization by !)regnant wo1nen in

tl1is LGA. 

3. To identify the ot1tcon1e of tl1e preg11a11cy.

4. To evaluate tl1e previous obstetric experie11ce of' tl1e ])reg11a11t wo1ne11

5. To ide11tif)1 ll1osc socio-de1nograpl1ic and obstetric facto1·s i11fluencing

pregnancy Ol1lco111e a111011g tl1e ,,vo111e11. 

6. To provide buseli11e data wl1ich could be useful i11 irnplementing futu1·e safe

n1otl1erl1ood inten,entio11 p1·ogranm1es in tl1e cot1ntry. 

• 

• 

• 

• 

•
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CHAPTER TWO 

REVIEW OF THE LITERATURE 

2.1 EPIDEMIOLOGY OF REPRODUCTIVE HEALTH 

Reproductive healtl1, as defi11ed by the i11ternatio11al co1111nu11ity, is ''a 

state of con1plete pl1ysical, me11tal and social \vell-being, and not 1nerely tl1e 

absence of disease 01· iniir111ity, i11 all 111atte1·s 1·clati11g to tl1e 1·ep1·oductive syste111 

and to its functio11s and p1·ocesses'' (ICPD, 1994). Being a11 i11tegrated approach 

to health and develop111c11t needs, 1·ep1·oductive l1ealth l1as safe n1otherl1ood as 

one of its vit,11 co111po11e11t areas. Tl1is co11111ri�t;S jJ1·c·11rit.al ca1·e, safe delivery, 

essential obstet1·ic ca1·e, postpartu111 ca1·e, 11eo11atal care a11d breast-feedi11g 

(FMOH, 2002). It also i11cludes fa111ily pla1111ing infor111atio11 a11d services, as 

well as tl1e preve11tio11 a11d ma11agen1ent of 1·eproductive tract i11tections 

pa1ticula1·ly sext1ally-tra11sn1itted infeclion� ai1d lllV. 

Safe Motl1erhood as a concept 1·efers to a situation in whicl1 no woman goi11g 

tl1rot1gl1 tl1e pl1ysiological processes of pregnanC)' and childbi1th suffers a11y 

injUf)', 01· loses eithe1· her life or tl1at of tl1e baby. 

\Vhereas 1natemal deatl1 has vi1iually beco111e an -ext1·e111ely rare event in the 

developed world with many European and American countries reporting 1naternal 

mortality ratios of 5 to 10 per 100,000 live birtl1s, tl1e opposite is tl1e cac,c i11 the 

developing countries (Rosenfield and Maine, 1985; Abou-Zahr and Wardlaw, 2001 ). 

Son1e of tl1e lea5t developed cou11tries have record�d n1atcr11al n1ortalit)· ratio figures 

more than 100 times that of the industrialized countries (Rosenfield & Mai11e, l 985� 

AbouZahr & \Vardlaw, 2001). Disparities in infa11t dcall1s arc 11ot as ,,,ide� bt1t still 

remain enormous. ranging from 5 to 100 per 1,000 live bi1·tl1s (U� lCFF, 2003. 

\1/H J , \TJ IS, 2008). 

The most recent estimate of annual global 111atcrnal dcatl1s is 536.000 

(WI-ICJ WJ-IS, 2008) Incidentally, n1osl of these clcatl1s _n1 c CJt1scd c.l 1rcctl)' l)}· t1ch

preventable but treatable mcciicnl cor1clit1on\ as l1acr11orrl1ngc (32.9%). J1f\)l()ll�ctl 

obstructed lab lJr (17.5°/4), prcg11ancy-i11cl,1ccc' l1,pc1tc11sic)t1 (16 7°0), .('l"'-l (10 9° u), 

unsafe abortic>n·i ( 10.53/tt), r,11,I i11cli1 l'Clly t,y 1,1.11.,ri:, 1,11cl t\lll't11i, ( 1 l .5Q.o). 

5 
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(UNFP AIFMOH, 2003). It is said that for each maternal death caused by these 

conditions, about 30 otl1er women suffer long-term ( often debilitating) illnesses sucl1

as obstetric fistula and pelvic i11flan1111atory disease (UNFP A/FMOI-1, 2003; UNFPA, 

2003). Field studies l1ave sl10wn that l1emor1·hage, particularly during 01· after delivery 

kills very fast, within a ti1ne-span of 2-12 hours. It is often due to uterine atony, 

uterine tears or rupture, 01· abnor1nal position/early separatio11 of tl1e place11ta. 

Pregna11cy-i11dt1ced l1)1pe1·tensio11, k.J10\\'t1 as prc-ccla1111Jsia in Ll1c ea1·ly stages, is 

cl1aracte1·ized by l1igh blood })ressurc, fluid rele11tion (oede1na) a11d proteinu1·ia Lrsually 

occur1·ing in tl1e seco11d and tl1ird t1·in1este1·s of p1·egna11cy (Vi lla1· a11d Bergsjo, 1997). 

An u11treated pre-ecla111psia ca11 progress to ecla111psia \iVitl1 attenda11t severely-l1igh 

blood prcssttre, co11\'U ls ion or cercl)ral l1c111orrl1ar c. latcr11n l n 11cl J)crina l,l) 111orbi dity 

and n1ortalititics dL1e to pre-ecla111psia / eclarnpsia occL1r 111ostJy a1nong won1en 

prcg11a11t for l l1c ti rst l i l11C, l1igl1-pari ty \\'OJ11Cl1 a 11d t l1osc at cxlrc111cs Of lllrl tcr11a ( I j f c, 

i.e belo\v 18 a11d above 40 :vears age (Lee et al, 2000; Lawoyin a11d Ani, 1996). Also

at a higl1e1· risk \V}1e11 co111pn1·ed \:vitl1 co11trols nre \\'\.)Jnen with higl1 body n1ass i11dex 

(BMI), blood group ''O'', as \¥ell as wo1nen wl10 either l1ad no a11tenatal care, or 

booked late for ANC (Lavvoyin and A11i, 1996; SL111dari, 1992). Aziz (1980) in a 

Suda11ese stud)' h0\\1ever fou11d \V01nen l1aving n101·e tl1a11 four cl1ildrc11 as bei11g <ll tl1e 

hig)1est risk to1· every' prcg11ancy-related co1nplicatio11 except p1·e-cclan1psia. 

Pre-eclan1psia/eclampsia remains one of tl1e n1ost con1mon reasons for won1en to die 

during pregnancy (Walke1·, 2000), with black women bei11g 3 .1 times more likely to 

die fron1 the syndJ:ome as \vl1ite won1en (Macka1· et al, 2001). 111 tl1e sa1nc vein, 

adverse perinatal outcomes associated ,vith tl1e disease (sucl1 as low birtl1-\\'eigl1ts, 

stillbirtl1s and perinatal dcatl1s) vvere found to be l1igl1er 111 de,1clop111g cou11tr1cs 

compared to the developed countries (Sahim and Gulmezoglu, 2003). Won1cn \Vho 

sun ive this disaster usually live tl1e rest of their lives \Vitl1 sucl1 co111plications as 

paralysis, blindness and clrronic hypertension fro1n renal damage (Grimes et al. 2006) 

It 1s \\Ortl1 slal111g tl1at prcgna11C)'-rclJLeJ \.1��ttl15 �rL L1Ll�t<.:r�d .. f()t111d l .. 1l1'-)l1r a11\.i 

delivery ( J 1-17%), as \.veil as in tl1c in1111cdiatc posl-J),1rtt1111 11cr1ocl (50-' I O o). 

(Ronsmans and Graham, 2006) AboL1l 45o/o ot' tl1c J)Ost-_1)artt1111 dcntl1. l1 't\1 .. 111> tak ..

J>lace ,,,,ithir1 tl1c first 24 l1(JLtrs c>f. cJclivcry. Witl1 f<lCttSC'<I i111tc-1111t.1l t',tl\.' "''PPC)rlt'<l l))' 

<, 
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accessible ernergency obstetric care (EmOC) services, it is still possible to help the 

woman avert most of these unnecessary deaths (Rascl1, 2007; UNFPA, 2003 ). 

2.2 l\1ATERNAL AND CHILD HEATI-I: Nigc1·ian Pc1·spcctivc 

Matcr11�•l l1c�•ltl1 rc1·1ects a cot111try 1s level ot· l1ct1lll1 c,trc. It ttlso sl10,vs tl1c 

degree of 1·espect for vvo111en' s 1·igl1ts witl1i11 tl1e society, st1cl1 as 1·1gl1ts relaliI1g to 

educatio11, nt1t1·ition, eco11on1ic resources, decision-111aking, safe and healtl1y 

enviro1u11ent, an1011g others. 

Practical availability of tl1ese rigl1ts is quite fu11da111e11tal if one considers ll1e 

fact tl1nt \V0111e11 n11d cl1i ldrcr1 bclo11g to a vt1l11c1 1.tblc g1·ot1p ll1le1L co 11sL1111cs abotit tl1rcc-
• 

quarters of tl1e l1ealtl1 se1-vices ot· a coL111uy. Nigeria, will1 a po1Julatio11 of 140 111illions 

(NPC, 2006), 20o/o of Africa's total, l1as a weak l1caltl1 S)'Stcn1 as it ranks 155th a111011g 

177 countries surveyed lor l1calll1 stulus (fMOI-1/USAID/ENIIANCE, 2006). 

This v\'eak 11atio11al l1caltl1 S)1stc111 co11lribL1lccl i111111cnsc1y to 111aki 11g tl1c cou11try to 

l1avc 011c of tl1c l1igl1cst 111�1t('rnal 111ortl1lity ratios of· 1,10011c1· 100,000 live l) irtl1s. TJ1c 

situation is st1cl1 tl1at a \\101na11's life-tin1e risk of n1ater11al death in Nigeria is 1 i11 14 

whicl1 thougl1 co1nparable to tl1e 1 in 22 in sub-Sal1ara11 Af1·ica, but sl1arply contradicts 

the 1 in 8,000 1·eported for tl1e indt1striJlized c0t111tric� (l.TNirEF, 2007). This 

expectedly, is not \Vitl1ot1t seriot1s negative in1plicatio11s tor cl1ild survival as 

(FMOH/USAID/ENI-IANCE (2006) reports tl1at 1 i11 e,1ery 10 babies born ir1 Nigeria 
• 

dies before l1is first birthday. These alar111i11g l1ealtl1 indicc5 l1ave been attributed 

essentially to inadeq11acies in the availability a11d qt1ality of n1ater11al and child )1ealth 

services (Rascl1, 2007), particularly e111ergenC)' obstetric a11d 11co11atal care (I· �101-f. 

2002). 

At the PI IC level whicl1 is said to )1andlc 111,1j ori l)' or co111111 t111 it) l1cal tl1 1 �\uc� 

(Gofin and Go fin, 2005), statistics sl1ovv tl1at tl1cre are a total or 5,482 Pl IC facilities, 

mal-distributcd an1ong the various gco-pol it1c..1l \\ a1 ds co11sti t t1t 1116 ll1c cou11tf) · � -7 4

LGAs. Only forty-nine ( 49) percent of tl1ese 5,482 PI IC facil itics offer n11tc-11t1tul 

services \vhile 42% offer delivery and post-natal scn'iccs. i\la1<..11 tl) (76.7° 0) of the$·

facilities operate \Vilh t1ndcr-trai11ccl l1cnltl1 11cr"o1111cl rl!-, tl1c1L' \\t'fl" t111I\ ., � 11

111idY..ivc ar1d 528 rn<.::di\.-t1l-officcr�-,1l-l1c,1lll1 \,l.c ,l1c 111t .. 1:_ '{)ll �11l1,1t \.·,f ,\l l � 1 J \

headquarters. 'f l1c n1id\vivcs :,re fc>t111(l r11clSl ly i11 tll\.' c:,�)1-to-r�:.1 ·ll '--()tl111l\1111tit'.s.
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leaving out the remote, sometimes l1ard-to-reach settle1ne11ts wl1e1·e most cast1alties 

l1appen un-reported. 011ly about 50% of the PHC facilities ru11 24-hours' service 

(UNFP A/F:tvf OH, 2003 ). A recent federal goven1n1e11t publicatio11 cla i111s that just 64 % 

o·f a 11 births in tl1e cou11try received a11te-11ata I care fron1 a sl< i I led atle11dt1nt (FMO}T,

2002), wl1ilc 011ly 36°/o or· deliveries \Vere nssisl�d l->y skilled atte11da11ts (NDlIS,

2003). 

Tl1e sitt1�1tion is SL1cl1 tl10.t Ll1c a1Jpro:\.1111"Llcl)· 7 111illio11 IJ4.·e6l1�111l \V0111'-°n i11 tl1c 

country (i.e. 5o/o of 140 111ill ion), 111ajority pa tronizi11g PI IC and t1no1·tl1odox faci 1 i ties, 

are grossly t111der-ser\1cd witl1 sl(illed prcg11aney care a11d delivery services. Tl1ere is 

tl1t1s a sig11if'ic:.111 l dcl1cit i11 l)otl1 tl1e nvail,1l)ilily ,l11d 24-11ot1r ncccssil)ilily of' <-1unlity 

obstetric services 11eeclcd to let tl1e \·V0111e11 li\,c (Tjr1cl t111ola ct nl, 2007). Cou1)lcd ,vitl1 

tl1is is tl1e lovv level of reproductive l1ealtl1 infor111atiot1 at all tiers of care (FMOI-I, 

2002). \,\'l1ereas tl1ere a1·e \.\'ide gaps in tl1e level of kt1owledge, attitt1de and 

n1otivational SL1pport for 1·eproductive l1ealtl1 issL1es a111ong tJ1c J)eoplc (va11 Erg111011d et 

n l, 2004 )� s�1111c is L, lso lrL1c n111011g v�1ric)t1s ca tcg<1rics o l� l1c�1 l ll1 W()rkcrs and cve11 

a111011g our policy 111,1h.crs. 

In an enviro11111e11t \.vhere wo111en l1ave to co11te1 1d witl1 proble111s of low 

educatio11, poor ccono111 ic e111po,ver111ent, ct1ltL1ral b .. 1rr1crs like food taboo:::,, gender 

bias and de11 ials, cou plcd \Vi tl1 l1eal tl1 policies t)1at a re not 011 ly t111clcr-f u11dcd, l)ttl a Iso 

vcrticall)·-1111plc111c11Lctl, tl1c 11Lllio11·s 111�tlcr11�1l l1cL11tl1 !:>l,llus 111J 1.cc.� !:>l1ll 1;.1cc :::iig111licJ11t 

bottleneck to i1111Jrovc111c11t. 

2.3 .. lNTE- ATALCARE 

• 

of her pregnancy. Tl1c pri111ary ai111 of /\NC is lo acl1icvc a l1c,tltl1y 111otl1cr a11d a 

l1calll1y b�1h)' (JllI) IJ�(,(), 2001). G<.)vcr11111t,;11t <)l'tl1c lf11il�tl l(i11��tl<.)111 lir"t ft)r111�tli1L·cl

the idea of special care for preg11a11t \VOr11c11 tl1rougl1 tl1e pt1blic l1caltl1 services 111 the 

late 1930 (''i)lar and Bergsjo, 1997) Tl1is \\'cl� ciftcr rc-;ili7ing tl1�1 ,, l1i]C' 1110rt�li ics 

due to hemorrhage, pt1crperal sepsis and obstructed labour (all l)c111g co111pl1cat1<.)11� ot 

labour) dccl incd subs ta ntia I ly \Vi th i n11,rovcd ski I lc(i l,1 l)ot1r 111n11�t�c111t't1t, t ll is \\ n, 11ot 

the case \J1ill1111,1tcrn;1I clcrrtl,� ;1ssoci,1lctl \\1itll ccl:i11111s1,t (\\ l ll)flJ:'\J( 11,200 ) 
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Pre-eclampsia/ eclarnpsia is a life-tl1reatening con1plication of I)regnancy \\1hicl1 in 
• 

111ost cttses could be avc1·tcd tl1rot1gl1 s1Jcci fie l)rcvcnti\rc 111cast1rcs r>ut in l)lrtcc ct1rl icr 

in pregnancy to 1no11itor/co11t1·ol blood }Jt·cssurc a11d u1·inary p1·0Lci11s. Will1 ad1.;quatc 

pre-natal care, it is also possible to identify those p1·egnant women at risk of ec]amptic 

co11vulsions (Brow11 ct al, 2000; Villar and Bergsjo, 1997), n11d tl1erefore take 

necessa1-y steps to JJre-en1 pt or 111a11ngc it successt'ully (Roo11ey, 1992). 

Asiclc J'ro111 dctccti11g a11d oflcring SJJccial care to l1igl1-risl, cases, l'>ackecl l1y 

efficie11t refe1·ral se1-vices, ANC is also delivered to se11sitize and teacl1 tl1e preg11ant 

v\10111a11 ele111c11ts of cl1ild-cure like be11cfits of adequate br·eastfeeding and appropriate 

child-weani11g pracliccs as vvell as cl1ildl1ood-i111111t1 11izalio11 ,1gainst vacci11c

prcventable cliseases It is not t111con1111011 fi11d ing a r>regna11t woman bri11ging along to 

the cli11ic, a11 u11dcr-5 year olcl cl1il<l ,vl1osc sitt1nlio11al 11cccls coL1lcl as well be atll,;11dcd 

to \Vl1ile cari11g for tl1c 111otl1cr. 

A11tc-natal care si111ilarly offers tl1c l1calll1 \t\1orker a11 opportu11ity to allay the 

fears a11d negati\rc ct1ltL1ral laboos and 111isconccr)t1011s wl1icl1 a clic11t could be J1avi11g 

regarding l1er pregnancy and c11ildbirtl1. Tl1e prcg11a11l \V0111c11 and Ll1c1r ir1111il 1cs are 

edt1cate;d about tl1e \1arious sig11s of pregna 11cy, as well as tl1e dange,· J·ig11�· and 

sy111plo1ns ot' p 1·cg11ancy (Ala111 et al, 2005), a11d of co111plicatcd labour/deliver)'. Tl1at 

is, 110\\' to 1·ecognize then,, vvl1at to do, and wl1ere to get help. Tl1is in effect, 1nay 

sensitize tl1e111 on tl1e need and bcnc1it� oi' t11e1r C\.-111.-;:; '"L!)�i�t'-'u at J1...1J \'Cf) L) a .)kill1....d 

health care provider. Skille� birth attenda11ts - i.e. doctors, 11urses, 111idwives - are the 

providers ol- a1)prop1·inlc obstetric care for co1111)lic�1tio11s \\1l1c11 l1ac�c(l l1)' ftinctio11al 

equipn1cnt and SLIPJJJies. 
•

E videncc abounds in 1 itcraturc, \\·de I :1· � t:pro rti 11; :1 })OS it ive c0i1·c lc1t ion 

between availability of skilled attendance i11 preg11ancy, labotir and deliver)'. nnd 

reduction in Jdversc pregnancy ot1tcon1es (RaatikJi11c11 ct nl. 2007) U11fortt1natcl, 

ho.\ C\ er. vcrv r C\\' o l � igcr1a11 wo1nc11 aged 15-� .. i ) ca1 s \\ 110 11 1.1, c gi ,·c11 b1 rtl1. ,, er� 
• 

attended by <l tr�incd hc�1ltl1 professional prc-11at�1lly (49 6°/o) nnli al ciclt\CI:' (�() 7° 0) 

(J\DHS, 2003) 

.. n,c A� ( period of'fcrs a preg11ant 111otl1cr a ,,,idc range t) f l1cn I ti, i 11tl'n·c11t io11s 

that could promote her hcaltl1 a11d \veil-being, r,s ,, ell tlS tl1�L ol l1c1 111f�,11t { "",111l1)l ,11 

ar1c (1 :1!1;1111: 2()0(,; WJIO/lJNf J,,1,·. 20()]). s,.., cific l,cnltl1-11t1t'(·ti\(' tllt·,s,11 • lik'

,, 
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Tetanus .. foxoid in1111t1nization during pregna11c:' cc1n bP life-<:;<1"1 ing fo1· hoth mother 

and infant (Alam et al, 200·5), just as tl1e prevention (througl1 intermittent preventive 

therapy, IPT, and use of insecticide-tt·eated bednets, ITNs) and treatment of Malaria-

in-pregnancy would do. Pregnant women are paiiicularly n1ore susceptible to 111alaria 

due to tl1eir lessened i1n1nunit0, (Cot a11d Deloro11, 2003). Tl1e parasitic infectio11 is tl1e 

most com111on indirect cause of maternal 1nortality (Cot and Deloron, 2003) wl1ile it 

also threatens about 24 111illio11 pregna11cies an11t1ally (FMOI-I/MAC, 2004). !11 

Nigeria, it is responsible for 11 o/o of 111aternal deatl1s, for 153/o of a11cn1ia-i11-

p1·egnancy, and for one ot1t of every fou1· cases of a11emia in the general populatio11 

(FMOH/MAC, 2004). Otl1er adverse pregnancy ot1tco1nes like preventable low birtl1-

weigl1t (303/o of wl1icl1 are due to Malaria) can be reduced appreciably tl1rougl1 nutrient 

supplc111c11tatio11 for ll1e preg11a11t "''Ot11a11 (Wl IO/UNICEP, 2003). Iro11-deficic11cy can 

i11 itself cause SC\1crc ane111ia, \vl1icl1 is associated witl1 i11tra-t1teri11e growtl1 restriction 

(IUGR), preter111 del ive1-y, lo\V birtl1-weigl1t, a!) \VCl l as fetal a11d 111ate111al deatl1s 

(JHPIEGO, 2001). 

Of 1·ece11t, a11te-r1atal care has been focused as a11 cntl;' point for tl1e 1)reve11lion 

o ·f I-Iun1n11 l 111111t1no-dc ficiency Virt1s (I TIV) a11d otl1er scxt1a l ly-tra11s1n i l ted i11 r cctions 

like Sypllil1s (Caroll1 ei al, �001; Villar a11d Berg�Jo 19Y7). \ 'ol11e11 ol- c111ld-bcaring 

age are n1ost vulnerable to I-ITV infection. The virulence is aptly demonstrated in all 

the southern African countries ( except Angola) wh.ere tl1e l1ighest HIV prevalence of 

17.4% - 39.4% was found among ANC attendees aged 15-24 years (UNAIDS/WHO, 

2005). ,-\ sin1i:ar �1tt1:.1tion c>�;�ts i11 1 • .�L:ri� \\ 11�:·c 1l1c :003 :1�llior�:1l ITT'.' sc11tir1el 

survey of 27,708 ANC-attending pregnant women found the higl1est preval_ence of 5.4 

- 5.6 o/o among the 20-29 years age-group (FMOH. 2004·). Once infected. a pregnant

vvoman with or witl1out symptoms, passes tl1e HIV vi1l.ls onto l1er child before. duri11g

or after deli\'er. 1r 25-45% of cases (fI\lfOl-I. �()() '1) Re, nrt� !ron1 JHPIFGO (2002)
-

sho"v that majority of 111other-to-child transn1issions take place during preg11a11c) 

(20°/4), child-birth (40%) and througl1 breastfeeding (40o/o) 

Attending ANC clinics offers the pregnant \\'0111a11 cot1115cl l i11g 011 tllL t1,c t t 

condom to protect her fron1 the di<icasc, assists l1cr to k110,,, l1cr l ll\1-stntti. throt1gl1 

testing a11d also educates her on ho\V to stny hcaltl1y if dir1g11osc l J)O, iti,, ·. Sl1c i .. �,lso

exposed to essential <)hstclric service. cll1ri11t� cl1ilcJl')irtl1. n. \\l·ll 11s l)n·-.,�t�·, li11g 
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options that could significantly limit the cl1ances oi .. n1otl1er-to-child transn1ission of 

HIV vin1s. 

Still derivable fro1n functional ANC services is tl1e 1·eceptiveness of tl1e 

pregnant woman during this period to healtl1 edt1cation a11d counselling on appropriate 

use of drugs (includi11g local, herbal preparatio11::,) duri11g prt;gnancy. o,,er-the-cot1nter 

prescriptions and inapprop1·iate drug procurements are a comn1on practice in Nige1·ia 

due to wl1at Erl1un et al (2001) described as poor in1ple111cntatio11 of an otl1crwise 

adeqt1ate drug control laws. 

At 111i1ii111al costs a11d under cult l1rall)'-2cce1)tJble co11d itio11s, ANC period 

presents a good avenue to promote tl1e practice of birtl1-spaci11g tl1rougl1 cou11selli11g 

and n1odern fatnily plaru1ing co11traceplives (Mboye, 2003). Preg11ancies tend to be 

111ost 1·isky fo1· vvo111e11 vvl10 are citl1cr too yot111g (less tl1a11 18 years), too old (above 40 

years) (Ibral1i111 ct al, 2008), 01· l1avi11g a prc-cxisti11g 01· co-existi11g systen1ic medical/ 

obstetric p1·oblcn1s. Tl1is situatio11 is also true for wo111en who are eitl1er un:-n1a1·ried or 

i11 a lo\ver socio-eco110111ic group (Briery ru1d N[orriso11, '2008), women having more 

than four previous births (Ibrahim et al, 2008), as \\'ell as vvo111e11 11ot desiri11g a11otl1er 

pregna11C)'. t\11 t1n,,·a11ted p1·egna11C)' nln1ost invariably e11ds up as eitl1er induced 

abortion (Okonofua et al, 1999), or abandoned baby. In Nigeria, as iJ.1 n1ost l)arts of 

,L\.frica and otl1er de\'eloping countries, abortion is illegal or ve1y 1·estricted (Thonneau 

et al, 2002), n1aking most \:\1on1en witl1 problem of u11-intended p1·cg11ancy to resort to 

self-help through induced abortion ust1ally by un-trained l1ands under medically

unsafe environments (Okonofua et al, 2005; Oko11ofua et al, 1999). For various 

reasons (including religious, socio-cultural, political, etc.), data on abortions are 

greatly censored, l1ence the estimated 610,000 abo111011s repo1icd b) I-Iensl1a,\ et al 

(1998) as being perfom1ed in the countI)' yearly could 011ly be a tip of an iceberg. 

Often, dangerot1s sequelae of complications 1ullo\V tl11s practice �uch as L('Jul,

hemorrhage from traumatic uterine perforations, fistt1lae, post-abortal sepsis leading to 

chron1c pel" 1c 1nflam1natory diseases (PID) a11d �cco11JJ[) i111crt i l itJ· (Gri111c.. t al.

2006 J Unsafe c1l 0rtion \Vorldwide is responsible for aboL1t 10° o of 111atcr11al clt'ntl1, 

(Ahman and Shah, 2004), as \veil as ca�cs C)J J,1,�rt1 1) .. 111\ 11g _ o ot \\ . , ·n-\ ,._ 

reproductive age (WI J(), 2004 ). 

l I
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Aggregate findings fi·on1 various studies world-wide have sl1own that about 15 

per cent of all pregnancies will develop a life-threate11i11g con1plication, 111ost of wl1icl1 

cannot be p1·edicted (UNICEF/WHO/UNFPA, 1997). Witl1 tl1is fact, it thus beco1nes 

expedient for e,,ery pregnant \\'Oman to l1a,1e a birtl1 and comp]ication-1·eadiness plan 

put in place. Sucl1 a plan, uniqt1e for eacl1 clie11t, is a n1uh1al agreen1ent between tl1e 

client, her spouse 01· fainily, and the atiending l1ealtl1-ca�e provider. It is essentially 

about tl1e pregnant won1a11's p1·eferred 01· app1·op1·iate place of birtl1 (tl1at could offer 

her· skilled cru·e in case of en1ergencies), a� ,veil as the available n1ea11s of accessi11g 

such service (11-IPIEGO, 2001 ). 

''Access'' as desc1·iced by WI-IO/UNICEF (2003), co11siders tl1e pl1ysical 

availability of services, quality of the se1\fices; distance a11d tl1e available n1eans of 

trnnspo1·tatio11 to rcacl1 this r�1c i 1 i ty; 111a11-l10L1rs lost, as we! I as avai la bi Ii ty of funds to 

procure logistic 11eeds duri11g labour. In 111a11y traditional societies wl1e1·e l1igh 

p1·emit1111 is placed 011 several ct1ltural taboos wl1icl1 may tl1emselves impede access to 

l1ealth care, tl1e1·e is also tl1e need to decide ab-i11it10, \-Vl10 tl1e decision-n1aker \-Vill be, 

partict1larly i11 e111ergencies, a11d i11 tl1e im1nediate JJost-par1um period 

(WHO/UNICEF, 2003). 

2.4 ANTE-NATAL VISITS 

According to WHO model of a11te-natal care, pregna11t won1en ca11 be classified 

into t\\ o bro,1� gruup� depe11di..i1g 011 neeJ�. I �r�t 61\Jup are t11� 111JJoriL) (75�/o) ot tl1c 

total population of pregnant wo111e11 \Vl10 need only routine ANC, wl1ile tl1e scco11d 

group con1prise the rest 25% wl10 l1ave s0111e specific r1calth co11ditio11s or 1·isk factors 

necessitating special care. For the frrst group, a standard regin1en of four ANC visits 
' I . b 1 l I I ' '\''II .J I3 . 

"1QO'i .,l. I"' 0 has b1...l;n rcL-01n.11e11 .... �C1 D) t 1L 0lo 31 1L1..l t:i 00,1., 1 '1r 1.-�:lu ..,cr��JO. _ _: \,. i. . 

2003), \Vith additional visits sl1ould conditions e111erge .\vl1icl1 require special care 

Ideally, ante-natal care �hould begi11 shortly after co11ceptio11, and co11t1nt1c tl1rougl1out 

pregnancy. This is however not the case in n1ost parts oi� the su b-Sal1arn11 r\ frica \\ 11 'I('

no less thar. r -70% of pregnant \Vomc11 rep or· ror "- T(' 0111: n ft c1 t lie fi ,1rt 11 110 1th 

(Okafor and R17.lUto, 1994, AbouZal1r and Wardln\v, 2002; van 1�Jtk �t ,11. 200()) 

/1cross diff�rent regions of tl1c \vorlcJ, frcql1c11c)' t•f \ '\( ,,isit� i.: l1irl1 l)· 

variable. I='indinga fro,n glol> ti 199(> 2001 clc111og1 ·'J)l1ic sl1n <· .. � sl1 ,, .. ,t l ·,•� t 9, (l u )f 
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pregnant women in industrialized natio11s ha,,ing made at least one ANC ,,isit as 

opposed to about 68% in sub-Saharan Africa. In Nigeria, the coverage is about 60% 

(NDHS, 2003). 

Over tl1e years, facility-based records from PI-IC centres 11atio11-wide show 

n1ore \V0111e11 (abot1t 72%) rcpo11i11g 4 or n1orc ANC ,,is its, son1cti111cs up to 8 9 or 10 

before they deliver (AbouZahr and Wardlaw, 2002). This is one finding clearly at 

variance ,vith the \Vorld-acclain1ed figures of J, I 00 n1aten1al deaths per I 00,000 live 

births (WIIOIWHS, 2008) now being quoted for Nigeria. This paradoxical situation 

st1ggests that fo1· too 1011g, exte11si,,e ANC services l1ave taken tl1e centre-stage, to tl1e 

detri1nent of providing accessible and affordable essential obstetric care during the 

1·elatively-short but 1nost-ri5ky period of cl1ild-bi1·th. A11otl1er plausible explanation is 

tl1at tl1e pregna11t \Vo111en in tl1is pa1·t of tl1e \VOrlcl are far less likely to be cared fo1 · by a 

skilled atte11da11t d L1ri11g tl1ose nu 111erot1s visits to the AN C cli11 ic. Ski llcd attendants 

( exclusively detincd by \VI-IO i11 1999 as proicssio11als like midwives, doctors and 

nurses, all l1aving mid\vifery skills), are seldom available 24 hours i11 1nost PHC 

facilities. At tl1is level of l1ealtl1 care, less tl1an 503/o of the facilities nationally l1ave at 

least a 1nid\vife (UNFPA/FMOH, 2003 ), as commu11ity l1ealtJ1 extensio11 \VOrkers 

(CHE\v s) ren1a111 tl1e most comrnonly available healtl1 cadre on ground 

(UNFP A/Fi\10!-I, 2003). 

2.5 SOCJO-DEIVIOGRAPHIC CHARACTERISTICS OF WOMEN USING 

1-\-1�1-E-N_� 1-AL CARE �Ef V�lC�� 

World-\vide, majority of tl1e ''wo111en-killers'' are co1nplications arising during 

or around the time of childbirth. It is said tl1at ove1· l1alf of these deaths could be 

averted through the provision of essential obsten·ic care (EOC) dt1ring labour and 

deli,er:, (Rasch, '2vJ7; L��PA, 2003). Al\�1J<.; 1-ro111 sc11s1t1z111g t 1� j)1\.,gnant ,,0111'" 11 to 

seek skilled birth attenda1:.:e at delivery, antenatal care· has bcc11 found capable of 

a':erting 26% of maternal deaths (JO\\ett, 2000). C\ �11 as Sulc-Otlt1 (2000) \.)bs 'f\ \;

more maternal deaths among booked con1parcd to t111-hoo1'.cd c�1sc\ Dt--,p,t� tl1esc 

ben�!icial effects of /\NC, ortl1odox 111�1t�r11( I l1c<tltl1 !-.<.;1 1 c� t1t1l11.,\tlllll (\, ,:tt1;r 

before, durir1g or af lcr cJclivcry) is relatively ll)\\' lc>r 1111) 111ci111i11gft1l i1111 ,1 t C>tl 

matcniaf morlality. Ccrlnir1 1:tclc1rs COlllcl fl s�tl)I) I, 1\ <. l ''11 r' I )l 1l,l · 1 1h� 
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apparent inaccessibility of the pregnant woman in this environn1ent to essential 

obstetric care. 

One of the attributable factors is tl1e spatial distributio11 a11{/ geog1·ap/1ical 

locatio,i of tire ortlrodox lzea/t/1 facilities. At tl1e prima1-y J1ealth ca1·e level which 

handles nearly 80% of health issues in the population, women often travel long 

distances and wait long hours for ante-natal care (Stekelenburg et al, 2004). This is 

largely due to tl1e pl1ysical 1·emoteness a11d inaccessibility of n1ost l).f-IC ce11t1·cs to the 

people, particularly in tl1e rural areas. Substantial econon1ic and opportt1nity costs are 

involved as n1ost \·von1en in tl1ese SL1burbs a1·e peasants depe11ding on subsistence 

farming and/or petty-trading for their living. This situation perhaps explains why as 

reported by \VI-IO in 2003, only about 50% of rural ,,101ne11 in developi11g countries 

could garnet· at least 4 a11te-11atal visits before tl1ey deliver. 

Cost of /1ea/t/1 �·c1·i 1iccs:- Cost o1' l1c�tltl1 �cr\'l�(;!:> �11u uan!.)1)orlal1011 to access tl1c 

service is also a li111iti11g factor to ANC utilizatio11 in this part of the \vorld (Sundari, 

1992). Attal1 ( 1986) for i11stance, reported that attc11dance at gover111nent n1aternity 

clinics in eastern Nige1·ia began to drop in 1985 wl1en the clinics started asking for 

depos; ts tor· nr1tc-'1Ll t2.l l.JfC.
• 

Wo111e11 's efl11catio11a/ stat11s:- Findings from tl1e 1990-200 l global Demograpl1ic a11d 

Health Surve)'S, as \\1ell as Nigerian studies (Ejc111bi et aJ> 2004; Ebuel1i et al, 2006) 

shO\\' that educated women in developing countries are 1nore likely than non-educated 

on tl1eir level of education (1NHO, 2003). 

Fa,nily •vea/t/1 :- I\1atemal health services' utilization is said to be \\ 01·se a1no11g poorer 

families than among tl1e relatively ric11 families (Uguru et al, 2006). Sucl1 \\'Ome11 

from r1ch families mqy even be healthier �11d l"\1, e l1calthicr babies. Ge11crall:·

speaking, it is those poor and under-educated \VOmen wl10 should ha,,e benefited 111ost 

from pre-natal care, that get it least. 

Age gror,p:- Existing rc�earch has not docun1entcd a11) 1)ro11ou11ccd d1 11�rcncc� 111 

ANC utili7..ation amo11g the different age-grot1ps in tl1c rcp1·odt1cti,·c l1gc. I lo,, , er. 

older women (aged 35 or ,norc year')) report sligl1tly l1igl1cr lc\cl') (\\'I 10. -003). 
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Parity:- Generally-speaking, won1en expecting tl1eu first chlld are tl1e most lik�ly to 

utilize ANC services. This was corroborated by Low et al (2005), wl1ose study found a 

significant association between higl1 parity and late initiation of antenatal ca1·e. A 

similar finding is that of Lumbiga11011 et al (2008) wl1ich reported an association 

betvvee11 l1igl1 pru·1t)' a11d failt1rc to recct\'C n11t�11c.1t,1l c .. ti.l,. TJ1c silt1�ttio11 n1ay 110,vcvcr

not always be tl1e case in some t1·aditio11al Africa11 societies wl1ere other factors like 

rece11t cl1ange of husbai1d, or positive l1isto1y of fetal / i11fantile deaths, 111a)' engender 

higher ANC usage even an1ong l1igl1-parity ,vo1ne11. 
• 

Ti111c of .1-l-'\,.C Br,o/,:i,1g:- Prcsc11ti11g for :l11t�11Jt�1l ca1·c c�rl) i,1 11rcg11J11C)' (i.e. first

trimester) vvill provide a time-interval 1011g enot1gh to e11able women be11efit n1ore 

fron1 those inte1-ve11tio11s tl1at will 11ot 011.ly pro111ote tl1cir l1ealth, but also fo1·esee and 

n1a11age con1plicatio11s appro1)riately (Ekwen1pu, 1990; Scholl et al, 1994 ). This is the 

situatio11 in 111ost regio11s of tl1e ,vorld, except sul1-Saharan Africa ,vl1ere 1nost �,omen 

present ratl1er late (Bria11-D Adinn1a et al, 2002). 

Nigerian 1999 DI.l.S fi11di11gs sl1ow 1najority (50%) of preg11ar1t women booking for 

ANC at 4 to 5 mo11tl1s gestational age (i.e duri11g seco11d trin1ester) as agaiJ1st only 

243/o doing so in tl1e first trimeste1· (\VI-IO, 2003).Tl1is \\/as corroborated by Brjan-D 

Adinn1a et al (2002) ,vhose sh1dy found 53.8% booki11g in tl1e second trimester, 36.5% 

in third tri1nester and only 9.7% in tl1e first trimester. Adeku11le (2002) fou11d 67.3% 

of pregnant women delaying their ANC booking till scco11d t1·i111ester, a proportion 

e,1en higl1e1· than eit11er of tl1e t\vo earlier studies. 

Pril,acy <111cl self-respect:- Most public pre-natal clinics do not otter privacy wl1en 

clerking or exa:i.iining \vomc11 (Adekt1nle, 2002). Clients so:11etimes shun ANC clinics 

believing that they would undergo vaginal cxan11nations at eacl1 and evef) \ 1sit. 

Kyomuhendo (2003) cited abuse of patients, neglect and poor treat1nent in the hospital 

as some of the reasons given by motl1ers for pre1er1·111g home-based pregnanc) car� to 

facility-based one. All these are perceived by many \\'On1en ( especiall)' in rural 

communities) as an infringe1nent on their privaC)' a11d se11:rc\pcct. 

('/i11 ir e11viro11111e11t:-Thc u5ual once-a-\veek ( or f ort1, 1611 t 1)') cl i111l scl1 Ital of 

attending to the needs of· prcg11ant \Vorncn t)il�11 111c1kc , l l l tlill\.' sc�slt)J1s r,, l11..·r

crO\"td)·. So m�tny �1ctivitics r,rc IL1r11J)C<I togctl1cr c,11 tl1is llrl)', ,,ti(),, 111g little ti11lt� fc\r 
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the l1ealth wo1·ker to interact personally with the client, partict1larly 011 issues 

bothering on confidentiality. 

Religious beliefs a11d practice:- As in Sl1aria-practicing states of norther11 Nige1·ia and 

an1ong son1e devout Musluns in the soutl1, some \Vernen prefe1· bei11g cru·ed for by 

female l1ealth workers only (Adamu and Salil1u, 2002; Iliyasu et al, 2004). They 

the1·efo1·e exhibit little or no i11terest in attendit1g clinics maru1ed exclusively by 1nale 

l1ealthcare professio11als. 

Negative pe1·ceptio11s:- Since preg11ancy and cllild-birth are 11atural physiological 

eve11ts, it is difficult to convi11ce certain people tl1at pre-natal care is of· J)aran1ount 

impo1ia11ce to n1aten1al healtl1. 111 son1e traditio11al societies, preg11ancy is viewed as a 

test of tolera11ce, a11d n1ate111al deaths as a sad but �'nor1nal'' eve11t (Kyomul1endo, 

2003). Me11 a11d vvon1en in sucl1 environ1nents tl1erefore see 111atemity I1ospitals and 

cli11ics as ''problen1-places'', dese1-vi11g patronage only wl1e11 they l1ave obvious 

co111plicatio11s, 01· as the last 1·esort. 

Trac/itio11al beliefs a11d prefere11ces:- Expe1·ie11ces l1ave sl1ow11 tl1at wo111en used to 

traditional lifestyles ai1d those who 011ce had a non-con1plicated l1ome delivery are not 

likely to utilize facility-based pre-11atal se1-vices. �0111e otl1er \V0111e11, eve11 if tl1cy had 

received ANC services at a healtl1 facility, will still prefer to deliver at l1ome in a 

familiar e11viro1m1e11t, often vvith the assista11ce ot· so111eo11e k.J10\vn to them (Griffitl1s 

and Stephenson, 2001 ). In some cultt11·es, married ,vomeri need permission from their 

husbands, motl1er5-111-1a\V or olher reial1011::, to 1 .... J \ e 110 .. ,.1.., tu JCccss >.il-c..Ll L11Cd1 L

services (van Ergmond et al, 2004; Okafor and Rizzuto, 1994). Notwithstanding the 

recent imprO\'en1e11ts i11 social and con1munit)1 n1obilizntio11 e1Torts 1in1ed at boost in£ 

health services-utilization at PHC level, a sizeable number of pregnant \VOn1en still 

seek care from lrctuitional birth attenda11ts ( 13�-'-�J a11d �1)iritL,1.ll l10111cs (,L\dc�t111lc. 

2002). Reasons for this preference include the fact that TBAs are widely available in 

the commul71�:,, more culturally-acceptable a11d fric11dl) (Kyo111t1l1cndo, 200:), nnd 

also operate a rather more flexible schedule and 111ode of· pa)'t11ent for scn'tcc� 

rendered (Li"; FPA F \IOI I, 2003). 
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CHAPTER THREE 

STUDY MATERIALS AND METHODOLOGY 

3.1 DESCRIPTION OF STUDY AREA 

• 

Odeda Local Goveminent Area is 011e of tl1e 20 Local Gover11ment A1·cas tl1at 

make up Ogun State. It is essentially, a ru1·al Local Go,,er11111e11t Area bou11ded by 

Abeokuta Soutl1 and Obafen1i-O\,vode Local Govc111111c11l Arl.,'"\5 i11 Ll1c Soull1, O)'O 

State in the North and East, ru1d by Abeol<ut,1 Nortl1 Local Gover11n1e11t A1·ea in t11e 

\\'est. Occupying a lru1dn1ass of app1·oxi111ately 1,263 <;qL1a1·c kilo111etrcs, tl1e LGA has 

its headqua1·ters i11 Odeda tovv11 sit1.1atcd about 20 kilometres from Abeokuta, along 

Abeokuta - Ibndai1 l1igl1,, a)·. 
• 

By 2006 Census, there are ap1)roxi111ately 219,000 i11l1abitants, 90% of whom 

are Yorubas 01� Egba ctl1111c stock. Tl1e 11on-YorL1b[l scg111c11t of tl1c popt1lation i11clt1de 

Fulanis, Hausas, tl1c Igcdes (fron1 Be11ue State), and very fe\v Igbos. There are about 

25 sen1i-t1rb�n settlcn1cnts 811d 860 hamlet��- all rlivirlcrl jnto tl1rce �engrapl1ical zones 

of Odeda, Ilugun and Opcji. For ease of ad1ninistration are 10 geo-political wards, 

nan1el)', Odeda, Itesi, Olodo, Alagbagba, Ilt1gt1n, Osiele, Alal,ata, Obantoko, Obete 

and Opeji wards (O.L.G, 2006), Tl1e people are p1·edo1ni11a11tly subsistence farmers, a 

,1ocation tl1c\· 11r1ctice alo11gside pett°','-trading. A fe,v inJ1abitants are engaged in 

livestock and cattle-rearing, while othe1·s are artisans and housewives.. Con11non 

religious beliefs among tl1e people include Christianity, Islam, and traditional \vorship. 

In terms of health care delivery, tht LGA 1s sc1,·cd b)' a General I-Iosp1tal 

located at the headqt1artP1·s, and 23 local QO\ er11n1ent-o,vned prit11af) healtl1 care 

facilities spread across tl1e 10 geo-political wards. fl1esc PI IC 1acil1t1cs are b�1ng run 

by 33 qualified nurse-n1idvvives and 21 commt111ity l1ealth extension \vor1'.ers 

{CHE\\'s), all being supen 1sed by a Medical Ot'ficer-of-I lcaltl1, also j��1gr1atcd as tl1e 

PI JC Coordinator. There are 10 registered private cli11ics/111aten1it)1 l1on1ec; opcrl1tcd b:' 

nurses, as \\'ell as several medicine shops I treLit111e11t l1on1cs LL 111g rt1n b)' t1 L1'-'1tio11nl 

birth attendants and other untrained care-givers. 

• 
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• 

• 

3.2 STUDY POPllL .. �TION

• 

• 

This comprise pregnant women who have booked and attended ante-natal care 

(ANC) clinic sessions in two of the LG-o\vned primar·y l1ealtl1 care (PHC) facilities, 

namely, Orile-Ilugun and Obantoko Healtl1 Clinics. GeograJ)hically, these n:vo healtl1 

facilities are respectively located ii1 the nortl1em and soutl1em ext1·emes of tl1e LGA. 

3.3 STUDY DESIGN 

This is a ren·ospective c1·oss-scctio11nl stt1dy dcsig11cd to cxan1inc tl1e ,1nrious 

factors (social, den1og1·apl1ic and obstetric) associated witl1 preg11ancy-ot1tco1ne a1no11g 

antenatal ca1·e (1-\NC) cli11ic ,1tte11dccs in Oclcli1-1 Local Go\,'t;r11111c11t Arca of Ogu11 

State. Tovvards this encl, secondary data were gatl1ered froin tl1e ANC cliriic booking 
• 

cards as ,vell as labou1· n11d delivery registers of bool'-cd prcg11a11t ,vo111en ,vl10 also 

delivered in the h,10 selected PI-IC facilities between July 2004 a11d Jt1ne 2007.

3.4 SA1\1PLING STRATEGY 

A total san1ple of ANC-attending pregnant wo1nen aged 15-49 years was 

considered. Of the 50 l registe1·ed, only 416 cases were found eligible for the study. 

Tl1e ren1aining 85 ,,·omen were dropped dt1e to gross i11completcness of tl1eir clinic 

records. Of the 416 eligible vvo111e11, 195 were fro111 Obantoko Healtl1 Clinic, while 

221 \\'ere from Orile-Ilugu11 Health Clinic. 

3.5 JXSTRlJl\1E:'-JT DESIGl'T AND DATA-COLLECTION PROCEDURE 

divided into 3 sections, namely: 

Section A: Socio-de1nographic variables. 

Section B: Obstetric l1istory and outcon1e of· index pregnancy. 

Section C: .F-iistory oi� the 1mn1ediatc past pr �L:1\A :-,· 

This is the proforma used to extract infor111ation tro111 cacl1 client ·s 1\t c

booking card as \Veil as the hcaltl1 facility's f3bour/deli,1Cr) rcgi�tcr . 

• 

IH 

•

• 
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3.6 V ALDITY Al� RELIABILITY 
• 

The checklist wai:. pre-tested on 12 ANC cards pi�ked randomly from Obada 

health clinic, located in an equally-rural E,vekoro Local Governn1cnt Area of Ogun 

State. The essence of this is to identify possible flaws in the applicability of the 

proforma to the entire study. Such areas of the checklist found to be prone to mis

interpretation were then re-worded to ensure consistency and non-a1nbiguity . 
• 

3.7 SCOPE AND LIMI1'ATION OF TI-IE STUDY 

This retrospective, cot111tiy-based c1·oss-sectional study is 1·epresentative of the 

pregnant won1e11 in Odeda LGA. Tl1e study l1ad exa111ined all tl1e co111111011l)1-p1·acticed 

aspects of prcg11n11c), care �,s n1)1)lil-nble to Pl IC clsc\vl1crc. J Io,,,,cver, tl1e scope of tl1e 

study was li111itcd by � 11u111bcr 01· 1Jclors \\1J1icl1 i11clude:- •

• 

(1) In1proper filli11g of 111a11y of tl1c a11tenatn l bool{ing cards 'A1l1ich could ot11e1wise 

l1ave bee11 useful for tl1c study. Co11scgu�11tly, 011ly 416 ol'tl1e tot,11 501 A1�C 

booking curds gntl1ered fron1 the t\vo PI-IC facilities surveyed l1ad the co111plete 

intor111atio11 11c�d�d to actualize t11e stated stuu)' ooJeC ll ves. 

(2) Subjecti,,e classificatiJn of son1e of tl1e ite1ns of scrutiny 011 t11e ANC cards and

deli\re11 registers, tor example, patie11t, s gcstntio11a1 age a1 booki11g. Tl1 is is

expected since health wo1·kers at the PHC level hardly makes use of objective, 

sensiti\'e diagnostic eq uip111er1t (like lJltrasou11d �C-<ln vr ,vcigi11ng scales) i 11 tl1e 

course of their practice. And wl1ere sucl1 facility is available, the health 

\v·orker · s skil J for correct interpretatio11 of res Lilts obt[!i11cd j1·() 111 Ltszige 111a) 11ot

be tl1ere. 
•

(3) Problem of :-c.:: ... Il-lJpse. Tl1is is a co.11.��\ 1. :.:l,__: •.. :'-l. lv ... �'"�t- 1... Jai. .. 1 g ... �f1�r1ng

in many of the traditio11al societies (includi11g the study area). People tend to 

ha\'e difficulties recalling in1po11:a11t dntes (like l.1s� :�1cr1strual J)eriod) or c,·cnts 

(Jike number of previot1s preg11a11cies or birtl1s) (So111, 1959). U11fortu11Jtel)'. 

the health care r•r0\1 idcr at this lev·cJ l1ad .. c�;0d 0n =11fnr·11'l··011 �ur,1 IiccI . th ..

subject ,•,ithout means of verification - \vhctl1er rigl1t or \VI ong. 

(4) Cultural barriers \vhich forbac)c revealing ccrtni11 pcrso11�l fi1111il) infor111ntic>11

like a \VOmar1's nl1mbcr of prcviot1s l)irtl1s, or tl1c nt1111l)c·r of' 11 1 .. lll"\ i, i11g

cl ildr ·n 

I ') •
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3.8 ETIDCAL CONSIDERATIONS 

· 
Consent of the Executive Chairman, Odcda Local Government, was sought for 

and obtained befo1·e embarki11g on tl1e study. Similarly, heads of the two selected PRC 

facilities ,, 110 arc Senior Matro11s ,,..rerc brie!cd t!11d tl1cir i11for111ed co11se11t obtnin<.-d in 

order to gain access to tl1e various clinic 1·ecords t1sed duri11g tl1e study. 

3.9 DAT A ANALYSIS 

Data fron1 the clinic 1 ecords of the 416 eligible case� \Vc1·e copied out 011to pre-

nu111be1·ed data-collection fo1·111s and later e11lerec\ i11to tl1c con1pulcr fo1· cleclronic 

processing. Tl1e analysis ,vns do11e using SPSS software. Frequency tables were 

gcr,cratcd i'or l clc,, ,111 t v,1rial1 lcs. '"l�l1c cl1 i-Sll Lil1.rc t�st ,, .1s t,_.c...cl to i11, cst1g<.1le 

associatio11s bet,veen categorical variables. All a11alyses \Vere done at tl1e So/o level of 

sig11i±1cancc. • 

• 

• 

• 

•
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CHAPTER FOUR 

• 

RESUI.JTS 

SOCIO-ECONOMIC CHARACTERISTICS OF THE PREGNANT WOMEN 

Table 1 below shows that n1ajo1·ity 69 .5% of the p1·egnant vvornen ,vere in tl1e 

20-29 yea1·s age-grot1p, followed by tl1e 21.6% in tl1e age-group 30-39 years. Son1e 

6. 7o/o ,vere teenagers. ,,,11ile tl1e least 2.2�/o \Vere ,,,0n1en need 40 )'C8 rs or 1nore. rvrcan

age of the respondents was 25.5 ± 5.3 years. 
• 

On religiot1s affiliatio11, a l1igl1er propo1·tion (68.3%) of tl1c pregnant \Von1e11 

vvere Christians, ,vl1ile 31. 7% of the111 ,,vere Mt1slims. As at tl1e tin1e of booki11g, a 

total 93.So/o oJ-� tl1csc '"'Ot11c11 \Vere citl1cr Jenall,1-111nrricd or co-1,�hitin� ,,,jfJ1 a 111nn. 

vvl1ile a mi1101·ity 6.53/o \Vere still si11gle a11d 11ever 111a1Tied. 

On edt1cational attair�1nc11t, a little above 011e-tl1ird (38.0%) of tl1e women 11ad 

secor1dary cducatio11. 32.2¾, l1nd pr1n1�1ry ccltrcntion, \\ l11 lc �6 7% I1ad no fo1·1nal 

educatio11. 011ly 3. 1 % l1ad post-seco11da1-y educatio11. 

With 1·ega1·ds to i11d1v1dL1aI n1ea11s of l1velil1ood, a large 111ajo1·ity (98. l %) of tl1e 

�'on1en are petty-traders) fa1·1ners, or l1ousevvives leavi 11g only 1. 9% wl10 are civil 

servants. 
• 

• 
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• 

Table 1:- Socio-Economic Characteristics Of The P1·cgnant ,vomcn 

PREGNANT "''OMEN 

No 
Of«l

Age-distribution ()1rs): 

Less than 20 28 6.7 

20-29 289 69.5 

30-39 90 21.6 

40 and above 9 • 2.2 

Total 416 100.0°10
Mean = "5 � •

St�1ndard deviation -
5.3- . ::, -

Di�t1·il1,1 ri01, ) f t 11 C 111·cg_11 :1111

,von1en b�, Rcligio11: 
Christia r1 i ty 

IslL11n 

Total 

�,1�,1·it,1l "t;1t\1s of tl1c �1·cgn!1nt 
,,,on1cn �1t bool"1ng: 
Single/Never married 

Nlnrricd/Co-l1abiting \Vitl1 a 111a11

Tot:11 

"Eel ti c'ltion a I �t11t,1c;: of 
'"omen: 
No fom1al education 

Primal"\' 

1 Secondary

p ·-- -:n,... 1 ..

Total 
Occti p!l tion al .stat,1s of

\\ on1cn: 
N1iddle (cjvil servants) 

Lo.\- lPt;�.1-L.c...J •• 1g, fclr1n.116,
houscv,ivcs, etc) 

111 C

tl1 e 

72 

284 

l 32

416 

27 

389 

416 

111 

13-4 

158 
... 
" 

416 

8 

408 

416 

I 

68.3 

3 1. 7 

100.0°10

6.5 

93.5 

I 00.0°/c, 

26.7 

32.2 

38.0 
... 1•• 

100.0°/o

1. 9 

98. l
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• 

• 

PREGNANCY IIlSTORY OF THE WOMEN 

The table below shows that more than one-third (36.3%) of the clients l1ad been 

pregnant at least 4 ti1nes; 24.33/o twice; 23.83/o once, ru1d 15.63/o thrice. Mean 11umber 

of previous pregna11cies was 3.0 + 1.8.
-

Pregnant wo111en with a single previous bi1il1 co11stituted 26. 7% of tl1e study 

populatio11. Tl1is is followed by tl1ose 23.8°/o ,vho l1ad not delivered before, 22. I% 

wl10 l1ad 3 IJrcviot1s birll1s, l 3.9o/a l1nving two pre.vious birtl1s, a11d 13.So/o wl10 l1ad 4 or 

more previous bi1·tl1s. Mean birtl1 order fotmd was 1.9 + 1.7. 
-

· 
011 number of surviving cl1ildren, 27 .2% of tl1e wo1ne11 had only one, 25. 7% 

l1ad 11one, 21.93/o l1ad thl·ee, 17 .8o/o had two, while 7 .So/o had at )east 4 living children. 

Mean 11umber of survivi11g childre11 found was 1.6 ± 1.4. 

Positi,,e fa111ilial l1istory of l\vi11-birtl1s ,vas elicited i11 37.0o/o of tl1e wotnen . 

• 

• 

• 

• • 

• 

• 
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I. -

• 

• 

• 

Table 2:- Pregnancy l=iistory Of The Women 

PREGNANT WOMEN 

Gravida status: 

1 

2 

3 

Total 
• 

No. 

• 

• 

99 

JOI 

65 

151 

416 

l\1c�111 = 3.0 • St:1n(l�1rd (lc,1i11tio11 - 1.8 -

Pa1·ity: 

1 

2 

3 

4 or 1nore 

Total 

99 

1 I 1 

58 

92 

56 

416 

Mean = 1.9 ; Standard deviation = 1.7 

Nun1bcr of surviving 
cl1ildren: 

1 

2 

3 

4 or more

TotaJ 

107 

113 

74 

91 

31 

416 

Mean = 1.6 ; Standard deviation = 1.4 

Histor, of hvinninQ in tl1c 
Family: 

Pos1l1vc 

, 

Negative 

154 

2(,2 

"' I <,
=- -�1·-

• 

o/o 

23.8 

24.3 

15.G 

36.3 

100.0°/o 

23.8 

26.7 

13.9 

22. I

13.5 

100.0°/o 

25.7 

27.2 

17.8 

21.9 

7.5 

100.0°/o 

37.0 

(11 (} 

• 

- --===

I (Jll.t>'½1 

•

• 
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• 

UTILIZATION OF ANC SERVICES BY Tfill PREGNANT WOMEN
• 

Majority (39.5%) of tl1e pregnant women attended ANC cli 11ics 4 or more 

ti111es, 24.0% only 011cc, 19.0% twice, a11d tl1e 1·en1au1i11g 1 7.53/o t111·ice. Mean 11u111ber 

of ANC clinic attendance was 3.5 + 2.4 tin1es. 
-

Booking for ante-natal care at 16-28 vveeks of preg 11ancy was more common 

(65.9%) amo11g tl1ese \¥on1en tl1a11 booking after 28 weel<s (34.1 %). Mea11 gestational 

age al booking was 27. l ± 9.0 vvecl<s. 

Son1e 45.4% of tl1e wo111e11 l1ad 111adc use of t1ltrasot111d scn11 sc1·viccs co111JJnrcd to ll1e 

54.6% who did not. 

Teta11us toxoid vacci11atio11 was received by 61 .5% of ll1e JJregna 11l wome11 wl10

took two doses of tl1e vaccine, 23.3o/o ,vl10 tool< only 011e dose a11d 13.7% wl10 never 

took a11y dose. Tl1ere was 110 record of vacci11atior1 i11 tl1e rc111ai 11 i 11g 1.4% of tl1e 

WOlllCll. 

• 

• 

• 

• 

' 

•

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 3:- Utilization Of ANC Services By The Pregnant Women 

Total numbe1· of ANC 

clinics attended:-

1 visit 

2 visits 

3 visits 

4 or n101·e 

Total 

Gcstatio11al age :1t 
bool<ing (,vl<S):-

16 - 28 

More tl1an 28 

Total 

Use of Ultr.1sound Sea!! 
facility :-

Yes 

No 

Total 

Nu111bcr of T.Toxoi_!J 

doses received:-

None 

I dose 

2 doses 

Nol indicated 

Total 

No. 

100 

79 

73 

164 

416 

274 

142 

416 

189 

227 

416 

57 

97 

256 

6 

416 

PREGNANT.WOI\IBN 

O/o

24.0 

19.0 

17.5 

39.5 

65.9 

34.1 

100.0¾, 

45.4 

54.6 

100.0% 

13.7 

23.3 

61.5 

I .4 

100.0o/o 

26 

Mean 

3.5 

• 

27.1 

1.5 

Std. dcv. 

• 

2.4 

; 

9.0 

0.7 
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LABOUR HISTORY OF THE PREGNANT WOMEN 

Majority (9 l .6o/o) of' the 416 eligible responde11ts attai11ed tern1 pregnancy 
•• 

before going into labour wl1ile 6.2o/o had pre-ter111 labour. Tl1e remaining 2.2°/o women

l1ad 110 nvailtlblc l:.ll1ot1r records. Mc,111 gcsl:.tlio11:.tl :.1gc :.,l l:.tl)t>tlr wus 38.2 ± 3.4 weeks.

Labour was aug111ented in 7 .4°/o of tl1e pregnant wo111en. 

Most (76.4o/o) of tl1e won1en l1ad cephalic/vertex fetal presentation at labour, 3.1 % had 

breech presentatio11, wl1ile l .Oo/o l1ad oblique-lying fetuses. Tl1ere was 110 record of 

fetal prese11tation in 19 .So/o of tl1e won1e11. 

• 

• • 

• 

• 

7 

• 

• 

•
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• 

Table 4:- Labour llistory Of Tl1c Prcg11a11t Wo111cn 

PREGNANT WOMEN 

Gestational age at 011sct of Labot1r: 

Ter111 (i.e ?_37 con11Jletecl wks) 

Prcter111 (i.c < 37 co1111Jlclctl wks) 

Not indicated 

Tot:11 

No 

381 

26 

9 

4.16 

• 

O/o

91.6 

6.2 

2.2 

t------------- · --------'---------"--------1 

Mca11 = 38.2 ; St:111tl:11·d dcvi�1li(>11 = 3.4 

L:1bot1 1· :1t1g111c11tcd: 
Yes 

No 
• 

Not indicated 

Total 

Fcts1l prcsc11t�1ti(>11 tit Li1l>(>u1·: 
CephalicN ertex 

Breech 

Oblique lie 

Not indicated 

Total 

7.K 

31 

376 

9 

416 

318 

13 

4 

81 

416 

• 

7.4 

90.4 

2.2 

76.4 

3.1 

1.0 

19.5 

•
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' 

DELIVERY HISTORY o·F TIIE PREGNANT WOMEN 

Male babies were co1nmoner (59.1 %) among the p1·eg11ant women, as agai11st 

the 38.7% of them wl10 l1ad fen1ale babies. A total 56.4% of the women delivered 

babies weigl1i11g 2.5 - 3.0 kilograms, while 36. l % l1ad babies weighi11g 1nore tl1an 3.0 

kilogra111s. Low birtl1-weigl1t (i.e. birth-weight less tl1a11 2.5 kilograms) was recorded 
• 

an1ong 3.4o/o of tl1e women, wl1ile anotl1er 4.1 % l1ad no 1·ecords of tl1eir babies' weight 

at birtl1. Mean bi1·tl1-weigl1t of tl1e newborns was 3 .0 ± 0.4 kilogra111s. 

Oxytocics (including ergometrine and oxytocin) i11jections we1·e administered 

on 94.2o/o of the pregnant women at delivery. Abot1l 2. 7% of them did nol l1ave this 

chen1otl1erapy, wl1 ile 3.1 o/o l1ad no records of eill1er ergo1netrine or oxytociI1 being 

used 011 tl1en1. 

011ly 1.0% of tl1e newborn babies l1ad propl1ylactic vila111i 11 k injection at birtl1, 

wl1ile n1ajority (95.9%) of tl1e111 did 11ot l1ave it. TJ1ere was no documentation of 

vitan1in k tl1erapy in 3 .1 o/o of tl1e 11ewbor11s. 

Following delivery, fifty-seven percent of tl1e womer1 l1ad stayed two days in 
• 

hospital, 24.0% stayed one day, 13.2% three days, and 1.7% n1ore than three days. 

Referral of eitl1er motl1er or cl1ild ( or botl1 of tl1en1) dt1ri11g Jabour or after delivery was 

carried out in 1.5% of the cases, while 95.4% of the cases were not referred. Tl1e 

remaining 3. 1 % of the n1others l1ad 110 records as to wl1etl1er or not tl1ey were referred 

at all. 

On the status of the care-giver atte11di11g the birtl1s, available records showed 

that majority (60.8%) of the births a111011g tl1e stt1dy population ,vere attc11dcd b)' 

nurse-midwives. Anotl1er 27.4% were attended by co111n1unity health extension 

workers (CHEWs), and 7.0% by ward-n1aids I l1ealth attendants. The type of birth

attendant was not indicated in the ren1aining 4.8% of the women . 

• 

2') 
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Table 5:- Delivery History Of Tl1e Pregnant Women 
I 

PREGNANT WOMEN 

Baby's Sex: 
No. O/o

• 

Male 246 59. l

Fen1ale 161 38.7 
Not indicated • 9 2.2 
Total 416 100.0 °/o 
Bi1·tl1-wcight of tl1e Baby {l<gs} : • 

Less than 2.5 14 3.4 

2.5 - 3.0 235 56.4 
Above 3.0 150 36.1 
Not indicated 17 4.1 
Total 416 100.0°/o 
Mean = 3.00 • Sta11<.la1·<.I deviation = 0.40

' 

Use of Oxytocics d11ring dclivc1·y : 
Yes 392 94.2 
No I I 2.7 
Not i11dicated 13 3. 1

Total 416 100.0 °10 

Use of Vitar11in K du1·ing delivea : 
Yes . 4 1.0 

No 399 95.9 
Not indicated 13. 3.1 

Total 416 100.0 °10 

Duration of post-delivery confinc111ent: 
1 day 100 24.0 

2 days 237 57.0 

3 days 55 13.2 

More than 3 days. 7 l. 7

Not indicated. 17 4.1 

Total 416 100.0
°
10 

If mothcr/chilcl referred after· clclivcr.:y:-

Yes 6 1.5 

No 397 95.4 

Not indicated 13 3. l

Tota) . 416 100.0°/o 

Status of Birth Attendant:-
• 

Nurse/Midwife 253 60 8 

CJ IE\\' 
I 14 27.4 

J..Jealth Attendant 
29 7.0 

Not indicated 20 4 \ 

Total 
,116 100.l)'•,, 

]O 
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IDSTORY OF THE IMMEDIATE PAST PREGNANCY 

A total of 28.4% of the preg11ant women l1ad live birtl1s from their immediate 

past pregnancy, and the babies survived. Another 1.4% l1ad abortion/1niscan·iages 

while 1.2% had live births even thougl1 tl1eir babies died sl1ortly after. There was no 

documented information on tl1e outcon1e of last pregnancy in 287 (69.0%) of tl1e 

1nothe1·s. •

,.

On place of last delivery, l 2.2o/o of tl1e n1otl1er$ we1·e delivered in a local 

government l1ealth centre, 11. l % in private cli11ic/l1ospital, 6.5% delivered at home, 

0. 7% in a General I-Iospital a11d 0.5% in spiritual/traditional bi1il1 attendants' homes.

Information on 1·efe1·ral services was available in 121 ( or 29 .1 % ) of tl1e 416 clients 

studied, and none of tl1ese 121 wo111cn was reported lo l1ave been ref erred eitl1er 

du1·ing or sl1ortly afier tl1eir last delivc1·y. 

, 

• 

-

• 

1 I 

•

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 6:- History Of The Immediate Past Pregnancy 

Outcome of the immediate past 
pregnancy: 

Aborted/miscarried 

Delivered and alive 

Delivered live, but died shortly 

after. 

Not indicated. 

Total 

Place of last con fin em en t : 

Local Govt. Healtl1 Centre 

General Hospital 

Private Clinic/Hospital 

TBA/Spiritual I-Iotne 

At home 

Not indicated. 

Total 

If n1otl1cr 01· cl1ilcl ,vas rcfc1·rctl: 

Yes 

No 

Not i11dicated. 

Total 

• 

32 

No. 

6 

118 

5 

287 

416 

51 

3 

46 

2 

27 

287 

416 

Nil 

121 

295 

416 

• 

o/o 

• 

1.4 

28.4 

,. 

1.2 

69.0 

12.2 

0.7 • 

11. 1

0.5 

6.5 

69.0 

100.0°/o 

Nil 

29.1 

70.9 
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• 

Effect of Socio - demographic Factors on Pregnancy Outcome. 

MATERNAL AGE:-

EFF'ECT ON BIRTH-WEIGHT OF THE BABY 

A higher proportion (12.0%) of the teenage pregnant "''omen deli,,ered low 

birth-weight babies compared to the lower 2.9% proportion of low birth-weights 

among the older mothers (p = 0.003). 

Table 7:- Birth-,vcight Of The Baby By Maternal Age .. 

• 

Birtl1-,veight of the baby (kgs) 

Maternal Age (yrs): <2.5 2.5-3.0 >3.0 Total 

<20 3 (12.0) 19 (76.0) 3 (12.0) 25 (100.0) 

20 and above 11 (2.9) 216 (57.8) 95 (39.3) 278 (100.0) 

Total 14 (3.5) 235 (58.9) 150 (37.6) 399 (JOO.OJ 

• 

, 

x
2 
= 11.s df=2 p = 0.003 

• 

• • 

• 

33 

•
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• 

MARITAL STATUS AT ANC BOOKING:

EFFECT ON BffiTH-WEIGIIT OF THE BABY 

There is a l1ighly statistically-significant association between tl1e pregnant women's 

marital stah.1s and birtl1-we,gl1t as a l1igher proportion (22.2%) of the single/never 

married women gave birtl1 to low bi1th-weight babies compared to only 2.2% among 

married wome11 (p = 0.000). 

Table 8:- Bi1·tl1-,veight Of Tl1e Baby By Marital Status 
• 

Bi1·tl1-,vcigl1t Of Tl1c ��1by (l{gs) 

<2.5 2.5-3.0 >3.0 Total 

Marital Status: 

Single/Never n1arried 6 (22.2) 18 (66.7) 3(11.1) 27 (100.0) 

Married/Living 

together witl1 a man 8 (2.2) 217 (58.3) 147 (39.5) 372 (100.0) 

Total 14 (3.5) 235 (58.4) 150 (37.6) 399 (100.0) 

• 

x
2
= 34.6 df= 2 p = 0.000 

•

• 
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• 

Relationship between obstetric variables and pregnancy-outcome. 
, 

• 

GRAVIDA STATUS:-

EFFECT ON BffiTH-WEIGIIT OF THE BABY

Majority (64.3o/o) of the low-birth weigl1t babies were delivered by won1en wl10 l1ad

been p1·eg11a11t thJ:ee 01· n101e ti111es. Tl1e re1nairu11g 35.7% of tl1e low birth-weights 

were sl1ared among wo111e11 preg11ant for tl1e first ti1ne (28.6 o/o), and wo111e11 carrying 

tl1eir seco11d pregnai1cy (7 .1 o/o). A sig11ificant relationsl1ip exists between a motl1er's 

gravida status and the delivery of a low birtl1-weigl1t baby (p = 0.003) . 

• 
• 

Table 9:- Bi1·tl1-,vcigl1t Of Tl1c Ilnby Dy Motl1cr's Gravid�t Statt1s 
• 

Birtl1-,vcigl1t of tl1c b�1by (legs) 

<2.5 2.5 -3.0 >3.0 Total 

Gravida Status: 

1 4 (28.6) 66 (28.1) 26(17.3) 96 (24.1) 

2 I (7.1) 65 (27.7) 29 (19.3) 95 (23.8) 

3 or more 9 (64.3) 104 (44.3) 95 (63.3) 208 52.1) 

Total 14 (100.0) 235 (100.0) 150 {100.0) 399 (100.0) 

x
2 
= 1s.1 df=4 p = 0.003 

•
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PARITY:- • 

EFFECT ON BfilTH-WEIGHT OF THE BABY 
.. 

Pregnant women with two p·revious births recorded tl1e higl1est 50.0% of low birtl1-

weigl1t babies, followed by 28.6% among women who l1ad no previous birth 

experience. Women witl1 tl1ree (3) or 111ore previous births l1ad 14.3%, wl1ile those 

with just one (1) previous birth had tl1e least 7.1 % of the low birth-weigl1t babies. A 

· n1otl1er' s pru·ity has a significant influence on birth-weigl1t of baby delivered (p =

0.000). 

• 

Table 10:- Birtl1-,vcigl1t Of "fl1c Baby By Motl1cr's J>arity 

Parity : 

0 

1 

2 

3 and above 

Total 

Bi1·tl1-,,vcigl1t of tl1c b,1by (legs) 

• 

<2.5 2.5-3.0 >3.0

4 (28.6) 66 (28.1) 26(17.3) 

1 (7 .1) 67 (28.5) 34 (22.7) 

7 (50.0) 31 (13.2) 18 (12.0) 

2 (14.3) 71 (30.2) 72 (48.0) 

• 

14 (100.0) 235 (100.0) 150 (100.0) 

-

df= 6 p = 0.000 

)6 

-

Total 

96 (24.1) 

102 (25.6) 

56 (14.0) 

145 (36.3) 

399 (100.0) 
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NUMBER OF SURVIVING ClllLDREN:

EFFECT ON BffiTH-WEIGHT OF THE BABY 

Fifty per cent of low birth-weight babies were delivered. by women having 2 surviving 

children, 35. 7% by those l1aving not n101·e tl1an one surviving child, and 14.3% by 

women l1avi11g at least 3 survivi11g c)1ildren. A higl1ly-sig11ifica11t association exists 

between tl1ese two variables (p = 0.000). 

Table 11 :- Birtl1-,vcigl1t Of Tl1e Baby By Number Of Survivi11g Cl1ildrcn 

Nun1bc1· of 
• • 

surv1v1ng 

child 1·c11:

0-1

2 

3 or more. 

Total 

x
2 
= 2s.3

Ili1·tl1-,vcigl1t of tl1c baby (legs) 

<2.5 2.5 -3.0 >3.0 Total 

5 (35. 7) 142 (60.4) 61 (40.7) 208 (52.1) 

7 (50.0) 30 (12.8) 35 (23.3) 72 (18.0) 

2 (14.3) 63 (26.8) 54 (36.0) 119 (29.8) 

14 (100.0) 235 (100.0) 150 (100.0) 399 (100.0) 

df= 4 p = 0.000 

• 

17 

•
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NUMBER OF ANC CLINICS ATTENDED:

EFFECT ON BIRTH-WEIGHT OF THE BABY 

Majority (64.33/o) of tl1e low birtl1-weights occur among won1en wl10 l1ad atte11ded 

ante-natal clinic but once. Next is t11e 28.6% that occurred a111on.g two�time ANC 
• 

clinic atte11dees, wl1ile tl1e least 7 .1 % of lo\\' birtl1-weigl1ts was found an1ong those 

wo1nen that obset\fed tl1ree (3) or 1no1·e ANC clinic visits before delivery. Birth

weight is significantly i11f1t1enced by the nu111ber of ti111es a p1·egnant woma11 attended 

ante-natal clinics (p = 0.00 I). 

Table 12:- Bi1·tl1-,vcigl1t Of 1'11c u�11Jy Ily Nu111bc1· Of ANC Clinics 

Attended 

Bi1·tl1-weigl1t of the baby (l{gs) 

< 2.5 2.5-3.0 >3.0 • Total 
• 

Total no. of ANC 

clinics attended: 
1 9 (64.3) 62 (26.4) 29 (19.3) 100 (25.1) 

2 4 (28.6) 49 (20.9) 26 (17.3) 79 (19.8) 

3 or more 1 (7.1) 124 (52.8) 95 (63.3) 220(55.1) 

Total 14 (100.0) 235 (100.0) 150 (100.0) 399 (100.0) 

df=4 p=0.001 

• 

• 

)k 
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• 

GESTATIONAL AGE AT BOOKING:

EFFECT ON BffiTH-WEIGHT OF THE BABY 

Tl1ere is a positive association between age of pregnancy as at the time of booking for 

ante-natal care (ANC), and occurrence of low birth-weigl1t deliveries (p = 0.001 ). 

Majority (78.6%) of the low birtl1-weigl1t babies were born to 1nothers registering for 

ANC after 27 con1pleted \¥eeks of tl1e pregnancy, wllile tl1ose registering earlier (i.e. 

before 27 completed weeks) l1ad tl1e re1nai11ing 21.4%. 

Table 13:- Birtl1-,vcight Of TJ1c Baby By Gestational Age At Booking 

Birtl1-\vcigl1 t of tl1c baby (kgs) 

< 2.5 2.5-3.0 > 3.0 Total 

Gestational age at 
• booldng (,vl<S}: • 

16-28 3(21.4) 163 (69.4) 92 (61.3) , 258 (64. 7) 
• 

Above 28 11 (78.6) 72 (30.6) 58 (38.7) 141 (35.3) 

Total 14 (100.0) 235 (100.0) 150 (100.0) 399 (100.0) 

df=2 p = 0.001 

• 

J<) 

' 

. 
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• 

GESTATIONAL AGE AT ONSET OF LABOUR:

EFFECT ON Bill.TH-WEIGHT OF 'I'HE BABY

A higl1er proportion (26.1 o/o) of babies delivered pre-te1·111 were of low birth-weights 

compared to a 1nere 2.1 o/o of tl1e ter1n babies. Tl1e 1·elatio11sl1ip betwee11 gestational age 

at onset of labou1· and the baby's birtl1-weight is higl1ly significant (p = O.OQO) . 
• 

• 

Table 14:- Birtl1-,veight Of Tl1e Baby By Gestational Age At Onset Of Labour 

Birtl1-wcigl1t of t)1e baby (kgs) 

< 2.5 2.5 -3.0 > 3.0 Total 

Gestational age at onset 
of Labo11r:

Tern1 (i.e 37 or 1nore 
completed wks) 8 (2.1) 222 (59.5) 143 (38.3) 373 (100.0) 

Pre - Term (i.e less than 
, 

37 co1npleted \vks) 
6 (26.1) 13 (56.5) 4 (17.4) 23 (100.0) 

Total 14 (3.5) 235 (59.3) 147 (37.1) 396 (100.0) 

x
2 

= 37.7 df= 2 p = 0.000 

• 

• 

·10
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MUL'l'IV ARL� TE ANALYSIS:

Predictoi·s of Lo,v birth-,veigl1t babies in Odeda Local Government Arca:

Regression tests were carried out to test tl1e hypothesis that tl1e occurrence of low 

birth-weight babies (as an adverse pregnancy-outcome) depended on more tha11 one 

variable, some being confounders. Several variables were then subjected to analysis to 
• 

test tl1e sig11ificance of their possible associatio11 witl1 low bi1·tl1-weight occl;Jrrence. 

A risk-ratio g1·eate1· tl1an 011e for a particular variable i11dicates tl1at pregnant wornen i11 

that catego1-y are n1ore likely to deliver Io,v birll1-weigl1l babies co111pared lo otJ1cr 

preg11ant wo1nen in tl1e reference category. 011 the otl1er l1and, st1.1dy subjects having 

risk-ratio less tha11 one are less likely to deliver low birtl1-weigl1t babies tl1an otl1er 

subjects in tl1e refere11ce category. A risk-ratio of one or close to one indicates no 

difference in tl1e likclil1ood of l1aving a low l)irtl1-\\1eigl1t ne,vbor11 (Kleinbat111, 1979). 

Otl1er variables (namely 111ater11al age-group, marital statt1s at booking, number of 

ANC clinics attended, gestational age at booking, and gestational age at onset of 

labour) vvere nO\V fed in as independent variables, taking level of significance of 

association as p< 0.05. 

Analysis of results show that teenage pregnant women are 48.6 ti111es more likely to 

deliver LBW babies compared to otl1er pregnant women aged above 20 years. The 

relatio11ship is also significant (p< 0.005). Also, being a single and never married 

pregnant won1an makes it l1ighly (70.4 times) likely to deliver a LBW baby compared 

with married women, and the association is again statistically-significa11t (p<0.001 ). 

Similarly, attending the a11te-natal clinic only once re11ders a pregnant woman 

susceptible to delivering a LBW baby altl1ougl1 tl1c relatio11ship i11 tl1is case \\'as not 

statistically significant (p > 0.05).

The gestational age at booking is rather protective as won1en registering for A1 C

early {i.e. less than 28 weeks into pregnancy) are less likely to experience lo,,, birth

weight delivery unlike those \Vho registered after 28 \Vecks. The n<;soc1,1tion 1,

statistically-significant (p<0.00 I). Also protective is tl1c age of 11rcg.11�11t) n� nt tl1c

commencement of labour; with \vomcn go111g i11to lnl)L1t1r nt t..:r111 h�'1ng It· .. '" 11 cl)· to

deliver a low birtJ1 wcigl1t bal,y ct)11111nrcd \Vitti \vo111c11 cxpcricr1ci1,g 1>n··lt·n11 l�,bolar.

The relationship is sigr1 i ficr1•11 (J><.."O,f)O 1 ).
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• 

Table 15:- Predictors of adverse pregnancy outcome (low birth-,veigl1t)

among ANC clinic attendees in Odeda LGA 

Variable Odds 95o/o p-valuc Remai·I{ 

Ratio Co11fide11ce 
Interval 

Maternal Age (yrs):-

<20 • 

48.6 5.3 - 440.5 0.001 Significant 
' > 20 1.0 

• 

Marital status at 

bool<ing:- 70.4 9.7 - 512.6 0.000 Significa11t 

Single/never 111ar1·ied 1.0 
• 

Ma11·ied 

Nu111be1· of ANC cli11ics 
attended:-

1 2.7 0.3 - 25.2 0.377 Nol 

>2 1 
Significant 

Gestational age at 

booking:- 0.1 0.01 - 0.56 0.012 Sigruficant 

< 28 wks 1.0 
• 

> 28 wks

Gestational age at onset 

of labour:-

Ter·111 0.02 0.002 - 0.098 0.000 Significant 

Pr�-te1m 1.0 

•
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• 

CHAPTER FIVE

5.1 DISCUSSION

Tl1is study ai1ns at eval t· 1 • • • ua 1ng l 1ose factors (social, eco1101111c, de111ograpl11c or
obstetric) tl1at may be involved · d t · · 1· · 1n e e1·m1n1ng pregnancy-outco1ne among c 1n1c-
booked pregnant women in Odeda Local Gove1111nent Area.
TI1e expected outco111e of a11y preg11a11cy is tl1e safe delivery of tl1e baby at tcr111, witl1
tl1e assura11ce 01· good l1ealtl1 a11d st11·vival ot· botJ1 111otl1er a11d cl1ild. Tl1cre is an
adverse pregnancy outco111c wl1e11 eitl1er tl1e n1otl1er or 11ewbor11 baby su1·rers any

injury 01· pl1ysiological in1balance ns to co111pro111ise their·. l1ealtl1y living and survival.

Some of the adve1·se n1aternal ot1tco1nes are bleedi11g during preg11a11cy, at delivery or

in the pueperi u111, 111ate111al ane111ia, pre-eclan1psia / ecla1npsia, syste1nic i11f ections,

obstructed labour, uterine rt1plt11·e and n1aternal deat11. Fetal outcomes on tl1e ot]1er 

l1and, inclt1dc i11t1·a-t1ri11c gro"vvll1 restrictio11 (lUGl�), prclcr111 bi1ihs, stillbirtl1s, low 

birth-weigl1ts, pe1·i11atal i11fectio11s and perinatal deatl1s. for tJ1e purpose of tl1is study, 

tl1e low birtl1-\veight of the babies born to the subjects vvas selected as tl1e indicator· of 

adverse pregnancy-outcome. 

Den1 ograJJh ic cl1aractcristics of tl1e pregna11t \\'On1c11 111 \'O 1 \'Cd in tl1 is sttld)' s110\v 

tl1at more tl1an two-tl1 i rds 111t1jori ty ( 69. 5%) of' tl1c prcgna11t \vo111c11 acccssi 11g a11te11ata I 

care at primary l1ealth care level are in the 20 - 29 years age group. This is expected 
• 

as this age-group conveniently falls under the age-group 20-34 years wl1ich Trussel 

and Pebley ( 1984) described as the ''p1·in1e re1J1·oductive age-group''.

The study fou11d tlic Jikelil1ood of delivering a low birtl1-\vcigl1t baby lo be l1igl1csl

(I 2.0%) among teenage JJregna11t won1en con1parcd to tl1c 4.0% an1ong tl1c older

women. This agrees with an earlier finding by Bacci et al ( 1993) that \Von1e11 under 19

years age have a J1igI1er (21. 7%) rate of lo\v birtl1 weigl1t tl1an tl1e 15.5% found a1nong

the older women. It therefore appears tl1at young maternal age represents nn i111portai1t

· k r. r. d rsc pregnancy-outcome in tl1is environment. Tl1c i11c1dcnce of· lo,,r1s 1actor 1or a ve 

b. h 
. 

1 r. d in 1111s stt1dy is 3.4%, a valt1c tl1at 1� Jc��cr t11n11 tl1� 14.0%
1rt -wc,g 1t as I our, 

d fc N
. · b tile World r lcaltl1 Organizot io11 (WI 10 \ I IS. 2008).

quote or 1gcr1a Y 

• christiar1s (68.3%) thon 111\1slirns ( 1. 7° o) f<.1u11,l .. 111(,ng thl"
There were more · · 

. Ad ·kl•nlc (2002) l1t1cl cr,rlicr fot111 J n si111ili,r 1,r p rt101111I n,li(l (lf
study populat1or1. c 

,, ] 
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• 

79 .o¾ christians to 15.7% muslims among women utilizing maternal health care
services in another rural south-west Nigerian community.

A lai·ge proportion (93.5%) of tl1e women we1·e in 111arital t111ion, (wetl1er 

formalized or as co-l1abitation witl1 the opposite sex) at ll1c ti111c of tl1cir booki11g for 

ANC. Being single and never married is a l1igh risk-factor for delivering a low birtl1-

weight baby in tl1is study, a11d tl1e relationship is statistically-significant. Absence of 

spousal suppo1i i11 tl1e life of the si11gle and never-1nar1·ied pregnant woman could 

1nean a denial of the all-impo1·tant mo1·al a11d fi 11nncial n11d SLllJpor·t needed for l1ealtl1y 
preg11ancy a11d cl1ild-bearing. 

A 73.33/o level of edL1catio11 was found a1110 11g tl1e JJreg11ant won1en in this study . 

Tl1is finding fo1· won1e11 is n1t1cl1 l1igl1e1· tl1a11 the 58.0% found duri11g the 2003 Nigeria 

Den1ograpl1 ic and I-Iealtl1 Survey, but co1nparable to tl1e 69.1 % quoted n1ost recently 

for tl1e cot1ntry by tl1e World Healtl1 Organization (W.I-I.0/W.I-J.S, 2008). Female 

edL1catio11 l1ad 110 dc111onstrablc sig11ificant cff�cl on i11c1cie11c{; of lo\.v b1rll1-,vcigl1t (as

an indication of adverse pregnancy outcon1e) in the current study. Tl1is fi11di11g is 

understandable, as several studies including Uzochukwu et al (2004), Kenyan 

Demographic and Health Surveys (2003), Abou-Zal1r and Wardlaw (2002) and Orji et 

al (2001) l1ave positively linked uptake of ANC services b)' pregnant \\'Otnen to 

female education. Wo111en exposed to adequate antenatal care, carry a lesser 1·isk of 

low bi1·tl1-weighl infants, fetal dcatl1s a11d also neonatal deatl1s, as found out by 

Raatikainen (2007). 
• 

• 

The mean number of pregnancies, n1ean number of previot1s births (i.e. parity). 

and the mean number of surviving children among subjects of this study were 3.0 ±

1.8, I. 9 ± 1. 7 and 1.6 ± 1.4 respectively. None of these tlrree obstetric variables ,vas 

on multivariate analysis, found to be predictive of adverse pregnanC)' outcon1e as 

indicated by low birth-weight in this study. However, tl1e three obstetric ,,arinble 

fmdings seem to suggest a lower fertility rate con1pared witl1 tl1e 4.1 figure found for 

south-western Nigeria, and even the 5. 7 found for the \-vho)c cou11try b)' tl1c 2003 

NDHS. The most recent total fertiJity rate quoted for Nigcrin for ycnr 2006 is 5.5

(World I ·IeaJtl1 Statistics/W J r.o. 200S).

On A. c., service utiJ1,�tion l,y tl,c ,,regnant ,vo11lc11� .... ,, • l tlldi �s 1r, ludi11 ..

Campbell arid Groltafll (2006), 17i2 ccllr1 ( I S) l1n c report l l ,,·,-r \tt· ol ,cl,,. t·

•I I
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maternal and fetal outcome� among won1en wl10 received ante-natal care. Otl1ers like 

Taguchi et al (2003) and Raatikainen (2007) even 1·eported a direct association 

between nun1ber of antenatal visits and pregnancy outcome. Outco111es of all tl1ese 

studies are in support of tl1e present resea1·cl1 f111di11g tJ1al ntle11ding tl1e ANC cli11ic 

only once is a risk-factor for low birth-weight, even thougl1 the link was not 

statistically sig11ificant (p = 0.377). Tl1e 1nca11 nu111ber of ANC clinic visits by 

pregna11t wo111en in tl1is co111111u11ity is 3.5 ± 2.4 ti111es. Uzocl1ukwu et al (2004) found 

an ave1·age ANC cli11ic attenda11ce of 11early 6 ti111es. Like r1l11nber of clinic visits, Li1ne

of last ANC visit as well as tl1e i11tcrval betwee11 Inst visit a11cl delivery are also equally 

impo11ant (Ekele a11d Audu, 1998). I11 the absence ot· co111plications, W.I-I.O now 
recon1 mends a 4-visit regi111en 01· foc11s·ecl a11Le11atal ca,·e (FANC) which en1pl1asizes 

qualit)' as 01)poscd to qua 11tity of cli11 ic visits (Villar and Bcrgsjo,2002; W.I-I.0,2003) . 
• 

Early booking (i.e. before 28 \.Veeks of pregnancy) was on tl1e otl1e1· l1a11d found 

to be protective agai11st l1avi11g a low birtl1-weigl1t baby, a11d the relationship is 
significant (p = 0.012). Pregna11t wo111en in thjs con1munity gene1·ally book late for 

ANC as the present study found the 1nean gestational age at booking to be 27.1 ± 9.0 

weeks. As n1any as 34.1 % of the n1otl1ers attended ANC clinic for the first time in tl1e 

third trimester of tl1eir pregnancy. This latter result is l1igl1er tha11 the 12.5% reported 

by Adekunle (2002) and tl1e 13.33/o reported by Uzochukwu et al (2004), but 

comparable to the 36.53/o found by Brian-D Adinn1a et al (2002). A year 2006 study 
by van Ejik et al found 23.0.o/o in rural Ke11ya. Such wo1nen who booked late are likely 

to miss the optimal benefit of those l1ealth-pron1otive i11terventions, like jron-folate 

supplementation and inter1nittent preventive treatment (IPT) of n1alaria, botl1 of\\ l11cl1 

are capable of preventing adverse fetal a11d 111atcrnnl outco111es 

(Ekwemp-u, 1990; Scholl et al, 1994; n-IPIEGO, 200 I).

/ Attaining ter111 gestation before going into labour was found in t11is study to be 
protective against lo\V birth-\.vcigJ1t and the relationsl1ip is also l1ighl)' stntist1call)' 

significant (p = 0.000). Fortunately, a great n1ajority (9 1.6°/o) of tl1cse C-nltcndi11g 
pregnant women studied attained term pregnanc)' prior to onset of lnbot1r . 

·15
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5.2 CONCLUSSION

This retrospective study has showi1 that preg11ant won1e11 utilizing public health 

facilities in Odeda LGA a1·e generally 1narried women of low socio-economic status . 

Majority of the study populatio11 l1ave at least pri111ary edt1catio11, and a fertility rate 

considered lower than the ge11eral population. Althougl1 1nost of the women could 

game1· at least tl1ree (3) clinic atte11dances before delivery, tl1ere exists tl1e problem of 

late i11itiation of pr·egnancy care. Tl1ere is a rat11er low incidence of low birtl1-weight 

deliveries (an index ot' adverse pregnancy-ot1tcome) a111011g tl1e \V0111e11 studied. TJ1is 

findi11g cot1ld be attributed to tl1e fact tl1at tl1e p1·esent study was a clinic-based study, 

tl1e outcon1e of vvl1ich wot1ld 011ly be tl1e tip of an iceberg when co111pared witJ1 

comn1unity-wide studies. Y ou11g 111ater11al age as well as single parenthood, were botl1 

found to exert sig11ifica11t positive i11flt1ence on tl1e i11cidence of low birt]1-weigl1ts in

tl1is con1mu11ity. Tl1e won1en are 011 tl1e other l1and, protected fro1n having low birth-

weight babies ,,,l1e11 tl1ey booked early for pregnancy care or wl1en tl1ey attained terrn 

gestatio11 before delivery. 

5.3 RECOMMENDATIONS 

To\.vards n1aximizing all tJ1e tested and i1nplied benefits of antenatal care 

services to tl1e people of Odeda Local Gover11111ent Area, it is recon1mcnded tl1at the 

authority in place at this level of governa11ce takes necessary steps to :-

( 1) Intensify l1ealth education efforts at botl1 facility and community levels so as to

discourage social vices like teenage pregnancy a11d cl1ild-bearing outside

wedlock. The con1munity sl1ould also be adequately n1obilized to make better

use of public healtl1 facilities, particularly during ptegnancy and deliver)'. 

(2) Provide gainful employment/ ,vomen-empo,\ er111ent progra111n1es that \\ ould not

only improve the women's socio-economic status, but also make then1 

independent enough to decide to register early for ANC clinics and atcc�� 

emergency obstetric services if indicated.

(3) Put in pJacc comn1unity-bascd prcg11anc) c.arc �cr,1 tLL �. ns ,, �11 n� , .. u� t 
1
,c

home visits by co1nr11t1ni1y t1ct1l1l1 cxlc11si<l11 ,vo1hr1s. ,, 111,lcti1.:c ,,111l"l1 lt .. t·<.I '") 

be a cornerstone of prirnrary l1cnltl1 cnrl· scn'iccs it1 tl1is J)11r1 of tl1 .. ,,<,rl i. ·1 t 

rccomrtlcndatr,,n will serve t,, co1111)lc111t·t\t tl1c l1c11ltl1 ta ilili . ' ct1,,1, • ii\ 
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5.2 CONCLUSSION

This retrospective study has shown that pregnant women utilizing public healtl1 

facilities in Odeda LGA are generally 111arried wo1nen of low socio-economic status . 

Majority of the study population l1ave at least pri 111a1-y edL1catio11, and a fertility rate 

considered lower than the general population. Altl1ough most of tl1e women could 

garner at least tltree (3) clinic attendances befo1·e delive1;1, there exists the p1·oblem of 

late initiation of pregnancy care. Tl1ere is a ratl1er low incidence of low birth-weight 

delive1·ies (an i11dex of adverse prcgna11cy-o,.1tco111e) an1ot1g tl1c \V0111en studied. Tl1is 

findi11g could be attributed to tl1e fact tl1at tl1e 1Jresent study was a clinic-based study, 

tl1e outcon1e of \Vl1ich would 011ly be tl1e tip of a11 iceberg wl1en comJJared witl1 

com1nunity-wide studies. Young 111ater11al age as well as single parentl1ood, were both 

found to exert sig11ificai1t positive inflt1ence on tl1e incide11ce of low birtl1-weigl1ts in 

this co111n1unity. Tl1e won1e11 are 011 tl1e otl1er hand, protected fro111 having low birtl1-

weigl1t babies ,,,hen tl1ey booked early for pregnancy care or wl1en they attained ter1n 

gestation befo1·e delivery. 

5.3 RECOMMENDATIONS 

To\vards n1aximizing all tl1e tested and in1plied benefits of antenatal care 

services to tl1e people of Odeda Local Gover1m1ent Area, it is recommended tl1at the 

authority in place at this level of governa11ce takes 11ecessary steps to :-

(I) Intensify healtl1 education efforts at both facility and community levels so as to

discourage social vices like teenage pregnancy and child-bearing outside

wedlock. The community should also be adequately mobilized to make better

use of public health facilities, particularly duri11g pregnancy and delivery. 

(2) Provide gainful employment I \Vomen-en1power111ent programn1es tl1 at \\ ould not

only improve the women's socio-economic status, but also make them

independent enough to decide to register early for ANC clinics and acccs�

emergency obstetric services if indicated.

(3) Put in place community-based prcg11anc) cnrc sc1,1iccs, as \\t'll �•� ll'SU� at"llt·

home visits by con1 rn t1r1 ity l1cr1 ltl1 cxtc11sio11 ,vo1 kcrs, n 1,1ucticc ,,•l1i("l\ tt, J l{

be a cornerstone of prin1E1ry l1cnltl1 cttrc service� i11 thi .. p:111 of tllc \\�orld. Tl,i ..

recomntcndatio11 \Viii :icrvc ft> cor1111lc111l·11t 1)1 ._ 11 ,ttt, fl, ilitic ' ellt>n"" in
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• 

fishing out pregnant women for early booking, and also keep a tab on the

maternal and fetal well-being till delivery.

(4) Lastly, since this is a retrospective study, it ,vill be an added advantage if tl1e

entire concept of pregna11cy care is f u1il1er ev,,luated so as to identify a11d 
• 

control other real or perceived threats to tl1e successful attainment of the 

millennium development goals on safe motherhood in this society . 

• 

, 

• 

• 
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APPENDIX ONE 

PROJECT TITLE: 

FACTORS ASSOCIATED WITH PREGNANCY OUTCOME AMONG ANC 

CLINIC ATTENDEES IIN ODEDA LOC,\L GOVERNMENT AREA OF 

OGUN STATE 

l\tl.Sc. (EPID. & lVIEDICAL ST 1-\ 1"1�
--

I
"'

ICS) 

DATA COLLECTION SI-IEET 

SECTION A: DEMOGRAPfIIC VARIABLES 

1. 

?
-·

3. 

4. 

Ages as at ti111c of Bool<ing (s1Jecify) ......................................... years 

I-Iusband's age as at (i111e of Bool<i11g (specify) .......................... years 

Religio11: (a) Cliristianity

(b) Islan1

( c) Aetheist/Traditional/Otl1ers

Marital StatL1s at Booking 

(a) Single/Never Married

(b) Married/Living togetl1er \Vith a man

(c) Separated

(d) Divorced

(e) Widowed

. 0  
D 
D 

D 
D 
D 
D 
D 

5. Maternal Educational Status

(a) None D 
(b) Primary 0 
(c) Secondary (specify higl1est class 1·ead) 0 
(d) Post-secondary but not University {specify) D 
( .. J IJl-Jrcc!I l1 fJ D 
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• 

6. H11sband' s Educational Status

7. 

(a) None D 
(b) Primary D 
( c) Seco11da1·y (SJ)ecify l1igl1est class read) 0 
( d) Post-secondary but not University (specify) D 
(e) Degree/HND D 

• 

Maternal Occt1patio11al StatLts (specify) .................... . 

(a) Higl1 (Professio11al/Manngerial) .... (spccify) 

(b) Middle (Civil Serva11t) (S(Jecify)

(c) Lo,v (Petty-tradi11g/Far111ing/Fisl1 ing/S tt1dent

/ Artisan/Housewife/Otl1ers (specify) 

D 
D 

D 
8. I-Iusbn11tl Occl1patio11al Status (specif),) ...................... . 

(a) I Iigh (Professio11al/Ma11agerial) .... (specify) 0 
(b) Middle (Civil Serva11t) (specify) 0 
( c) Lo,v (Petty-trading/Farmi11g/Fisl1ing/Student

/1\.1·tisan/Hot1se\\1ife/Otl1ers (spccif:v-) D 

• 

• 

• 
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SECTION B: OBSTETRIC IDSOTRY AND OUTCOME OF INDEX 

· 
PREGNANCY 

1. Client's gravid status

2. Parity status

3. N ut11ber of cl1ildre11 aljve

4. Past Medica1/Surgic9l History

5. Histot)' of twi1ming i11 Fa111ily (a) Yes (b) No

6. Total 11w11ber of ANC Clinics Attended ................. ." ............................ . 

7. Gestational Age at Booking .................................................................. weeks 

8. Blood 1)rcssl1rc at Bool'"i11g .................................................................... mm Hg 

Use of Ultrasound Scat1 (a) Yes (b) No9.

10. 

I 1. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

r 1 · .
'd . fi d . P · _.0111r 1cat1011s I entt 1e 1n 1cgnancy ....................... ......................... . 

Nun1ber of doses of Tetanus Toxoid received ...................................... . 

Gestational 1-\ge before Onset or· Labou1· ............................................. . 

Laboltr augn1ented/induced (a) Yes D (b) No D 
Fetal presentation at Labour ................................................................. . 

Sex of the Baby: Male D Female D 
Birth-\\'ei,;ht of the Baby ..................................................................... kilc;ra111s 

Maternal/child complications during Labour (a) Yes D (b) No D
If yes, to Q 17, specify ........................................................................... . 

Use of Oxytocics/Ergometrine during Labour (specify)......... (a) Yes (b) No 

20. use of Vitamin K dt1ring Labou1· (specif)'' (;,\ Yes 

21. Duration of Labour: (a) Less tl1an 12 hrs D
(b) 12 - 18 hrs D 
(c)More than l8l1rs D

(h) No

22. Duration of Pregnancy (specify) .................................................... n1ontl1

(a) Prete1·111 D (b) Te11n D
23. Condition of Mother ..................................... ..................................... .

24. Condition of Baby after I .. abour ....................................................... . 

25. Duralion (i.e. no. of cl,,ys) of co11finc1nc11t) ••.....•.....•...•••••...••. , .•..• � ••• d )',

26. If motl1cr/child rcfcrrc<I (n) Yes (b) o

27. Indication for rcfcm,1 ( ,p · ify) .. , ....•.......................•..........•.... \, .•.. ,.
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• 

• 

28. Where referred to .... • • • • • • • • • • • • • • • • •• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •• • • • • • • • • • • • • • • • • 

29. Cadre of Birth Attendant (a) Nurse-Midwife

· (b) CI-IEW

( c) Health Attenda11t

SECTION C: 

• 

HISTORY OF IMMEDIATE PAST/PENULTIMATE 

PREGNANCY 

I 
• 

Du1·ation of P1·cgnnnc)' ................................. 111ontl1s 

2. Outcon1e of P1·egna11cy

(a) A borted/Miscar1·ied
(b) Delivered te1·111, alive 

(c) Deli,,ercd tcrrr:, died ,vitl1in 1st ,,,eek of life
(d) Delivered prcterm, alive

(e) Delivered prete1m, died within 1st week of life 

(f) Stillbirth

3. Year of confine111ent

4. Place of confinement

(a) LG Health Centre

(b) General I-Iospital
(c) Tertiary Hospital

( d) Private Hospital

(e) 

(f) 

TBA/Mission House

AtHome

• 

.. 

D 

D 

5. Maternal complications ............................................................................... .

6. Child complications ..................................................................................... . 

7. 

8. 

9. 

Mode of delivery
• 

Birth-\.veight 

Mother/child referred (a) Yes D (b) No D
10.. 

If (a) jn ( 9 indic.ition(•,) for rcfcrrol ................................. , ...... 1 •• , ..... , .......... � ••
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Further commt1nication s/1ou/d be 

add1·essed to:-

The Executive Chairn1a11 

Odeda Local Governn1ent, Odeda 

and sl1ould quote tl1e following reference 

Our Ref: No ............................................ . 

Y ot1r Ref: No ............................................ . 

To: 
Dr. Abiodun Sorunke 

• 

Primary Health Care Co-ordinator 
Odeda Local Govern111ent. 

• 

• 

• 

I ' 

• • 

. � , . . 

�(039)244097,244145 
• 

Odeda Local Govern1nent 
P.M.B. 1,
Odeda, Ogun State.

. .............. l.4. � .M.<}y ,'ilfi)J).1 .... .

LETTER OF CONSENT 

This is to convey to you the approval of the Executive Chairman of Odeda 
Local Government. Hon. E1n1nanue1· Soye111i Coker that you be allowed to 
carry out your. Post graduate health swvey on our patients registered in 
Obantoko and Orile-ilugun respectively. 

Wishing you the best of luck. 

Yours faithfully, 

S.O. Bailmeke 

Principal Admin. Offi er 
For: Chai,nnon. 

• 

• • 

• 

• 

• 

• 

• 
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