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ABSTRACT
Despite the efforts of government and other health authorities, maternal mortality is still high in northern Nigeria.  This study investigated the relationship between lateness to hospital and maternal mortality in metropolis of Sokoto. The study utilized quantitative technique in data gathering. Data was analyzed using chi-square. Analysis of the data revealed a significant correlation between lateness to hospital and maternal mortality. This means the more pregnant women delay in arriving at hospital from onset of labour, the higher the rate of maternal mortality. The study further revealed that higher number of deaths occurred among pregnant women who were too young and too old to give birth. On the basis of these findings, recommendations were made. 

INTRODUCTION
Pregnancy and childbirth are natural physiological occurrence in women from the beginning of creation. It is the channel through which humans reproduce their species. This by implication means that pregnancy and childbirth are vital and necessary to humans. As important as pregnancy and childbirth are, it should generate excitement; instead, it has become a source of great fear and concern. The World Health Organization (WHO, 2013) reported that about 342,000 women die annually from causes related to pregnancy and childbirth. Compared to other regions of the world, women’s reproductive health in Sub-Sahara Africa (SSA) has been poor as large number of women die in course of childbirth. Many of such cases could be avoided given the right care and logistics. Out of the 342,000 maternal deaths worldwide, Nigeria maternal mortality rate is estimated to be 560 per 100,000 live births and the life time risk of 1 in 18 women, translating into 36,000 deaths for women. Within the country, the burden of maternal death is also unequally distributed principally by region. The highest maternal mortality rate is that of North East zone with 1,599 per 100,000 live births while the north west zone had 1,025 per 100,000 live births making it the second highest compared to other zones in the country. Sokoto state is located in north west zone. 


The death of women due to pregnancy and childbirth is known as maternal mortality, while the various types of disabilities incurred in the process of pregnancy and childbirth is termed maternal morbidity (WHO, 2005).

The 9th and 10th revision of the international statistical classification of disease and related health problem (ICD) gives an operational definition of maternal mortality as death of women while pregnant or within 42 days of the end of a pregnancy from any cause related to, or aggravated by the pregnancy or its management but not from incidental or accidental causes (WHO, 2013).


From Sociological perspective maternal mortality are deaths, which occurred during pregnancy resulting from violence against pregnant women, poor socio-economic conditions and cultural environment (WGNRR 2007).

According to the WHO (2005), about 75% of all maternal mortality worldwide is caused by what has been identified as direct obstetric complications. These are those conditions which are directly related to pregnancy and childbirth. They include: haemorrhage, obstructed labour, ruptured uterus, sepsis, pre-eclampsia, eclampsia, abortion and ectopic pregnancy (WHO, 2013).


Also identified are factors contributing to the indirect cause of maternal mortality; they are the previously existing diseases that develop before or during pregnancy and which were not due to direct causes but aggravated by the physiologic effects of pregnancy. These include: severe anaemia; hepatitis; cardiac disease; malaria; typhoid; diabetes; heart; liver or kidney failure; tuberculosis; pneumonia; and other infectious diseases (WHO, 2005).

Findings have also indicated that there are non-obstetric factors, which contribute to the causation of maternal mortality. These are socio-cultural, economic, political and religious factors (Stock 1983; Harrison 1985; Okafor 1983; Caldwell 1985; Kisseka 1992). Cultural factors include the following: early marriage and childhood pregnancy; seclusion and restriction of wives (purdah); delivery in stoic solitude; attitude of no need for medical care towards pregnancy; giving birth to too many children and infant mortality; harmful traditional practices like circumstances and hot bath; poor economic and educational status of women; negative view towards abortion; caesarean section and other health issues; heavy workload during pregnancy; attitude of in-laws; poor environment and worries.

The power relations within the family makes women to be in a subordinate position, the issue of gender inequality limit women’s decision-making power even when it affects her health. In situation of labour or obstetric complication, the fact that the woman has to seek permission from the husband causes delay and consequently lead to late arrival at the hospital and heighten maternal mortality.

The following constitute economic factors that contribute to maternal mortality: poverty; nutritional deficiencies; inadequate care during pregnancy and delivery; cost of health care; cost of transportation and distance to facility. Many women depend on their husband  for money to go the hospital when they are in labour, the situation of women’s poor stand in resource control contribute to late arrival at hospital and consequently high rate of maternal mortality.

Political factors includes: government policies on health care; poor distribution of health facilities (over concentration of health care facilities in urban area in neglect of rural areas) and urban bias in resource allocation leading to unequal distribution of social amenities (e.g. roads, pipe borne water, housing, electricity etc).

Inadequate social amenities contribute to the high rate of maternal mortality. For instance bad roads cause delay in arriving at the hospital from onset of labour. If the water supply is irregular it causes people including pregnant women to trek long distance in search of water for daily use and heavy workload during pregnancy increases the risk of obstetric complications (WGNRR 2007). Also if the source of water is unclean and consumed by pregnant woman, it causes disease like typhoid, which constitutes one of the indirect cause of maternal mortality. Good housing is one of the social amenities which ought to be provided to every citizen. Pregnant women who live poorly ventilated and un-decent house with mosquitoes, malaria will become prevalent leading to high rate of maternal mortality.

As part of government efforts to control the rate of maternal mortality, the Roll Back Malaria initiative was set up and it recognized malaria in pregnancy as one of the cause of maternal mortality and the body embarked on distribution of insecticide treated nets to pregnant women. Also the National Health Insurance Scheme (NHIS) was set up to help Nigerians afford health care services. Unfortunately despite these efforts available studies indicate that significant improvement have not been recorded as the maternal mortality rate still remain high in Sokoto (WHO, 2013)

Improving maternal health is part of the Millennium Development Goals (MDGS). The MDGS is part of global efforts to tackle major challenging problems which affects people in the world (UNICEF, 2013). Concerted efforts have been made to improve maternal health in SSA with initiation of Safe Motherhood Initiatives (SMI), Prevention of Maternal Mortality (PMM) in countries with high maternal mortality rates, encouraging girl child education and setting up programmes aimed at eradicating poverty among women. Unfortunately, the target set to reduce maternal mortality and improve maternal health has not been met in Africa. UNICEF (2009:4) acknowledges that progress on diminishing maternal mortality ratios has been virtually non-existent in SSA. Poor maternal health has negative implication for mothers, children, family units and the countries. 

The objective of this study is find out if there is a relationship between lateness too hospital from onset of labour and maternal mortality. Despite the intervention through drug revolving fund, maternal mortality is still unacceptably high in Nigeria with 560 deaths per 100,000 live births. Out of this figure the Northern region has the highest number of maternal mortality compared to other regions. The maternal mortality ratio (MMR) in the North East zone of 1,599/100,000 live birth is almost 10 times higher than the rate of 165/100,00 found in the South West zone, more than twice the national average. With a rate of 1,025/100,000 live birth; the North West Zone MMR is almost four times the rate in the South East Zone (WHO 2013).

Numerous studies on causes of maternal mortality and health care utilization in Nigerian urban settings have been carried out. However, the effect of lateness to hospital on maternal mortality have not been investigated. This study stands justified on these grounds.

This study will also serve the purpose of contributing to the stout of knowledge, creating awareness and drawing the attention of professionals, government and concerned persons to the area of study for intervention programmes.

Theoretical Framework
For this study, the three-delay model outlined by Thaddeus and Maine (1990) is used to serve as a guide in understanding maternal mortality. The three-delay model explains why many pregnant women die of obstetric complications without receiving adequate medical care. The idea is that most maternal mortality could have been prevented if there were nothing hindering the early arrival of patients at the hospital and receiving adequate care.

At onset of labour or obstetric complication, there are factors that influence and cause delays in deciding to seek medical care. Such factors include availability of health facilities, quality of care, cost of services, distance from home to the health facility, availability and access to transportation, attitude towards care during pregnancy, women status, educational status of pregnant women and her household, economic status (how buoyant the pregnant woman or her family is, and whether or not they can afford Emoc services), cultural/religious belief about use of modern health service during pregnancy and delivery. Those factors influence the making of decision to seek care and they constitute the phase one delay.

After decision to seek medical care has been taken, the next factor that may cause delay in arriving early to the hospital are the distance from home to the hospital, the availability and nature of means of transportation, the cost of transportation, the nature of the road to the hospital and the time of the day when the labour or complication develops. For example, if labour or complication occurs at night, it is more difficult to reach hospital if the family do not have means of transportation; also, there is  more danger of armed robbery attack at night than in the day. All these factors account for the delay in reaching the hospital; this is the phase two delay.

Lastly, even when the pregnant woman has actually reached the hospital, circumstances are present there in the at the hospital may delay the woman from receiving adequate treatment. Such factors include poor hospital management, inadequate skilled personnel, poor attitude of staff towards work and towards patients, technical incompetence, professional mistakes (wrong diagnosis and wrong treatment), non availability of equipment/machine, shortage of drugs and other supplies needed to carry out EMOC service. All these constitute factors causing delay in receiving adequate treatment in the hospital; this is the phase three delay.

The three-delay model throws light on the reason many pregnant women arrive late to the hospital. These factors can be summarized into socio-cultural, religious, economic, political and hospital based factors. All these factors hinder the early making of decision to go to the hospital at the onset of obstetric complication.

When the cultural belief of the pregnant woman do not support/ encourage the use of modern mode of treatment, such pregnant woman is usually left to struggle to deliver alone without interference. The cultural belief in Northern part of Nigeria encourages pregnant women expose their pregnancy and to deliver alone without audible signs of pains. The rule of thumb is that the sun must not set twice on a woman in labour. This issue of trying to deliver alone causes delay at home before decision is made to go to the hospital. In most cases it is only when the woman is critical condition that she is rushed to the hospital. Most of these women usually die either on their way to the hospital or on the process of treatment in the hospital.

Furthermore, the economic situation in the country today is harsh to the common man. Only the few rich and privileged people readily afford the expenses that accompany utilization of Emoc service. Many have to go borrowing before their wives can be taken to the hospital for treatment. This issue of no money delays the early arrival of the pregnant woman to the hospital and can lead to high rate of maternal mortality as many women die before they could be attended to by doctors.

Politically, there is poor policy on health care, which limits adequate provision and even distribution of health facilities. The issue of drug revolving fund is implemented to ensure that every pregnant woman who cannot afford Emoc service is catered for. Yet there are still some lapses, which make it that many pregnant women and their families who cannot afford this EMOC service cannot have access to this benefit. They have to look for ways of helping themselves. Many Nigerians cannot get means of transportation which is one of those basic needs ought to be provided to every citizen. In case of emergency, when the pregnant woman is in critical condition, especially at night, getting transport to the hospital becomes difficult and this contributes to lateness to the hospital.


Thaddeus and Maine (1990) did not consider in their work the wider political economy, which makes maternal mortality to be more prevalent in the developing and underdeveloped countries. Poverty, illiteracy and cultural factors which are predominant in these countries, contribute seriously to the high rate of maternal mortality.


Lateness to hospital bore down to the issue of gender inequality, power and resource control. With gender equality, a pregnant woman will not need to seek husband’s permission before going to the hospital, with equality in resource control, the pregnant woman will have enough money of her own to pay for health care services.
METHODOLOGY
The study is designed to explain the relationship between lateness to hospital and maternal mortality in metropolis of Sokoto. The study was conducted in 2006. For this research, descriptive methods were used. It is concerned with the collection, presentation, analysis and interpretation of data for the purpose of describing existing conditions, prevailing practical beliefs, attitudes, on-going process etc. It entails collection of data that represent empirical facts in order to test hypothesis with variable constructs having generalization as the goal (Bowling 1997; Neuman 2000). Considering the large population of pregnant women in Sokoto metropolis admitted in health care facilities between 2000 and 2006, it would have been difficult for the researcher to interview the entire population, two hundred (200) cases of booked and unbooked pregnant women admitted to health facilities from 2000 to 2006 were randomly selected using a systematic random selection at interval of five (5). The age, complication presented, onset of laour, time of arrival at the hospital and time of death were collected. This information was used to ascertain the relationship between lateness to hospital and maternal mortality. The researcher used documents of health facilities. The documents of health facilities that were used are maternity ward register, delivery book, general admission register and patient files. This instrument of data collection is most suitable for the topic under investigation. Maternal mortality deals with dead persons; as such information about these dead persons cannot be obtained directly because the persons are no more, documented information about these persons in hospital records become the reliable source of information.     

 The booked cases are those pregnant women who attended antenatal care clinic before labour and delivery while the unbooked cares are those who did not attend antenatal care clinic during the whole period of pregnancy but were rushed to hospital and admitted when labour started or when complication developed during the pregnancy, at delivery or after delivery. Information collected was used to ascertain the relationship between lateness to hospital and maternal mortality.  Pregnant women who arrived hospital between 25 hours and 48 hours from onset of labour were considered late. Those who arrived between 49 hours and 72 hours were considered as moderately late while those who arrived 73 hours and above after onset of labour were considered very late. Bivariate analysis was used in analyzing the data. The bivariate analysis examined the cross-tabulation of two variables for the purpose of ascertaining a relationship between them. However, in testing the hypothesis, the chi-square was used.

 Sokoto State is located at the extreme North-west of Nigeria between longitude 408’N and 6058’E and between latitude 120N and 13058’N. By its location it shares boundaries with the Republic of Niger to the North, Kebbi State to the West and South West and Zamfara State to the East. The state covers a total land area of about 28,232.37 square kilometers (Sokoto State Government; 2004). Based on the 2006 population census, it has a population of 3,696,999 (Source: National Population Commission; 2006).

The whole state falls within the Sudan Savannah. It is mainly populated by Hausa, Fulani, Zabarmawa and many other resident migrant ethnic groups from within and outside Nigeria. The population of the study is entire pregnant women in Sokoto metrepolis admitted in all the health facilities between year 2000 and 2006. This includes those who have died. The demographic feature of the population of Sokoto shows that about 45% of the population is less than 15 years of age while 52% of the population falls within the active age group of 15 to 64 years. Marriage in Sokoto is largely polygamous with patrilineal kinship system. Islam is the major religion and the culture of the people tends to be that which is prescribed by Islam (Sokoto State Government; 2004). The indigenes are mainly farmers and their chief produces are millet, beans, onions, groundnuts, rice and other cereals. Livestock is commonly found in the area and there is production of leather works from hides and skin. There are two seasons in the state i.e wet seasons, which lasts from April to October while dry season lasts from November to March.  Substantial parts of the population who are educated engage in white colar jobs. There are 372 primary health care facilities, 11 secondary health care facilities and 2 tertiary health care facilities in the state. There are some tertiary institutions including Usmanu Danfodiyo University, Sokoto State polytechnic, Shehu Shagari College of Education among others (Sokoto Sate Government, 2004).  The places that fall within the study area include: Gwiwa Low Cost, Gwiwa Rijiya, Gawon Nama, Gidan Gabas, Mana Masai, Tamajen Amádti Magaji, Gidan Dare and Gagi. All the health facilities within this defined area were used for the study. 

Presentation of Results           

Degree of lateness to the hospital and Maternal Mortality

Lateness in arriving at hospital from onset of labour was categorized into three “Late”, “moderately late” and “very late”

Out of the two hundred (200) selected cases of both booked and unbooked pregnant women admitted in the health facilities between 2000 and 2005, one hundred and three (103) maternal mortality were recorded. From this figure there were more cases of maternal mortality among unbooked cases which were mostly referred cases. Most of these pregnant women were in critical conditions and were rushed late to the hospital beyond the time when medical intervention could not yield positive result. The information on time of arrival at the hospital from onset of labour is presented in table 1 below. 

Table 1 Distribution of maternal mortality cases by degree of delay to arrive at the hospital

	Degree of delay
	Time of arrival at hospital from onset of labour (hours)
	Number of maternal mortality
	Percentage (%)

	Late
	25-48
	14
	13.59

	Moderately late
	49-72
	21
	20.39

	Very late
	73 and above
	68
	66.02

	Total
	
	103
	100


Source: health facilities survey, 2006.
The findings show that the highest number of maternal mortality (66.02%) occurred among pregnant women who arrived very late to the hospital. They are those pregnant women who arrived hospital between 73 hours and above from onset of labour. It was followed by 20.39% who were moderately late to arrive at the hospital. The least number of deaths (13.59%) occurred among pregnant women who arrived late to the hospital.


The delay in arriving at hospital is a serious cause of maternal mortality. Early arrival at hospital from onset of labour gives room for medical intervention if any sudden complication arises in the course of labour and delivery. According to Thaedeus and Maine (1990), delay in arriving at hospital is in three phases: delay at home, delay on the road and delay is in receiving treatment after having arrived at the health care facility.

Duration of Stay in the Hospital before Maternal Mortality

The information on duration or stay in the hospital is presented on table 2. 

Table 2: Distribution of maternal mortality cases by the duration of stay in the hospital

	Duration of stay (hrs)
	Number of death
	Percentage (%)

	0-24
	49
	47.57

	25-48
	25
	24.27

	49-72
	11
	10.68

	73-96
	13
	12.62

	97 and above
	5
	4.85

	Total
	103
	100.00


Source: Health facilities survey, 2006
The findings shows that 47.57% of the total maternal mortality occurred among those pregnant women who were admitted and died within twenty-four (24)  hours followed by those who died between 25-48 hours of admission with 24.27%. The lowest maternal mortality occurred among those who stayed between 97 hours and above with 4.85%.

This shows that many of the pregnant women arrived in moribund condition and often die few hours after admission. Shehu (1992) reported similar findings in Sokoto, the findings showed that 50% of all maternal mortality cases within the period of study (April to July 1987) occur within 24 hours of admission.

The delay within the hospital contributes to the loss of lives. This is because most hospital are not equipped with the needed drugs, blood, machines, equipments and other needed supplies to carry out EMOC services. Most relatives have to go far away outside the hospital to buy those materials needed to attend to the pregnant woman who is in a critical condition. Many pregnant women actually died while waiting for their relatives to return. Also, the medical personnel sometimes delay in attending to patients who are in critical condition. Moreso in cases of surgical intervention, theatre fees must be paid before patients are attended to

Age feature in maternal mortality
The information on age at death for the maternal mortality cases is presented in table 3.

Table 3: Distribution of maternal mortality by age
	Age (Years)
	Frequency
	Percentage (%)

	11 – 17
	51
	49.51

	18 – 24
	15
	14.56

	25 – 31
	9
	8.74

	32 – 38
	18
	17.48

	39 and above
	10
	9.71

	Total
	103
	100


Source: Health facilities survey, 2006
From the table, the age distribution of maternal mortality shows that nearly half (49.51%) of the maternal mortality cases occurred within the age category of 11-17 years followed by 17.48% in the age category of between 32 and 38 years and 14.56% in the age category of between 18 and 24 years. The least number of deaths occurred from age category of 25-31 years with 8.74% followed by age category of 39 and above with 9.71%. The findings show that higher number of maternal mortality occurred in the age category of those pregnant women who are too young or too old to give birth. In the case of the too young, the pelvis of the girl is not fully developed for the passage of a baby. While in the case of the too old, the body has become too weak to withstand the stress of pregnancy and delivery. Similar findings has been documented by Harrison (1985) and Shehu (1992), showing that as mush as 31% of all the maternal mortality cases occurred from age category 13-19 years. The practice of early marriage for girls often before age fourteen is common in Sokoto and this contribute to the high rate of maternal mortality witnessed in these areas. Most of the young girls begin reproduction before they attain physical and emotional maturity.


The socio-cultural belief of the people promotes this practice of early marriage. There are many reasons why girls marry early. One of the reasons is that society defines girls and women solely as wives and mothers. Getting married and having children becomes the means for young girls to secure identity and status in the family as adult in society. Also many families want to marry out their children at early stage when she is chaste as this brings honour to the family. Time spent in school is considered a waste as such female education is not valued for fear of initiation of sexual activity before marriage with risk of unwanted pregnancy. Furthermore, poverty contributes to the issue of early marriage; girls are seen as economic burden which must be shed off through marriage (UNFPA 2005; Khalid 2005).


The first pregnancy of these girls who are married at the early stage often end up in obstructed labour caused by cephalo-pelvic disproportion, that is, a pelvis that is too small to allow for the passage of a baby. Many of them result in maternal mortality which could have been avoided if the girls were allowed to attain physical maturity before engaged in reproduction. A similar finding of childhood pregnancy was reported by Kisekka et al (1992), their findings shows that 54.0% of their respondents had fist pregnancy between 11-16 years.

TEST OF HYPOTHESIS
To test the hypothesis, one – way Chi- square test was used. The hypothesis state thus.

Hypothesis: There is a significant relationship between lateness to hospital and maternal mortality; the direction of the relationship between the two variables is direct and state thus.

· The higher the rate of lateness to hospital, the higher the rate of maternal mortality.

· The lower the rate of lateness to hospital, the lower the rate of maternal mortality.

The hypothesis was tested to show whether it should be rejected or accepted.

If figure calculated is greater than figure tabulated reject Ho and accept Hi.

If figure calculated is less than figure tabulated accept Ho and reject Hi.

Null hypothesis Ho: The hypothesis is to be tested is usually stated as a Null hypothesis. It is represented by the symbol (Ho). A null hypothesis is one which posits that “no relationship” exist between two variables.

Alternative hypothesis (Hi): it specifies the condition or relationship which holds if the null hypothesis does not hold


Therefore the Null hypothesis and alternative hypothesis for the hypothesis state thus:

Ho – There is no significant relationship between lateness to hospital and maternal mortality.

Hi – There is a significant relationship between lateness to hospital and maternal mortality. 

Table 4: Computation of Chi-square (X2) for hypothesis 

	Oij
	Eij
	Oij – Eij
	(Oij – Eij)2
	(Oij – Eij)2

     Eij

	14
	34.33
	-20.33
	413.31
	12.04

	21
	34.33
	-13.33
	177.69
	5.18

	68
	34.33
	33.67
	1133.67
	33.02


Using the formular
X2 = ∑ (Oij – Eij)2    




       Eij 

the relationship between lateness and maternal mortality was calculated.
Next was to refer to the table of Chi – square values

However, at 0.05% level of significance with a degree of freedom (DF)

Of 2, the table value was 5.99 as against the calculated Chi – square value of 50.24

Therefore figure calculated is greater than figure tabulated: that is F cal > F tab 50.24>5.99. Decision was taken thus.

Decision: Accept Hi since F calculated > F tabulated and reject Ho.


Therefore, there is a significant relationship between lateness to hospital and maternal mortality. This means the higher the rate of lateness to hospital, the higher the rate of maternal mortality. 

DISCUSSION OF FINDINGS
The study showed that lateness to hospital and maternal mortality are highly related. The higher the rate of lateness to hospital, the higher the rate of maternal mortality recorded; the lower the rate of lateness to hospital, the lower the rate of maternal mortality. The result showed a positive direct relationship between the two variables (lateness to hospital and maternal mortality). The research further showed that higher number of maternal mortality occurred among women who are either too young or too old to give birth. 

The result of this study supported Theadeus and Maine (1990) three-delay model. The basic argument of this model is that there are factors which contributes to delay at home before decision is reached to go to the hospital when a pregnant woman is about to deliver or when complication develops. Such factors include cultural belief that does not support the use of modern health care services during pregnancy and delivery, economic and educational status of women and their families. Many women and their families do not have enough money to pay hospital charges. Also due to their low educational level, these women could not recognize danger signs or symptoms and know the importance of using modern mode of care, rather, they preferred attendance of Traditional Birth Attendance (TBA) who is in most cases not properly equipped and trained to handle sudden complication that may arise during delivery. This delay phase one is what makes many women to arrive at the hospital when it is too late to save their lives. So many of these women die an avoidable death which could have been prevented if they had arrived at the hospital early enough for intervention by medical personnel.

The result shows that generally the problem of maternal mortality weigh more on delay phase one, that is delay to hospital.   

CONCLUSION AND RECOMMENDATIONS
The effect of lateness on maternal mortality, especially in Sokoto metropolis was the concern of this study. The result of this research proved that there is actually a relationship between lateness to hospital and maternal mortality. As per lateness to hospital and maternal mortality, majority of pregnant women that died are those who delayed in arriving at the hospital from onset of labour and died shortly after admission

Even if Emergency Obstetric Care (EMOC) services are provided in the hospitals, with poverty, ignorance and hindrances from cultural beliefs, utilization of these services will be low and maternal mortality will still remain high. Therefore the underlying issues have to first be addressed to allow for reduction of maternal mortality

Based on the findings of this study, the following are offered as recommendations.

The policy makers should pay attention to developing relevant policies and programmes towards health care delivery for woman. The policy of the government concerning its citizens goes a long way in creating better health. More emphasis should be placed on women’s health as this will help reduced the alarming rate of maternal mortality witnessed in the country and particularly in the area of study.

Public transportation system should be improved to cater for the population who do not have their own means of transportation. This will help in the transportation of woman in labour. Well organized, easy transport system reduces the delay on the road and consequently aids the early arrival of pregnant women at the hospital, thereby reducing the rate of maternal mortality.

The government should organize enlightenment campaign through the media, schools, house – to – house education to enlighten women and their families on the danger-signs and symptoms during pregnancy, the need to deliver at hospital and the need to seek timely Emergency obstetric care (EMOC) services when complication develops, early arrival at hospital from onset of labour where and how to get EMOC services. Many pregnant women are not enlightened on how to take care of pregnancy, delivery and postnatal care. When they are enlightened they will have better attitude toward caring for pregnancy and use of modern health care facility during pregnancy.


Maternal health care services should be provided free Drugs, blood, theatre fee and other needed supplies to carry out EMOC services should be provided free to pregnant women. This will attract pregnant women to go to hospital without thinking of how to get money to pay hospital bills.

Girl child education should be encouraged because it reduces early marriage, improve their economic status and make them less vulnerable to harmful traditional culture. Poverty eradication programmes should be intensified, genuinely implemented to uplift the economic stands of individual, especially women within the society.
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