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ABSTRACT 

This descriptive quantitative study was carried out at Lilongwe Central Hospital, 

Malawi . The purpose of the study was to describe factors associated with delayed 

admission of high- risk pregnant women to labour ward. 

A probability sample of 130 high-risk pregnant women who repo1ted to labour ward 

with cervical dilatation of 5 centimetres and above were interviewed during the 

months of October to December 2001. Data was collected using a questionnaire. 

Findings were, that transport was one of the problems that some high- risk pregnant 

women had to walk for long distances for 1 - 2 hours or 3 - 4 hours in some 

instances. Decision - making was another factor where some women preferred to stay 

at home despite the fact that labour had started, or they had to wait for their husband 

or family member to give permission before starting off for the health facility. There 

was poor decision- making by some midwives at the health centre that delayed in 

referral of some high- risk pregnant women to the hospital . 

Recommendations were that health workers should have in-service education and 

refresher courses on documentation, monitoring and Obstetric life saving skills to 

update their skills . Health workers should empower pregnant women with regard to 

complications in pregnancy and decision- making through information, education and 

communication. 
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CHAPTER 1 

OVERVIEW OF THE STUDY 

1.1 INTRODUCTION 

The provision of health facilit ies is the function of governments and is a ve,y important 

aspect of health care delivery. The availab le health care faci lities shou ld be accessible to 

the community. Communities on the other hand should make use of health facilities 

where necessary. But, there are situations where the community does not make use of the 

health facilities and if they do, they may arrive too late for the necessaiy treatment. Some 

of the facilities of importance for mother and child -care are antenatal c linics , maternity 

sections consisting of labour and postnatal wards . 

Many reasons are indicated why people are sometimes reluctant to make use of health 

facilities of which some are : a perception of poor quality of health care given to patients, 

not user friend ly health services and the communitie ' preference to make u e of 

traditional healers or traditional birth attendants . Kestler (1993 :3 56) states that long 

waiting times before appointments are a source of much frustration, anger and worry, and 

can strongly influence a woman ' s decision to continue attending clinics . This is of 

particular concern becau e of the strong association between lack of prenatal care and 

perinatal mortality. Sometimes there is lack of information on what is available, and why 

it is important to make use of health facilitie . 

Literature shows that there are comprehen ive problem surrounding infomiation of 

health services in general. These problems are even worse if such infonnation 
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developed out of popular culture of consumers and users but are not easily understood by 

the consumers. It is important that the midwife should take care to familiarise herself 

with the cultural, language and religious needs of the local population (Bennett & Brown, 

1999:610). 

All pregnant women should have access to antenatal clinics for antenatal care, hospitals 

to deliver their babies and postnatal clinics for postnatal care. The aim of antenatal care is 

to examine pregnant women at different stages of their pregnancy to assess progress of 

their pregnancy and to diagnose problems and possible complications that can occur. 

Patients must at this time, get proper health education about their pregnancy and the 

unborn baby. Delay to repott at a health facility when in need could be disastrous for any 

patient. 1n labour specifically, it can lead to many complications for the mother and baby 

or even cause death of both. Once a woman is diagnosed as a high -risk case, special 

attention should be given to her in this regard . lt is of the utmost importance becau e 

many women die as a result of childbirth. Where there is no proper system of transport in 

place with long distances , patients could be admitted into the hospital in advance time 

before the delivery (Ali, 1995:62). 

At the 1986 World Health Organisation conference in Geneva, it was reported that 

globally; half a million women die and even and half million are left handicapped as a 

result of childbirth. Of these deaths, 88 - 98% could have been avoided (Maclean, 

1993 :72). It is also impo1tant to note that 150,000 of the deaths occur in Africa, only 

6,000 in developed countries and the rest in Asia and Latin America , (Kwast, 199 : 105). 
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The Safe Motherhood Initiatives was launched at a conference in 1987, Nairobi with an 

aim of fifty percent (50%) reduction of the global maternal deaths by the year 2000 

(K wast, 1993 :105). 

Malawi's maternal mortality rate is estimated at 620 per 100,000 live births 

(Demographic and Health Survey, 1992). Latest results from Malawi Demographic and 

Hea lth Survey (MOHS) show that much need to be done to reduce the maternal mortality 

rate. The 2000 MOHS estimated the maternal mortality rate to be 1120 per l 00 000 live 

bi,ths, National Statistical Office (Malawi) and ORC Macro (2001 :182). This estimate 

exceeds by some 80 percent the estimate from the l 992 MDHS . 

1.2 STATEMENT OF THE PROBLEM 

High-risk pregnant women report late to the labour ward making them end up with 

obstructed labour and as ociated complications like ruptured uterus, postpartum 

haemorrhage and ves ico -vaginal fistulae (Bennett & Brown , 1999:503). The author noted 

that of the ten thousand and twenty one (10021) deliveries at Lilongwe Central Hospital 

(LCH), Malawi, from January to December 2000, forty-six (46) were maternal deaths . 

This was a stunningly hi gh figure . Kanjira, Jiya, Somera, Makoka and Manna (1997:48), 

indicated in their study in Machinga, Malawi that 33% of high-risk antenatal mother 

defaulted referrals and that, often defaulting mothers reported late at the referral hospital 

wifh complications that contribute to hi gher maternal death rate. 

lt is however not clear why high-ri k pregnant women report late to the labour ward It 

was in respect of this sad outcome that the author rn ve · ti gated factors associated with 

delayed admiss ion of hi gh-ri k pregnant women to labour ward . 
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1.3 RESEARCH QUESTION 

From the above stated information, the research question can be asked, 

What are the factors associated with delayed admission of high risk pregnant 

women to labour ward? 

1.4 PURPOSE AND OBJECTIVES OF THE STUDY 

The purpose of the study is to describe factors associated with delayed admission of high ­

risk pregnant women to labour ward at Lilongwe Central Ho pita!, Malawi and this will 

be achieved through the following objectives: 

1.4.1 Describe the demographic profile of a high-risk pregnant woman. 

1.4.2 Determine the history of the high-risk pregnant woman. 

1.4.3 Determine the u ti I ization of antenatal care during pregnancy. 

1.4.4 Explain factors associated with late utilization of health facilities. 

1.5 SIGNIFICANCE OF THE STUDY 

Knowledge of the factors associated with delay by high-risk pregnant women in seeking 

health services would be of great importance. The study will be able to come out with 

weaknesses and strengths in the health se,vices system contributing to delay of clients . 

Information obtained from the study may be used as baseline data for improving erv1ces 

to satisfy patients' needs and reduce the maternal mo,tal ity rate. 
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1.6 TERMJNOLOGY 

1.6.1 Pregnant woman 

This refers to a woman having a developing fetus within the utems (Tiran , 1997:220). 

1.6.2 Fetus 

This is the unborn off spring of a mammal (Tiran , 1997:98) . For purpose of this study 

fetus shall mean the unborn offspring of a high -risk pregnant woman. 

1.6.3 Risk 

The term implies possibility of meeting danger or of suffering harm or lo s. (Oxford 

Learner 's Dictionary, 1998: l O 15). 

l.6.4 High risk pregnant woman 

This is a pregnant woman with any factors that expose her and the fetus to potential 

danger and complications such as ruptured uterus, postpartum haemorrhage, ve ico­

vaginal fistulae, neonatal asphyxia, cerebral injury and stillbirths (Nolte, 1998:385 , 

Bennett & Brown, 1999:503). 

1.6.5 Antenatal care 

are that is given to an exp ctant (pregnant) woman from the time that conception ,, 

confirmed until the beginning of labour (Bennett & Brown, 1999:209). 
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1.6.6 Factors associated 

These are the things that cause or influence something. For purposes of this study, factors 

shall mean any situation associated with delayed admission of high- risk pregnant women 

to labour ward . 

1.6.7 Labour 

This is a process by which the fetus , placenta and membranes are expelled through the 

bi 1th canal (Bennett & Brown , 1999:392). 

1.6.8 Fit-st stage of labour 

This is the stage of dilatation of the cervix. 1t begins with regular rhythmic contractions 

and is complete when the cervix is fully dilated ( I 0cm) (Bennett & Brown , 1999:392). 

1.6.9 Active phase oflabour 

Phase of acceleration in cervical dilatation and is much more rapid . Cervical dilatation 

proceeds at a rate of 1- l .5 centimetres (cm) per hour (Bennett & Brown , 1999:408). 

For purposes of this study active phase is from 3cm dilatation to I 0cm. 

1.6.10 Delayed admission 

Oxford Learner's Dictionary define delay as to be slow or late. For purpose of thi 

study delayed admission shall refer to a high -risk pregnant woman who come · for 

admission to labour ward when cervical dilatation is 5cm and above. 
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l.6. l I Maternal death 

This is the death of a woman while pregnant, or within 42 days of termination of 

pregnancy, irrespective of the duration and site of the pregnancy, from any cau e related 

to or aggravated by the pregnancy or it management, but not from accidental or 

incidental causes (Feuerstein , 1993 :2). 

l.6.12 Maternal mo,·tality ..ate 

The number of women who die while pregnant as a result of pregnancy and childbirth 

complications per I 00,000 live births in a given year (U ICEF website on line, 199 ). 

l.7 CHAPTER ARRA CEMENTS 

Chapter 1 

Chapter 2 

Chapt r 3 

Chapter 4 

Chapter 5 

Bibliography 

Overview of the study 

Literature review and conceptual framework 

Methodology 

Analysis of the data 

Conclusion , limitations and recommendations 

List of appendices 
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1.8 CONCLUSJON 

The chapter gave an overview of the study through background to the study, statement of 

the problem, research question, purpose and objectives of the study, significance of the 

study, chapter arrangements and operational definitions . In the next chapter, literature 

reviewed and conceptual framework is discussed . 



9 

CHAPTER 2 

LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK 

2.1 JNTRODUCTION 

The previous chapter introduced the study by stating the background, purpose and 

objectives, significance and terminology. Thi chapter will present the literature review 

and the conceptual framework. Literature on health facilities, human resources to deliver 

health services and the high-risk factors will be discussed. This is in view of the purpose 

of the study: to describe factors associated with delayed admission of high -risk pregnant 

women to labour ward. 

2.2 HEALTH FACILITIES 

1n 1977 the World Health Assembly reaffirmed that health is a basic human ri,rht and a , 0 

worldwide social goa l that is essential to the ati faction of ba ic human needs and 

quality of life, and that it is to be attained by all people (The World Health Repo,1, 

1998:]40). Countries worldwide have developed strategie to transform exi ting health 

care strategies to facilitate the attainment of health for all. arrow and BuschJe, 

(l 987:51 ), state that advances in knowledge and technology have resulted in complex 

system for delive,y of health care. The World Health Report ( 1998: 146) further cites that 

many health systems struggle to keep up with rising co ts or are am ctcd by national 

decisions to reduce expenditure on health. 



10 

2.2. J Development of !tealt!tfacilitie,~· 

Health services are part of a health system that includes private health practitioners, 

traditional health practitioners such as Traditional Birth Attendants (TBA), healer , 

spiritualists, and voluntary health workers based at community level. There are 

government health services and non-governmental hospitals that exist in many countries 

(Feuerstein , 1993 :29). Government is reported to be the provider of majority health 

services in Ghana 63%, igeria 70% and Malawi 60% (Asenso -Okyere 1995 :86, 

Adewunmi , 1993 :347 and Malawi ational Health Plan , 1999-2004 :7). 

Health facilities include hospitals, clinics and health centres. ln Malawi, health services 

are provided at three levels namely primary , secondary and tertiary. Rural hospitals , 

health centres and health posts provide services at primary level , district hospitals and 

Christian Health Association of Malawi (CHAM) hospitals offer secondary level services 

while tertiary services are provided by Central hospitals . Currently, Central hospitals 

provide services similar to secondary level plus a small range of pecialist urgical and 

medical interventions (Malawi ational Health Plan , 1999-2004:8). 

The Malawi government endorsed the concept of Primary Health Care (PIIC) in 1979 as 

the main health ervices delivery strategy in achieving the worldwide health theme of 

" health for all" This was in line with the call for PIIC by the Alma Alta conference of 

1978. Malawi 's focu was m three main areas of maternal and child health , water and 

sanitation and promotion of early treatment of common d1sca e condition , (Malawi 

ational Health Plan , 1999-2004:6) . 
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The World Health Report (1998 : 144) states that to develop a health sy tern , doctors and 

nurses were trained , hospitals established , infrastructure created and medicines 

distributed especially in towns and for populations that could afford them. The repor1 

fu1ther indicates problems faced by many countries to mainta.in infrastructure due to 

insufficient funds. 

2.2.2 Distribution ofltealtllfacilities 

In Malawi , health facilities are distributed in uch a way that there is a district hospital for 

each district that is suppo1ted by rural hospitals , health centers and health posts to cater 

for urban and rural communitie . Eighty percent of the population li ves within 

kilometers walking distance of a primary health care facility (Malawi National Health 

Plan, J 999-2004:6). The Eastern Mediterranean is stated to have taken initiatives to 

ensure equitab le distribution of the health infrastructure (The World Health Report, 

1998 :150). Studies done in Uganda , amibia and Zambia show that there has been 

urban-rural disparity in distribution of health services where rural areas service are less 

accessible (Human development report, 2000 :33). 

2.2.3 Utilization o.f ltealtltfacilities 

Many European countries are reported to have made reform to their hospitals with an 

aim of increasing patient sati faction , rationalizing re ources and achieving better 

outcomes (The World Health Repo1t, 1998: 151). evernl tudi s done in ome African 

countries though, cite less/late utilization of health facilitie re ulting in an increase in the 

maternal mortality rate. lipinge, Matha, Mupunga , T · hikongo and hangula ( 1992 7) 
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conducted a case control study on maternal deaths that occurred at both the Health Centre 

and in the community in the North West region of Namibia. Interviews were conducted 

with relatives of the deceased and their controls , as well a in charges of health facilities 

and hea Ith staff providing maternal health care. 

Part of their findings were that 67% of the community maternal deaths were more than 3 

hours walking distance from the nearest maternal health facility. This point of the 

hospital not being accessible because of long walking di tances as the cause of maternal 

deaths was also echoed by rural women while urban women mentioned preference by 

women towards socio-cultural and traditional practices as well as negligence of health 

workers as a reason preventing them in utilizing maternity health facilities . 

lt was fui1her discovered that communities were u ing TBA 's for their de! iv ries because 

they did not understand the seriousne s of the risky conditions they were dealing with. 

The TBA's perform about 39% of deliveries in the district under study but only 3% of 

them were referring patients with complications to the ho pita! while the rest dealt with 

complications like malpre entations, retained placenta, multiple pregnancy, eclamp ia 

and prolonged labour on their own . Twenty-seven per cent of the health facility maternal 

deaths were due to ruptured uteru . The study did not find out why women prefer the 

TBA than the health facility that could a i tin future ca e managem nt. 

The findings by Tipinge et al study ( l 992:7) were imilar to a tudy b Kufuna, 

Chipukuma, Mwashekabo , Chimwaso and lalambo (1993 6) in longu di trict, Zambia 
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where factors contributing to maternal deaths were long distances to the health facility . 

Major causes of maternal deaths in the later study were haemorrhage (52%), sepsis 

(11%), malaria (10%) and ruptured uterus . Troskie (1997:16) in a study on 'the 

importance of traditional midwives in the delivery of health care in the Republic of outh 

Africa' mentions that women go to traditional midwives for delive1y of their babies 

because the nearest hospital is 20 kilometres far. Dey (1998 :6) also cites long distance 

and poor communication as barrier to reaching and receiving health care . 

Matekwe Phoya, Msolomba, Chawani , Jonazi, Maganga, Lazaro and Kamfose (l 990 :3) 

found in their study in Malawi that late utilization of health facilities , lack of tran port at 

the opportun~ time and delayed referral contributed to most ruptured uterus ca es . The 

study also cited that 57% of the patients ended up with operative delivery indicating that 

they had come to the hospital after problems had already developed . Provision of an 

ambulance and a telephone to health centres farthest away from the hospital were 

recommended to the M inist1y of Hea Ith Reason for late utilization of the health facility 

was however not established. 

Thaddeus and Maine (1990 in Zambia l fealth Information Digest 1996 Vol 3 0 4 -12) 

summarized factors contributing to maternal deaths 111 Zambia as . delay in the decision to 

seek care, delay in getting to a health facility and delay in the provi · 1011 of adequate caie 

at the health centre. There are more factors to each of the 3 contributory factors like 

distance to a facility , cost, women ' s status and ill taffed facilitie 
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Common causes of maternal death included obstructed labour and ruptured uterus, 

postpartum haemorrhage, eclampsia, postpartum infection and unsafe abortion . tudies in 

Zambia showed the maternal mortality rate at 730 per I 00,000 live bi,ths (1996 Zambia 

Demographic and Health Survey, in Zambia Health lnformation Dige t (1996) ol 3 o . 

4: 12). Factors contributing to the death were as lated by Thaddeu and Maine 

(I 990: 12). However high levels of maternal mo1tality reported in Kaputa district 1997 

were due to remoteness. Conclusion was that the various tudies done in Zambia ha e 

hown multi -factorial determinants of maternal mortality. 

Factors delaying women to seek medical care in Kuma i, Ghana were found to b 

transportation and health-related factors . Murray (1996:29) tales that there i lack of 

regular transport to con ey patient to health facilitie with some villages relying on one 

vehicle that left at dawn and returned at nightfall. Health ·er. ices are reported to ha\,e 

unhelpful, rude and impatient staff; sho1i uppl of drugs, equipment and supp lie , long 

and tedious process involved in getting blood from the blood bank; and financial barriers 

in the cost of ho pita! fees. 

Massessa, Mlekwanyuma, Mwita and Kalimanzila (I 990: 17) 111 a study on factor · 

influencing utilization of maternal erv1ce in nirnl health unit in Musoma, Tanzania 

found similar finding a tho e by Murray ( 1996 .29) . ln their findmgs the state that of 

the 96% mother who attended ntenatal clin1c, on! ' 37<!-o deli, ered at the health facility 

while 18% deli ered at a TB Among the fa tors mfluen mg the utilization pattern 

included the poor state of health facilitie , inadequat suppli and equipment, p or 
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accessibi li ty to health faci li ties as well as poor attitudes and bad language of the health 

worker . 

Post ( 1997:4) agrees w ith Ma sessa et a l (1990 : 17) findings in attr ibuting Jong 

adm iss ion -to-treatment intervals to shortage or lack of essential supplies and treatment. 

Makokha, Kh ulumani , Mod isaotsh ile and Baakile (1994:45) in a tudy on determinants 

of home de liveries in Botswana found ci1at most women de livered at home because they 

cou ld not afford the fees for maternity service at health faci lities nor the transport cost to 

the health facilities , which were not often accessib le by foot. In fact most women did not 

see any significant difference in the qual ity of care between health facilities and home 

service . Some women avoided hea lth facilities becau e of the negati e attitude of 

health workers and this included risk mothers who were aware of their risk to 

complications . Recommendations made did not mention the need for correction of 

attitudes 
O

as not to scare women away from health facilities . 

Findings by Carpentier, Prazuck, Vincent-Ballereau , Ouedraogo and Lafaix (1995 :200) 

from a study done in West Burkina Faso correspond with the other studies that pro'<imity 

matters in utilization of healci1 facilit ie . early a ll the patients (89% ) v i ited a d1·pen ·ar)' 

that wa !es than 5 kilometre from their home . 

imilary, a case study by mith,Estrada-C laudio and Murray ( 1996: 126) in pelo ruz 

Phi llipines, on women ' s dislike of health service , r vealed that women felt shy and 

frightened by hospitals and doctor . They had heard that doctors and 11t1rse , •hout at 
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clients. Women also complained about the long periods of waiting before they were 

attended to, which left them worrying about the children left at home. Despite waiting for 

so long, nothing was explained to them. 

Many women in Apela Cruz found it difficult to read the signs in the hospital grounds 

and so often had problems finding their way to the right department. lnability to ave 

money to cover delivery costs also deterred them from travelling to town for health 

facilities. In their study to determine and describe the factors associated with the referral 

of obstetric emer<Tencies in order to reduce maternal mo11ality in Lesotho Lefiok·, ,::, , '", 

Let eka, Molapo , Molatseli and Sekeli, (1994:6) found that women by pas ed the primary 

health facility in preference for hospital care becau e they believed that there was better 

care where there were doctors. The other rea on why women preferred to deli er at home 

was th e negative attitudes of health personnel. This tud found that tran port to carry 

patients from public health facilities was guaranteed a and when it was called for unlike 

the studies of Iipinge et al ( I 992:7) and Matekwe Phoya et al (1990 :3) that had 

transpo1tation problems. 

Culturnl beliefs 

ome studies cited culture to play a role in women ' dec1 · ion to utilize health faciliti s 

Tamaona , Thom, Miso, Malema and .Jarnu ( 1997 54) earned ut a dcscnpt,", ems 

sectional study 
011 

factors that were contrrbut,ng to th delayed perinatal care 111 

Machinga Di trict, Malawi . Their study revealed that 54% of" omen delayed seeking 

perinatal care because they had to seek permission from their hu bands or had to wait for 
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advice from elders and parents before seeking care. Distance al so contributed in that 

women who stayed 6 - l O kilometers away from the health facilities delayed to seek 

perinatal care. These findings correspond to Dey (199 :7) where several women whose 

situations were critical and needed emergency obstetric care, were refused to be referred 

to hospitals with such facilities because their husbands did not give permission for 

referral. lt would be worth finding out whether reasons for delay to report at the health 

facilities in Lilongwe are similar to those found in the Machinga, Malawi study. 

Post (1997:6) cites culture and tradition as having great influence on the deci ion to seek 

care and therefore, on maternal morbidity and mortality. Many African settings require 

privacy and/or the custom that a male relative must accompany them while travellino .::, 

therefore restricting women 's use of health facilitie . c of health care service has been 

hindered for Saudi Arabian women where requirements are such that, care must be given 

by a woman (Post: 1997 :6). 

In Machinga district in Malawi , factors that influenced referral default of high-risk 

antenata l women were studied (Kanjira , Jiya, ornera, Makoka & Manna, 1997:48). 

Thirty-three percent (33%) of high-risk mothers defaulted referral and reason in luded 

strong cultural beliefs regarding witchcraft: and cultural practices (waiting for the paternal 

paity to arrive before going for hospital delivery) . This tallied with finding · b lmvuz,e, 

Braimoh, Unuigbe and Olumeko ( I 99 :405) in igeria where there was a belief that 

haemorrhage was caused by supematural forces therefore making them not t eek health 

care . The community al 
O 

had negative p rcepuon of care provided in modern ho ·pital 
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due to bureaucracy, lack of drugs, malfunctioning equipment, absence of doctors 

especia!Jy at night, unfriendly staff attitude towards patients and disorganized referral 

mechanism. 

1n Ghana, one of the factors that lead people to use traditional practitioners is the belief 

that some diseases are caused supernaturally and can only be cured by mystical powers 

that the traditional practitioners especia!Jy the fetish priests are thought to possess 

(Asenso-Okyere, 1995:88). Religious beliefs are reported to influence women 's decisions 

as cited in the Pernambuco, Brazil situation where women refuse medicine on basis of 

their religion. Such situations can further expose women to risks of maternal death 

(Valungueiro, 2001 :8). 

The situations cited above strengthen the need for midwives and other health personnel to 

take note that people have different cultural beliefs that should be considered in provision 

of care. 

2.2.4 Emergency Obstetric Care 

Post (1997:3) defines Emergency Obstetric Care (EOC) as "specific interventions to 

manage emergency obstetric complications" and continues to state that every pregnant 

woman needs access to facilities with EOC otherwise the goal of reducing maternal 

mortality cannot be achieved if prompt care is not available for obstetric complications. 

The interventions may be intravenous antibiotics, oxytocics or anti-convuJsants, 

management of abortion complications, management of postpartum bleeding, assisted 
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delivery for prolonged labour such as vacuum or forceps delivery, blood transfusion 
' 

and/or caesarean section . All pregnant women are said to be at risk of obstetric 

complications, with most life-threatening complications occurring during labour and 

delivery (Post, J 997:2) necessitating the need for access to health facilities with EOC. 

The Prevention of Maternal Mortality (Pl'vlM) etwork (Post, 1997:3) identifies the 

points at which delay to EOC can occur as : 

• "Delay in deciding to seek care; 

• Delay in reaching a first referral level facility; and 

• Delay in actualJy receiving care after arriving at the facility " 

A study in Saudi Arabia by Al-Meshari , Sisir, Chattopadhyay, Younes and Anokute , 

(1995:l, 9) indicated that leading causes of maternal deaths were haemorrhage (25%), 

pulmonary embolism (18%), ruptured uterus (15%), hypertensive disorders (13%) while 

home deliveries contributed (19%) of direct maternal deaths . The study concluded that 

Saudi Arabia 's maternal mortality rate could be brought down to a minimum through 

improving the quality of emergency obstetric services and achieving a higher female 

education rate. Emergency obstetric care is so important such that Feuerstein (1993 : SB) 

refers to EOC as the ' cornerstone ' of a building providing central support to the whole 

structure making it necessaiy for first referral level to have EOC within reach of the 

woman who develops complications. 
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A hypothetical model developed to evaluate the costs of providing EOC based on a 

population of 300,000 for a health setting revealed that: salaries were the largest 

proportion of input costs (31 %) followed by infrastructure improvements (16%), drugs 

(l 0%) and laboratory (9%) It is therefore important to identify the most appropriate 

financing and cost-recovery measures for provision of EOC in different settings (Post, 

] 998 : 13). Akalin , Birnbaum, Brown , Escandon, Kamara, Maine, Malak, McGinn and 

MacNamara (l 996: 12) state that improving EOC is not too costly as most of the costs of 

providing emergency obstetric care have already been paid for. Even in resource-poor 

areas, many health facilities already exist that may only need renovation . The staff would 

need some additional training focused on treatment of complications . 

Nigeria, like other countries, 1s training its registered nurse-midwives in ' Life-saving 

skills ' for three weeks whereby they are prov ided the ability and competence to deal with 

obstetric emergencies (Payne 1994 in Murray, 1994: 128). The exposure to life-saving 

skills has built up a high level of competence and confidence in the midwives making 

them manage pregnant women more effectively. 

2.3 HUMAN RESOURCES 

Focus is made to midwife1y being the point of concern for the current study. The 

International Confederation of Midwives (ICM) 1992, defined a midwife a ' a person , 

who, having been regularly admitted to a midwifery educational programme, duly 

recognized in the country in which it is located, has successfully completed tlie 

prescribed course of studies in midwifery and has acquired the requisite qualification to 
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be registered and /or legally licensed to practice midwifery. The midwife may practice in 

hospitals, clinics, health units or in any other service' (Bennett & Brown, 1999:4). 

Midwifery is further defined as an a,t and science. Art because it requires a midwife to be 

able to understand the woman's needs, in order to encourage her and build her confidence 

and a science because it demands a high degree of knowledge and decision-makino-o 

ability The midwife's role therefore is to be alongside women giving birth and to share 

in their joy and pain . It is work that carries great responsibilities and demands skills and 

knowledge of a high order, necessitating that one gets a thorough education and sound 

learning. As an independent practitioner in her own right who may diagnose pregnancy 

and various related conditions , the midwife has the 'woman' and her developing fetus as 

her central focus of care (Bennett & Brown , 1999: 13 ). 

Jackson-Baker, (1998 :52) states that the overall purpose of midwifery care is to ensure 

the greatest possible maintenance and improvement in the health of women in pregnancy, 

labour and the postnatal period, and that of their families . The author further emphasizes 

that midwifery care is appropriate when it focuses on meeting women's needs and 

recognizes the skills and knowledge of other professionals who contribute to the delivery 

of care. 

Problems associated with human resources vary in different regions. 1n the Americas, the 

expansion of human resources has been limited by recent cutback in spending by the 

public sector while the Eastern Mediterranean region has increased the overall ratios of 
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human resources especially nursing and midwifery due to demographic and 

epidemiological changes. Africa on the other hand, has low output of health institutions 

and poor perfonnance of health personnel. Brain drain continues , undermining the public 

sector 's capacity to respond to health needs (The World Health Report, 1998:148). 

The situation in Malawi is such that distribution of staff favours urban areas at the 

expense of rural areas due to unattractive working environment in the rural areas , that is 

lack of social amenities and accommodation (Malawi National Health Plan, 1999-

2004 52). With the constraint of ' limited financial resources ' vacancies exist at all cadre 

of health personnel. Kasonde and Ma1tin , ( 1994:3) also cite the Zambian situation similar 

to Malawi where coverage of health infrastrncture is in favour of the urban population 

and those living along the rail link. 

2.4 SUMMARY AND IMPLICATIONS FOR PRESENT STUDY 

High maternal mortality rate is a problem in the developing countries as shown by 

statistics, 150,000 deaths in Africa, only 6000 in developed countries and the rest in Asia 

and Latin America (Maclean 1993:72). The literature searched has shown high maternal 

mortality rates in sub-Saharan region with more or less similar contributory factors 

(Zambia, Tanzania, Namibia, Malawi studies). 

There is indeed an element of delay in women reporting to a health facility thus 

necessitatino the need to carry out the stud y. Langer, Hernandez Garcia-Barrio 
<::> ' , 

Saldana-Uranga and the National Safe Motherhood Committee of Mexico, (in Berer & 
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Ravindvan, 2000:131) summarise key factors that contribute to delay in seeking care as 

the ability of the woman and/or her family to recognise that her symptoms are serious 

enough to justify medical care; concerns about the quality and cost of health services; and 

the distance they would have to travel to obtain care. 

The problem of distance to a health facility has been cited in most studies. There is a gap, 

in that the studies have not found the reasons why women prefer traditional birth 

attendants despite knowing that as high risk they should access a health facility. Most 

studies have checked records of maternal death cases or held focus group discussions in 

the community. The author would like to gather information from the actual high-risk 

pregnant women who delay to report at a health facility. The next section deals with the 

conceptual framework . 

2.5 CONCEPTUAL FRAMEWORK 

The previous section dealt with the literature that was reviewed to search what was 

known about delayed admission . ln this section the conceptual framework will be 

presented . According to Polit and Hungler, (1995 :97,100), conceptual frameworks deal 

with abstractions ( concepts) that are assembled by virtue of their relevance to a common 

theme with an overall purpose of making scientific findings meaningful and 

generalizable. This definition is similar to Mouton, (J 996 : 195) who refers to conceptual 

framework as 'a typology where phenomena are classified in terms of characteristics that 

they have in common' . Conceptual frameworks serve as a frame of reference for 

observation and data collection (Mouton, 1996: 196). 
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The current study util ized parts of Pender 's Health Promotion model and Andersen 's 

Health Belief Model. 

The Health promotion model (HPM) is an attempt to depict the multidimensional nature 

of persons interacting with their environment as they pursue health (Pender, 1996:53). 

Health promotion is defined as activities directed toward the development of resources 

that maintain or enhance an individual's well - being. The HPM encompasses two phases: 

a decision - making phase and an action phase. The decision - making phase consists of 

cognitive - perceptual factors and modifying factors ; while action phase involves both 

barriers and cues that trigger activity in health - promoting behaviour (Polit & Hunofor 
0 ' 

1995:105,Pender, 199652). 

The HPM is based on seven assumptions but the current study picked only two namely: 

Individuals in a ll their biopsychosociaJ complexity interact with the environment 
' 

progressively transfo1ming the environment and being transformed over time. 

Health professionals constitute a part of the interpersonal environment, which exerts 

influence on persons throughout their life span (Pender, 1996:55). 

Modifying factors are said to indirectly influence patterns of health behaviour. Selected 

modifying factors studied for this study were demographic characteristics, interpersonal 

influences and situational factors. 

Andersen 's Health Belief Model on the other hand , identifies three types of indi vidual 

factors that are likely to influence health service use namely: predisposing factor , 
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enabling resources and need. Predisposing factors include age and maturity Enabling 

resources , which are the means to use health care services are availability of services, 

affordability and accessabiJity of services (Polit & Hung I er, I 995 : I 09, New Zealand 's 

1997 Abstracts : 2). Need characteristics on the other hand , explain perceived requirement 

to use services. 

The health belief model states that there are positive and negative factors , where positive 

factors are assumed to promote entry into prenatal care, while negative factors are 

associated with late entry into prenatal care. Selected factors utilized were: predisposing 

factors , enabling factors, socio demographic factors, personal barriers and system barriers 

that would influence admission into labour ward. These factors were incorporated into 

the questionnaire for the study. 

From the literature reviewed , distance to a health facility has been associated with the use 

of services (Iipinge et al , 1992:7, Tamaona et al , 1997:54 and Dey, 1998:6) In the current 

study it is assumed that having a high -risk pregnancy is the reason women should seek 

care and report early for admission to labour ward . 

For purposes of this study, concepts will be described under three categories of high-risk 

woman during pregnancy, antenatal care and complications during labour. 
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2.6 HJGH RISK WOMAN DURING PREGNANCY 

High-risk mothers are referred to a specialist so that the baby should be delivered at a 

regional hospital where sophisticated monitoring equipment and laboratory tests are 

available, and specially trained personnel can attend to the needs of the mother and her 

infant (Miller & Keane, ]978:816). The following conditions are the most common 

conditions that could classify a pregnant woman as b igh- risk. 

2.6.J Pre-eclampsia 

The condition occurs in the second half of pregnancy and is manifested by an elevated 

blood pressure over 140/90mmHg, generalized oedema and proteinuria. Pre-eclampsia, if 

not recognized early, treated promptly and effectively could lead to the death of the 

mother and the fetus (Bennett & Brown, 1999:220). Pre-eclampsia is also termed as 

pregnancy-induced hype1tension and is classified into mild, moderate and severe. Mild 

pre-eclampsia is manifested with generalized oedema, diastolic blood pressure less than 

100 millimeters mercury (mmHg); moderate with generalized oedema, diastolic blood 

pressure less than 100 mmHg or more; while in severe pre-eclampsia there is generalized 

oedema, diastolic blood pressure 1 00mmHg or more and proteinuria (Mackay, 1986 : I 69-

175) 

Mackay, (1986: J 75) further states that pre-eclampsia is common in nulliparas but the 

disease can be severe and of sudden onset in multiparas . Maternal death may result from 

haemorrhage and/or shock Severe pre-eclampsia can lead to pem1anent kidney damage 

as the condition involves brain , liver, placenta and kidneys . Feta l death occurs in 2-5% of 

patients usually due to combination of prematurity and intrauterine hypoxia caused by 
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placental insufficiency. One of the important objectives in cases of severe hypertension in 

pregnancy is to reduce blood pressure in order to avoid hypertensive encephalopathy and 

cerebra] haemorrhage. Blood pressure should be kept below dangerous levels of 

l 10/70mmHg adequate circulating blood volume should be maintained. 

Owing to the gravity of pre-eclampsia as shown by literature cited above, it is important 

that early diagnos is is made to ensure prompt treatment and prevent complications. 

Dekker and S ibai (2001 :209-21 5) state that prevention can be primary, secondary or 

tertiary. Primary prevention refers to avoiding occurrence of the disease, secondary 

implies breaking off the disease process before emergence of clinically recognizable 

disease, while tertiaiy prevention means prevention of complications caused by the 

disease process , and is thus more or less synonymous with treatment. 

2.6.2 Multiplepregnancy 

Where more than one fetus are in utero, the risks during pregnancy and labour increase. 

Therefore these women should deliver in a hospital with the necessary faci lities to care 

for mother and baby (Bennett & Brown, 1999:351). Antenatally, minor discomforts of 

pregnancy are exaggerated , especially pressure symptoms such as varicose veins and 

dyspnoea. The incidence of pre-eclampsia and anaemia is increased and labour often 

starts prematurely. The woman is advised on the need for extra rest especially during the 

third trimester to reduce the risk of premature labour (Sweet, 1984: 139). Cord prolapse 

may occur especially after birth of the first baby when the pelvis is empty and the 

membranes of the second twin rupture. weet further states that there is a greatly 
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increased incidence of postpartum haemoJThage due to a large placental site and 

overstretched uterine muscles. There is raised stillbirth and neonatal morbidity and 

mortality especially with the second twin due to a reduction in the placental circulation 

when the volume of the uterus is reduced after the birth of the first twin (Sellers, 

1997:1149). 

Sellers (l 997:J J 50) further states other complications common with multiple gestation 

being: malpresentation and the accompanying complications particularly prolonged 

labour; intrapaiturn haemorrhage from early placental separation, uterine constriction ring 

developing after birth of first twin and active retention of second twin . 

2.6.3 Teenagepregn.ancy 

A teenager means a young woman who has reached puberty with the age ranging 

between thirteen (13) years and nineteen (19) years old . There is an increase in teenage 

pregnancies in communities. The pregnant teenager (adolescent) faces a tremendous 

challenge at a time when her physical growth may still be incomplete, she has not yet 

completed the developmental tasks of adolescence, her available support systems may be 

limited and her education is unfinished (Ladewig, London & Olds , 1998 :222 and 
' 

Mbizvo, Kasule , Gupta, Rusakaniko, Gumbo, Kinoti , Mpanju-Shumbusho, Ziwa, 

Mwateba & Padayachy, 1995 :346). Mbizvo et al, (1995 :346) in their study in Zimbabwe 

also found that few pupils had correct knowledge on when a g irl was most likely to get 

pregnant in a menstrual cycle and fewer male than female students knew that pregnancy 

could occur in a girl during her first sexual encounter. 
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Teenagers usually become pregnant while they are at school and they have a tendency of 

biding their pregnancy until late, when the abdominal girth grows bigger and becomes 

visible. It is reported that, because they hide their pregnancy, they usually do not attend 

antenatal clinic and if they do, they fail to cooperate with recommendations that they 

receive (D lamini, 1997:16, Sellers 1997:1717 and Ladewig, London & Olds, 1998 :223). 

Though teenagers may default antenatal care, it is the critical factor that most influences 

pregnancy outcome in the teenager. 

Teenage pregnancies are associated with numerous pregnancy-related complications 

namely: pre-eclampsia, preterm births, low- birth-weight, cephalo-pelvic disproportion 

and iron deficiency anaemia. An increasing incidence of pre-eclampsia in teenagers has 

been observed amongst those in the Kwa-Zulu atal province in Natal , South Africa 

(Dlamini , 1997: I 6). 

2.6.4 Bad obstetric history 

A woman who has a history of abo1iions or stillbirths and has no living child needs 

proper care during pregnancy and delivery to ensure a normal outcome of a live baby 

2.6.5 Grande multipara 

A woman of high parity (usually one who ha given birth five time - or more) has a 

weakened lower uterine segment and loss of abdominal muscle tone due to the high rate 

of deliveries . This makes the woman prone to hypertensive disease in pregnancy, 

postpazturn haemorrhage and cord prolapse (Alexander et al , 1997:65 , eller , l 997 : 1239 
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and Bennett & Brown, 1999:480). With increased number of deliveries, fibrous tissue 

replaces muscle fibres of the uterus reducing its contractility, and therefore causino-
o 

postpartum haemorrhage. Great parity is also associated with malpresentation presumably 

related to a pendulous abdomen, laxity of maternal abdominal muscular support and 

therefore loss of the normal vertical orientation of the uterine cavity (Sellers , 1997: 1239, 

Gabbe, Niebyl & Simpson, 1999: 187). 

2. 6. 6 Elderly primigravida 

A woman over the age of thirty-five years who is pregnant for the first time is at risk of 

fetal abnormalities like Downs syndrome (Bennett & Brown, 1999:3 73). Other 

complications include miscarriage, diabetes mellitus, preterm delive,y, uterine fibroids , 

malpresentation, antepartum haemorrhage and hypertensive disorders as cited in a study 

done at University of Ilorin Teaching Hospital, Nigeria (Ojo & Briggs, 1982: 142, A.nate 

& A.keredolu, J 996:551). Maternal mortality occurs due to increased complications of 

pregnancy(Nel , 1995 :112). 

2. 6. 7 Previous caesarean section scar 

A woman who previously had an obstetric operation whereby the fetu was extracted 

from the uterus through an incision made in the abdominal and uterine walls is at a 

greater risk of uterine rupture especially if the uterns has been scarred twice (Bennett & 

Brown, 1999:557). These women need proper advice on the mode of delivery depending 

on whether it is one or two previous scars. A study done at Jimma Ho pita] , outh _ 
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Western Ethiopia indicated that I 6% (I 6) women had repeat caesarean section therefore 

the need for proper examination and advice (Ali, 1995 :62). 

2. 6. 8 Diabetes mellitus 

Diabetes mellitus, a metabolic disorder characterized by hyperglycaemia, which comes as 

a result of defective insulin production, secretion or utilization (Nettina, 1996:742) is a 

high - risk state for both the pregnant woman and her fetus . There is a risk of congenital 

malformation , poly-hydramnios and pre- eclampsia. Late intrauterine fetal death can 

occur in the last 4 to 6 weeks of pregnancy due to maternal acidosis and placental 

insufficiency (Sellers , l 997: 1031). Fasting plasma glucose levels greater than 

6.2millimo1s per litre is indicative of impaired glucose metabolism suggestive of diabetes 

mellitus (Meij & Van Papendorp, l 999 :93) . If complications should arise before term, the 

baby is delivered at about 38 weeks gestation . 

A diabetic infant is prone to hypoglycaemia because the fetus is no longer in the rai ed 

glucose intrauterine medium ~f the diabetic mother; hypocalcaemia with carpopedal 

spasms; hyperbilirubinaemia due to reduced enzymes and therefore reduced conjugation 

of tbe direct bil irubin ; respiratory distress and skin infections (Sellers, 1997: 1033). 

2.6.9 Anaemia 

Anaemia, a condition where there is a reduction in the oxygen- carrying capacity of the 

blood can be due to a reduced number of red blood cells , a low concentration of 

haemoglobin or a combination of both . Fifty per cent of the women in developing 
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countries are anaemic and this contributes to a high maternal mo1tality rate with 

haemoglobin leve l of 10.5 grammes per decilitre. 

Anaemia is classified into mild, moderate and severe states . Mild anaemia is manifested 

by haemoglobin level of 9-10 grams per decilitre and slightly pink mucus membranes · 
' 

moderate anaemia being haemoglobin level of 7-8.9 grams per decilitre and slightly pale 

mucus membranes , and the severe state having haemoglobin level of less than 7 grams 

per decilitre and pale mucus membranes (Bokosi, Chodzadza, Hiwa, Jonazi , Kumwenda, 

Makawa, Ngoleka, Matekwe Phoya, Rashidi , Chawani, Kazembe & Mbweza, 1999:47). 

Any degree of anaemia wil l reduce the body 's res istance to infection and its capacity for 

healing (Bennett & Brown , 1999:290). 

Complications are rendered more severe or occur more frequently with anaemia as the 

general health of the pregnant woman is undermined . There is an increase in preterm 

labour due to poor uterine blood supply and intrauterine growth retardation occurs 

because the reduction in oxygen and nutrients interferes with fetal growth (Sellers, 

1997: l 023) . 

2.7 ANTENATAL CARE 

Antenatal care aims to monitor the progress of pregnancy in order to ensure maternal 

health and nonnal fetal development. Professional supervision throughout pregnancy 

helps to achieve a normal Jabour and delivery of a mature healthy baby (Sweet, 1984:6 I ; 

Gabbe, iebyl & Simpson , J 999:3). 
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2. 7. I Antenatal Vil·it.,· 

For purposes of this study antenatal visit shall refer to each time a pregnant woman 

comes to the hospital for an antenatal examination during which deviations from the 

normal are detected . Management and treatment of identified problems can be provided 

as required (Bennett & Brown, J 999:210). 

2. 7.2 Screening 

Special examination carried out on pregnant women to detect any fetal and maternal 

abnormalities (Martin, 1998:590). Screening enables the midwife/ doctor to make an 

early diagnosis of high -risk women and ensure proper treatment. 

2. 7. 3 Referral 

For purposes of this study, referral shall mean the action of taking a pregnant woman 

with identified or suspected problems to the next level of care to ensure prompt and 

effective treatment. 

2.8 COMPLICATIONS DURING LABOUR 

Complications may arise at any time during Jabour that could endanger the life of mother 

and fetus. The following complications can set in: 

2.8.J Prolonged labour 

Prolonged labour (lasting more than 12 hours of established Jabour) is common in 

primgravidae and may be caused by ineffective uterine contractions, cephalopelvic 
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disproportion and occipitoposterio position (Bennett & Brown, 1999:497). It is important 

to determine the cause of prolonged labour so as to institute proper management. 

2.8.2 Obstructed labour 

Labour is obstructed when there is no advance of the presenting pa1t despite strong 

uterine contractions . This may result from disparity between the sizes of the mother 's 

pelvis and the fetus (cephalopelvic disproportion). Gabbe, Niebyl and Simpson, 

(1999:250) fuither explain that cephalopelvic disproportion occurs due to problems in the 

'3 Ps ' namely: relatively large fetus (passenger), relatively small pelvis (passage) and 

relatively insufficient or inefficient uterine contractions (powers). Obstructed labour can 

be prevented by proper assessment of the pregnant woman antenatally (Bennett & 

Brown, 1999:501). 

2.8.3 Haemorrhages 

Bleeding from the genital tract is classified into antepartum and postpa1tum haemorrhage. 

Antepartum haemorrhage refers to bleeding after 24 weeks gestation and before onset of 

Jabour. Postpartum haemorrhage is excessive bleeding from birth of baby to 6 weeks after 

delivery (Ti ran, J 997: J 16). Antepartum haemorrhage is mainly attributed to placenta 

praevia and abruptio placenta . The later frequently stimulates the clotting cascade 

resulting in disseminated intravascular coagulation (Gabbe, Niebyl & unpson, 

1999:z
3

o). Haemorrhage increases the fetal and maternal mortality and morbidity rates 

and should be prevented (Bennett & Brown , 1999:255). 
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2.8.4 Ruptured uterus 

Tearing of the wall of the uterus owing to excessive thinning of the lower uterine 

segment or, trauma. lt can occur in cases of high parity, obstructed labour and previous 

caesarean section. Ruptured uterus is often fatal for the fetus and may also be responsible 

for the death of the mother. This complication can be avoided with effective antenatal 

and intrapartum care (Bennett & Brown, 1999:574). 

2. 8. 5 Operative interventions 

When complications arise, surgical procedures are done to ease delivery. For example, in 

obstructed Jabour, a caesarean section would be done to deliver the baby. 

2.8. 6 Ma/presentations 

Presentation of the fetus other than the vertex (e.g. breech presentation) places the 

pregnant woman at high risk. There is an ill-fitting nature of the presenting part to the 

cervix therefore raising the possibility of cord prolapse and fetal asphyxia (Bennett & 

Brown, 1999:567). Other malpresentations would be where the fetal spine or long axis 

crosses that of the mother (transverse) or oblique lie resulting in a shoulder or arm 

presentation (Gabbe, iebyl & Simpson, 1999: 189). These complications will need 

inte,vention to save the life of the baby. Factors associated with malpresentation include: 

diminished vertical polarity of the uterine cav ity; increased or decrea ed fetal mobility; 

and obstructed pelvic inlet. Placentation high in the fundus or Jow in the pelvis 

diminishes the likelihood of a fetus comfortably assuming a longitudinal axis (Gabbc, 

Niebyl & Simpson , 1999:187) 
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2.8. 7 Puerperal sepsis 

Infection occurring in the genital tract during the puerperium (after delivery to 6 weeks 

period) can lead to septic shock especially when there is an over-whelming infection 

from Gram-negative organisms. Infection control should be observed since the placental 

site is the main point of infection entry (Bennett & Brown, 1999:582). 

2.8.8 Eclampsia 

This condition, where one or more convulsions occur in association with the syndrome of 

pre-eclampsia (Bennett & Brown, 1999:323) places the pregnant woman and the fetus in 

danger. Eclampsia, a very serious complication of pre-eclampsia occurs because there is 

brain hypoxia, brought about by intense vasospasm and partly by oedema (Mackay, 

1986: 1 75 ). Hypoxia can lead to an underlying cerebral dysrhythmia resu [ting in fitting. 

Efforts of care are aimed at prevention of further convulsions to save the life of the 

mother 

2.8.9 Fetal distress 

Proper monitoring of the fetal condition should be done to detect fetal distress early . 1n 

this condition, the fetus suffers oxygen deprivation and becomes hypoxic. Severe hypoxia 

may result in the fetus being stillborn , or the baby may be asphyxiated at bitih and suffer 

brain damage (Bennett & Brown, 1999:423). 
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2.8.10 Maternal distress 

This is a condition of mental and physical exhaustion occuning in a woman m labour 

which is characterized by a raised temperature 37.2 degrees Celsius and over, pulse rate 

of 90 to 1 20 beats per minute or more and respirations of 24 breaths per minute and over; 

dehydration, oliguria and ketosis (Ojo & Briggs , 1982:257 and Sweet, 1984:232). Signs 

of dehydration include dry furred tongue, dry skin, the presence of acetone in the breath 

and in urine, restlessness, sweating, vomiting at times and distension of bowels with gas. 

Maternal distress is an indication that labour should be terminated . Attempts should be 

made to prevent the high-risk pregnant woman from maternal distress as this may put the 

life of the fetus in danger. 

2.9 CONCLUSION 

This chapter discussed the literature reviewed and the conceptual framework for the 

study. Selected factors from the health promotion model and health belief model were 

utilized. Conditions classifying a pregnant woman as high risk included pre-eclampsia, 

multiple pregnancy, teenage pregnancy, grand multipara, elderly primgravida and 

previous caesarean section scar. Proper management and treatment of identified problems 

antenatally was reported as necessary to prevent some complications that may arise in 

labour like obstructed labour and ruptured uterus. The next chapter will present the 

methodology of the study. 
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CHAPTER3 

METHODOLOGY 

The previous chapter dealt with literature review and the conceptual framework. 

Literature review focused on development, distribution and utilization of health services 

with focus on maternal health while conceptual framework pre ented the classification of 

concepts used in delayed admission of hi gh -risk pregnant women. High-risk woman 

during pregnancy, antenatal care and complications during labour were covered. This 

chapter presents the methodology applied to the study. Research methodology is the total 

set of means that sci en tis ts employ in reachin g their goa I of valid knowledge, that is route 

and means of transportation , (Mouton , I 996:3 5). 

The current study aimed at finding answers to the following research question as depicted 

in I .3 of Chapter 1: 

What are the factors associated with delayed admission of high-risk pregnant 

women in labour ward? 

3.2 RESEARCH TRATEGY 

The tudy is a descriptive survey. The quantitative approach was used . Quantitative 

research involves the systematic collection of numerical information and the analysis of 

that information using statistical procedures, (Polit & Hungler, 1995 : l 5) . The purpose of 

descriptive survey i to observe, de cribe and document aspect of' a ituation as it 

naturally occurs (Polit & Hungler, 199 : l78). Mouton , (1996:102) further supports tl11 · 
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definition in stating that ' descriptive statements make claims about how things are, what 

the actual state of affairs or fact of the matter is'. The descriptive survey was chosen , as it 

would allow description of the phenomena of delayed admission of high -risk pregnant 

women to labour ward. 

3.3 TARGET POPULATION AND CRITERIA FOR INCLUSION 

Population refers to the aggregate or totality of all the objects, subjects, or members that 

conform to a designated set of criteria (Polit & Hungler, 1995 :229). The target population 

is the ao-crreo-ate of cases about which the researcher would like to make nenerali zations 
00 0 0 

(Polit & Hungler, 1995:230). 

The study population consisted of high -risk pregnant women in labour that reported late 

for adm ission at Lilongwe Central Hospital , Malawi from October 200 1 to December 

2001 .As indicated earlier in chapter 1.6.4, a high -risk pregnant woman is a pregnant 

woman with any factors that expose her and the fetus to potential danger and 

complications such as ruptured uterus, postpartum haemorrhage, vesico-vagina l fistulae, 

neonatal asphyxia, cerebral injury and stillbirths (Nolte, 1998 :385 , Bennett & Brown , 

J 999 :503). The inclusion criteria meant that the high-risk pregnant woman must have a 

ce,vical dilatation of 5 centimetre and above. 
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3.4 SAMPLE SELECTlON AND SAMPLING PROCEDURES 

Brink (2000:133) refers to a sample as a selected group of the elements or unit from a 

defined population while sampling is the process of selecting the sample from a 

population in order to obtain information regarding a phenomenon. 

Probability sampling was used to elect the sample. The tem1 probability refer to the fact 

that every member (element) of the population has a probability higher than zero of being 

selected for the sample (Burns & Grove, 1993:298). Probability ampling also known as 

random sampling was chosen because it is more likely to be repre entative of the 

population. 

Simple random sampling method was used to determine the actual period of data 

collection . This was achieved through dividing the year 2001 into four quarters namely: 

January to March , April to June, July to September and October to December Four 

paper on which the four quarter were written were put into a hat, shaken well to mix 

them and then the researcher picked one paper from the hat. The quarter Octob r to 

December was picked, hence data collection during this period. 

Data were collected e ery day during the months of October to December by the 

researcher and one research assisstant. Dunng thi period every high- risk woman with 

(> 5cm cervical dilatation) was interv iewed A total of I O resp ndent met thi · criteria 

and were subsequent! interviewed . Que tionnaires were administered to all high-n ·k 
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pregnant women who reported late for admis ion in labour to Lilongwe Central Hospital , 

with ce1vical dilatation of 5 centimetres and above. 

Table 3.1 Population, sample and resea1·ch technique 

POPVLATlON SAMPLE TECHNIQUE 

All high risk women in labour Probability sample Structured questionnaire 

who reported late for and interview 

admission at Lilongwe 

Central Hospital 

3.5 DEVELOPMENT AND DESIGN OF TffE INSTRUMENT 

No specific tool was found in the literature searched. A survey inst.Iument as shown in 

Appendix E was therefore developed utilizing the principles of questionnaire con truction 

as cited in literature (Cormack, 1996 :2 8, De Vos, 1998 :152-159 and Brink, 2000 :154-

157). Focus was on formulating questions that addressed delayed admission into Jabour 

ward . Some questions on demographic characteristics, interpersonal influences and 

situational factors were formulated so as to relate to the selected modifying factors from 

Pender 's Health promotion model and Andersen 's Health belief model. 

A questionnaire was constructed in English and translated into the Chichewa language, 

which is the national language for Malawi, to cater for both literate and illiterate hi gh-risk 

pregnant women . The questionnaire con i ted of both open and closed ended que ·tion -. 

There were three sections on the instrument namely , B and C which wa on 

demographic data, information from records concerning health seeking behaviour and 

antenatal , labour and delive1y information respecti vely. 
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3.6 STRATEGIES TO ENSURE RELIABlLITY AND VALIDITY 

3.6.J Validity 

Validity was ensured through broad literature review to come out witb the es ential 

aspects of content to be included in the questionnaire. After the questionnaire was 

constructed , it was offered to experts in the field to evaluate its content validity. The 

experts comprised of the authors ' research advisor, one senior midwife, two a ociate 

lecturers in midwifery and an obstetrician. This was to determine whether the items in the 

data collection instrument were representative of what they should measure. Tbeir 

comments focused on restructure of items 13 , 22, 30 and 34. A borderline was set for 

Apgar score for question 22. There was some bias in the question on TBA consultation 

that was rephrased so as not to be offensive (question 30). A time frame was put to 

question 34 that was earlier open making it a close-ended question. 

No existing instrument was found therefore it was difficult to do criterion - related 

validity . Inter- rater bias was excluded by training the research assistant on how to use the 

instrument so as to eliminate any biases that could arise due to different persons 

collecting the data. 

3.6.2 Reliability 

Two people interviewed the same subject and afterwards the findings were correlated to 

check if the answers were the same. There were no differences in the answers , indicating 

reliability of the instrument. 
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3.7 PLLOT STUDY 

A pilot study of 3 high-risk pregnant women who reported late in labour was done on 9th 

October 2001 at khoma Mission Hospital , Lilongwe Malawi . The sample consisted of 

all hi gh-risk pregnant women who reported late in labour with a cervical dilatation of 

5cm and above. These women were chosen because they had characteristics similar to the 

main sample and they would not be used in the main study. A pilot study is a small -scale 

version or trial run of the major study that ensures that errors and ambiguities are 

eliminated thus ascertaining the stability of the instrument (Brink , 2000 :60) and (De Vos, 

1998 : 158). 

All items in the instrument were answered without need to further clarify them ruling out 

ambiguity. Item 30 on seeking service of the traditional birth attendant was answered by 

one woman who had been referred by a TBA for breech pre entation in labour. This 

reflected that even with the main study, only tho e women that had sought the service of 

a TBA would answer item number 30. Section for code that was omitted initially was put 

on the front page to the right on top in the instrument for the main study. 

3.8 DATA COLLECTION 

The author and 1 research as istant collected the data from October 200 I to December 

200 l . The assistant was a registered midwife who had a one-day training to familiarize 

her with the study so as to reduce po sibility of bias in data collectron . lntcrviewrng and 

recording techniques were discussed with the research a sistant as part of the study 

familiarization . 
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A covering letter was written and comb ined with the consent form that was given to the 

respondent prior to admin istration of the questionnaire The covering letter introduced the 

author, purpose and importance of the study, ethical cons iderations and the principle of 

beneficence (freedom from harm) as advocated in research (Poli t & Hungler, 1995:119). 

An interview was conducted in Chichewa language u mg the questionnaire with the 

ass istant filling in the responses for those high -risk women who were not able to write. 

This was taking into consideration the about 48% of women in Malawi who are 

functionally ill iterate or have not attended schoo l (Malawi National Health Plan , 1999-

2004) . The interview was done from 4 to 48 hours after delivery in the high-risk postnatal 

ward depending on the high-risk woman 's condition . This was to give the woman a 

chance to rest after delive1y. Initially the woman ' s records (fi le) were checked to ensure 

that she fell into the target population . 

Each woman was interviewed once for a period of 25 to 30 minutes and in most cases the 

women could not fill in the questionnaire themselves due to illiteracy. Those women who 

had undergone cae arean section could not fill in their questionnaires in most cases 

because they had an intra venou infusion fixed on the writing (right) hand which was 

painful and so could not write. 
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3.9 ETlTICAL CONSIDERATIONS 

Polit and Hungler (l 995:117) state that great care must be exercised in ensuring that the 

human rights are protected when humans are used as subjects in scientific investigations. 

The author en ured ethical consideration by applying the three primary ethical principles 

of beneficence, respect for human dignity and justice as stipulated by Polit and Hung I er 

(1995: 119) and Brink (2000:3 9). 

3. 9.1 The principle of beneficence, which states that above al I do no harm ensures 

absence of both physical and psychological harm . Respondents were assured of 

their safety in the covering letter provided by the author (see Appendix D). 

3.9.2 Tile principle of re!->pect for human dignity, includes the right to self­

determination and the right to full disclosure. This was ensured through respect of 

the respondents and explanation of the purpo e of the study. 

3.9 .3 The principle ofjustice, which includes the subjects' right to fair treatment and 

tJ1eir right to privacy was observed by maintenance of anonymity. 

Several steps were followed to ensure adherence to ethical considerations and 

these included : 

• Health ciences clearance was ought from the l lealth Research 

Committee of the Ministry of llealth and Population , Malawi after 

research approval from the enate of the University of amibia . 
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Institutional clearances to conduct pilot study as well as main study were 

also sought and granted from the Hospital Directors of Nkhoma Mission 

Hospital and Lilongwe Central Hospital in Malawi respectively (see 

Appendix A, C). 

Infom1ed consent was obtained from the subjects before the interview . 

The purpose of the tudy and how the results of the study would benefit 

other patients in future was explained. A subject who accepted to 

participate in the study was asked to put her signature or thumb print on 

the consent form if she did not know how to write. The consent form was 

signed by the guardian for those high-risk women under the age of 18 

years since they were minors . 

Subjects were assured of anonymity in that numbers (codes) were used 

instead of names . Confidentiality of the information wa en ured by the 

fact that the author and advisors used the information only. 

Subjects were informed that they had the right to refus to be interviewed 

or to leave ome question unanswered if they cho e. Thi would not 

affect the type of care that they were going t receive in the ward ubject 

were also info1n1ed that they had the right to withdraw from the tudy 

anytime they wished to do so . 
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3.LO CONCLUSJON 

This chapter presented the research methodology that comprised of the research de ign, 

ta rget population , sample selection , research instmment, strategies to ensure validity and 

reliabi lity, data collection and ethical considerations. A de criptive quantitative urvey 

was app lied in the study. The next chapter presents the analysis of data. 
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CHAPTER4 

ANALYSIS OF THE DATA 

4.l INTRODUCTION 

The previous chapter dealt with the methodology that was followed to accompli h the 

study purpose and objectives. ln this chapter, the focus is on the presentation of' the study 

findings . 

The raw data collected was organised through analysis in order to provide answers to the 

research question . Brink, (2000: 178) tates that data analysis entail categorizing, 

ordering, manipulating and ummarizing the data and describing them in meaningful 

term . The type of analysis strategy or method used depend on the re earch design, the 

type of variables, the method of sampling and the method by which the data wa 

collected and measured (Brink, 2000:178). 

Descriptive statistics were used to describe the data in th current study through 

frequency distributions and correlation coefficients. The finding are pre ented a cording 

to the three sections in which the instrument wa organised Major ob ervations were on 

items I 1, 12 and 17 that had empty cells because the procedure · in question (\ ital si gn , 

and haemoglobin) were not done. 
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4.2 SECTION A: DEMOGRAPHIC DAT A 

Item 4.2.1 Age Distribution 

Age distribution 

5% 11% 

59% 

□ 18 years & 
below 

111 19-28 

029-38 

039-48 

------

Figure 4.1 Age Distribution of respondents (N=l30) 

The ages ofrespondents were grouped into four age groups, namely: I 8years and below, 

19-28, 29-38, and 39-48. Figure 4.1 reflects that most respondents 77(59%) were in 

thel 9-28 age group, and the least respondents 7 (5%) were ftom the 39-48 years age 

group. Thirty -two (25%) respondents, were from the 29-38 age group. It was also found 

that 14 (1 I%) of the respondents were below the age of 18 years meaning they are 

teenagers. According to Dlamini (I 997:16) and Sellers (1997:1717), many teenagers have 

a tendency to hide their pregnancy until late, and thi poses a problem because 

complications cannot be diagnosed in time for proper monitoring and management. 
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Jtem 4.2.3 Ethnic backgrnund 

The results on ethnic background of the respondents showed that the majority of the 

respondents l 04 (80.0%) were ofChewa background as indicated in table 4. 1 below. The 

other ethnic backgrounds were in small numbers. 

Table 4.1 Ethnic Backgrnund of respondents (N= 130) 

Ethnic backgrnund Fr·equency Percent ( 0/.,) 

- - - - -
Chewa 104 80.0 

Yao 10 7.7 

Turnbuka 4 3.1 

Ng oni 8 6.2 

Tonga 3 2.3 

Lomwe J 0.8 

Total 130 100.0 

Item 4.2.4 Religion of the r·espondents 

This item determined to identify the religion of the respondents . As reflected in table 4 .2 

below, 118 (90 .8%) of the respondents were Chri tians and 12 (99.2%) were Mu lim 

Table -ti Religion of respondents ( = 130) 

-
Religion Fr·equency Per·ccnt ('½,) 

-- -
Christian l J4 87.7 

-
Mu lim 12 9.2 

Jehovah 's Witnes 4 I 

- -
Total 130 100.0 
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Item 4.2.5 Educational level attained 

Data reflected in figure 4.3 below depicts that 40 (31 %) respondents had no education at 

all , 70 (53%) had primary school education, 15 (12%) Junior certificate level and only 5 

(4%) went as far as senior certificate level. The larger percentage lies in respondents who 

have had primary education and no formal education, tallying well with 2000 MDHS 

findings, National Statistical Office Malawi and ORC Macro (2001 :23). Massessa et al 

(1990:17) in a study on factors influencing utilization of maternal services in rural areas 

of Tanzania cited that mothers with more than 5 years of education utilized the health 

facility more than those with less than 5 years of education confirming the findings of the 

current study. 

Level of Education 

4% 
None 

Ill Primary 
□ Junior certificate 
□ Senior certificate 

53% 

---- -- ----

Figure 4.3 Educational levels of respondents (N= 130) 
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Item 4.2.6 Employment status of respondents 

This item sought to determine the employment status of the respondents . The re ults as 

depicted by table 4.3 show that majority 123 (94.6%) of the respondents were 

unemployed with only 7 (5.4%) employed 

Table 4.3 Employment statuses ofrespondents (N= 130) 

Employment status Frequency Percent(%) 
,_ -- -

Unemployed 123 94.6 

Employed 7 5.4 

Total 130 LOO.O 

For those employed , 3 (2.3%) were self-employed and had hawkers where they sold 

assorted groceries; 2 (1.5%) were salespersons while I (0.8%) each were house-worker, 

farmer and teacher. lt was indicated in a study done by MakokJ1a et al (1994 :45) that one 

of the reasons why women do not make use of maternity services is because they can not 

afford the fees for services and transport costs . Similarly, the unemployed women in the 

CLment study cited havin g problems with affording transpor1 costs . 
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Distance from nea1·est health facility 

Distance from nea1·est health facility of 1·espondents (N=== 130) 

Distance (km) Frequency Pe,·cent (4¾,) 

1-8 87 66.9 

9- J 6 28 21 .5 

- - ------ - - -17-24 14 10.8 

>24 I 0.8 

Total 130 100.0 

Data as reflected in table 4.4 above, indicates that majority of the respondents , 87 

(66.9%) stayed at a distance of 1-8 kilometres from the nearest health facility. However 

some respondents stayed far from a health facility ; 28 (21.5%) stayed within 9- l 6 

kilometres, 14 (10.8%) within .17-24 kilometres while 1 (0.8%) stayed more than 24 

kilometres away. The acceptable distance to a health care facility in Malawi is a walking 

distance of 8kilometres (Malawi National Health Plan , l 999-2004:6) meaning that 87 

(66.9%) of the respondents met this distance. 

Tamaona et al (1997:54) found in their study that most women who stayed 6- l0 

I ilometres away from health facilitie delayed to seek perinatal care. Another study by 

lipinge et al ( 1993 :7) found out that 67% of the women in their Ludy were more than 
3 

hours walking distance from the nearest health facility . lt i reported that many women 

with obstetric complications die while try111g to reach a health facil1ty owing to the 

distance that are often too long (Feuerstein, 1993 4 1 ). 
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Item 4.2.8 Means of tr·anspo1t to the nea1·est health facility 

Findings in table 4.5 below indicate the means of transport utilised by respondents to get 

to the nearest health facility. Majority of the respondents , 88 (67 .7%) use slow means of 

transpotiation by walking or using bicycle/oxcart. Other use public transpot1 (25 .3% ) 

or private cars 8 (6 .2%). Only one re pondent (0 .8%) tated that she u es the ambulance. 

Those women who used private cars complained of exorbitant charges especially when 

transport wa used at night. 

This mode of transportation cotTesponds with research findings as tated by Feuerstein 

(1993 :42) in which women are carried by men in hammocks , public bus, animal _ drawn 

caris and less by ambulance. Feuerstein further states that uch travel condition often 

cause deterioration in the woman 's condition reducing her likelihood of reaching the 

ho pita! in reasonable condition . Lack of transportation is featured a a n gative fa tor of 

factors that influence entry into prenatal care (Polit& lJungler, 1995 :109). 

Table 4.5 Means oftranspol't to the nearest heallh facility (N= l30) 

Transport 
Frequency Pe1·cen t (<¼,) -

Walking/bicycle/oxcart 
88 67 .7 

-
I 

Ambulance 
08 

-
Public tran port 

33 2') 1 

--
Pri vate car 

62 

uo 
Total 

100.0 
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SECTION B: JNFORMATION FROM RECORDS 

Jtem 4.2.9 

Table 4.6 

Gestational age ofp.-egnancy on admission 

Gestational age of respondent on admission (N= 130) 

Gestation (weeks) Fr·equency Percent ( 0/4,) 

34 - 36 25 19.2 

-37 - 40 I 05 80.8 

Total 130 100.0 

Table 4.6 reflects that 25 (19.2%) had pre-tem1 labour (34-36 weeks) whi le 105 (80.8%) 

had their labour at term (37-40 weeks). The more pre-term the foetus, the greater the risks 

from Jabour and delivery (Bennett & Brown, 1999:424). Bobak and Jensen (1993 : 1120) 

state that a pre-term infant's survival may be in a compromi ed state since it does not 

possess the growth and development necessary for uncomplicated adjustment to extra­

uterine life. A term infant's organs have matured more than a pre-term infant's putting 

the te,m infant at an advantage, for example, ability to regulate heat (Bennett & Brown, 

1999:668, 688 and 754). 
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Gravidity of the high-risk pregnant 
woman 

38% 

D Primigravida 
Ill Multigravida 

□ Grand-multigravida 

Figure 4.4 Gravidity of the high - risk pregnant woman (N= 130) 

As indicated by fi gure 4.4 above, 39 (30%) of the respondents were primigravida, 49 

(38%) multigravida, that is gravida 2-4, and 42 (32%) grand-multigravida, gravida 5 and 

above. There is a high risk ofcomplications like postpartum haemorrhage, cord prolapse 

and uterine rupture for a woman who has had more than five previous births (Bennett & 

Brown, 1999:214, 255 and Alexander et al , 1997:65). 
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Total 

5 and above 

2 to 4 
[ii Percent(%~ 

1 

0 50 100 150 
L_ _______________________ ---~ 

Figure 4.5 Parity of the high-risk pregnant woman (N= 130) 

Figure 4.5 depicts that 45 (35%) women were primparae, 44 (34%) multiparae and 41 

(31 %) were grand multiparae. High parity predisposes women to postpartum 

haemorrhage because fibrous tissue replaces muscle fibres in the uterus reducing the 

uterus ability to contract. Multiparous women are also prone to complications like cord 

prolapse, malpresentations and cord prolapse (Bennett & Brown, 1999:480, 567). 

Item 4.2.11 Vital signs of the respondents on admission 

This item sought to identify the vital signs of the high-risk pregnant woman on admi sion 

to labour ward. The findings were as shown by tables 4.7, 4.8, 4.9 and figure 4.6 . 
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Table 4.7 Blood pr·essul'e of the high-risk pr·egnant woman on admission (N== 

130) 

Blood pressure Frequency Percent (°/4,) 

90/60 - J 30/80mmHg 124 95.4 

130/90 - 170/ I00mmHg 6 4.6 
- ~ - - --Total 130 100.0 

As reflected in table 4 .7 above 124 (95.4%) women were nonnotensive with blood 

pressure within the range of 90/60 to 130/80 millimetres mercury. Six (4.6%) women had 

mild hypertension with readings between l 30/90mmHg and l 70/1 00mmHg. Churchill 

and Beever (1999:4) state that stillbirth rate has been noted to rise significantly in 

women whose diastolic blood pressure exceeds 90 millimetres mercury. The current 

study differs from Churchill and Beevers in that of the 21 women that had stil!birth, only 

3 were hypertensive with blood pressure readings of 130/90 to 150/ 1 00mmHg. 

Table 4.8 Temperatur·e of the respondents (N= 130) 

Temperature (celsius) Frequency Percent ('½,) 

Less than 35.0 3 2 .3 

-35 .0 - 37.4 103 79 2 

-
37.5 and above 4 -

3 I 

- --Subtotal II 0 84.6 

-Missing 20 15 4 

- -- -
Total (30 100.0 
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According to table 4.8, 3 (2.3%) women were hypothermic with a temperature of 35 

degrees Celsius, J 03 (79.2%) women had normal temperature (between 35-37.5°C) while 

4 (3.1%) women had a raised temperature above 37.5 degrees Celsius (Black & Jacobs, 

1997:236). Twenty (I 5.4%) women's temperatures were not recorded. This was a high 

figure of respondents whose temperature was not recorded making it difficult to 

determine any deviation from normal. Pyrexia is indicative of infection or ketosis, 

(Bennett & Brown, 1999 :416). 

120 -------------, 

100 --- - --------

80 1----------

60 

40 

20 

0 

L-------------- - - _______ _j 

Figure 4.6 Pulse rate of the high-risk pregnant woman on admission (N= 130) 
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As reflected by figure 4.6 above, 12 l (931 %) women had normal pulse rate while 9 

(6 9%) women 's pulse rate was not recorded. Steady pulse rate is an indication that the 

woman is in good condition while pulse rate of more than I 00 beats per minute may be 

indicative of infection (Bennett & Brown, 1999:416). 

TabJe 4.9 Respirntions of the high-l'isk pl'egnant woman on admission 

(N= 130) 

Respil'a tions Fl'equency Pei-cent(%) 

14 - 20 87 66.9 

21 and above 9 6.9 

Subtotal 96 73.8 

Missing 34 26.2 

TotaJ l30 lOO.O 

Table 4.9 depicts that 87 (66.9%) women had normal respirations of between 14 to 
20 

breaths per minute while 9 (6.9%) women hyperventilated. Hyperventilation occurs as a 

result of proge terone affecting the respiratory centre (Bennett & Brown, J 999: 177). 

Some thirty- four (26.2%) women did not have their respirations recorded which was too 

large a number of respondents not to have their respiratory rate checked. 

Item 4.2. 12 Haemoglobin Jevel of l'espondcnts on admission 

This item sought to determine the haemoglobin level of the high-risk pregnant women 
011 

admission to labour ward . Data as hown by table 4 .10 below, reflected that only 7 
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(5 .4%) women had their haemoglobin checked on admission . The results of 4 women 

(3 .1 %) were not yet out on the day of the interv iew. Two women (I .-%) had everc 

anaemia with haemoglobin level below 6 grams per decilitre while one (0 .8%) woman 

had moderate anaemia. One hundred and twenty-three women did not have their 

haemoglobin level checked. This could be partly attributed to the fact that the 

haemoglobin machine for Lilongwe Central Hospital Laborato,y was out of order in the 

month of October and first half of November 2001 . Pregnant women are usually screened 

for anaemia at their first antenatal visit (Bennett & Brown, 1999:291). It is however 

important to check haemoglobin levels considering that 50% of women in developing 

countries are anaemic (Bennett & Brown, 1999:29 1 ) . 

Table 4.10 Haemoglobin level of respondents on admission (N== (30) 

Haemoglobin (g/dl) Frequency Percent(%) 

Not done 123 94.6 

1.2 1 0.8 

3.9 I 0.8 

6.0 I 0.8 

-Results not yet ,n from 4 3. 1 

laboratory 

Total 130 100.0 

-
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Item 4.2.13 Natm·e of the high-,·isk factor 

Findings in table 4.11 below indicate that the mo t common high-risk factors that the 

women presented with were previous caesarean section 27 (20.8%), malpre entation 26 

(20%) and g rand multigravida 25 (19.2%). There were also young primgravida below the 

age of 18 years, 12 (9.2%). A woman who previously had an obstetric operation whereby 

the fetus was extracted through an incision in the abdomina l wall is at a greater ri k of 

uterine rupture, especially if the uterus has been carred twice (Bennett & Brown, 

1999:557). Teenage pregnancies are dangerous especially where mothers are in poor 

health and beyond the reach of good obstetric care (Feuerstein , 1993 : 17). It is further 

stated that there is a rise in maternal mo1tality rates after the fourth delivery (Feuerstein, 

1993: 17). Co rd prolapse and feta l asphyxia are common in malpresentation (Bennett & 

Brown, 1999 :567). 

Table 4.11 Nature of the high-,·isk factor (N= 130) 

High-risk facto,· F,·equency Percent(%) 
Young primgravida < l 8 years 12 9.2 
Pre-eclampsia/ ecJampsia 2 1.5 
Prolonged first stage of labour 10 7.7 
Cepha lope lvic disproportion/ obstructed labour J 5 11 .5 
Haemorrhages (APH and PPH) 6 4.6 

25 -Grand multigravida 19.2 
Previous caesarean section 27 -20.8 

Mal presentation (breech , multiple gestation , 26 20 
transverse I ie) 

-r-- --Other factors (BOH, polio, vacuufll , ruptured uteru ) 7 'i 4 - - 130- r--Total 100.0 
-
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Item 4.2.14 Cervical dilatation on arrival 

Table 4.12 Cervical dilatation ofrespondents 011 an·ival (N= 130) 

Dilatation (cm) F1·equency Percent(%) 

< 4 4 3.1 

5 - 7 70 53.8 

- -8 - 10 53 40.8 

Subtotal 127 97.7 

Not done 3 2 .3 

Total 130 100.0 

According to table 4 .12 above, 4 (3.1 %) women reported in labour with cervical 

dilatation of below 5centimetres. The study c lassifies any woman who reports after 

cervix is 5 centimetres as delayed so 123 (94.6%) women delayed in arrival to labour 

ward (i.e. 70+53= 123). Women's labour should be properly monitored fol lowing the 

recommended partograph to detect normal from abnormal progress in Jabour (Bennett & 

Brown, 1999 :408). Three women (2.3%) did not have their cervical dilatation checked 

because of antepartum haemorrhage that is a contraindication. The four women with 

cervical dilatation less than 5 centimetres were not meant to be included as the tudy 

targeted those who were above 5 centimetres dilated . llowever the re earch as ,stant 

included these women as they had had the cervix dilated at the sallle state for 3 

consecutive readings . Their partograph had already cros ed the a lert line, which , . a ign 

indicating potential danger. According to the management protocol for the partograph , 
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women whose cervical dilatation moves to the 'transfer zone ', the area between the Aleri 

and Action lines, should be transferred (Kwast in Murray, 1994: 15). 

Item 4.2.15 Mode of delivery 

This item sought to determine the mode of delivery of the high-risk pregnant women . 

Findings as shown in table 4. l3 below, indicated that most women 83 (63 .8%) delivered 

by lower uterine segment caesarean section, 27 (20.8%) had spontaneous ve1tex delivery, 

12 (9.2%) had vacuum extraction and 8 (6.2%) bad assisted breech delivery. It was only 

proper for these women to deliver in hospital with the expertise and equipment owinn to 
.::, 

the complications associated with the deliveries (Bennett & Brown, 1999 532, 557). 

Table 4. 13 Mode of delivery (N= 130) 

Mode of delivery Frequency Pe1·cent (%) 

Spontaneous ve,tex delivery 27 20.8 

Lower uterine segment C/S 83 63 .8 

Vacuum extraction 12 9.2 

-Assisted breech delivery 8 6.2 

Total 130 100.0 
~ -- ·- - -~--- -

Item 4.2.16 Personnel ped'onning- delivery 

The results 011 personnel who perfonned delive,y are pre ented 111 table 4 . 14 below 

Midwives performed delivery on 39 (30%) women while the res t 89 (68 .so,0 ) were by 

clinicians/ doctors . However, 2 (1 .5%) women had elf- delivery. One woman stated that 
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she delivered on her own because she could not wait for the 2 midwives on duty who 

were performing other deliveries that time, while the other woman stated that nobody 

came to her assistance when she called that she was in need of help . Feuerstein , 

(J 993 :86) states that the bands that deliver the baby also tend to the mother therefore the 

outcome really depends on the techniques applied , citing puerperal infection and infected 

cord to be the result of dirty and untrained hands . 

Table 4.14 Personnel performing delivery (N= 130) 

Delive1y performed by F1·equency Pe1·cent (%,) 

Self 2 1.5 

Midwife 39 30.0 

Clinician/ doctor 89 68 .5 

Total 130 lOO.O 
I 

Item 4.2.17 Vital signs after delive1y 

This item aimed to determine the vital signs of the high-risk pregnant woman after 

delivery. Findings were as depicted by tables 4 . 15, 4 . 16, 4 . 17 and 4 .18. 

Table 4.15 Blood p1·ess111·e of 1·espondents afte1· delive1y (N= 130) 

-- - -~ 
F1·equency Pe1·cenl (%,) J Blood pressm·e 

80/40mmHg l 0.8 I 

i 
90/60 - l 20/80mmHg 12 94.6 1 

130/90111111Hg and abo ve 4 3.J ' 

Missing 2 l 5 
I I 

Total (30 100.0 ! 
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As depicted by table 4.15, l (0.8%) woman had a blood pressure below normal 

80/40111111Hg, 123 (94.6%) women had normal blood pres ure and 4 (3 . l %) women had 

blood pressure raised between 130/90 and 170/ 100. Bennett and Brown (I 999:596) cite 

the need to continue observ ing blood pressure in pre-eclamptic patients post delivery, as 

there is potential for eclampsia and maternal death. 

1 able 4.16 Temperature of respondents afte1· delivery (N= 130) 

Temperature Frequency Percent(%) 

Below 35.0°C l 0.8 

35 - 37.4°C 94 72.3 

37.5°C and above 15 11 .5 

Subtotal 110 84.6 

Missing 20 15.4 

Total 130 100.0 

Table 4 .16 reflects temperature readings of the respondents after delivery. Results show 

that I (0.8%) woman was hypothermic, 94 (72.3%) women had normal temperature, 15 

(11.5%) women were hyperthermic and 20 (15.4%) women's readings were missing. 

This number of respondents whose temperature was not taken is large and this is risky, as 

onset of infection would not be detected early. Bennett and Brown (1999 :596) state that 

temperature exceeding 37.4 degrees Cchus may be indicative of infection of the genital 

lract or urinary tract, breast engorgement or inflammation within the venous system . 
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Table 4. I 7 Pulse rate of 1·espondents afte1· delive1y 

Pulse rate Frequency Percent 

(%) 

60 - 69 3 2.3 

70 - 79 48 36.9 

80 - 89 67 51 .6 

90 and a bove 2 1.5 

Subtotal ]20 92.3 

Missing JO 7.7 

Total l30 [00.0 

Table 4. 17 sho ws th e pulse rate o f the hig h-risk pregnant women . F indings indicate that 

I 20 (92 .3%) women had normal pulse rate and IO (7. 7%) women had the ir readi nos 
::, 

missi ng meaning that the pulse rate could have been o mitted . A ny tachycardia, especia lly 

when accompanied by a rai sed temperature may be indi cati ve of excessive bleeding or of 

a developing puerperal infection (B ennett & Brown, 1999:596). 

Table 4.18 Respirntions ofrespondents afte1· delive1y (N= 130) 

B1·eaths pe1· minute F1·equency Percent(%) 

16 - 20 83 63 .9 

21 and a bove 18 13.8 

Subtotal IOI --77.7 

·-
Miss in g 29 22.3 

Total )30 [00.0 
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Pbysiologically, the respiratory rate should return to the pre-pregnant level as the 

circulatory haemodilution of pregnancy subsides and with the release of the upward 

pressure on the diaphragm following delivery of the baby. Respiratory rate can be altered 

because of muscular strain, as a response to infection, severe haemon-hage or pulmonary 

embolism (Bennett & Brown, I 999:596). As table 4.18 depicts, 83 (63 . 9%) women had 

normal respirations, 18 (l 3 .8%) women had raised respirations above 20 breaths per 

minute and 29 (22.3%) women 's readings were missing. This number of missing readings 

is equally too large which is dangerous as developing complications could be easily 

missed. 

ltem 4.2.18 Condition of the uterus after· delivery 

Data reflected in table 4. 19 below show that 120 (92 .3%) women had contracted uterus 

after delivery that is normally expected, 2 (1.5%) had the uterus not contracted while 8 

(6.2%) bad the uterus removed . The uterus is supposed to be contracted with minimal 

fresh blood loss after delivery of the placenta (Bennett & Brown, 1999:475). 

Table 4.19 Condition of the uterus after delivery ( = 130) 

Uterns condition Frequency Per·cent (%) 

Contracted 120 92 3 

Not contracted 2 1.5 

-
Uterus removed 8 6.2 

--
Total 130 100.0 
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ltem 4.2.19 Amount of blood loss at delivery 

Table 4.20 Estimated blood loss at delivery 

Blood loss (ml) Frequency Percent(%) 

Less than 250 62 47.7 

250 - 500 61 47.0 

Above 500 7 5.3 

Total 130 lOO.O 

Findings on amount of blood loss at delivery were as depicted in table 4 .20 above. It 

indicate that 62 (47 .7%) women had blood loss less than 250 millilitres and 6 I (47.0%) 

lost 250 - 500 millilitres of blood. Seven (5.3%) women lost more than 500 millilitres 

that is postpartum haemorrhage. Blood loss of 500 millilitres and more should be treated 

as postpartum haemorrhage and this adversely affects the mother 's condition (Bennett & 

Brown, 1999:479). Anaemic women are not able to tolerate blood loss to the same extent 

as healthy women (Feuerstein, l 993 :60). 

Item 4.2.20 Spontaneous delivery of the placenta 

As table 4.21 below reflects , 48 (36. 9%) women delivered their placenta spontaneou I) 

while 82 (63 . l %) did not. The placenta separates from the placental ite due to retraction 

of the uterine muscles, allowing the placenta to descend and be delivered pontaneously 

(Bennett & Brown, 1999:466). 
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Eighty-two (63.1 %) women had manual extraction of the placenta that involves sideways 

slicing movement of the hand to detach the placenta. The placenta is delivered tbroucrh 
0 

the abdominal incision for caesarean section cases (Bennett & Brown , 1999:559). 

Table 4. 21 Delive1y of the placenta (N=I30) 

Spontaneous Delive1y Frequency Percent(%) 

Yes 48 36.9 

No 82 63 . 1 

Total 130 100.0 

Item 4.2.21 State of placenta and membrnnes on examination 

According to table 4 .22 below, all the women l 30 (100%) had their placenta and 

membranes complete. Complete expulsion of placenta and membranes facilitates normal 

involution so that the uterus returns to its pre-pregnant state. It also prevents postpartum 

haemorrhage that occurs with a uterus not contracted when membranes are incomplete 

(Bennett & Brown, J 999:478, 597). 

Table 4.22 State of placenta and membrnnes ( = 130) 

-
State F1·eque11cy Pe,·cent (%,) 

Complete 130 100.0 

Incomplete 0 0 

Total 130 100.0 
- -
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Item 4.2.22 Neonatal outcome 

This item aimed at determining the neonatal outcome in terms of Apgar score at one and 

fi ve minutes. Findings were as shown in table 4.23 below that reflects that 22 ( I 6.9%) 

babies were stillborn while 34 (26.1%) babies had Apgar score below normal 7/ 10. At 5 

minutes, 15 (11 .5%) babies still were below normal while 93 (71 .6%) had Apgar score 

above 7 / 1 0. Bennett and Brown, ( l 999:673) indicate that Apgar score of 711 o to J 0/ Jo 

shows that the baby is in good condition . 

Table 4.23 Apgar score at 1 and 5 minutes (N= 130) 

Score Frequency at 1 Percent(%) F,·equency at 5 Pe,·cent (%) 
minute minutes 

0/ 10 22 16.9 22 16.9 
I / 10-6/ J 0 34 26.1 15 11.5 
7/ J 0 -10/ 1 0 74 57.0 93 -71 .6 
Total 130 100.0 130 -100.0 

-

Item 4.2.23 Condition of baby at birth 

Table 4 .24 presents outcome of babies with low Apgar score. It shows that Io (7. 7%) 

babie were managed for asphyxia, I (0.8%) baby for prematurity while 4 (3 1 % ) bab,e 

were observed for 4 hours before being given to their mother . A baby who has uffered a 

large subdural haemorrhage is likely to have se, ere asphy ia thus the need to manage the 

baby and prevent further complications (Bennett & Brown , I 999:784). 
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Table 4.24 Condition of baby (N= 130) 

Baby alive Frequency Percent (% ) 

Yes 107 82.3 

No 23 17.7 

Asphyxiated 10 7.7 

Treated for prem atur ity 
- --

4 3. 1 

Total 130 100.0 

SECTION C: ANTENATAL CARE, LABOUR AND DELIVERY 

Item 4.2.24 Antenatal care attendance 

Th is item sought to determine the h igh-risk women's antenatal care attendance. Findings 

were as reflected in tables 4.25, 4.26, 4.27 and 4.28 below. 

Table 4.25 A ttended antenatal care (N= 130) 

-
Attended F1·equency Pe1·cent (%) 

Yes 129 99.2 

No l 0.8 

Total 130 100.0 
I I 

Majority 129 (99.2) of women attended antenatal care while only one (0.8%) woman 

never attended antenatal care. It was noted that the woman who did not attend antenatal 

care stayed a distance of 19-24 km from the health facility he al o tarted off for the 

health facility a day after onset of labour, as he had to wait for an o -cart to take her to 

the health facility. Thi re pondenl was among the women that had stillbirth 

The findings in table 4 25 how that mo t women access and u, e antenatal ·cf\ ices In 

the 2000 MDHS, Lilongwe district was found to have 7% Jack of antenatal care 
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attendance as compared to 1 % for Blantyre district (National Statistical Office (Malawi) 

and ORC Macro, 2001: l 05). 

Table 4.26 Facility of antenatal care attendance (N= 130) 

Facility Frequency Percent(%) 

Hospital 28 21.5 

Clinic 98 75.4 

TBA 3 2.3 

Subtotal 129 99.2 

on-attendance I 0.8 

Total 130 100.0 

Table 4.26 reflects that most women 98 (75.4%) attended antenatal care at clinic , 

followed by hospital 28 (21.5%). Three women (2.3%) attended antenatal al a train ed 

TBA. This information tallies with the results of the 2000 MOHS that indicate that 3% of 

the women interviewed attended antenatal care at a TBA (National Statistical Office 

(Malawi) and ORC Macro, 2001 : I 05). 

Table 4.27 Total antenatal care visits (N= 130) 

Number of visits F,·equency Percent(%) 
- ·-

1 - 3 24 18.5 
-

4 - 6 85 6 -.4 

7 and above 19 14.5 

Did not attend I 0.8 

Not indicated I 08 

Total 130 100.0 
-
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Table 4.27 indicates that 1(0.8%) woman did not attend antenatal, 1 (0.8%) woman did 

not indicate how many visits she made, 24 (J 8.4%) women made 1 to 3 visits , while 
104 

(80%) women made 4 visits or more. The findings imply that 80% women who made 
4 

or more antenatal care visits are in line with Malawi 's recommendation that is a 

minimum of 4 visits (National Statistical Office (Malawi) and ORC Macro, 2001 : J 06). 

Table 4.28 Reasons for· not attending antenatal care (N= 130) 

Reason Frequency Percent(%) 

No money to attend I 0.8 

Attended 129 99.2 

Total 130 100.0 

Table 4 .28 indicates the reason why the only woman who did not attend antenatal care a 

she had no money to attend. Smith et al (1996: 126) cited lack of money to cover delivery 

costs as a deten-ing factor for some women to travel to town for healili services . Other 

factors that women could delay or not attend antenatal care include distance, negative 

attitude of health personnel and cultural beliefs like seeking advice from the elders 

(Tarnaona et al , 1997:54; Dey, 1998:7). 
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[tern 4.2.25 Stage of pregnancy at starting antenatal care attendance 

Table 4.29 Stage of pr·egnancy at sta,·t of antenatal cam (N= l30) 

Stage (months) Frequency Pel'Cent ('½,) 

?- 1--

5 3.8 
4 17 13 . l 

~ 

5 30 23 .1 
6 46 35.4 
7 21 16.2 

8 9 6.9 
9 J 0.8 

Subtotal 129 99.2 

Non-attender 1 0.8 

Total 130 100.0 

According to Table 4.29, 5 (3.8%) women made the first antenatal care attendance below 

four months that was within the first trimester. Forty -seven (36 . l %) women made their 

first attendance within 4-5 months of pregnancy (i .e. those that sta11ed at 4 and 5 month ). 

However, delayed attendance was shown by 67 (51 .6%) women who made their fir t 

attendance when the pregnancy was 6-7 months and IO (7. 7%) women who made their 

first visit at 8 months and more. Delayed use of services makes it difficult for the 

optimum benefits of antenatal care to be realised ( ational Statistical Office (Mala\, i) 

and ORC Macro, 2001 : I 07) and to identify risk factors at an early stage of pregnancy. 
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Table 4.30 

-
Problems 

Yes 

No 

Total 

77 

Problems experienced during present pregnancy 

Problems experienced during present p,·egnancy (N= 130) 

Frequency Pe,·cent (%,) 
- --

22 16.9 

108 83. l 

130 100.0 

As depicted in Table 4.30 above, 22 (16. 9%) experienced problems with their pregnancy 

while I 08 (83. J %) women bad no problems at all. 

Table 4.31 Type of problems experienced (N = 130) 

P,·oblem F,·equency Percent(%) 
I 

Malpresen tations 7 5.4 

Malaria 2 1 1.5 

Minor disorders 5 1 3.8 

Vaginal sores l I 0.8 

Swollen feet and heart palpitations 7 1 5.4 
~ 

Subtotal 22 16.9 

No problems experienced 108 83 . 1 

Total 130 100.0 

This item sought to identify the problem expencn ed by the high-risk pr gnanr women. 

As indicated by Table 4.31 , 7 (5.4%) women had malpresentalions as a problem, 2 

( 1.5%) had malaria, 5 (3 .8%) had minor disorders of pregnancy, I (0.8%) had vagmaJ 

sores while 7 (S.4%) complained of heart palpitations and wollen leg Bennett and 

Brown (1999:204-205) cites increa ed proge teronc le,eJ to cause · lugg1 ·h c1rcula11011 
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and affecting some systems leading to minor disorders such as varicose veins, vomiting 

and increased vaginal discharge. 

Item 4.2.27 Informed about high-risk status 

Table 4.32 Informed about high-risk status (N= 130) 

lnfonned Frequency Percent ('¾,) 

Yes 85 65.4 

No 42 32.3 

Subtotal 127 97.7 

Missing 3 2.3 

Total 130 100.0 

Results in Table 4.32 above, indicate that 85 (65.4%) women acknowledged to have been 

informed about their high -risk status while 42 (32 .3%) were not. However, 3 (2.3%) 

women did not indicate whether they were informed or not. Smith et al (J 996: J 26) tate 

that women in Apelo Cruz complained of nothing being explained to them despite 

waiting for so long at the health services in town . In another study by Thom et al 

(1997:52) it was also found that women were not well informed about risk factors and 

danger sig ns during pregnancy and chi Id - birth du e to inefTccti, e ommunicat, on 

channels which was confirn1ed by th,s study , 
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Table 4.33 Jnformation given on high-r·isk status 

Reason Frequency Percent(%) 
Mal presentation 20 15.4 

Previous caesarean section scar 17 13. 1 

First pregnancy and big baby 16 12.3 - - ~- - -Grand emu ltigravuia 14 10.8 

No reason/ in case of problems 10 7.7 

Hypertension 3 2.3 

Previous neonatal deaths 2 1.5 

Epilepsy I 0.8 

No problems 47 36.2 

Total 130 100.0 

Table 4.33 above reflects that the most common information given to women was to 

deliver in hospital since they had malpresentations 20 (15 .4%), previous scar 17 (l . l %), 

first pregnancy and big baby 16 (12.3%) and grand multigravida 14 (10.8%). Ten (7.?%) 

women stated that no reason was given only that they should deliver in hospital in case of 

problems. It is important to give information concerning one 's health a cited in the 

Ape lo Cruz study (Smith et al , 1996: l 26) where women complained that nothing was 

explained to them. 

Item 4.2.28 Pr·evious home deliveries 

This item so ught to determine if the high-risk women had previous home dell\ enes and 

the results were as presented in table 4 .34 and 4.35. 
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Table 4.34 Previous home delivery (N= 130) 

Home delivery Frequency Per·cent (%) 

Yes 31 23 .8 

No 99 76.2 

Total 130 100.0 

According to table 4.34 above, 31 (23.8%) women indicated to have had previous lJome 

deliveries while 99 (76.2%) had never delivered at home. This depicts 76% use of health 

facility for delivery, which is good . Massessa et al (I 990: 17) in a tudy in Tanzania , 

differed from the current study findings in that, they indicated that of the 96% of mothers 

that attended antenatal services at a health facility, only 37% of these mothers delivered 

at a health facility 

Table 4.35 Reasons for previous home deliveries (N= 130) 

Reason for previous home delivel'ies Frequency Percent(%) 
Ignorance, first pregnancy 4 3 .1 

My choice, previous deliverie were 6 4 .6 
normal 

Hospital far 3 2.3 

Labour was at night and precipitate 12 9.2 

Transport problems 4 . I 

Not indicated 2 1.5 

Never delivered at home 99 76. l 

Total 130 100.0 
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Table 4.35 reflects that the majority of high- risk pregnant women, who delivered at 

home, gave the reason being labour starting at night and having been precipitate 12 

(9.2%). Six (4.6%) women stated that the previous deliveries were nonnal that is why 

they delivered at home. Makokha et al (l 994:45) in a study on detenninants of home 

deliveries in Botswana, found the reason to be that some women could not afford 

transport costs to a health facility that often was not accessible by foot, which agrees with 

results of the current study. 

Item 4.2.29 Facility used when labour pains started 

35% 

Facility used when labour pains 
started 

11% 17% 
Stayed at home 

■ Hospital 

□ Clinic 

□ TBA 

----
Figure 4.7 Facility used when labour pains started (N= 130) 

Findings as reflected by figure 4.7 show that 48 (37%) women went to hospital when 

labour started, 46 (35%) went to clinic and 14 (I l %) went to a TBA. Some twenty- two 

(I 7%) women stayed at home before going to any facility for assistance. The findings 
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correspond with study results in Musoma Tanzania (Massessa et al, 1990:17) that 

indicates that of the 96% women who attended antenatal care, 37% delivered at a health 

facility while 18% delivered at a TBA. 

Item 4.2.30 Reasons why TBA refened the high-risk pregnant woman 

According to table 4 .36 below, the TBA referred 7 (5 .4%) women who did not deliver 

after 12 hours , 2 (1 .5%) women who had vaginal bleeding and 1 (0.8%) woman who 

ruptured her uterus . One (0.8%) primigravida was referred immediately on an-iva] for 

being a primigravida. Two (1.5%) women stated that the TBA was reluctant to refer them 

to hospital. 

Table 4.36 Reasons fo,· TBA's refe1Tal (N= 130) 

Frequency -Reason for ,·eferral Percent(%) 

ot delivering after 12 hours 7 54 
- --

Ruptured uterus I 08 

Immediately due to primigravida I -0.8 

Hand was coming out l 0.8 

Vaginal bleeding 2 l.5 

TBA was reluctant to refer me 2 1.5 
- -Subtotal 14 10 

Never went to a TBA 116 89.2 
-

Total 130 100.0 
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Table 4.37 Reasons for choosing TBA (N= 130) 

Reason Fr·equency Per·cent (l¼,) 

Closer to home than health facility 1 1 8.5 
To confirm labour I 0.8 
Night time and closer to home I 0.8 

- -Mother- in-law's choice 1 0.8 
Subtotal 14 10.8 
Never went to TBA 116 89.2 
Total 130 100.0 

Table 4.37 reflects 11 (8.5%) of the 14 women chose the TBA because she was closer to 

them than the health facility. Dey (1998:3) in factors influencing maternal mortality in 

Bangladesh from a gender perspective indicates that about 98% of deliveries take place in 

homes and only 2% in institutions, which differs from the results of this study. 

Item 4.2.31 Onset of labour 

Table 4.38 Onset oflabour· (N= 130) 

- ---r· --

Time labour· pains started Frequency Percent(%) 
1-8 hours before delivery 43 33 . I 

9- J 8 hours before delivery 65 50.0 

19-24 hours before deli very 18 13 8 
- t-

Longer 3 2. 3 

129 -Subtotal 99.2 

Missing I ---,-
0.8 

Total 130 (00.0 - -
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Table 4.38 shows onset of labour as 1-8 hours before delivery in 43 (33 .1%) women, 9-

18 hours before delivery in 65 (50.0%) women and 19-24 hours before delivery in 18 

(13.8%) women. Onset for I (0.8%) woman was missing. Those women that delivered 

19-24 hours after on et of labour, constituted a larger percentage of the respondents, 

which was bad as this indicates prolonged labour. Prolonged labour can lead to keto­

acidosis, hypokalaemia, hypotonia and subsequent postpartum haemorrhage, therefore 

increasing the risk of increased maternal morbidity and mortality (Nolte , 1998:379). 

Item 4.2.32 Time departed for chosen place of delivery 

Table 4.39 Time of departure to chosen place of delivery (N= 130) 

Time of departure Frequency Percent(%) 
Immediately 6 1 46.9 
Walked l -2 hours 28 21 . -
Walked 3-4 hours 13 10.0 
Started off later (6-24 hours) 13 -10.0 
Labour started on the way to hospital I 0.8 
Waiting case in hospital long before labour started 14 10.8 
Total 130 100.0 - -- - -

As Table 4.39 depicts, 61 (46 .9%) women departed immediately for the chosen place of 

delivery. Fourteen (10.8%) women were waitrng ca e · m the ho·pital long before labour 

started . Thirteen (10%) women walked long drstance for 3-4 hour · while 13 (IO%) 

waited for almost 24 hours before starting off for their chosen place of delivery. 
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Item 4.2.33 Decision to start off fo1· the health facility 

Table 4.40 Decision make1· to start off for the health facility 

Decision maker Frequency Percent(%) 

&1f -- - i-- -
92 70.8 

Husband 12 9.2 

TBA I 0.8 

Mother/ father/mother in-law 19 14.6 

Relative/ friend 6 4.6 

Total 130 100.0 

According to Table 4.40 above, 92 (70.8%) women decided on their own, to tart off for 

the health facility. The rest relied on husband, 12 (9.2%), mother/father, 19 (14 .6%) and 

relatives, 6 (4.6%). A study in Machinga, Malawi, found that 54% of women delayed 

seeking perinatal care because they had to seek permission from husbands , or had to wait 

for ad vice from elders and parents before seeking health care (Tamaona et al , 1997 4 ). 

Pender (J 996 :7 J) tate that families (parents or 1blmg ), peers and health care providers 

are the three primary sources of interpersonal influences on health _ promoting 

behaviours citing an example where some cultures may place more emphasis on 

interpersonal influences than others . Thi confirm finding by Tamaona et a l ( 1997 54). 
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Item 4.2.34 Time it took to be attended to at hospital 

Table 4.41 Time it took to be attended to at hospital (N= l30) 

Time taken Fr·equency Per·cent (%) 
'--- - - -- - ----

Within 1 hour I 05 80.8 

I -2 hours 1 I 8 .5 

Longer than 2 hours 13 10.0 

Subtotal 129 99.2 

Missing I 0.8 

Total 130 100.0 

Item 4 .2.34 sought to determine time it took before the high-risk pregnant woman was 

attended to at the hospital. Finding indicate that majority 105 (80. 8%) women were 

attended to witJ1in I hour. Eleven (8 .5%) were attended within l -2 hours while 13 

(10.0%) women were attended after more than 2 hours . lt is impo1tant that clients are 

attended to promptly as they tend to complain if attention is delayed . After waiting for 

lonn hours before attention , women got worried if the children they had left at hom were 
0 

being taken care of( mith et al, 1996 :126). imilarly, the 13 women (10%) that were 

attended to after more than 2 hour in the current study, expressed unhappiness on the 

delay to be attended to. 
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Item 4.2.35 Main ,·eason for· al'l'iving late at hospital 

Table 4.42 Main reason for arTiving late at hospital 

Reason F1·equency 

Waiting for labour to be well established 38 

Delayed by midwife at health centre 23 

Labour was very fast 6 

Ambulance/ transport problems 33 

Delayed at TBA 4 

Waited for it to dawn 5 

Personnal (sicknes , informing friend) 5 
I 

Severe bleeding I I 
I 

Felt that they arrived in time 2 1 

Waiting case in hospital 8 

No electricity at health centre I 

Total 
126 

I 
4 ' 

Missing 
I 

Total 130 I 

Percent ('¼,) 

29.2 

17.7 

4.6 

25.4 

3.l 

3 .8 

3.8 

0 .8 

1.5 

-
6.2 

0.8 

96 9 

-
3.1 

100.0 

As reflected in table 4.42 , mo t cited rea on for arriving late at ho pita! were waiting 

for labour to be well established 38 (29 2%i), ambulance problems 3 (2'i 4%) and 

delayed by midwife at the health centre 23 ( 17 7%) Ilea Ith entre, a first referral level 

is considered the ' cornerstone' of maternal health services and should have Fmergen 

ob tetric care (EOC) within reach of the women who develop complications (Feuerstctn , 
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1993:58). It was surprising to note that 8 (6.2%) women delayed to arTive in labour ward 

despite tbe fact that they were a stone throw away in the hospital's waiting area. 

ITEM 4.2.36 DesCl'iption of cal'e 1·eceived in labour wal'CI 

Table 4.43 Description of care received in labour ward (N= 130) 

Description of care Frequency Pe1·cent (%) 

Well cared for 112 86.2 

Neglected 15 11 .5 

Fair 3 2.3 

Total 130 100.0 

This item sought to determine the description of care received in labour ward and the 

results were as shown in table 4.43 above. One hundred and twelve (86.2%) women 

stated that they were well cared for, 15 (11.5%) neglected while 3 (2.3%) women stated 

that they received fair care. Neglect was interpreted to mean lack of care by the 

midwives, as the respondents stated that they were left on their own without any 

monitoring, and were only attended to when problems had been noted on them. 

4.3 CORRELATJO S 

The next step taken involved cross tabulation of selected nuiables to come out wrth 

correlations. Several variables were tested but only significant findings arc reported 

Dempsey, (1992 :104) tates that correlation tat1stics measures relation between two 

variables often called measure of association The clo er a correlation coefficrent i • to 
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either -1 or + 1, the stronger the relationship is between the variables being studied . 

Correlation of maternal age was made against several variables as presented in table 4.44 

below. 

Table 4.44 Correlations of maternal age against gestation, gravidity, padty, natur·e 

of high-risk status, marital status and educational level attained (N= 130) 

Aspect Maternal age 

Maternal age Pe;rson Correlation 
- - -

1.000 

Gestation Pearson Correlation .179* 

Gravidity Pearson Correlation .396* 

Parity Pearson Correlation .375** 

Nature of high -risk factor Pearson Correlation -.059 

Marital status Pearson Correlation -. I 06 

Educational level attained Pearson -.227 

Correlation 

-* Correlat100 is s1gn1ficant at the 0.0 level (2-tatled). 

** Correlation is significant at 0 .0 I level (2-tailed). 

As reflected in table 4.44: 

• Correlation was significant at the 0.05 level (2-tailcd) for ge talion agamst 

maternal age with a Pearson correlation of 0. 179*. 

• Gravidity against maternal age had significant correlation at the 0.01 level (2-

tailed) with positive Pearson correlation of 0.396** This implied that the less the 
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number of pregnancies, the younger the maternal age and the more the number of 

pregnancies, the older the maternal age. 

• Correlation was significant at the 0 .01 level (2 -tailed) for parity against maternal 

age with a Pearson correlation of 0.375**. This positive correlation means that 

parity and maternal age tend to increa e or decrease together. 

• There was no significance for nature of high-risk factor and m'trital tatus again t 

maternal age. 

• There was significance on educational level attained against maternal age with a 

negative Pearson correlation of - 0.227** . The study found out that the older the 

high-risk pregnant woman , the le educated they were. Brink (2000: 188) tate 

that 'a negative correlation denotes an inver e relation hip and indicates that as 

one variable increases, the other variable decrea es '. 

• Gestation versus infonned about high-risk status had a ign1ficant negative 

Pearson correlation of -199* at 0 .05 level. 

4.4 CONCLUSIO 

This chapter presented the analysis of the data . Raw data was analysed and 

presented a de cripti e statistic of frequency distribution and correlation 

coefficient. There were s1gn1ficant corrcbtion 111 the variable of maternal age 

versus gestation , gravidity, parity and educational level attained . The following 

chapter focuses on : conclusion , recommendations and limitation 
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CHAPTERS 

CONCLUSION, LIMITATIONS AND RECOMMENDATIONS 

5.1 INTRODUCTIO 

The previous chapter dealt with analysis of the data utilizing descriptive tati tic . 

Frequency distributions were produced after processing the data to come out with results 

of the questionnaire administered. Cross tabulations were made to exp res the magnitude 

and direction of association between selected variables using Pearson 's correlation 

coefficient. 

This chapter will focus on conclusions drawn on the study, limitation encountered and 

the sucroested recommendations. 
00 

5.2 PURPOSE OF THE STUDY 

As described in Chapter l , the purpose of this study was to describe factors a sociated 

with delayed admission of high-risk pregnant women to labour ward, Lilongwe Central 

Hospital, Malawi . 

5.3 

onclusions were drawn according to the research obJe live of the · tud as cited 111 

hapter l .4. 
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5.3.1 The first objective was to determine the demographic profile 

o f a high-risk pregnant woman. 

On demographic profile of the high- ri k pregnant women , the study found that 

majority 77 (59%) of the women were of 19-28 years age group and the lea t 

respondents were in the 39-48 years age group, 7 (5%). This tallies with findings 

of a study on factors associated with stillbirths and 24-hour neonatal death in 

Nairobi , Kenya (Obwaka & Ruminjo, 1998 :454) where majority respondents 

were of age 20-29 years 6 - .8 % (n=400). One hundred and twenty (92 .3%) were 

married and J 04 (80%) were of Chewa tribe. 

Majority of the high-ri k pregnant women were lowly educat d or did not have 

any formal education at all. Highest level of education attained wa primary with 

70 respondents (53%). A fairly larger number of women 40 (31 %) had no 

education at all corresponding to the stati tics of the 1999-2004 Malawi ational 

Health Plan that cites 48% women as functionally illiterate. Mo t women were 

not employed 123 (94 .6%). 

The distance from the neare t health facility was 1-8 kilometres of the maJorit , 

87 (66.9%) with walking, bicycle and ox-cart a · the mean · of tran portation 

However, ome re pondent lived far from the ncarc t health facilit , 15 ( 11 6o·o) 

with a distance of J 7-24 kilometres or more. This information tallies with finding· 

from other studies (Feuerstein , 199 :41 , lipingc et al , 1993 :7, Tama na et al , 

1997:54 and Murray, 1996:29). 
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5.3 .2 The second objective aimed to identify the history of the high­

ri s k pregnant woman. 

To conclude, the histo1y of the high-risk pregnant women was : 

On gestational age- majority l 05 (80.8%) delivered at term while 25 

(19.2%) were preterm. A study on pregnancy outcome in elderly 

primgravidae at University of llorin Teaching Hospital, igeria (Anate 

and Akeredolu, 1996:549) found that there were more prete1m deliveries 

19 (15 .8%) in the elderly patient than the younger ones . The e finding 

differed from the current study in that more preterm deliveries occurred in 

the younger age that is , thel 9-28 age group . 

There was slight difference noted in gravidity of the pregnant women with 

primgravida 39 (30%), multigravida 49 (38%) and grand multigravida 42 

(32%). This was the state of affairs with parity as well where the 

respondents ' parity was 45 (r¾) for primpara, 44 (34%) for multipara 

and it was 41 (31 %) for grand multipara . 

Blood pressure was the only vital sign that was recorded fully for all 

respondents. Temperature, pulse rate and respirations were not done in 

some cases accounting for missing data in this item (items 4.11 and 4 17). 

Haemoglobin level on admission wa · done for only 7 (5 4°/o) This tallte 

with finding of a study in a1rob1 , Kenya (Obwaka & Ru111111.10 , 199 : 

455) where 22 of the 400 (5 .5%) mother ' in the stud population had 

known haemoglobin level at the time of delivery. Although haemog lobtn 
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level is an important investigation that contributes to outcome of the 

pregnancy, it was deficient in the current study. 

Most featured high- risk factors were previous caesarean section scar 27 

(20.8%), malpresentations 26 (20%), grand multipara 2 (19.2%) and 

cephalo -pelvic disproportion 15 (1 1.5%). The number of young 

primgravida below 18 years was fairly high as well , 12 (9.2%). 

An extreme number of the respondents 123 (94.6%) delayed as they came 

to labour ward after cervical dilatation more than 5 centimetres . 

There were 107 (82.3%) live babies in the current study with 22 (J 6.9%) 

stillbirths . One baby was a neonatal death 4 hours after delivery making 

the number of dead babies 23 (17.7%). Thi was an appallingly high rate 

of sti I I births. 

5.3.3 The thir'd objective was to: determine the utilization of 

antenatal care during pregnancy. lt was concluded on utd1zation of 

antenatal care that larger number of high-risk pregnant women 129 (99.2%) 

attended antenatal care. Most respondents had antenatal care at the clinic 98 

(75.4%) with 104 (80%) having made 4 or more antenatal visits . Obwaka & 

Ruminjo ( 199 :456) found in their tud 111 airobi , Kenya that poor or no 

antenatal attendance was associated with increased risk in perinatal mortalit 

therefore the value of antenatal clinic attendance cannot be over empha ,1 ed 
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5.3.4 The fourth and la st objective was to: explain factors associated 

with late u tiliza t ion of health facilities. 

It was concluded that the fo !Jowing factors were associated with late utilization of 

health faci lities : 

Outside health facility fa ctors 

Some women preferred to stay at home desp ite the fact that labour had 

started while others were waiting for labo ur to be established . 

Transport was a prob lem uch that there were long distance to cover with 

some pregnan t women walking for 1-2 hours or 3-4 hour . 

Some women were waiting for permission from hu band or fami ly 

members to go to the hospital. This was also trne in a Machinga, Malawi 

study by Tamaona et a l (1997:54) where it was cited that 54% women 

were waiting for their husbands before seeking perinatal care 

Factors within the hospital institu tion 

It was however important to note that 8 (6.2%) women who were waiting 

cases in the waiting area of Lilongwe Central Hospita l delayed to amve in 

the Jabour ward. The women stated that they did not want to tot! for hour 

in labour, as they would admire others who wou ld be delivering. They 

stayed in the waiting area till late so tliat they should deliver 11nmed,ately 

after arrival into labour ward Thi dangerou dee, · 1011 could June a fatal 

outcome in case of problems. 
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Neg ligence in hospital with no regular attendance to the women 's needs 

during Jabour was cited . Fifteen (J 1.5%) women indicated that 
110 

attention was given to them till on ly when there was trouble-shooting and 

a complication had developed 

Poor decision-making by the midwives at the health centre that delayed in 

referra l of some pregnant women to the ho pita!. 

Because of these factors in late utilization of health facilities , 8 (6.2%) 

women bad d1e uteru removed through total abdominal hysterectomy 

(T AH) because the uterus had ruptured in labour. Bennett and Brown, 

(1999:574) state that ruptured uterus (RU) occurs in ca es of high parity, 

obstructed labour and previous caesarean section, and that RU is often 

fatal for the fetus and the mother. This study agrees with the cited 

literature in that d1e outcome for the women that had TAI-I was that they 

all had SB. 

5.4 L lM lTATIONS 

The current tudy had the following limitations: 

• The study wa done at Lilongwe Central llo pita! labour ward , Malawi -0 the 

resu lts are generalised to that population only. 

I 
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Item 30 on seeking TBA assistance was only applicable to 14 (10 .8%) women 

who had sought TBA services otherwise it was not applicable to the rest of the 

respondents. 

5.5 RECOMMENDATIONS 

Recommendations were made bearing in mind that health professionals constitute a part 

of the interpersonal environment which exerts influence on persons throughout their life 

span as stated by Pender (1996:55). 

• In-service education for all midwives at Lilongwe Central Ho pital should be 

done with emphasis on : 

Documentation of all vital signs of pregnant women in maternity to detect 

deviation from normal early, and provide proper treatment promptly. 

Monitoring of high-risk pregnant women in the waiting area should be 

done at scheduled time to prevent complications. 

There is need for District Health Office (OHO) Lilongwe to send 

midwives at the health centres for training or refresher course on Obstetric 

Life Saving Skills to bring them up to date therefore ensuring appropriate 

management and early referral of high-risk cases . 

• Health worker should empower pregnant women through lnforrnat1011, Fducation 

and Communication (IEC) at the antenatal clinic and mass media on matters 

regarding : 



98 

Starting antenatal care early within first trimester to allow enough time for 

monitoring of pregnancy, detection of risk factors and provision of advice. 

Decision making to start off for the health facility so as to prevent 

avoidable complications. This is to cater for the problem of delay while 

waiting for established labour or for the significant others before seeking 

maternal health services. 

Importance of early seeking of maternal health care services when 
111 

labour for early detection of problems, early treatment and reduction m 

maternal morbidity and mortality. Emphasis should be put on signs of 

labour and complications. 

Empowerment of the pregnant women 1s m consideration with the fact 

that: individuals in all their bio -psychosocial complexity interact with the 

environment, progressively transforming the environment and being 

transformed over time (Pender, 1996:55). 

• The author will disseminate findings of the current research to the Principal 

Secretary for Minist1y of Health and Population Lilongwe and advocate that 

Ministry should improve transportation by ensuring that ambulances at the first 

level are functioning and have fuel so as lo be readily available. 

• There is need for the author to conduct further research on delayed admi , 1011 of 

high-risk pregnant women but there should be a control group . The · tudy · hould 

be done in two or more facilities (funds permitting) to compare findmgs and 

determine the magnitude of the problem 
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5.6 CONCLUSJON 

This chapter presented summary of the findings as ought by the objectives of the study. 

It was concluded that antenatal care attendance was good with 99.2% attendance. There 

were problems with the high -risk pregnant women regards decision making as when to 

start off for the health facility when labour commenced accounting for 35 (26.9%) of the 

women who delayed . Reasons for arriving late at hospital were waiting for labour to be 

established, 38 (29.2%), ambulance I transport problems, 33 (25.4%) and delayed by 

midwife at the health centre, 23 (17. 7%). 
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In reply pl~a.Je quqte No, -·· .. .... ······---··-· ·· - ··- - ·-··- - -
Tcle=ms· M . 

o•• · INMED. Lilongwe 
Tclephoae: 789 400 MINISTRY OF HEALTH AND POPULATION 
Fa~: 789 431 

P.O. BOX 30377 . ,. 

~:n:unications should be addressed to: 
ccretary for Health and Population 

CA.PIT AL CITY 
LILONGWB 3 

MALAWJ 

MED 4/36/C 
Mrs. Fannie Kachale 
Lilongwe Central Hospital 
P.O Box 149 
Lilongwe. 

Dear Madam, 

·12 th S eptember, 200 I 

A STUDY ON FACTORS ASSOCIATED WITH DELA YEO ADMISSION 
OF HIGH-RISK PREGNANT WOMEN IN LABOUR TO LILONGWE 

CENTRAL HOSP IT AL 

I am pleased to inform you that the National Health Science Re earch 
Committee at their recent meeting approved the above study propo al which you 
submitted for consideration. 

It is the requirement of the National Health Sciences Re earch Committee 
that you make a J 0% contribution to cover institutional over-head which hould 
be paid before the study tarts to Mini try of Health and Population . 

Your faithfully 

. . Matatiyo 
For: SECRETARY FOR HEALTH & POPULATION 
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REQUEST TO USE NKHOMA 
MISSION HOSPITAL AS SITE FOR 

PILOT STUDY AND PERMIT 



31°' ----------September 2001 
The Director 
Nkhoma Mission Hospital, 
P.O. Box 45 
Nkhoma 
Malawi 

Through: The Director 
Lilongwe Central Hospital 
P.O . Box 149 
Lilongwe 
Malawi 

Dear Sir , 
REQUEST TO USE NKHOMA MISSION HOSPITAL AS A SITE FOR 
RESEARCH STUDY ON FACTORS ASSOCIATED WITH DELAYED 
ADMISSION OF HIGH-RISK PREGNANT WOMEN IN LABOUR TO 
LILONGWE CENTRAL HOSPITAL 

My name is Fannie Kachale and I am currently studying for a Masters in ursing cicnce 
degree at the University of Namibia. I am expected to conduct a research study in 
fulfilment of the programme. 

I write to ask for permission to use your hospital as a pilot study site whose purpose is 10 
determine factors associated with delayed admission of high-risk pregnant women in 
labour. 

A questionnaire will be utilised for data collection. Participants will be high-risk women 
from 4 to 48 hours after delivery depending on the high-risk woman's condition. Their 
responses will be treated with total confidentiality. There are no risks involved in thi 
study. 

Thank you for your cooperation and assistance. 

Yours faithfully, 

~~ 
FANNIE KACHALE (lV1RS) 

PRTNCIPAL INVESTIGATOR 



·r1:1u ( ·,·rr, ~1-1 .•. , . ....... , . ., ,, . , ··-· .. ... The Director 
I .:ifoUJ.:;V~·•.' C.a•Jri.r;J1 I:I,.,,~:viLaj 
P.O. Box 149 
·r n r'f~rc:•m.1114' 
,ll..AJL.11.- /-.., • .J. 'f "I.JI 'P l' . 11.!J 

'.Nkhoma Ho~p.it~t! 
P. 0 . Bo;,<.: 48 
N"lillOAiA 

Jfa,u1k you for· above req~~st. You :.::re most 'l-~~ko:me to N!d:or.na Hospital. But you ha ...... ~ 
not m~ntim1•ixi thi~ d;1!l~ ~-~110.n you ;~?.-!1 b~ r.0'.!.11ing to O!!r 1w;,:,pi!'a!, n.fa,;:, y1:.1u ha~'\"!],; 
r.11,~ntiorwd ah.out fuod and a~~commommon. 

'{ oun; faithfi11ly, 
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APPENDIXC 
3rd 

--------------September 200 I 
The Director 
Lilongwe Central Hospital 
P.O. Box 149 
Lilongwe 
Malawi 

Dear Sir, 

REQUEST TO USE LILONGWE CENTRAL HOSPITAL AS A RE EARCH SITE 
FOR THE RESEARCH ENTITLED "FACTORS ASSOCIATED WITH 
DELA YEO ADMISSION OF HJGH-RISK PREGNANT WOME IN LABOUR 
TO LILONGWE CENTRAL HOSPrTAL 

I am a principal nursing officer at Lilongwe Central Hospital , currently studying for a 
Masters in Nursing Science degree at the University of Namibia. I am expected to 
conduct a research study in fulfilment of the programme and would like to carry out a 
research study on factors associated with delayed admi sion of high -risk pregnant women 
in labour at Lilongwe Central Hospital. 

It is hoped that the findings will be baseline data for improving service to satisfy 
Patients ' needs and reduce the maternal mortality. 

There will be I 00 paiticipants and data will be collected u ing questionnaires En uring 
that identification numbers are u ed and not names of subjects will maintain anonymity. 

The purpose of this letter Sir is to seek pennis ion to use your hospital a a tudy ite. 
Thanking you in anticipation. 

Yours faithfully, 

~ 
FA [E KACIIALE (MR ) 



R.er No.: LCH/ Surg./ 
Tclepho N 

nc I o.: (265) 753 555 
Telefax N . 

. o.. (265) 756 380 

Correspo d, 
H . 0 cnce to be address to: 

Ospital Director 

E-mail· I ·In I · ..L.!" ~t np.org.mw 

REF.NO.LCH/C2/25 

Mrs. F . Kachale 
Lilongwe Central Hospital 
P.O. Box 149 
LILONGWE 

Dear Madam , 

Ml ISTRY OF HEALTH AND POPULATION 
LILO GWE CENTRAL I !OSPITAL 

P. 0. BOX 149 

LILONGWE 
MALAWI 

25 th October 2001 

ferrnission to use Lilongwe Central hospital as a site for Research Study 

Please be informed that permission has been granted for you to conduct your 
research study at Lilongwe Central Hospital. We would be pleased to know 
the results of the study. 

Best wishes 

f LIL;;.~~:~~f;::~~:~:i 
(_, Pt .. N(.IF'-41,., llflS!Nifi HfK r.i1 . ; 

_>.~~~-.,\, C-~~.r 201, . 
anda 
E~ Ml -L.UtUiW'E . 
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Q.ONSENT FORM 

Dear Participant 

A RESEARCH STUDY ON FACTORS ASSOCIATED WITH DELAYED 
ADMISSION OF HIGH-RISK PREGNANT WOMEN J LABOUR TO 
LU.,ONGWE CENTRAL HOSPJT AL 

My name is Fannie Kachale and I am currently studying for a Ma ter in ursing Science 
degree at the University of Namibia. This research study is a requirement for completion 
of the programme. 

The purpose of the research is to determine factor associated with delayed admi ion of 
high -risk pregnant women in Jabour. Although the study will not benefit you directly, it 
wdJ provide baseline data of the problems experienced by high-risk pregnant women in 
labour therefore provide room for improvement. 

Se_nate at the University of Namibia and the Research Unit Technical Committee at the 
Mmistry of Health and population, Li longwe Malawi, have approved the study. 

There are no risks or harm associated with the study. There will be written question that 
you are expected to answer voluntarily by filling in . The researcher or re earch ass 1 tant, 
will assist you to fill in if you are not able to write. The participant is free to withdraw 
consent and discontinue participation at any time without penalty. You ma al o refuse to 
answer any specific questions. 

Identification numbers instead of names will be used on questionnaires to ensure 
a~onymity. The completed questionnaires will be tore~ in a Jocked filling cab111et and 
Wrl! not be shared to any other person without your permission. 

lf you have any questions re lating to the study, ou can contact Fannie Kachale at 
Lilongwe Central Hospital, P.O. Box 149, Lilongwe or at phone numbers 753555(offi e) 
and 794017(home). 
-- --- -------------------------------------------------------------------------------------------------------
I, (the participant) have read the information above an~ I am atisficd with the 
information given . I agree to pai1icipale 111 tlw tudy, real,srng that l mn y \\lthdraw at 
anytime without any penalty. I agree t/1at the data gathered for thrs study may be 
published provided that lam not rdentifinble 

Participant--------- _______________________ --------- Date ------------

Researcher--- __ ________ ________________ ____________ Date ------------

Or Research Ass is tan t--------------------------- Date ------------



£..ONSENT FORM 

Dear Participant 

AD
A RESEARCH STUDY ON FACTORS ASSOCIATED WITH DELAYED 

MISSION OF HIGH-RISK PREGNANT WOMEN l LABOUR TO 
LU,ONGWE CENTRAL HOSPITAL 

My name is Fannie Kachale and I am cun-ently studying for a Master in ursing cience 
degree at the University of Namibia. This research tudy is a requirement for completion 
of the programme. 

T_he purpose of the research is to determine factors associated with delayed admission of 
hi_gh-risk pregnant women in labour. Although the study will not benefit you directly, it 
will provide baseline data of the problems experienced by high-risk pregnant women in 
labour therefore provide room for improvement. 

e_n~te at the University of amibia and the Research Unit Technical Committee at the 
Mm is try of Health and population , Lilongwe Malawi, have approved the study 

There are no risks or harm associated with the tudy. There will be written que · t1ons tliat 
Y~u are expected to answer voluntarily by filling in . The researcher or re earch as istants 
will assist you to fill in if you are not able to write. The participant I fi-ee to withdraw 
consent and discontinue paiticipation at any time without penalty. You may al o refuse to 
answer any specific questions . 

Identification numbers instead of names will be used on questionnaire to ensure 
a~onymity. The completed questionnaires will be stored i~, a locked filling cabinet and 
w,11 not be shared to any otl,er person without your perm1ss10n . 

lf_ you have any questions relating to the study, you can contact Fannie Kachale at 
LJ!ongwe Central Hospital, P.O. Box 149, Lilongwe or at phone number 753555(office) 
and 794017(bome). 

I the undersioned have read the above 1nforrnation and understand 11 fully I wish my 
daughter to p:rticipate in the study realising tha~ she may withdraw at anyt11nc witho~t 
any penalty. I agree that the data gathered for thi study may be published pro\ 1dcd my 

daughter is not identifiable. 

Guard 1'an , · tu ------------------------- Date -------------------s s1gna re ----------------------

Researcher/ Research Assistant----------------------------------- Date --------------------
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QA]:g ______________ _______ ________ _ 
CODE--------------------

.QUESTIONNAIRE FOR DATA COLLECTION 

fioR USE BY INTERVIEWEE 

§..ECTION A: PERSONAL BACKGROUND 

This section covers questions concerning your background. Please indicate your an \\ er with 
a tick in the box or write in the space provided where applicable. 

I . What is your age? 

18years and below 
19- 28 
29- 38 
39- 48 
49 and older 

2. What is your marital status? 
Married 
Single 
Divorced 
Other, speci (y -----------------------------

3. What is your ethnic background? 

Chewa 
Yao 
Tumbuka 
Other, specif)' 



4. What is your religion? 
Christian 
Hindu 
Muslim 
Jehovah's Witness 
Other, specify -----------------------

5. What is the highest level of education that you altained? 
one 

Primary certificate 
Junior certificate 
Senior certificate 
Higher , specify 

6. What type of occupation do you have? 

Unemployed 
Employed 
If employed , stale the profession ........ . .. ....... . .... . ........ . .. . 

7. How far do you slay from the nearest health facility '> { ff the patient doe not l,.no\\ 
the distance. ask for Lime of walking 51,.m/hour} 

1 -8kilometres (km) 
9 - 16km 
17- 24km 
more than 24km 

8. Hov,, do you gel to the nearest health facility '? 
Walking 
Car 
Public transport 
0th er. peci(v--------------------------------



[!OR USE BY JNTERVTEWER 

SECTION B 

The researcher will identify the following information from the subject's records: 

9. Gestational age of the pregnancy. 
-------------------------------------------- ,veeks 

] 0. Gravida Parity 

11. Slate the vital igns of the hrgh-nsk pregnant" oman on ad1111ss1on 

12. State the haemoglobin level on admission----------------------g% 

otdone 

13. What was the nature of the high-risk. factor? 

Preeclamps1a/Eclampsia 
Antepar1um haemorrhage 
Multiple gestation 
Grandemulligravida 
Previous caesarean section/Uterus repair 
Young Prirnigrm ida < 18 years 
0 tl, er, specify --------------------------------------

Blood 
pressure 
temperature 
Pulse rate 
respirations 

14. late the cervical dilatation of the high-nsJ... pregnant "oman on tum al lo Lllon •we 
Central Hospital labour"' ard. 
----------------------------------------------- cen t1 ,net re · 



IS . Outcome of the pregnancy 
Maternal outcome 

Mode of delivery 

Spontaneous vertex delivery 
Lower uterine segment caesarean section 
Vacuum extraction 
Assisted Breech Delivery 
Other, specif)· 

16. Delivery performed b ,y: 
Self delivery 
Midwife 
Clinician/Doctor 

17. State the vital signs after delivery. 

18. What was the condition of the uterus afler deli, ery? 

contracted 
ot contracted 

19. What was the amount of estimated blood Joss at deli ve1y? 
---------------------------------------------mi II il it re 

20 . Was the placenta delivered spontaneously? 

If no, sp eci £)'-----------------------------------------------------

Blood 
pressure 
Te111perature 
Pulse rate 
Respirations 



22. 

21. i. 
On examination, what was lhe stale of placenta a11d membranes? 

11. If incomplete, evacuation done 

eonataJ outcome 
i. Apgar score 

/ Yes 
I o 

1 
minute 

mmutes 

ii . If low Apgar score { 5/1 O or <}, state the outcome ------------------------------------
------------------------------------------------------------------------------------------------
--------------------------------------

23. Baby aJi,·e 

~ USE BY INTERVIEWEE 

~CTION C: A TENATAL CARE, LABOUR & DELIVERY 

Please indicate your answer with a tick in t11e box or ,rnte in the space pro1·ided ,,here 
appJ icable. 

24. i. 

11 , 

Did you attend antenatal care? 

lfye , where 
I Iosp1tal 
Clinic 
TBA 



iii . If yes, ho w many antenatal visits did you make? 
- --------------------------------------------------------

I v. 1f no, state the reasons why yo u did not attend antenatal ca re -------------------------
--- ---------------------------------------------------------------------------... -------- ... ------
--- ---------------------------------------------------------------.. ---------------------------

25
· At how many months of pregnancy did you start attending antenatal care? 
----------------------------------------------------------------------------------------

26. i. Did you experience any pro blems during this pregmu1cy? 

/ Yes 

I O I 
ll . T f yes, ex plain----------------------------------------------------------------------------

----------------------------------------------------------------------------------------------
---------------------------------------------.. -------------------------------------.... ---------
----------------

27. 1. Were you informed about yo ur high-risk status during your antenatal , is its? 
/ Yes / 
I o I 

11 . If yes, what information was given to yo u ------------------------------------------
--------------------------------------------------------------------------.. -------------------
----------------------------------------------------------------------------------------------

28. I. Have yo u e, er had a home deli I ery'1 

11 · If yes. sla te the reason for your decision --------------------------------------------
--------------------------------------------------------- --------------
------------------------------------------------------- -.. ----



3 I . 

32. 

30 

29. 
Where did you go when your labour pains commenced ? 

Staved at home 
Hospital 
Clrnic 

I TBA 

If You went lo a TBA 

I. 
Did she refer you to the hospital and why------------------------------------------------

ii. 

-------------------------------------------------------------------------------------------
-----------------------------------------------------------------------------------------------

----------

Why did you cl10ose a TBA to attend to you--------------------------------------------
----------------------------------------------------------------------------------------- ... ---

----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

This section deals with your care during Jabour. Please indicate your an wer \\ith 
a tick in the box or w1ite in the space pro , ided where applicable. 

What time did your labour pains commence'/ 

1 1-Bhours before delilery I 

9- J 8hours before deli, erv 
l 9-24hours before delirn1y 

. More/ long_er . 

When did you depart from your house to your chosen place of del11 er, ·'1 

---- ·-Immediately 
Walked 1-2hours 
Walked 3-4hours 

0th er, specif\.---------------------------------------------------------------------

I 



35 

33 , 

Who made the decision for yo u to start off for I.he hospital? 

Self 
H usband 

Other, specify -------------------------------------------

When you arrived at Lilongwe Central Hospital. how long did it take 
before your first anention by a midwife. clinical officer or doctor'' 

Within l hour 
1-2 hours 

Lonaer than 2 hours 

§ 

I 

-

What Was the main reason for arriving at the hospital late? 
... ------------------------------------------------------------------------ ... ------------------------------
.. ------------------------------------------.. ------------------------------------------------------------
--------------------------------------------------------------------------------------.. -----------------

1-Iow can you describe the care that you received in labour wru·d '? 
--------- ----------------------------------------------------------------------------------------
-------------------------------------------------------------------------------------------------------
-------- -----------------------------------------------------------------------------------
------------------------------------------------- ... -----------------------------------------------
--------------------------------------
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