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The tr-ue physician is all educator. He r ecogn iaes his r'es pons ib iLi t.y , not

only to l.he si ck ,:ho ar'o under- his direct; <:an~ bill. n l s o 1.0 the communiI.y

t n wh j ch he 1 ives . H(~ s l.ands II guanli_an of both physical and mor-a]

hea l l.h, It_ is h is cnrlr->avor IIOt. only 1.0 Leach ri gh t methods for the

t rea tment of the sick, but 1.0 encourage r igh t habits of living, and too

spr-ead knowledge of Light pri nc ip 1es .

Educat ion in heal th pr-inciples was never more needed than now. It

demands attention of all who have [It hear t. the well-being of their felJ ow

1IIen. Ily right .i ns t ruc t ion OIH~ oan do much 1.0 CfHTf!Ct: evils that at-e

work ing untold harm. The (lilly hope of 1)(:~LLeT things is in the education

of the people In right: principles. Unhea l l.hy cond it ions should be

changed, wrong habi I.s CntTP,:Lpd, UH'!lJ nn l.ure IS tIJ Iw as s is l erl j n her

e f'f'ort t.o expel inu.ur i ties (HId 1.0 r-p---pst.ahlish ri gh L conrli t ious in the

system.
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s U ~1 ~1 A R Y

The study was car ri ed ou l Fiom SepLeml)f"" 19B7 to May 198B 10 three

sub+ l ooa t i ons of Asemho ].OC<J\:iOIl, S iava Dis Lr ict, Kenva , The object of

t.he s Ludy was I.o de t.nrm ine ilw pel-illata! mo rta liLy ia t e o f t.he area and

tlfd:p.rndmmls of peri na t.al p r obl ems .

The study was a desclipt.ive, PJ"(I,.;ppctiVr) s l.udy of ['ecruiled pr-egnant.

women who me t inclusion crit.eri.a . Af't.er: r-er.rui Lment., the study cases

Fol l owed up unt.jl Lhey II! d i VI:) I'ed, 1.1ien, a specially pr epar ed

questionnaire \.,8S admi n is t.e.red to those who had bad a deliver-yo A t.o+a 1

of' 431 pregnanf women \vel"C recruited, and only 421'; women had de li ver'ed by

the end of thp study period. The perinatal mortality rate found after

ana l ys i s was 55.7 per' 1000 bi r Lhs . This rul.e was Lower than t.he national

average of 1~)87 ea t ima t.e d <:11 n5.~~ pf~r lOOO bi r t.hs , Some of the factors

found to he s igni li caul.Ly tela l.r«] t.o pe rina l a l mo rl.n ljLy werc au l.ena l.al

care attendance, place of delivery, ienglh of active labour,

compli ca t ions dur ing l abour, number or i.nf'an l.s born fr-om a s ing le

J)J'(~lrllaIlCY, mat.erna 1 "lid pet t prnn 1 educal. ion, pa t.r-rna l uccupa lion, age at

fi rs l; pn~!{nmH:Y, matpJ'nFl 1 ;')f~f~, smoki n81 n pl'e}~nancy , parity, use of

malar-ia chemopropliyLaxi.s and know ledge , a l.Li l.udes and praclices of t.he

It. \"HS concluded I'rom l.hi s study that both medical and norr-med leal

measures cou l d be applied t.ngethcl-, if any success is to be achieved in
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l ower ing P~1R. Th is is bP.(:i:lUSf-~ 0 f some Fact.ors wou ld need purely medical

and c l inlcaJint.er'vent.ioIls wh il e o l.her s would IH:!(!d non-medi ca I measures.

Recommendati ons made wer-e no l, spec i I ic , but included broad areas such as

hea:Ith education ]11 respect. to t im ing and targe ti ng , community

participation, i,;tersectnraJ co Llahotat. ion , good .i nf'o rma t i on system w'i Lh

emphas is on data JIlc-magf~lIIe"L and d is orm ina l iou and eI'I'ec t.i.ve Surveillance

Syslem. Ot.he r ar eas n~c()JllJnended were m<1Il--pnWpr deve l opmen t and training

of pers onne l r elevau l. 1-.0 rural areus . Areas of f'ur l.he r r es earch wer e

menlioned wi lh emphas i s to approp r i at.e l.echno I og ies that can be easi Iv

adapt-eft for use i n rural areas .
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CHAPTER 1

INTRODUCTION

1.1 Problem Statement:

Very Li ttle IS ava il ab le in the way of documen l.erl statistics on

per inatal the rural areas of !{enya.

available data is f r orn s e l ec l.erl gJ"(_lllP~:; and n()t typical

Although

of the

general popu13tinn, it: mav indicate t rends within the country.

Popul a l.i 011 dat.a nnper' ilia l.a l morl.ali l.y in 11105L communi Lies are

not ava iLabl e . Accurate perinatal da t a collected from di ff'er ent

comnnnri Lies woulrl he l p 10 identify the s hort.coming of maten181

and ch il d heo I t h Cr.-1GB) s e rv ice deli very In the community

concerned. Duri ng he r childhood, the inves t iga tor no Liced that

there wer e ",;lilY infants Lha t were dv ing in the perinatal period

in l.h is conunun i t.y. The pas L ob se rva t.i ons and experiences led to

t.he .inves Liga tion of pe rina t.a l mor t.a.l i tv rate (PMH) and i I.s

de l.e rm inan Is.

Foetal wasIClg!.' f'fT!·jvcd !:()"'I'ar'~d.ivf-dy l i t l. l e a l.t.en li on , un lil

qui I.e recent 1y lJf~!:(IUSF! Lhe ma i.ern i t y and child welfare services

were preoccupied \v:i I.h the PI.'11]) 1 ,!i!l of mat.erna I and infan L

mori.a l it.v. Th« d(lJlgr~,"S of s eps j shave rf,n:at Ly been reduced due

1.0 advances in tn-~allll(:!IlI., l Iu-re I'ore , .ma l.er na l morl.a li i.y r a te has

fall en cons ider ab Iv . Similarly infant modality used to be

dom inate.I by dl-:!<llhs f'rom infed.lo!l, usua.l Ly after' the neonat.aI

Il(~r·if)d. other' Lhnn

inf'nc t i ons have r e ln LiveLy illcreased.
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Such trends have caus ed a tl eu l.j ou h) he focussed .i ncr-eas ing Ly Oil

deat.h of unhorn or new lv born hab ie s and led naturally to t.he

concept. of pe r i nal.al mort.nLi l.v . This concept depends on the

fact tha t 1I10st infant 1,,110 d ie dur ing the e arl y neonatal per i od

do so as the d i r'eeL o r: j ndi rerL cons equeucc of f'act.ors l.ha t I"en:

present !Jefore or rluri ng birth.

The peri na t aI 1JI00·tidiLy rate, as used III this d is ser Lat.i.on r.s

def ined as l.he numbe r () f foetal dea l.h« occur ing at 2B weeks or

lI1()rT~of r£est.nllon (slill·-bir-i;hs) and de a l.h of live born infants

occuringlll Ill!' Li r s t. I"eek a f t e r birth (f'~arly neonatal deaths)

pe r 1000 li ve and s liI l h i rLhs (Iolill b irl.hs ) en).

Whih~ it i.s Lrue Lhot pe ri ua t a l 1II0d.!11ity Jssue cannot be

isolat.ed frolll allY elf the! IH~(l11 h ma I. l.e rs , i I. 1<":' equa l l y t.rue U13t.- ..~

it. can, and ought: to Lw 1ClO!' ed af. d i SP;lSS iona t e ly if its t rue

1.0 ;-1IId i III en InIi oual In

impr ovemen+ C) f hr-al i h j s no I. 1.1) he 1os L . With more re(}]ist.ic

p l ann ing of bol h human se t.l.Lemen l S and l.ho servi ces f'o r hea lt.h ,

many peri na tal prob lems ('ould !H! minimiz ed and much human

Sf.a l.j s Li ca If~lld 10 lump fogef.lwr- infant. mortality

ra l.e s wi l.h I.hC)Sf~ or per'illnl,l! pe riod . Marked d:isparitiesill

peri na t a l s l.a lis t ics exist. between nations, he tween areas within

same nalioll and between areas of a given d is t r ic t,

Lher-ef'or-e, l.he ac+ua l perinatal mortality rat.e is not known,

espec ie ll y so, for r ura l areas U~2). lbe scanty dal.a t.hat

exist.s is mostly hospital based and there is lach of
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comprehens i ve daLJ fr()1Il lhr: CIlIlIJIIlmi l.y (5) . These are lloL

r epr es en tal j ve of t he gellf~nd popu I ;11,ion due 1.0 select ive nature

of the hosj.i [;-11 [,,-II j c~nl.s .

~Inst deaths nCf:IW in}{ J Il l.he per ina l.n l period are caused by

compl i.ca t-i ons of pregnancy and ch il d+b irt.h and are as s uch

worlrl has reached perinal_al

mor t a litv r ai.e of about 20 per' 1000 and helm", (70), whereas most

devc l op iug coun l ri es ar e III the r ange or' 50 per 1000 b ir t.hs and

ahov« (2, GG, 70 , H~J, lOB) . Per-ina l.a I iuor l.al i l.y j s lhe r'e f'ore

for r eIi able hase l ine so l.ha t f'u tur'e t r ends alJd

interven l.i.on pn)lrnmlllJ(-~Scall be eva lua l.er] .

F'e r inat.a l mo r t.n l i l.y n~prf'selJt OIH~ of t h« major health prob l.ems

I oday , both III dpv(' I np(~d anrl dr!v,-' I ()l'illlJ «ountr j ()s. II IS <111

expr es e r ou of L1lP r-x t.on l o f pr'p}(Il<Jllf:y wastage CIS well as UlP

qua l i t:y and quan+ i I Y of hea l l.h car-e to the mo t.he r and newborn

in I'an l. (lOO).

~lnny f'ar-Lois nn' known t() be m;sociaLed w i ~II peri na t a l mor LaliLy

and mo rb i l iI~'.
. ,

are s orn.o+eoononu C status, age, height,

gravi Ly and pari l.y of' l hr: the 1II01ller (14,B7,90,~m,lOO,]06,108).
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Ot.hei f'ac l.ors i.nc l ude pr'ev ious r eprcduc ti.ve history, health

sLa l.us , nu t ri Li on of U)(·~ moLher, Bcnet.ic factors, Lhe quality

and quan lit.y of prerra l.al, int.r apar t.um and neonatal care, bi rt.h

weight ilIHI gf~SI.a t. i. una 1. of the in f'an t

(l, 2(;.3~), 42, liS, !l4, 95,100,1(4).

Porinal.al dea l.hs ar.coun I. for' the l,u'Bes t proportion of Ihe

and t.rag icaI l v high r a l.e of inf'an l. mor La l iLy , They

m'c c l os e ly J inkud w i l.h Uw porn l)f~;'lll h and nutritional s l.a tus

or the 11I0 l.he r and w i Lh Lh(-! comp li ca l. ions of pregnancy and

chi l db i I.'UI, tn par ti cul ar t.hos e due to umegu lat.ed f'ert il .i Ly ,

They ar o also misocinLed I"i 1:.11lcllv hirl.h we.i gh l., whi ch 1S ho l.h an

indicator or t.hp. health or l.hr: mo t.he r before and duri ng

pr-egnancy ami a means or l'n~dictjlll~ LIIP immediate hea l.t.h of the

child and Hs deve lopmenl. in tile lonp; h~nll(104).

occur III pr-ri na t.aI IJPI-jod (13). Th(-~perina t a I pe r iod is oue of

most. vu l m-rab l e pr- ri ocls of life. 111 many developing;

coun t ries , flH'~ I.nJP (~x1.(~nl. or IH~lirmt.;.ll pr ob I ems IS not known

due to UfH:ier'-n'po['l.in[{ ancl l ack of s er vi ces (50,71). It is

t.he r e f'o r e difficult 1.0 plan and provide services t.ha l: wi l I

1-~·dllCf~ po r i ua l al l)I'ol,]I'~lI1s llJ IIw (11)8(:'1)('(' (If re.li.ab l e da t.a (:1).

Large numhe rs of' p reguancv was I age con li nue to occur ill many

countries of Africa (2). Wi t.h a ta l l In maternal morl.ality,

pel'in::ltal morl.a I i l.y h21S assumed importance J.n the

evaluation of p regnancy outcome (107).
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About. 4-5 pI'" 1000 newb o rn inFan l.s wil.h r'()n!~eni tal anoma l ies d ie

in the pe r ina LOl 1 pe ri ovl urn and l.hi s var ies from place to

place. The deal hs are callsf·~d by comp l ica l.Lons of pr egnancy and

chi ldb ir+h and some can t.IH~J"efon~ be prevent ed (97). ~Iore than

5 mi l l ion .i nf'an l.s .i n the wo rld d i e hef'ore reachi ng their 7th day

and about. 80?--~of these are in de vel oping coun t r i es (15).

About 20?& of l.h« WOnH'1l III n"'HI ;ll"C"'S of Kenya de l iver in heal l.h

f'ac i lities and it 1S not; c lear \"hethel- the remaining 80?o are

be tl.e.r or wo r s e wi l.h n"g;,u'd1:; to pe ri na l.a l mo rl.a l i l.y (~)8). BO~~

of deli vel t es OI.;cUI-i n rut-a) ar-eas (16) therefore perinatal

mort a l il.y r a l.es r n t1wse m-e;\s cnuld ac l.ual l y be higher' t han

wha t is be ing s hown by ho sp i t a l bas eel s t.ud i es • In most rural

ar cns !.lIP 1"f'[>O,.tiI11£ or neoua l nI d(~aLh is no L usually done due to

cultural probl ems , even when U'f:-~ Jaw requ ir-es i t . Sometimes jL

is avo i dr-d 10 "'''IITllI7.£-' l l»: ;,d",illisI.J·;lI.ivc pl'ocpdun~f~ of df>cllh

reg is t r a tion anrl cwcjuisi t.iUI1 of ce r t.Lf ica t e disposal.

'l'r'a i ned pers onne l and r es ource-s ar e scarce In rural areas of

Kenya, there Fore , i L .IS lu-It e r t o concentrate the available

res ources Oil "'(x.;;!. spec:ifi<: WId crfl·~ctive s e rv ices , to do l.his ,

one needs ie l iah le (1;11.3.

1n must.

developing coun t r ies IS tn lower ma lerna 1 and ch il dhood

morbi.d i t.y and 11If.ir I.ill it-.y. Acl.i.oll prof~t'ammps 1.0 t hi s end mus t be

based on va li d da t a , ho l.h 1.0 reveal cr iti.ca l areas f'or: action

and to provide a proper bnsi s fot· cva l ua li on .

Pr-ecorrcep t iona l f'ac t or s and r-ond i ti ons a r i s ing during pr-egnancy,
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parLur i Lion <"H' early neonatal per-iod may infl uence pe ri nal.a I

mot: tal j t y , the heal l.h of t.he newb o r n nile! even development of the

child. Impro ved heal th care rel evant. l.o t.he peri na t.a l peri od

can pr'omoLe be tLc-r hea l Lh Lhr-oughou+ the wo rI d (108).

Stalldanls of tua l.e rn.i l.y have Lher e Fore , ma t er na l

deaths can no Inll!~er' be used as a sensitive index of the quality

of ma l.e rnal and chi l d heal I.h care , hu l. pe rina ta I mor ta l i t.y r ai.e

J.S S til] and sensit.ive index (198). It IS

appropri at e s tnr:e pn~[{llanr.:y ('an~ r s IH'.illl~ a imed at .impr-ov ing the

prospects for the foetus, good foetal care implies good maternal

caro . Per i nan l.aI probl ems nre clearly complex with lTIany

inter-relaljllg factors, some specific to cert.ain countries, with

more 1':i8),:5 .in devel()pi.llf~ coun l.rics , Accurate knowledge of the

ex len+ of I.he problem IS essf'nl:ial hefon~ priorities can be

assigned, p);'1I1S "liidl~ and rllvLhnds For imp lcmen l.a li on recommended.

A WHO Expert Cnlllmi\.tep (lon) t.he statistical

'inf'orma ti on avu i lah l e I'r om d i ffcrr~lll part.s of l.he world ami

much infonll:'ll.ion, DlJd for

s l.audardi z cd .1"1.,, <lIld mark Slltt~r~~;l.iom; For i.",pn)v:i.nf~ per i na l.al

repod:ing. It. 1S heC{)",i.nf~ increas ing l v pos s i.bLe to pr ed i ct.,

prior' I"t> b i r l.h , whi r-l: inf'an l.s w il l bl-':-II. high risk duri ng the

first \Vr~e1, of Iif'o . Thes e r isk Fnr.Lo rs d i ff cr from ar ea to ar ea

at hnme. One of the llIaJor

in rura J Kenya,

facts underlying

and wh i 1 (~ III hl'r's l)(-,c()11!(~ IInd",'1 y i Ill'; f'no l or'S in d i Ff'er en! n~lri.onc~,

they are ass oc iat eel f'ac t ors 111 o l he r regions (l08).

Lil.t.l e is known ab ou l. l.ho fate of pn~f~nal1l women
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perinatal events is t.hat women who have had one un Favour ab Le

out come of prelfnancy ar e prone to have a con ti nu ing r epe ti.t ive

unfavouraGle palt-ern (JOO). Thus, t.he iden t if ica t i.on of high

risk women and piov id ing t.hern w it.h speo ia I care is essential.

Pre~l1allcy outcomes hay!': lC)Il!r been used in some coun t.ri es to

measure the qua li ty of med icaI care for mothers and infants and

to e vaI ua t.e oVFT;111 heal t.h and s oci ,,1.1 {JI"ogn-lnlmes (107). Lack of

re l iab l e data C;:IIlJlOt. a l l ow I.his l o happen in rur-al. areas, whe r e

in l.erven ti ons used ate models usi ng s t.ati st ics and experi ences

from other r eg.i ons or urban cent.r es . Mnst hospitals In Kenya

ar e r"eferTal and t.her ef'or e deal wit h s elec l.ed patients who are

already (It high r isk , They also en.j oy U1P. use of modern

l.echno l ogi es and l.hen~rot:-e have speci.a li s ed C,\l-C fOI~ neonates 111

t.he pe r inat.a l per iod . Nos t sLud ies done r n hospital exanuue

live-b:i.r!hs then calculate pe ri na i.al deaths f'r om l.hes e r ecords

wi i.hou t considering UH~ still. births, thus perinalalmortalil.y

r a l.es ane no l. l.r ue f'iRun:s ill Lhe ;-l/.>S!:'I1Cf' of s l.Ll l+b i r l hs . The-y

do not. connider births cwcuring outside hospitals and also

deaths Lh;'t! c)CCI.II" ;lftr:r- F'iH-1y d.isr-ltiHT:f' f'rom hos pi L(11.

St.udy done; In T81l7.811ia (lD) gave perinatal mortality rat.e at:

:37.Q per- JOOO bi rt hs , bu l. l.lu- nu l.ho r SUI£Rc'stcd l ha l., it. was ,111

under-es t.ima t e due 1.0 early discharge of pa t ien t s , because more

deat.hs cou l d hav« n(:(,UJ-f,~d HI. hoiuo . ',\ s Ludy done In Nairobi on

early p~m (G:,n found out l.ha l. the mortality in 24 hour-s after

birth was :~!).f:;P(~t- 1000 bi r l hs , and s l.il I bir l.h rate' of 23.3?~,

t.h is l"'clS an urban s t udy rlonr: in lUnl. Tho s t i] l+b ir th rate ill
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l.hi s s Iudv was nearI y t.wi.ce Ihal. of Eng land and WaJes in 1970

It also found t ha t early r~m was 45 per JOOO birlhs

among t.eanaue mot.her s , ther-eI'ore maternal age appears to be

From lhe first 'Nairohi

birth Survey' study (Gt). the aut.hor r ecommended that. a

per-inatal s l.udy should be done in nwaJ conuuun it.y ,

Accor d.ing to study done between 1!176-1~)77 by .Johnsl.one (4r3) to

ta I FNR at Kenvat.I.a Nat iona l Jlospi tal h'ClS about 100 per 1000

births. Th is high foal f~ \\1<15 a tt r ibuted 1.0 high ri sk nature of

caseS which are select.ively booked for deJivery. Premat.urity

was the Ieadi g caus e of peri nat.aI loss and most: of these we.r e

unbooked pat .ien t.s . The s Iudv found out that malaria was the

most: COIJIIIJon mat.ernal disp,'lse cuusi ng pe ri un l.a I death. Study

done In Addis-Ababa ill 1974-1075 (81), the rate of perinatRl
deaths duo l.o pn:'--er:]ampsiH was J.:~ per 1000 births. Women aged

20-24 ye ar-s had the un~atf~st rn~querwy of the pe r ina t a l Lossr-s

as did l-hl)s(' who I\I(,I-f,' pri mip.uous . TI](: f requency of l.he deaths

j ncreas ed w iLII mol.he rs pn~-I'I-'~enillH:Y l iorlv weigh t s and 1ack of

prenatal CDt-P.

InU)7] Usher- (lOt) repor-t_ed l.ha l ou l y IO--15~~ of neonatal de a t.hs

Since l.hes e I at.r: neonnt.a l dr",-ILhs (lid no l <lpfWar t.o s.i.gni I ican t lv

a l Ler the pe rina ta l mort.a Li l.y statistics, it was r-ecommended

HwL t.lie P;II-]Y noonn l.al pf'l.-ind be used for- mor LaLi Ly survey Ln

Quebec.



- 11 -

The question of whet.her: or not. L1\(,~re is all increased rna l.erna l

and peri na ta l r iak .i.n norma l women \"'~10hegi.ll their reproductive

Lives comparut.i.ve l v lal.e has no L heen conc l usi ve lv deter-mined,

The f'oe t us al so appe ar-s to be U](! v j c l.i III of matenml age and

p ri mipar i Ly , r-xh i.bi I i nl~ an JlJ(Tf'nSe 1n cOIIgc(].i l.al mal f'ormali ons ,

unexp Ia i nerl f()(~L(I] de;II,h and i.ucreas ed b rnech pr-es ent.ati on and C1.

deerease in I.Iw 11I1',111 b i r l h \\lI~ii~ht. w i l.h higher incidence or
pr emal.uri t v (55, B2) . l.ar ne (-~pj clemi.o log ical sLudies also

ind ica l.o l hu l. pe r ina l.al morla Ii l.y (Issociat,(-~d with pr imi.par'ous

deliveries ri s es after- 30 ye ar s of age, The perinatal modality

IS as hinh nr hi t(hf""i n t.h(-~ l'i:ll-;I<{ 1"1(1r-~1- 20 year-s And pClrn--[i

over 35 years (55). This confirms the importance of both age

and pari t.y in re l a l.i un 1.0 highe r pe rina l.a l mo r l.a l i t.y r ates •

LllIv (dd'i lied as ~!jOO~~ Ill' less) IS the 11I08 L

impor Lan t f'ar-t.or h;winf\ an innne.I i al e as s oci n l.ion with pe r ina l.a l

mortality (14),1 An estimBte made following a world survey of

ma t ern i I y s erv t cus h~d l.o conc l us ion that. pr-obab Iy more than

half the pl"el1n:-mt. women 111 the wor l d n~cf~ive,neither trained

antenatal supe rvtsi on no r skilled 01- pven unsk i l Led help 111

labour (14) . The phys ica l and men t.al he a.lt h of the Fut.ure

JII01lWl-, her hi st.ory of i.mmun izati on and .in I'ec t ious d isr-as es , her:

education, the sod a I and cuJ t ura 1 condi I ions in which she has

been b r ough l, up, her- at I it udes and behav iour patt erns inc Iud ing

those related to reproduct.i.on and family life, inf l uencr-

pe r inat al mor l.a Ii t y . A f'avourab l.e envir-onmen l: with good living
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condiliollS 1.5 a p r'e r'e qu.i sil.e for successful ch i l d-bear i.ng ,

Where env i roument a l conditions ar e POOl', pe r i na t a I death r a t es

are higher', bir l.h-we igh l.s aie lower' and premal.ur e labour is more

common (I~~.J).

and s oc io-rsconom ic group of Fa l he r and maLerna l grandfather

The r« IS als o ;'11l ns s oc i a l.i on between ex t r a-nmr.i i.a l

pr egnanci es rind pe rinata 1 mo r t.a 1 i. Ly (73) . HaeIlloglobinopathies

such as sj ck l e -ce 11 anacmia ar e of great. importance in some

ar-eas and puts a pregnan t women o L i\ h ighe r r isk wi t.h regards to

perinatal mortality (14,68).

A s tudy done 1.11 j\hwhakn~~ Ul7) s howed I hat perinatal mort.a l i l.y

relic was 46.4 per' 1000 toted b i r+ hs . By antenatal s creeni ng aru l

isolatilll!. 1·,.°·'1)-0 of pr'I:'l!.n;1II1 \"()III~.!n u l r i sk the causes or pe ri nat.a l

deaths could have been iden li fi ed III 4J?~, This means that ri9~~

among t hes e women might have Loweted the pe rinan t a l mor t.e Li.l.y hy

abou l. 10 [>I~r' IOO() t.o l a I h i r t hs . i\ :-;t.udy done in la75 (6''1) at

ma t.er ni.t y unit of ENH showed I.hn l. p~m of :3:1.3 per" )000 Ii ve

neonat.a l den Lhs in the f i rs l \\'I~eli 0f J iff'.

A study in iVashin!1lon (30) duri ng all eCOIlOlllIC r e ce s s ion found

out thaI during a period of increased unemployment and increased

medical aid eli g ib ili Ly , !!lore women residents of 101'; income
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census tracts, received delayed perinatal care or none at all

and de] i.vered pr-oportione Lely more inf'an ts of low b ir th-we ight .

The incidence of mat.ernal anaemi a also increased. Those of high

rncome l.rac l.s expe rienced a sma1] increase proportion

r eceiv ing delayed 01- no pr-erra t.al care, but had no change In the

inc idence of )01'.' bi r+h-we igh t, in f an t s . Maternal education has

been shown to hu as soc ia t e.I wi l.l: child nt- infant sur-vival (36),

Educated mothers are 1 j ke Ly to use mode)-n ae rv i ces and ignore

t.he t r ad i ti onal ideas abou l i I l nes s , sn as t.o adopt a l t er na ti.ve

malerna 1 and chi 1d hea l l.h s erv j ces .

In the Machak os project (~)R, 0~1) a sLudy on the ou l.come of'

pregnancy shmved that mat.e rnai age of less t.han 25 years and

over :{4 YCHl"S, a hi s l.or y of prev i nus perilla tal death FInd breech

delivery associated 'vi t h higher perinatal mortalit.y.

I'ari t.y , mar i.ta I s tal.us , bi r Lh int.e rval and maternal height wer-e

not aasoc ial.ed wi t.h a difference in outcome of pr-egnancy, The

still bi r Lh rai.e among the infants bon) 111 hospital was 4.4?-,;

compare-d wi t.h 2. 4~~ among l.hos e bor n a L home. Half of all

pe ri nan l.a 1. (Ii!ut hs wete

hi rt h+t.r-auma .

caused by either premat.ur i ty

A study dOlH"~ 111 Saudi Aiabi a 111 H1(;7 (74), deaths wer e

c l as s i f i ed on basis of c l .in ica l ev i de/we, as autopsy r esu l t s

were no!. available. medical and obstetrical

cond i U.OIIS i.1l the moLher ,ven~ c.-OI1S j der-ed , as well as pe ri na ta l

mortality In relat.ioll to pr"egnancy order, mat.ernal age, place of
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deli very, p] ace of n~siclellce and ClHllJUf1 l. of prenatal care. When

causes of dcat.h 111 inf'ancy wer-e categorized, anoxia ill the

perinatal pe ri od and infections were .leud ing causes of deaLh.

The control lable mat.erna l cond i t ions as s oc ia l.ed w i th per ina t.a l

deaths al I indi cnl.c need for more extellded prevent.Lve clinic'

care.

A study investigated peri.na i.ul dont.hs ocouri ng among women who

were members of a religjous group. These women received no

prena t a l care and gave bir t.h at. hOllle wit.huut. trained

attendants. ~lembers of t.he ie l igi ous group had a perinatal

mortality r a t.c U11"ee L j me:::; hjl1IJer than the staLe wide [Oates

(48) . These fj nd ing s suggest that women \,,110 avoid obstetric

car e helve increased ri sk of pe r i un t.a l df~al.h" LiLer at.ur-e r ev iew

revealed t.ha l, just ;:15 many human bf-~illgs di e (Juring the first Few

weeks of Ii I'e ('IS duri ng' Ilw I'ol l owi ng 30 ye ars of life (07)-

Moreover , if fot:>lal d i s t.r os s or" 311UXl3 occurs during perinatal

period, the gr ow.i.ng child suffers fr-om sl'Cluelae that are heavy

burden OIl thl:" family. The ma.jo r jmpod.ance of public health

prog r'unune 1S to reduce pe r ino l.a l morLa l i.Ly and d i sabi Li t.i.es

associated ell s t rcs s In or dur-ing de l ivery .

Improvcmeu l.s III U)(.~ (;()llccLi()1l nnd pics eul.a tiou of Nat ionaI

vital s ta t i.s t ics cou l rl allow ana l ys i s which could help to

d.i s ti ngu ish effects of the pr imary prevention of tbe causes of

such deat.hs , f'rom the sf~r:ondary pr eventi VI" measures which

improved medical. care can offer (3). Locally produced hospital

report s have not been an adcquat.e subs ti.Lute , both because they
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take no aCCOU1lt of biases dne to selective r-ef'err-a l s to

hospitals for medicCll or geoeri'lphical reasons, and aeain because

they ar e based on such small number s of even t s (23).

In Netherlands 34··3!)?--,; of nlI deliveries still Lake place at;

home, but with considerable regjonal differences. In a study

examining the relationship between the perinatal mortality rate

and per cent age of hospital de li ver ies In the provinces, no

relationship couJd be demonstrated bet.ween r eg ionaI per-cen l.age

of hospital de liver i.es and the r eg iOT131 perinatal mort aIi t y

rates (93). The p ropo r Li on of ho sp ita l delivery appeared no L to

be a major factor in determining t/Jf) reg iona l pr.m in the cur ren t

system of obstetric cure in the Netherlands.

The out come of pr'I)l.rnanc.i(~s ITl Jamaican women w i tb homozygous

s i.ckLe cell (SS) disease over- a

Overall, lhe s pon l.anoous abor+iou

pcri o.I was revieweu (7!).

1000r a le was

pr egnanc ie s , the still hi r t. h r n Ie 1"85 128 per 1000 b .i r i.hs , and

171 PCI' 1000 bi~ths. Anolher factorper Lnan t al mortal i Ly of

con t r ibu t.Lug I o l.he 1'001- obstetric pe.r formance was probably an

inc reas ed s urvi va I and pregnancy ra i.e In hi gh r i.sk pa t ient.s .

There 1S also evidence of gCf.)gr'ap1iical vari.ab i l iLy , the poorer

out.come of preguallCY ill \'lest Africa oflen reflecling the greater

prevalence of .inI'ec ti ons espec ia l l v malaria, and more frequent

Good pl ann iug and manngemeuL depend 011 the avai Labi I it.y of
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r'e li ab l.e , accuru te and ti me ly inf'orma t ion about the health

situation. Information support IS aimed at providing health

need to manageplanners and mamlgf~rs wi t.h the information they

their programmes effectively and decide whether or not the

si t.uat.ion :t s irnpl'ovinp~ and how much of any improvement j s due Lo

lheir intervention (12). JJOIv birth we ight and preterm delivery

are ma.jo r con t ri but.ory causes of both perinatal and infant

mortality (73). They are a di rec t consequence of poor maternal

health and nul.r i Lion and are also closely related to the

unfavourahle social status of wowen. Twenty million low-birth

weight infants ar e born each year, bu l. t.her e IS a s harp

difference between develuped and developing countries (JOG). In

some parts of Asia Lhey constitute nlmosL half the totaJ number

of infants bOI-Il, whi l e ill parts of Europe the proportion IS one

III 17 (lOG).

Neall bi r Lh wei gh t. i n deve lop i ug coun l.r i cs are no t iceabLy Lower

than 1n affluent socipties. It IS often as sumed that t.h i s

difference is due to mn l.er na l malnut.r i t.i on , and maternal energy

supplementation, especial] y during the last tremester of

pregnancy (11). An infant's chance of survival In perinatal

peri od IS infJ uellf;pd by a I ar-ge ruunb e r of genelic, social uno

env i r oument.a.l Fac l.ors which may det.erm ine adequacy of foetal

growth and nut r i lion, r is k ofJllalformatioll , .i nFecb ion': and

pr e l.e rm b.i r Lh, and quality of l eve l vo f utili zat ion of obs t.e t ri c

and neonat al+care ae rv ices . {\ woman of low socio-economic

s ta l.us is more Likel y to develop pte+ec l ampt i.c toxaemia, to be
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reliable, accurale and limely information about the healt.h

s it ua t ion . Lnfo rmation support ]5 aimed at providing health

planners and manugr.rs wi l.h the in formation Lhey need t.o manage

thei r programmes effectively and decide whe l.her or not the

situation IS i.nrpiov i.ng and how much of any impr-ovement'. is due to

their intr~rventi()T1 (12). Lo\V birth we igb t and preterm deli v e r y

are flIHJOI- con lr ihuto ry caus es of both perinatal and .inf'an l.

mortality (73). They are a di reel consequence of poor maternal

heal l.h and nu l.r iLi on and ar c a] so c:Losel y related to the

unf'avour ah lP. SOI;j;) 1 s tal.us of women, Twen ty mi Ilion Low-bir Lh

we igh l. infants are born each year, but. there IS a sharp

d if fer ence he tween developed and developing countries (JOG). In

s orne part.s of Asia Llrey cuns tit.u l.e a Imos I. half the total nurub er

of infants boron, whil.e in parl s of Europe the proportion IS one

in 17 (lOG).

Mean bi.rt h Iveighlill cleve l op iug coun l.r i.cs nr e no ti ceab l y Lower

t han J£I nf'f l uerrt s oc ie t.i es • J t. J S oI t.nn assumed that t.hi s

d if'Fe r-eru.e 1S dill" l n mu l.er na l rnal nu l.ri li.ou , and maternal eneq,(Y

supplementation, espec ia lI y duri.ng the J ast t remea t er of

pregnancy (11). An infant's chance of survival In pe ri na l.a l

peri od r s .infl ueuced by a Large number of genetic, s oc ial and

envi romnen t.a.l Fac l.ors whi ch JIIay de Lerm ine adequacy of f'oe t a l

gr owt h nncl nut.ri Li on , ri sk of mnlformal.ioll, inf ec t ion and

p ret.e rm bi rLh , and qun l i Ly of Level vo f ut ilizat.i ou of obs l.e lr ir:

and ncouata l+car c services. {\ woman of low socio-economic

status IS more likely to develop pre-eclampLic toxaemia, to be
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unsure of her menstrual dates, to have inadequate antenatal care

(l09) . In such cond i Lions, the i.n Fan l IIIay d.i e from asphyxia or-

a multiplicity of other pr-oblems. IT! this case there is 110

single cause which can adequately express lhe full sequence of

events. III such a complex situation l.he tendency is to search

for- a more comprehens ive means of <.:ulleciing and ana Lys ing

perinatal data in \ he hope that event.un Ll y some analysis will

o11O\v comp l e l.e d(:fin.i Lion of t.he caus ea and nature of perinatal

morLa l i ty. Premature r up l.ur e of Lhe f'oe l.a l membranes is one of

the mos L common under l v i.ng caus es 0 f pr-e t erm del ivery and

perinatal de at h (6D). Perinatal mor La l i.Ly seems related less to

expenditure Oil formal heal t.h s e r vicea than to the t.o t a l way of

Li v ing (GDP) . Sl.andar ds of ] iv ing and nut r it i.on are very

important factors, and any impact. at.Ir ibu t.ed to changes .in

obstetric services llJusL he seen aga:inst. t.his background (19).

The ob se r va t ion i.ha l; mal.erna l death IS much less f'r equen t

compared to pe ri na l.u l death in popu l a t ions wi Lh 101" overa l l

l evo l s of mo r I.nl i l y sugr,(~~;I.s that mnl.crnn l mortality declines

much mor e r ap id l y UH1ll perinatal mor l.a li l.y if general mor-tality

dec l ines (B) . The major reason IS ~robably that. general

maternal heed t h, which only changes s l owly over time, IS a very

Impor Laut de Lerminan t of po r i.nu l.a l d(~alb, hut to a much lesser

extent of mat.erna l dea t.h ,
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Pe r ina t a l epidonri o l og is l s 110 l onge r spe;Jli. much of pr ema t.u r i Ly.

WHO recollllllcnds that. in I'nn t.s b o rn beCne(.' :37 comp le l.ed wocks of

gestation and th()Sf~ of

Bolh

def in.itions have dra\vbachs .- l.hc J'onJW1' bBcause mcns Lrua l da l es

ar e o I'Lr-n unk own or uure l i ab lo , tile Lat.Le r lH:~caus(~ :i t. does not

.inf'ant.s .

high murt.al i l.v and mo rbi di l.v . III Llf(' Iffli Led I\j ng.Ion

Acr ord ing I.() "ilfO ~~!:;IJJ":d..;·.'.:;, ::;::: ru il Liou l.abi e s b o r n every yen,'

are of l ow b i r l h IV!'lF:1IL ('Ie). 0/' 1111's(', ::'1 m.i l I i.on an'! ))0["11 III

IJU and dea Lhs 81l1011g

PivlH 1'111-

'n. G [1l"t· iono III Norl.he rn Terri l.ory . Thei.r

counterparts had pi,m of' al.ou t 20 P(?t' IOOO bi rtha .

The pre ve n Li ou or [If'l"ill(lt;d d(~;lIJIS c.in he consirle red f'r om two

point.s of view: f i r s t , the na tur e of the pregnancy and Lhe

birth, and qua I it y of ma l.er'na l and paediatric car-e available.

Secondly, Lhe prey ious his tory of t.he mother, wh i.ch caused he r

These two po in l.s a r e in l.or+depcndcn l., the l<inri of serVices

needed in any C!JJIlfIJUIlii.y depends largl-d.y upon the qua li Ly of t.ho

mothers who use it. The bnb ies of ill-grown and gener aLl.v
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den l.h, and n~qujr-e a much highe r standard of care, than those 0'[

molhers who ar e hea lt hv and HI £toad physical condition (14).

The Mot.her's genetic po/pnl-Jut depends very largely up 011 her

environment. dur ing pr-egnaucv i.t s e I f , but also lhe more remote

envi r omnen l during her' gl"owill!( years, The interactiun of the

past wi t.h the pr es eut goes beyond ano tomi.ca l and physiological

cons ider-at iUIlS, For the na l.ure of upbringing helps

her' behav iour as all adul t .

Tn most. deve I opi ng coun l.r ics , l.he most important. casues of deat.h

are diseases and cond i t: ions whi.ch have been either complete] y

er-adi ca ted , 01" b r'ougb L under adequate control In the more

developed count.ries. The highest; load of both mortality Clnd

morb id iLy falls on infants and young ch.i Ldr-en, and women in the

fertile age group (81). Pr-egnancy and parturition carry 10001.,n

risks I.o mother and inFan l.s . However , l.he actual absolute risks

can be so a lt.ered by s oci a l and other environmental factor's as

to make studies of such r isk s very dif'f i.cu I L (BO) It is now

gf~TleralJy ar;r;eptpd l.hn t the ava i l ab i l i.t v and accessibility of

CO)lIpel.r-n L curc, ,l(k:qlHI l.e s oci a l s eour I tv s ys terns,

education (espec:iaIJy of womon ) and good jobs, all work toge t he r

lo roduce fill: ri sks .

intervals the mot.hers are unub le to make up f'or the def i.ciency

and many of them (in:~ nul.r i.t.i.ona l ly dep Lcl.ed by the time they

have their' fifth and subs equent. children, a situation which JIIay

lead to the s o called maternal dep.l e li ou s yndr orne .

As Florence Ni.ght inga l.e commented r n her notes 111 1871 (l G),
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"It musl. be admitted at the very outsel" of this enquiry that

mi dwi f'er y statistics are in unsatisfactory condition. But, with

a I I their defects, midwi f'er y statistics po in t to one, t.rut h ,

namely, lhat there]s a large mnounl of preventable mortality 1n

mi dwif'e iy practice, and i ha L as a gener'al r u Le , t.he mort.a.l i Ly rs

far, far g rea t er in lyillg- in hosp i tals than among women lying-in

at home" This point should be established, because if it 1S a

true observation, then it could perhaps explain \Vhy some women

attend antenatal clinics but deliver at. home, even boo)<edin

hospitals.

:3 Justification-_._----_._--

In vie\V of the facL thaL marked disparities In perinatal

mortality statistics exisl., and that there are regiolJal

di f'Fer'ences , n study II] a rur a l commuuil.y wi l.h .i ts peculiar

problelJls 1S needed. Nos t studies that have been done are

hospital based and m-e sclcc tive . Lack of rel iab le and roa.lil y

available dat.a on per j na la I even t.s j u the community makes the

study justified.

Community based s l.udy is ne.ccs s arv to de l.ermi ne most sensitive

and specific cr i teri a for s olec l.Lon of programmes in order to

ob ta in max imum covetage at JIlJ.llJJllUIII COS!.S. It has been shown

that more than 50% of neonatal deaths occur in perinatal period

(13) . If l.he 3C tun 1 r aLc 1 s known and its de t erminan ts are

known , then s ens i t ive and specific target oriented .in t er'vent i.on

pr ogr ammes call be developed.
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There is nel~d for' pe ri nat a I morLa l i l.y data so that planning for

maternal and child heal Lh set-vices In rur a l areas can be

t.ar ge t ted , so UHI L they no Longer: become models of urban

programmes. Also man--power' development and resource a l l oca t ion

can be clone appropriately. There js need for baseline data nnll

survei l l once uys tCIlIS so Lila I. future Lrends con be anaes sed and

.i.nt.e r vet.n.i on progrmmnes eval ual.ed,

Identification of high r isk women and providing them with

special care IS es s en l ial . Pe rina t a l mor t a li ty reduction can b e

achieved through lowering the number of s ti ll-births and

neonat.a I deaths within the fi rs t week of 1if'e . To do this,

determinants of still-births and neonatal deaths have to be

known first, be I'ore any meaningful intervention is initiated and

implemented. It may therefore be more frui t I'uI for the poore r

nat.ions to concentrate on facilities for per ina La.l supervision

and care during child-b ir t b than on high l.eclmo l og y of intensive

care especially in rural Hreus (21).

In the absence of more precIse data and sharper insights into

perinatal events, the act.ioll programmes mny be inappropriate and

ineffective. This study tries to f i11 this information gap, so

that planner's can es t al. li sh te levan t , s ensi l. ive and e Ff'ec li ve

control programmes. The intent should be not only to fj 11

serious data gaps in perinatal flIurtnlity, but also to ensure

conti nui ty and consequently, reliability and usefulness of data.



- 22 -

CHAPTER 2

STUDY OBJECTIVES:

·2: 2.

2.2.1

2.2.2

The aIm of the study is tu detcl~lne the perinatal mortality

rate in the study ar ea and i Ls de t.erminant.s among pregnant

women 111 Lhe ar ca expe ri enc ing pe r inat.a I loss. The s Ludy will.

also pr ov ide basel ine inf'orrna t ion which could be used I'or

planuing, implement.ation and evaluaLion o r ~ICII . .serVIces 111 the

area. It is a l s o hoped that t.he findings wil I s t i.mul a t e and

generate areas of furl her research.

Sped. fie Objer:tj ves :

To de l.ermi ne pe r innt.ul mor l.a l.i l.y ra te nnd iLs deLerminants]n a

ruta l cornmun i l.y of Asembo Loria l. ion .

To de l.er mine l.he ou t.come of pregnancies and pe rinat a l events If)

relations t.o:

2.2.2. ]
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2.2.2.2 Parity and blrLh .in t ervn l

2.2.2.3 Clinic aLtendance

2.2.2.4 Who conducted delivery

2.2.2.5 'Place of b irl.h

2.2.2.6 MaLar ia chempr ophy lax is

2.2.2.7 Mal.ern"} education

2.2.2.0 Marital Status
2.2.2.9 Birth weiglit.

2.2.2.10 Family size

2.2.2.11 OccupaLion of bo l.h I'at.her and mo lhe r .

To determine the ef'I'ect.s of past obs Lolric events, anbepar t um

and iut.rnpar tum f'act.or s on per··inah:d ou tconre ,

To determine the knowledge, attitude and practices of existing

mal.erna l. health services and its influence OIlnnd chi.ld

perinal.al mortality.
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CHAPTEH 3

~fATERIAIJ AND r-JETHODS

The study was done in Asembo I ocuLion of Si.uyu district. S'i.aya

district was established in 19GG f'o l l owi.ng the split lip of old

Central Nyanz a district. into I{iSlJlIIU and Siaya d is Lri.ct.s .

The district: IS OIH~ of the four d is t ri ct s of Nyanz a Province of
,

the Republic of Kenya , It extends, from latitude 00-13 South

, 'J
to 00-18 Nor-th and also f'rom longitude 330-58 East to 34°-:J:3

(see map 1). 1\selll'-'o location lies be l.ween East. and SouLh--East

of the district, borde r ing 011 Lake Vicloria. It is 40 miles

Wes1. of Ki sumu Lown ,

The area compri.s es of three loca Lions nameI y Ascmbo East, WesL

and Centr-al. The area I.S :3720 feet above s ea+I eve l and has

surface area of about. 200 s<j.)nll. excluding arcu under wal.er , IL

has rainfall J.II ~1c.H"Ch to May and October' to November. The

climate is hot and humid, I'uvour ing malaria Lransmis si on most. of

the year, therefore malaria ('~l1demiflicily is very high.

The communicat.ion net.work r s poor' and then! is one road Lhrough

the locat ion. The r-oad is seasonal and 1ll0S t people J.n the area

ar e wi l.h in 4-G miles of this major road, where some public



I'S

25 . "";..~r::.
.':,' I<

,'." .-.----..:.....----- ..-~-- ....•.;;,.... ' ...."
.\.~';:'" . ~~

.' . MAP N:}.
. .~.. '

34' E :lS' E 40' E

.'
ETHIOPIA

UGANDA

1'/1

0'-

2"N
WAJIR

SOMALI
REPUBLIC

..

CAIUSU

"----- national boundary
___ provincia Iboundary

district boundary TANZANIA
•• s-"--

80
kilomelres

160

36' E 30'·£



3:1.1.

- 26 -

transpurt is Hvallable. The means of t.rallsport is generally

scar-ce and i r regu l ar, The r ur a I access roads are large ly

non-ex] s tr-n l. and where they ex i.s t, mnirrl.enance is poor,

AseJllbu location .IS HI Parieda division, reccnt l v split from

Bondo division. II. 1S one of the five divisions forming Siayn

District 2) . T}](! location has its d ivisi onn l

headquadJ~r at. 1\<.111I1/;0, a ceul.re s i t uat.ed at Asembo Bay. TI)(~

di s tri c L hcudquar l.e r Iocat.ed in S:iaya urban cenLre.I,C'

" The

d is Lr ic l; .is hendcd by llis l.ri.c l. Coumuas ioner cn. C. ). Ear:h

di.v ision IS adm ini.sl.er ed hy a Uis t.ri c l Officer (D.O.). Locu l.ion

and suh- Loca t ions an'! lrcaderl by chief's and as s is tant chiefs

1-e5pee li vo I y . i'los L vi1 }af~cs at-e adm.in i sl ered by vi 11age elders

known as ",J odorig GloJcng" 01- "i'1i l.ango" .

ASClIJbo arna has thn~e chiefs and E!,cH:h IHlS his 0\'1111 as si s l.an l

ASI'IIlho cr~lIl.nd hils the chip-f's r.amp s il.ual.ed n l.

Smndi di i'lil1:"/(I-~L or ;1 place popul arly known as Oyude . The

ViJ]<;\BE' e ldcr s are J"(~sl'ollsjl>te [OJ" adminis t rat.i on of villages,

homestead cou ld have one or severa I households.

The chiefs and t.he assistants normally us e a "baruza ' 1.0

communicated 'inf'o rma l.Lon to the people of the ) ocaLion. A~; a

r-esu l t. of t.he Government of Kenya pol icy of District Focus f'or
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Rural Dove lopmen l., the Disl.ri.cl. Development Committee (DDC)

1S the official or-gan chaq~ed with thegove rtuuen t

responsiuilit.y allanu co-ordin[tt:ingof

development. aeti vi Lies. To assist wi th admi n is tration also

the par l.y o I'f ic ia ls and at Loca ti onu l level the K. A. N. U.
I

you th-w i ugcr-s are oc t ive l y invo l ved , especially rn matters

concerning s ecuri l.y ,

The Luo tribe Forms a l nros t exclusively the 1J1(-1jo[" ethnic

compos s it ion of the people. Accord ing to recent census done

by Saradidi Rural Ilea ILh Pr o.ieot, Asemho location has a

population of 60,000 people (H2). The surface area 1S Ruout

200 SIlo km. giving a population density of 300 people per

sq. kill. Accor-d ing to population structure S'iaya District,

the percentage of adulL males is s l igh l.l y lower than that of

females (G5). This could be due to ou t+m.igr a t ion by adult

males 111 s earch of gni.nful employment. In tile location

about: ll~~ of t he population ar e s aLar ied or self-employed

(hove regular cash+inc.ome ) (47). Dependancy ratio is hi gh,

Ther e rs largt' pr:-opoi"l.ioll of adult females and children in

the local iou , Accordi ug \.U l.he d i.s l.ri ct. information and

stalisticHl profile (A8) the lll.eracy level in the district

1[-; !j2?-~. The ilia] f~ li l.c rucy rat.e is 30% whil e lhal of f'ema l e

i.s 22~;;. ~ The crude b i r l.h r a l.e for the district. is 52.7 per

1000, crude dealh rate is 21.6 per 1000. Life expectancy 1S

!is year s and 1M!? ] s 147 per 1000.
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Geographic Profi1f:

I~; 200 sq. J,1I1 ;U)(.1 a height. of about :~720

t\SC1I1hn 1ooat. 1.0n bor-der-s Lake V'ir t.o r ia

The s oi 1 rEln&~!s from

lil uck (;01 l.on I.YI'0. 10 ~';~J/ldy 1111.1lTil111isli c l nys .

The district. has an avc]'(18C

ra in I'a l l uf' J·1GOJllill. rUJ"l1l!:'J.· Bondo division \-.'hi ch

reef:'"J Vf;\S

The r a inf aI J 1 S

rcc(~:i vr-d mns t.Ly rn Ul(' i'lenTJI to [·I;lY l oug nil ny season wh i I f-~

IIIP Sf'pl ('IIIIHT I() Oc'luIH'I- slt()r·!. rnr uy seaso[) i:'; \.111r-(~Ii :11>Ie

and unpn:c.i:i c l.ab l e.

Siay;\ d is l.ri t:]. .1S Ull tlw Equa l.o r: and t empe.r a l.u r e IlIn", unn

'I'ho 101"1".1- \v;U'1I1el' arcas of f'orme r BOI](.lo and

Bon) d i vi si ons have high as behvccnas

TIH! aJ"f:(\ has shrub laJHJ type of vegul.al.i on , in

s ome areas , it is t:-'p.ical s lir ub land s avana with s ca l.Le r ed

Acac ia h-ees and ) ow hus.h vegel.ation.

Socio'-EcOIlOllli c Pr-ofi Ie

There ,H'C on.I y small s ca Ie fanners III the Locati.ou • The

f'arnri ng is esper: io l lv for s ubsi s tence , however, cotton 18

grown I'nr CaS h , but del ay J n paymen l.s to the farmers have

discour-aged them from colt.on farming. In the

Agn>--EcoIlOJl1l c Zone,
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where Aselllbo Loca lion [HUS, the fann holdings r-ange f r om

2--]2 hect.ar os In s i ze per family (see Map 3). The fanners

grow mai.ze , Sfll"'/~Um, cassava and beans as food Cl-OpS. Al mos t

every family kneps cat.LLe for m.iIk and as a form of

iTl ves Lmen t. •

Due to comparatively harsher con.Ii.ti ons in the drier Lake

shore areas, human s e l. t l ement.s have long been r-est r ic ted Lo

Ls ol a l cd uni l.s , ei l.her as Lake-vshore fishing villages 0(" as

sma I I scale s uhs it.ence f'armer's . The commun icat. ion net.wo rk

1S Where they :Ire

present, they are impassihle during rainy seasons (see Map

4). This poo r' communication sys t.em has not favoured other

en terpr ises , Lhough some people have under t aken small scale

businesses and pro.iect.s such as car pen tr y , repai r wor ks and

running small "ki os ks ".

3.1.5. Health f[ufi/e_______ 4 __

The infant. and childhood mor t a li t.v r a Le in Siaya d is tr ic t

has been tho IIighns t in Keuva .
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Table J' II e f's::...·l:;:.:IS::...· _---'~..:..;l<"_ll.e ri m 1

Educal. ion

-----------------------------
Chi l drr-n dying in the f ir s l two

yellc-s of lir~~

Number per

1000

211

In moLhers wi LIl no educnl HHI 2:37

In mo l.hr-r s wi t.h a t leasL pCIJrIflI"Y

education 1~)O

In mol heus wi LIJ s ome s ecoudar y

school educa I.i.on ] 2:3

SOUFlCE: Sf ,\Y;\ 01 STIlJe'!' nrn m:;\LTIJ DEVELOPf'.IENT PLAN (198'1-19813)

To reduce lhis high mort.a li t.y rate, IIiOJ"e !:~1II1Jhasis is placed Oil

pr even l ive Jlwdicjne l.hrougl: MCH/FP c lini c-s , Mo r e errol-Is ar e

he ing put 011 prevF:nl.ive s er v.•c,~s c;.;pc,:i~l1ly mot ho r s

As embo 1oc.a t. j on 11(15 the Cn1] owj Jlg heal I h inf'ras ITucture. Thos e

facilities oCCel" ma.i n l y oli n i c+b as ed curat ive s ervices , except

S.n.H.p. whi ch pr ovi de mobi le clinics l.o the connnuni t y and offer-

j ntegr-at.ed f'.IClI/IT s erv ices .
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Health Facilities

a)

'I'here govenlOlcnt hos pi I a I in lhe whole of t-his
] ,..
••••• "'1 no

di vis i on , and Lhe ne ares t ]8 III ano t he r division, t.ha l. IS

Siaya DistricL Hospital. There IS 1 mission hospit.al

namel y Lwak ill the location. It. has bed capacity of 48

dispensary according 1:0 l:ist of far;iliLies at planning

s ec Lion of Mini~5tr-y of Health (sr:e Map 5).

b) Healt.h Centn~s:

There IS no E;(lV('~"mll,~nt he al l.h cnn tr e . The only one

available js S.n.H.p. It has a clinical Officer in charge

wil.h;1 nurnl.e r of he a l l h and s uppo r i.i ng s t e f'f . It. has a

mat.erni \.y un i l. \vi Lh lwd CClpcW] l.y of G beds. The p ro j ect

vehi c l o b eing lI~>(~d among o t.ho r t.hirig s fOI~ r unu i.ng niob iLe

clinics. IL i.s cous idcred as a di spcns ar y accor-ding t.o

Min i s Lry or lI(.~aHh.

an~ I 1\10 g(lvenlJlIf'~n1 di:-;pens~:lI~i.es In the location

namely Abi.dlla and Ong ieIo . Ongi.elo offers some f'.-ICH/FP

set-VI ces.
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:1: l.S.2. lJp.alth Servjcp's

(n)
/

Cura l. i VI: S(~rv ic€'s:---.------ --_.__ .._-------------_ ..-

All faciliLes, both private , non-){ovenllllcn ta l and

governmen 1;;:11 puhlic sec;I;CH"S pr-ov i.dr: curative services.

'I'hcr e are s ome d:isease p re ven bi on aud health promo t.i ve

ac t.i v iti es pr-ovidod w it h in these f'ac.il i.ti ea , but these ar e

sketchy. Thf.! r:OJIIIl1011c!d. di s eas es for which people s eek

treatment are mal ar ia , upper r esp ir a t.ory tract infection

(lIHTI) , cond i. L i.ons , skin condi Lions and wo rm

infestations.

(Source: S i ava Ir i.s l.r i c t 5th Ilca I l.h lle ve l.opmen l. Plan;

1984-] !~ml)

Saradidi Pura l He'1l LIl Project. (S.H.H.P.) cx t.ens ive ly

prov ides this s e rvi ce including mobil e clinics,

Ongi e l o provide s Lali c c l ini c HCll/FI' s e rv i ces only. Lwak

takes s e Lec t.i.ve pat ien t s hocaus e ji:lS a pri ve l e hospital

and a fCI! is pa id for' sruvi r-es .

(c) Nutrit.ion Pr ogr anune :

Lwak has a nul ri Lion rdmh.ilitati()n crn l.r e , but they do not
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engage in ex l.eus ive preventive work, ther-efor-e many

pat ien t.s after discharge from the centre at-e known to have

reoccurrence of malnutrition after a period of time.

(d) Pr)III;lTY Heal th Care: (PHQ

The only PIle pro.jec t J_S by S.H.H.P. wh ich IS

uon+gove rnmen t a l , though j t wor ks in collaboration with

government. mi nis Lri es . The ministry of health provides

support, both t.echn ica 1 and mater i.a l. ·It provides the

vacc i nes for' .immun iza L'ion and s euds H v is i ling COTUI.EP from

time to time.

3:2. Study DeBi@

The s turly WDS (1 des cri p l.ive , pros pec ti ve study. The study

gr-oup were J>rec~nant women who met the inclusion criteria,

hav ing b!!el1 idcntiI'Led by viLlnge health wot-kers (CHWs).

Those who Iven~ r ecr'u iled wer e Fol lowed+up until termination

of pretrrHlTlcy. The ou t.-·collle () r pr egnancy t.ha t is, all

Li ve+b i.r t.hs and stil]-bidJ1S wer e documented. Where there

was a Uve-bi.r-l.h, l.he I'oLl.ow-up pnri od cont:inueu for

another' seven days . A quea ti onna i r e was adm in is Lered at

the end of follow-up period. The des ign ought to have been

effect.i ve siuce ther e h'p.re no prohlems with memory recall.

3: 2.1. Sample size Estimation

The num.mum sample size 1"<15 calculated using the formula for

descriptive study design.
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Sample s:ize (N)

c2

by Snedecor and

Cochr an ( [36) .

Where:

N = Required mlnlmwn sample Sl~e

~ = 17 value at the des i red confidence level,

C = d-errur for the desired confidence limit,

p = the prevalence of the study condition. The level of

confidence was selected to be 95%,

Confidence level = 95%

Z = 1.96 at. (t>(,.- error of 0.05)

p = estimated prevalence = 46%

c = level of pr eci.sion which is the compliment of

confidence limit, ()-confidence limit)

Sample SIze = (l.9G)~ (O.4~) (0.54l

')(O.05)~

== 381. 7

Minimums ampl e size was es limated a l; 382 cases.

Sampling r-1e~hod

A register of all pregnant women who met the inclusion criteria

and accepted to participate In the study was compiled. There

was no need for random selection of subjects as all eligible

participants wer-e included in the study. ./
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All women in Lliei r r epr oduc ti ve Ofse r.n Asembo location

formed tbe sampling frame. A pr-egnant. woman in a house

hold was the sampling uni L For the K. A. P. study the same

pr egnan t woman in a hous e+ho l d was the r esponden t ,

All pregnant women in Asembo location wer-e identified by

CHWs III the i r respective villages. Those who agreed to

visit the mobile centres wer e seen by both the investigator

and a connnuni l.y nu r se , The investigator having explained

Lhe purpose 0(' the study, left the recr u.i Lmenl to be done

by community nurse, but with guidance from the

inves l. iga t.or , Those who declined to visit the mobile

clinic centres were v is i Led at the i.r homes. This technique

ensured t.hat all pregnant women were seen,Hnd that none who

was eligible to participate in the study was left out.

The cr i t cri a for inc l us ion and excl us i.on were as follows:

(a) Inclusion Criteria:

-All pregnant women of gestational age of 26 weeks and

above.

-No ar;e 1imi t ,

-Married, single, widowed or divorced.

-Residen ls of Asemho Locat ions.

i
I
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(b) Exclusion ~riteria:

Any pn~gnant. woman who does not meet the inclusion

criteria.

Those meet the inclusion criteria, buL nre

"viG i l.ors tt in Lhe s l.udy area.

Those WIlD were selected to participate 10 the study

were given a follow-up card (Appendix 2) and their

particular's ent.er ed in a register.

The Principal Inves Li ga Lot- responsible for overallwas

supervision and co-ordinaf.ion of the project. The

r espons ib i l ilies inc Iudcd li aison wi Lh re levun l. authorities and

also recru:i tment and training of those who wer e carrying out the

research activities.

The P.I. made exp lo rrrt.or y visit. in September, 1987. She me l;

with Director of S.H.H.P., 1,,110 is also her ex t ernal supervisor.

She was inl.r-oduced to the c li ni cnl officer in-charge of S.H.H.P.

and the manager of the project.

In November, and] ~187, having deve l oped
\

reseArch proposal

questionnaire, the P.I. met with a s t af f of Aga Khan Primary

HealLh Care llnit , who as s i.s l.ed in r ef i.ni ng the questionnair-e.
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lhf'! P. f. me l. wi l.h c l i n i ca l officer in-dmrge

of S.H.H.P. and a meeI ing was scheduled to discuss t.he research

ac t ivi ties w i l.h the communi t y ami communi Ly heal t.h wor ker s . At

the mee t ing , those who we r e prospcc t ive research assistants wer e

also invl'Led l.o n i.l.e rnl (s~,(~ plr1f(!::-; 1,2,3 clJld 4).

Later the f ie l d as s is l.an t s wer e s e l ec t ed and t.rained. They were

t.hose people who were f rom tlw communi I.y and had good command of

both Eng l ish and l oca l l.anguage . The l.rai n ing was to acquaint

them wi t.h r-esear ch pr-ocedur es . They wer e also trained on the

local ver s r on of ask ing qucs I ious rn Lhc ques l ionna ir e , The

queslionnaire was then prel.ested and where the reseal~ch

ass is l.an l.s fel t there 'vas a prob l.om in respond en Ls ' understand

of questions, this was reviewed and modified.

TIH~ coinmun i tv he'll t.h ,,,nd\ers ,."ere UWIl told to identify all

pregnant WJ)lTI(,n 111 l.he ir ate as of operation. These pr egnan t

women were further seen by r. I. and Communi t.y Nurse. The

pur pos e of r es earch 1"<.1S explained 1.0 them. Those who met I:he

inclusion cr i l.e r ia and acoep l.ed 1:0 participate III the study were

entered inl.o a n~gist.er and a f'o l I ow-up card was given to each.

The community health worker s visiIed Lhos e who were recruited on

weekly basis, l.o .1:';::;e88 lhei r progress. Rcseurch assistants

also made periodic fullow-up, to mInlllllze loss of respondents.

The last. monl.hl y pe ri od (U1P) was noted before recruitment, and

where this was l acki ng , estimation of gestational age was clone
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clinically by the community nurse. This a lI owed estimation or

calculation of expecled date of deliver(EDD). This was needed

to 8l101v Frequen t f'o l l ow-up as one appr-oached her expected date
of delivery.

The connnun i Ly heal th workers reported if respondents had

delivered. The research as s i s tan l.s would vis i t: the respondent

t.oge t.her wi lhinvesL-ir£nt.or whcr)(!ver it. was possible. Havinr,

allowed sometime for Lhe immecl.i a t e period following live-birth

or deat.h, for the mother' to be composed, then a questionnaire

was administer-ed.

These ques t ionnai r cs duly comp let.ed were col l ect.ed given t.o P. I.

who checked if all requir-ed information was missing or suspected

to be incorrect., the P. T. and the research assistants would

r ev is iL the respondent to ascer t a i 11 lid s . Having been satisfied

Lhat t.he i.nf'o rmnt ion ob t.ai ned was correc t and complete t.he

questionnaires were kept to await. anal ys is .

The mai n Lool for data collection that WJS used in the study was

specially prepared questionnaire (Appendix 1). This

In t e rv iewer-r admin is t er-ed and checked by .i nves t igat.o r .

The ques t.ionna ir e had been pre-tested for validation and

modi fica lions wer e mode wher-e necessary. This was administer-ed

to those women who had already had a delivery (a birth).
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3.5. Ethical Consi derat ion

The study was car r ied out. under the unrbre l La of S~R.H.P. The

investigator '...•orked III collahor-ation with S.TLJI.P., ther-ef'or-e

t.his mi n imized the lUrJ!{ procedur-es of requesting for permission

from ever-y aut.hori l.y concer ned . However, chiefs and assistant

chiefs wer-e j nfonned and their approval was ob Lained , for the

study to be car ri ed out OIl their subjects.

The D~10IJof Siaya d ist r ic l. waF;inforJ1lf~d and a copy of study

proposal was given to him. He l.hen gran t ed verbal consent for-

the study to be car r ied out.

Those who were recr u i.t.ed were assured of the confidentiality of

the information gjvell. The purpos e of t he study was explained

and those who fe II. f hat t.1H'Y did not. wish to par tic ipa t.e were

a l Loi...•ed do so, howeve r , none dec I .inerl , No beneficial10

t r-ea l.menl: \...•as withheld fn1111 study sub.iec l. for the s ake of

ge tt ing des ir ed ou t.come , Those ,,,ho had a known risk of bad

per ina I.al 01.1t.COIIW wer-e taken care of, s ome were t aken to heal t.h

care institutions, so that Lhey could be treated instead of

wa i ling for t.he Qutcome. Aboul four pot.ential foetal and

mat ernal deaths wete avert cd by t.ak i.ng the moLher s for ceas erian

section. No inducemen twas given to s tucly subjects for the s ake

of getting their cooperation.
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Constraints

. The major .cons t.ra in t to the study was that during the proposal

development, all pregnant women were 1.0 be recrui Led w i thout

consideration given to gestat.ional age. The initial r-ecruitmeut

took all pregnant women, but i L '''8S soon rea I is ed that some of

them were going l.o deliver after .Ju ly , 1~)88 nf'Le r lhe end of the

sludy period. II: was not possible to follow lhem up Lo I:he end,

as the study period was 1.0 end j n Ap ri l . The facL necessitaled

a change and the :'letting up of inclusioll criteria t.o include

gestational age limit. to 26 weeks and above. Therefore the

ini t ia.l recrui tment that was done had 1.0 be abandoned and new

recruit.ment. began in early February, 1988, including only those

old study CCl~;P.S wh 0 sn t is f ied the flew recruitment criteria.

This s lowed the pr-c)!Sre~.;s0 r the s Ludy bu l. allowed only those

study cases who were li keIv to g(~t all outcome of pregnancy

wil.h in Lhe study period to be .i nc luded .in the study.

The other cons t.ra i Ill: W3S l.ho t of lranspol-t, the r-e was too much

rn r n around ~1;in:h t.o May. The f'o l l ow-up beC(lrnf~ very di Ff icu l l,

sometimes the investigator and research as s is l.an t s had to spend

hours out .t n the nun when l.he pi ck-up got s tuck in the mud,

ideally this area needed a four-wl)e~l drive during the rainy

season.
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The crude hi rLh r a l.e t.hat. WAS used t.o es t imat e t.he expec l.ed

deliveries during the study period, was higher than the aclual

birth rate 1'01- l.he area. Therefore fewer deliveries were

experienced than expected, although UIP- nn m.mum number required

was ach ieved . It needed mor'e Lillie for Lhi s kind of study to be

done and La f'o ll ow-up all pregnaut women irrespecti ve of their

gestiLational age.

3.7. Data Analysis and Intp-rpretaLion

Dal.a from the field WflP, orgnn iee.I, coded and en t ered .in l;o all IBM

XT personal mi cro+conrput er . Before en t: r y , <J code-book was made

(Append.i.x 3) con l.ai fling var iab lcs name and code number. After

d;;Jta entry W<lS completed, dala validat.ion was dOlle. The

appr opr ia le fi J es wcre l.hen sel"-up and l.he bank of i.nf'orma t ion

was ana Iysed using t.llP SPSS package . This was done with t.he

help of a b ios.La li s Lici an fn)1II Med.i ca l Re!:;earch centre of KE~1HI,

and a biostaU~5tician/(~pideJl1iologist ft-0111 t.he department of

community health of Unive r is ty of Nairobi. Frequencies,

cr oas+t abu l a tions and multiple regression analyses were wor ked

OU l..
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I'La he 1 (8.) Field Orgnni.Antion: PI Meetinr. with CHWs f'Yrd r<1nnqg0!l1ent
of son. 110 J) 0

(b) Clinical officer Ln-cbnrge of son.Hop nrldre!,,!>jnr,- the
first mce ti.ng p.nd Lnt roduc Lnrr PI
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lldo r i.: C'Ilf' of th~ c cn t ron for mohi l « clinic



- 48 -

.'J::->b:! '1 (n) P'jclrl nrf'.L~t"'nI.8 cl'rw Gr:inr: th" 'll1f·,f.inT1'1i.1'" ,,(,t,nr
f; rrl j 11 t ' If,

Comrnunl t.y /I1.1r~r; "l\d elL'! ,li ;'(!U;'f:' i.nr: 1-1n rr"r:I'(">,,,, 'lr -,

Jl n .r r i c i p;-> 11 t •
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Plate ~ (n.) A HeIr\ assistant is admLni s te rLng n que s t Lonai r.e
to 8. mother of t.wins.

~

.~
":-. .,,:... ,

Plate if (b) A Cotulep add re s s i.ng a meeting of CE'.'/s at ~i.n.ll.r
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CHAPTEH 4

RESULTS

The object of l.he sLudy reported 1J(~re \VaS Lo r ecord a] 1 perinatal dea l hs

of infants bon) in As embo Location during the s Ludy period; to idenlify

factors associated w ith doa lhs and to sugges t how some improvement in the

nortal i ly rate migh t be achieved.

During the study period, a total of 43] women who met the inc lus ion

criteria were recruited, registered and followed up. By the end of the

study period in May, In8S, 1J2G women had de l iver ed , There were 5 pairs

of twin ami 421 s i.ng l e t.on b irl.hs , t her-e Foro the l.o l.a ] b i.r Lhs experienced

were 431, twins being taken ;}I'; two s epnr a le births. Among the lotal

births, there Wf~re 8 s t i ll vbi rt.hs and JG first week infant deaLhs, giving

a perinatal mortal it y r a te of 55.7 per' 1000 +o t.al births

Among the 426 women who de li vered , two died immediat.e l.y af'I.er giving

hirth. .
One gave birth t.o still-born in Fant., while l.he o l.her to a pai r of

twins, who died on the S(Jm8 day of de l ivery as the mothe r . This gave <'l

m(ltemal morl.al iLy ratio or 4.G11 per' 1000 t.o l.aI births (4(14 pel" 100,000

total births).

A total of 1126 respolldents' da ta was ana Lysed, Their mean age

was 25.4 years with a stalldard devialion (SD) of ± 6.6. The

ages ranged be tween J 5 vear s and 55 year. This gave a range of
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Figure 1:

Maternal Age Distribution
Frequencles
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40 years, aI t hough there wer e J5 miss inn obs er va t ions . These

missing observat .ions were due to unknown ages or those whose

ages we re no t: recorded.

The tol.al number of hous ohol d members wer e 2498 persons derived,

f'r-on 426 bouseho Ids. giving an average number of 5.~) per-sons

Jiving in each household. The range varie.l from 2 to 13 persons

living in variuos households.

Several variables were included .in t.his section of ques t ionna i.r e

containing r{ellf~nll infoT"lll<ll.ion, The rcsu l t s on the .included

var iab l es were pr-es en l.cd us ing l.abl es For easy .i n l.e rpre t.al.Lou

(Tables 2-10).

PI3(;e of Res i.dc-nce No. of nf:~sponden l.s
./

Per-cen t.age (?..;)

Pura l :372 87.:3

Urban 10 2. ~~

Bolh Rural and

Urban 44 10.3

TOTAL 426 99.9
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Education No. of Respondents Percentage %

None G3 14.8

Adult. Education 0.2
St andard 1-4 55 12.9
Standard 5-8 246 57.5
Form J.--4 513 13.1
Above Form 4 2 0.5

No Response 4 0.9·

------

TOTAL 426 9!). rJ

From the above two tables, it can be seen that the majority of
reaponden ts we re rural dwe l.Lers :372 (87.3?;;) and mos I. of them had

upper pr imarv school educa t ion 245 (57.5;>;;)

TABLE 4:----

Type 0 f Wod{ No. of RespondellLs Per-cen t age ;>,;

HOllse-wocK :38 8.9

HUl.1se-work/peasnnt

farming 361 84.7
Teaching/salaried 7 1.6

Self-employment. H, :3.8

Other's 4 La

-------
TOTAL 426 100.0
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Figure 2:

Distribution of Mothers by Education
Frequencles(Numbers)
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~brj La I St.a l.us No , of r osponden l.s Percentage U~)

:,)·1 1o Mc. , I

Cur r-eu l.] y

B4.0
Sepa rat.ed,'

Divol:-ced/

\Vjdowe(l. 12 3.3

TOTAL 100.0

Table 5 n~p["«wnl.s d is tribu li on or rcsponden l.s accordinf£ 1.0

marit a I 5 t.a l.us , t.he reau l t was as f'o lLows ; 54(l2.7!1-';) of

r es ponden t s had neve r I:W(-'ll married , :-\!)8(8 ..1~~) were currently

mar r ierl and l.he remoi n ing 12(:).3?~) we ie ei Lhe r separated,

d ivor ced (ll" wi dowed .

Tobacco/C.i l~nrettes No. of Respondents Percantage %

Smoking

Yes 28 6.6
No ::W8 93.4

TOTt\L ,12(; 100.00
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(6. 6"~) compared to non-smokers who \ven~ :398 (93. 4!'~). therefore

the r isk of Low-b i r Lh wei ghl: due \.0 c igare t t e smok ing could be
minimal in this st.udy group. Out of the 28 smoker s , 4 gave up

smoking during pregnancy, 8 cut dOh/II the f'r equency and numhe r' of
cigar'e tLes smoked during pr egnancy , whi l e 6 increased . The
remaining '10 smokers had no change at: all 111 their smoking

habi t.s .

Alcohol drinldng No. of Respondellt.s I'er cen tage (%)

Yes 36 8.5
No 390 91.5

TOTAL 42~) 100.0

Type No. of HespondenLs Percentage (%)

Local b rew 27 75.0

Both local hr ew

and beer ') 5.5~

Beer G 16.7
Others 1 2.8

TOTAL 3G 100.0
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TABLE 9: Rf!sprmdenb IvHI! Chr on ic Ll Ineas Ies )

TABLE 10:

Chronic Illness No. of Respondents r ~g (%0)-ercenl,a e

Yes 116 27.2

No 310 72

TOTAL 426 100

1Y~e of Chronic Illness(es)

Type of Illness Percentage (%)No. of Respondents

Malaria 21 18.1

Cough 2 1.7

Chest prob l em/Tn 23 19.8

Hjgh blood pr es sur e 4 3.4

Stomachache 25 21. 6

Headache 26 22.4

Ar Lhr it isz'llacknche 13 10. :3

Skill Disease 3 2.!3

TOTAL 116
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PasL Obstetric Histor,Y

The past obstet.r ic hi s t.ory was included so Lha l, it could be

related to pr.riIlala1 mortalit.y. I t has been known that t.hos e

with bad obsLet.rjc hist.ory t.end to have a higher risk of

perinatal loss (T8bJ ef; 11-] 2) .

I~JD,E 11: §Jat. !-IS.-!_~[..l!.J~"L;~9J-!~J:["('!e:~~QllCif-"_~incJ.J!rlill8

lJIiscarTia~es and s t ill= bi r t hs

FleSpOnSF! No. of HespOlldellts Per cen l.age U~)

Yes

No

36l 84.7

J5.365

TOTAL 42(~ 100.0

Out of the total s t.udy group, 0111y G5(15.:1%) had no previous

pregnancy. but the r-emaining 361 (84.7) had had at least one

pr evLous pr-egrlClIlCY.
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TABLE 1') .<...

No. of Hf!spondelll:s Percen t age Uc;)

His t ory of inf'er

tility 10 6.9

Previolls mu l t iple

pregllancies 12 8.3

Previolls premature

births 27 18.6

PrevioIJs births with

malf'o rma li ons <) 2.1'-'

Previolls bi r: ths of

very big infants 7 5 51. 7

Responses 2+5 <, 2.1'.'

Responses 3+5 n 8.9

Responses 2+:::+!i 0.7

Responses 1-1 G 0.7

TOTAL 14G 100.0
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4.1.:1.

The pr egnuncy l.ha l was be ing .i nve s t igu t ed was r-eferred to as

present pr-egnancy and a number of var i.ah l.es were included under

it. The Follow.i ng \yel-e s orne of the findings that were obtained

(Tab les 1:3--22).

ANe Attendullce Nil. of Respondent.s Per cen Lage U~)

during pregnancy

-------------------------------------

Yes 95.!i

No JD 4.G

TOTAL 425 100.0

Among those who were illv(~stii~atpd, the r\NC a tl.endauce was very high.

407(95.5~6) received some ant.ena t.aI care at least once , only HI(4.5%) d:id

not get an l.ena l.a l care.
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No. of visits No. or Respondenls

One 27 6.6

Two 50 12.3
Threp. Ion 26.5

Four i in 20.2

Fjvp. 47 11.5

Six :~1 7.6

Bel.l"I-'P.JI 7-~) 11 2.7

~1nl-p. thilll ]() 8 2.0
DOII'1. 1,110\" !3 1.5

TOTAL 407 DD.9

Of thos« \.,;110 a l.Lended ANC c li n i.cs , Lhe ma.jo ri l.y had a t.o ta l of

four- v is i l s . Thf~SP' I"prr~ 119(29. 2~~) of a11 Lhos(~ who had ANC

care, f'o Il owecl by thref~ visi l.s , J08(2G.5~~) and the least wer e

Lhos o w i th more Lhan t en visits.
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TABLE 15:

------------------------------------------_._--

Place No. Respondents Percent age (%)

T.B.A. 10

Mobile Clinic/S.R.H.P 339

2.5

83.3

Dispensary 50

Private Institution 8

Severally 0

12.3
1.9

0.0

--------------------------------

TOTAL 407 100.0

TARLE 16: Response 1.0 wheLher referTcd to he(!ll.h centre or hospital

--------------------------------------------------------

Response No. of Respollden!.s

Yes

No

34
392

8.0

92.0

TOTAL 42G ]00.0
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Ins ti tuti on No. 'of Respoudell ts Percell t age U;;)

..

HealtiJ

Cen t r e 67.G

Hosp i tell 32.4

TOTAl, 34 100.0

------------
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TABI,E 18: Frequency distribution by Place of Delivcr::.y

Place No. of Respondents Percentage (%)

Home 263 G1.5

IIenlth Uuits 92 21. 6

Hospital 139 IG.2

Other 3 0.3

TOTAt 4213 100.0

The ma.ior i l.y (If r es ponrlen Ls 262(GLG%) delivered at home. T1H~n~

were 3(0.3~~) 1,,110 ne i t.he r delivered at home nor health f'ac i li Ly,

these de li ver ies Look place on l.he way to health facility,
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.TABLE_lQ: Freg!:lel!.~1L~~ributior!.J2.y_J:Y"pes .2.U1ediqltion t aken during

£ITgllal~

---------------- ._---

Response No of Rf~spondel1t:s %

Nolar ia Chemoprophv-

laxis

Herbal remedip.s

Nedir:atjon gjven by henlt.h

201

23

47.2

5.4

Nor-ken; 1] 4 2~3.8

4 0.9

36 B.5
1 0.2

22 5.2

2 0.5
]9 4.5

4 0.9

Ot.her

Responses 1+2

Responses ]+2+3+1

Responses 1+:1

Responses J +2-H

None

Responses 2+~~

TOTAL 100.0

~Iedication g iven by health NOl-]{ers inc luderl analgesics, ac t a I and

malarial tablels as chemop r ophy l ax is malaria at tack .
Therefore, those who rf'ce.i ved malaria chemopr'ophy 1axis wer e more t.han

the number shoNn. It is estimated th~t., about 75% of respondents

received chemoprophy lnx is agclinst malacia.

;.
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Response No. of Respondents

Yes 4.5

No 407 95.5

TOTAL 42fj 100.0

-------------------



- 67 -

Reason No. of Respondents

------------------.

Complies! ion of

pregnancy 5.3
Bleeding 1 5.3

Mal ar ia 1 5.3

Headache 1 5.'3

Anaemia + swo Ilen legs 1 5.3

Not known I ·1 73.6

TOTAL 100.0

l.eug t h In days

-----

1 day

2 days

3 days

1 days

No. of Respondellts %

4 21.1

11 57.9
2 10.5 .
2 ]0.5

TOTAL 19 100.0
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Detai Is 0 f Labour------.-

listed thesevera I variables under abovewer e

sub-heading. The frequency dis t rihut ions ar-e given below in

Tables 23-31.

Persolls No. of HespondenL %

Doctor 9 2.1

134 31.5

73 17.1

30 7.0
109 25.6

GG 15.5

0 0.0

5 1.2

Mi.dw i f'e

CHW

T.B.A.

Relative/Neighbour

Self

Other

Responses 3+5

TOTAL 42G ]00.0

Fr-om the table above , it is evident that those who wer e assisted

by trained qualified per-sonne l \VCl'e 143(3:j.6~~). Some r'ecei ved

assistance Among the r emain i.ngClndf rom CHWs T.B.A.s.

respondents, 109(25.13%) \Vere assisled by either a neighbour or a

re lat ive , 6G(l5. 5~.;) delivered 011 their own without assistance.
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TABLE 24: Frequency dist.ribution by duration of active labour

Duration in hours No. of Resprmdeni.s

I.ess than G hours 97 22.8
159 37.3

B9 20.9

74 17.4

6 1.4

1 0.2

Betweell 6-12 hours

Between 12-24 hours

Longer than 24 hOlU-S

Not known

No response

TOTAL 426 100.0

TABLE 25: Frequency distribution by duration between membranes

r up l.ure and dplivery

Dur ati on HI hours No. of Respondents

Less t IWII 12 hours :~.J!i mi.7

Hetwf!en 12-2,1 hnUI-S 84 8.0

Mor-e LhnIJ 24 hou rs ') 1.2

Not known ]9 4.5
No response -3 0.7

TOTAL ,42£3 100.1
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Presentation of infant at delivery

Pres en ta t ion No. of R~sponJents

Normal 407 95.5

Ma l present at j on IfJ 3.5

Don't know <)

'.' 0.7

No response 1 0.2

TOTAl, ·126 100.0

Response No. of Respondents %

fi] ]11.3

No 85.7

TOTAL 42D 100.0

._----_._---

I

"
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TABI.U~: £re4uency dis tribut iOll_Jry~3'-.2.f compl:i5~tions

eXI:'!~r ien c e!Lh.Y.-!" ef!I?.ond.er!.t~

----------------.----
Compl i.cat ion No. of Respondents %

Infant 1.00 big 5 8.2
8 13.1

17 27.9

5 8.2
r- 8 .);) .'"
7 1] .5
') 3.3c:

~3 11.9

D 14.8

Excessive bleeding
Very long labour

Pain ful ] abour

Obs Lr uc t cd Jab ou r

Prob 1ems hi i 1.11 P lacen l.a

Fatigue

Ot.hers

No response
--_._--_._--

TOTAL 61 100.0

The prolonged labour seems t.o be the type of complication w i th

the highest numhnr of r-esponden ts . The respondents were 17

(27. !~~~)out of a total of 61 (100~.;).

~Ieth()d No. of Ilespnlldents %

Spontaneous vaginal
de l ivery (SVD) 412 ~)G.7

Forceps/Vacuum 1.4
Caesarean - 7

1

1.6

Other 0.2

TOTAL 42G 100.0

was del ivery whi ch was mechan ica l and it wasone
j,
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cal.egori s ed under o l.he r method. This deli very was done at home,

and the infant waR pulled out using excessive force, it formed

1(0.2%) of all deliveries.

these deliveries.

Response No. of infanls

Singleton 421 97.7
Twin 10 2.3

TOTAL 431 100.0

TABtE 31:------

Response Frequency

Alive 99.5

Dead 2 0.5

TOTAL 42G 100.0

There wer-e two maternal deat hs during t.he study period. These
,

were also accompanied by deaths of infants born.

/
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4.1.5. Details of Live-birth

The total live-bid.hs were 423. The details wor-e needed so that any

facl:ors leading /;0 Fits t=week+« deaths could be revee l.ed, The

following were t~~ results obtained after analaysis (Tables 32-38).

TAIlU~ 32: Conditions of inf'ant. at birth------- --------------------

------------ ------------------
Hesponse frequency

--------------

Normal 400 94.6

Some abnorma Li l.y 23 5.4

TOTAL 423 100.0

Abnormality

.Iaund ice 3 13.0

Sma l l for age 7 30.4

Iljrth injur-y !J 21.7

Pr-e-term r; 26.1

Responses 112 1 4.4
Responses H<l 4.4

-------------_. __ ...__ ._-----_._------------;---------

TOTAl, 23 100.0
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Hespnnse Fr-equency

Yes 74 17.5

No 349 82.5

Those infants who requireo some form of resuscitation formed

74(17.5%) of the I.o la.l li ve-bir l.hs.

Response Fr-equency %

Immed i.al.eLy 271 G4.1
6-12 hours la te r: 102 24.1
13-lR hours La l.e r 12 2.8

19-24 homos laLer 7 1.7

Mor e than 24 hour s JG 3.6

Don'l 1UlO\V 2 0.5

Not fed ]0 2.4

No r es ponee 4 0.9

----.--------

TOTAL 423 100.0

----L

/
I
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the first week of life

Response Frequency %

-----_._------------_._--

Yes G~) 16.3
No 83.7

TOTAL 423 lOO.O

TABJ.E 37:--.------

Response Frequency %

Alive 1\07 96.2

Died before 7 days

old 16 3.8

TOTAL ·'123 100.0



- 76 -

Period Fr-equency

0-1 day

2-3 days

4-5 days

(1-7 days

13 81. 3

6.2

2 12.5

o 0.0

-------------------------------

TOTAL 16 100.0

The mn.jori t.v of in I'au l. dpatlts ()('clln·d Of] 0·-1 day p(n'iud. T})eSl~

deaths accounted fOI~ 13(81. 3~~) of t.o l a l first week deaths.

There were no deaths experjenced on 6-7 day period.

4.1.6. Sti l l+b irth------

There were a total of 11 stilI+birl.h deliveries during the s Ludy

period. The table over leaf shoh's hoh' they were categ'or'ised.
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Response Fiequency G,'
/G

Yes o
'.' :37.5

No Ii 62.5

TOTAL 100.0

The fresh s t iLl+b i r ths wer e 5 and 3 macerated. This shows that

t.he 5 still-births could have died during labour and 3 macernted

ones before the onset of labour'.

TABLE 40-----

.-------- ._------

Outcome Number %

Still-hi,--Lhs B 1.9

Is t week deaths IG 3.7

Surv:i vor s af t.e r

first week 407 94.4

I

TOTAL 1:11 100.0

PNR
;rotal bi rt hs
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-- 24 x 1000_._---------_.-

431

- 55.7 per 1000

Still-birth rate = _8 x 1000

-- 18. G per 1000

4.1. 7 . Ie A. P. Survey

This section of the questionnaire was designed to try and

es t ab li sh the r'e l a t ionah ip lwtlveen knowledge, attitudes and

pract.ices of the cons umers of ~JCH services and perinatal

events. Below are the tob l es s how ing the responses from the

respondents (Tables 41-47).

Response Frequency

Clinical/Dispensary/

Health Centre 410 96.2

No response lG 3.8

TOTAl, 426' 100.0
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Response Fr-equency %

Pr even t ion G5 15. ~3

'I'r en lmerrl. rn 21.4

Both prevention and

tre8tmf'nt. 255 59.9

Do !lot. kn 0\\1 11 2.6

No respouse <1 O. ~)

TOTAL 426 100.0

TABLE 43: Frequency disl.rjbul.ion~hildl!!)od diseases that [Ire

preven t ab Ie by .i nunun i z a ti on

Response Frequenr:y %

Meas les 6.8

0.5

2D

2

o
2

!\

JOD

1

0.5
o. ~)

25. G •

0.2

5(1. 1

9.4

T.B.
0.0Tetanus

Whooping courrh

Po Ii o

All the above

Other
More than 2 r espons es

Don't know 40

------------_._-------------------------

TOTAL 42(~ 100.0
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Response Frequrncy 0/
'0

Yes 12 2.8

No 407 95.5

Don't know 2 0.5

No r es pons e 5 1.5

TOTAL 426 100.0

Response Fr equeucv

Regularly :for check-upe 413 96.9

When she is si ck .) 0.5.:...

Only for' delivery 2 0.5

Don' I; \0101" 4 0.9

No response 3 0.7

Responses 1+2 r) 0.5w

TOTAl, 42G 100.0

,
!
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at hOllle~ood as deli very in hospital?

Response Fr-equency

Yes 20 4.7

No 390 91.5

Don't know ]2 2.8

No response 4 0.9

TOTAT. 426 99.9

Among those who r esponded to tile above question 20(4.7%) thought that.

there 1S no dif'Fer'euce between delivering at: hallie and hospital.

Those who inrlicated that there was a difl~rence were 390(91.5%) and

they believed l.ha l. hospital was be t l.e r t han home delivery, however'

one respondent. believed thaI. home de l iverv .i s bett.er than hospital

delivery. The remaining n~spondents we r e IG and 12(2.8%) did not:

know whet.her home or hos pi tal del ivery had any advan t.age over one

another. There WClS no response from the 4(0.9?~), but two died,

t.herefore only two 1 iving respondents d id no t respond to the nbove

question.
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TABLE 47: .~.houl~_LPeople use both modern and t rad i.t i.ona.I

medicines?

Response Frequency

Yes 178 41. 8

No 235 55.2
Don't know 8 1.9

No response 5 1.2

TOTAL 426 100.1

178( 41.8%) thought. t.hat bot.h modern and tradi t iona I medicine

should be used, however 235 (55. 2!)-.;) preferred the LIse of one form

or the other. but majorit.y preferred the use of modern medicine,

except one respondent I.••ho pr ef'err ed to use traditional I.••ays of,

treatment;

Cross-Tabulations of Variables---------------

This section ~eals with cross-tabulations of variables In the

study. The chi +squnre was used to determine the s igni f icance ,

hu l: where it WRS though l. l.hat chi+s quare would not be sensitive,

then Fisher" s Exact Tes t was also done.

i
!
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various f'ac l.ors/------------

-----------------------------------------------------------

NO D.F. SIGNIFICANCE (P)CONPARISON CHT--[)QUARE

---------------_._----------------_. __ .

1 Place of r es i.dence :3.69186 2 O. l57~~

2 Na l.er na I Education 2. (>l8~~:3 5 0.7586

3 Nalernal Occupation 1.~n()0:3 4 0.7475

4 Mari t n l St.a l.us 0.4512H 2 0.7980

5 Educat ion of

husband :3.J4JWl 7 0.8717

G Husband's

occupation 2.45105 it 0.65:34
M Age at fi rs tI

pregnnncy ~J.450·~n lB 0.9484

8 Smok ing habi t O. G.11~~s 0.4341

1.45505 1 0.2277

8 Alcohul dr ink.i ng 0.00000 1 1.0000

0.000,15 1 0.9B30

There \"8S no si gu iLican l. re l a lions.h ip between the variables

listed on the t.ab Ie 48 above.
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4. 2.2: Presen t Pregnalle):

TABLE '19: H~J...alj(lDsh~p_behveell QerillaLa1 mUlLali ty anq

van ous fac~ors

NO CO~1PARISON CIIH>SQUAflE D. F. SIGNIFICANCE (P)

1 Antenatal care 8.11653 1 * 0.0134
att.endance 8.89:3JO 1 * 0.0029

2 Place of an l.ena ......

tal att.endance G.23514 4 O. lB23

3 Birth interval :33.65104 29 0.2523

4 Place of del ivery 2:3.43306 3 **0.0000
5 MaLar ia chelllopro-

phy1axis
G Admission duri.ng

I\EY: *
**
WA

15.01379

O.1807G

O.BG8Gl 1

Exac I: Tc!s I.

= Signi.ficant

= Highly s igni fi can l.

Weal, as s oc iati on

0.05mJ(WA)

O.G707

0.3518
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various factors

NO GO~lPARISON
-------.------------------------.--

1). F SJ.GNIF'ICANCE(P)CHI-SQUARE

I Person cOllducting
------------,---------------------- ----

or as s i.s ting delivery 12.23DG3

2. Lenglh of active labour 12.74007

membr-anes r up l.ure

4 Presentation of

infanl al delivery

5 Complications

during labour

6 Me t hod of del j ve ry

7.

:infants horn

8 Cond i bon of

the mother

17.19G93

51. B7642

2!1.5G::105

Fisher" s

Exact Test

9. 20~{gO

IG.GI092

22.74m~4

18.09284

G 0.0568(WA)

4 *0.0126

**0.0006

3 **0.0000

1 **0.0000
1 **0.0000

**0.0000227
<) *0.0267~)

1 **0.0000
1 **0.0000

1 **0.0000

- 1 **0.0000

--------------------------
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If L:ive-I\idh

various f'uc l.ors-----------

NO CONPARISON SIGNIFICANCE(P)CHI-SQUARE D. F.

1 Cond i t ion of

infant at. birt.h 20.89529 2 **O.DOOO
2 Pret.erm deli very 106.44061 **0.0000
3 Lnf'an t requiring 0.B2592 1 0.3635

resuscit.ation ].54070 1 0.2145

Fisher" s

Exact-.Test 0.1851

4 Interval of

infant fcedig 250.05472 G **0.0000

5 I] Lnos s during 4.575913 1 *0.0324

the firsL \vcl:'l\ G.OGG30 .t *0.0138

6 What '''CIS used for

inf'an l fcedi IlI( 25~.72!)10 4 **0.0000

i,



4: 2.5

Table

- 87 -

nnd various factors:-------------

.------- --------

NO CONPARTSON SJGNIFICANCE(P)CHT-SQUAHE n. F.

1 Place of lrcnl.illRnt 0.00000 1.0000

O.0539B O.81G3I.

2 Knowledge about

the IlSP or rOIl-

venli ona l medici ne 15.75'14] 4 *0.0034

3 Knowledge about

when a child j s 28. 47B2~1 **0.00003

taken to clinic

4 Know l edge about

woman s hou 1 d r;o 3 **0.0000

to the clinic

5 **0.000417.99828 3

of delivery

G AttiLude about

the use of 1.050~)2 0.59132

modern and

tr ad i li onn 1

medicine

several variables on knowledge, attitude Bnd practice on use of

52 presents r-e l a t Ionsh ips between perinatal mortality and

available health facilities. All the variables except attitude about

the use of modp.nl and trnd i.t iona l medici ne and place of. treatment

were found to be s igni f icant Iy relal:ed to per-inatal mortality.
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Figure 3:

Distribution of Deaths by Mother's
Age-Groups

Frequencles(N umbers)
8 - ----.------------------

• •• P •••••• • •• • •.•••• ~._ •• _ •••••...•••••••• ~ •• ,..... • •• _ •••••••••••••• _........ •••••• .., •••••••••••••••••• " •••••••••••••••••• _ •••••• _ •••••••••••••••

7
6-
5-
4-
3--
2-
1 -. -

o
20-24 26-29 30-34 36-39

Age-Groups(Years)
_ Perinatal Deaths _ 1st Week Deaths [:Xd Stili-Births

16-19 40-55



- 89 -

Figure 4:

Distribution of Deaths by Mother's
Age-Groups

Frequencles(Nurnbers)
8 ----------------.-------.------------------
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Figure 5:

Distribution of Deaths by Mother's
Education Background

Freouencteetr+urnbere)
20,-----
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TA13I,E 53: Per'; natal mort a liLy V(-!l'SUS number' of babies

Tesl!.LU.nlLfn~ffUb~_PJ::,~lQ@nc:y

MaR TAL I T Y

NO. OF I3ABIES PRESENT
(YES)

ABSENT
NO

TOTAL

Sf.ngl e l.ons

Twin

20 (..1.n~~)

4(40%)
421

10
401 (95. 2~~)

6( 60~o)

TOTAl, 24 431407

----_._ .._-----------

When the analysis of Table 53 was donc, numbcrs of babies
res uLt.Lng f rorn a prpgnancy was found t.obe sinnif i.cant ly reLat.ed

to per'inatal murtality. There I";:IS a chi+square of 22.75 wi Lh

p-value less than 0.0000 before YaLes corr'celion, and 16.61 with

p-value less than O.OOOJ after Yules Con-ection (X2=22.75, p <

0.0000) .

U Mu lt ip Ie Regression Analysis

~fultiple regressiun analysis was done to select. variables tha!:

contribute t.o perin<1ltal mortality when others ignf iciant Iy

variables were con t rolLed for'. cross-tabulationsIn some

variables were significant In rclation to perinatal mortality,

but it was not clear wh ich ones had the 1II0St effect. The
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effects also could have been present when many factors were
operating together, therefore there was need to find out the

effects of each variable on perinatal mortality when other

variables were controlled for. The var iables found to be

significanl af'Ler this analysis could be used f'or :i dent.i f ication

of risk cases or 1.0 predict those cases that could have bad

perinatal out.come.

S Lep-wise Regress ion Anal.ysis

This was lhe first multiple regression analysis done, but

sooner, it was realised that Logi stic r-egr-es sion analysis could

have given belLer results. Step-wise regression analysis IS

used when dependent; var-iable .1S continuous I but in this case

perinatal mor'Lality is not. To avoid any biases that could have

occured, logistic regression analysis was used.

Logistjc I~ep:ression ana l.vsis was a lno performed t.o find out.

which of the variables corisi der'ed had a significant effect on

pe r ina l.a I mortalit.y. This was an appropriate method since the

dependent var iable \'JaS 110t con l,inuous . Resul ts of the analysis

are pres en t.edill Table 54
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l.~ogist i~ [-eEr-egs 1.91) __an~brf~iLcl~;h~g~>.el25.1.~.DL_~~ri~!.>~~

(Perinatal lTIortali tyJ-'2!L.Lh~ fac"-I2.!~as_sociated wi th it

NO VAfUABT,E IN EQUATION ESTIMATE CO- t-STATISTIC

EFFICIENT

p-VAI,TJE

Respolldenl's usual

place of residence 0.2725024 1.:3253 0.1876

2 Maternal education 0.4135328 -i. 921~) *0.056

3 Mat.erna I occupation -0.113303(; -0.69363 0.4893

4 Mar ital Status 0.1.501246 1.543S 0.1253

5 Fa t erna l Education O. ~WOG902 2.1647 **0. 0~n6

6 Paternal Occupation -0. 25584~Jl -1..772!) *0.078

7 Asr,e al; first

pregnancy --0. :~!)17G70 --4.102G ***0.000059

8 Nat erna l age III

complet.ed years - O, ~~nO,-1m3 ·-3.753G ***0.00002:3

9 C i.gar r et.s smoking 0.247C07G -1.250(; 0.2135

10 Smoking in pr eg'naucy --0. 38620~)9 --1. 85G2 *0.Of;5

11 Change of smok i.ng habit
during pregnancy O.520~VlGO 0.21245 O. 83~n

Cont. nex t page
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TARtE 54ll:

NO VARIABJ,E IN EQUATION ESTINATED CO-

EFFICIENT

t-STATISTIC p-VALUE

12 Alcohol during pregnancy -0.2]87425 **0.0124
13 Type of alcohol -0.1148072

14 Previous pregnancies 0.3379270

15 Past bad obsleric history -0.1950898

16 Antenatal care during

pregnancy 0.4387156

17 Number of Antenatal visits -0.7099894

18 Place of an t.ena LaJ care 0.8710830

19 Birth interval -0.3776,110

20 Place of deli very 0.3472220

21 Refer-ral to any hea l th

institution O. 80922~)

22 Swollen legs 1n pregnancy 0.316319f)

23 Use of malar ia chemopr o-

phylaxis 0.4106513

21 Admission dud I11{ preguancy O. 4174793E

25 Reason for adm.is s j on O. 9Ei'16l308E

26 Duration of admission 0.26:36140

--2.5234

-0.84702

1.8761
-1. 5697

0.76921

-0.42251

0.95179
--1.5027

1. ~~4Gl

O.39D25

1.1527

2.WSH

0.G2531E
-2.958;)

0.139G5

0.3987

*O.OG20
0.1180

0.4433

0.6734

0.3431

0.1355
.0.1880

0.6904

0.2512

**0.0290

0.9G82

***0.00346
0.8891

COllI:. next page.

/
I
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TABI,E54C:-------

-----------------------

NO VARIABLE IN EQJJATION ESTHlf\TED CO- t-STATISTIC pO-VALUE

EFFICIENT

27 Duration of active labour 0.2597806 0.82531 0.4108

28 Duration of membranes

rupture before del iver-y 0.5386358 3.1077 ***0.00216
29 Presentation of infant

at delivery -0.5783208 --0.27317 0.7851

30 Complications dur:ing 0.3760807 0.22413 0.8230
labour

31 Complication present 0.6014027 0.58334 0.5608

32 ~lethod of de li ve ry -0. mmj835 --1.5622 0.1209

~3 Durati.on t.aken t.o feed

infant af t er bi rLh O. 43~14083 2.2564 **0.0260

~ Place for geneial medical

treat.ment -0.1l2lD05 --0.81789 0.3982

35 Knowledge about when

a child should be taken

l.o clinic O.523D588 1.1540 0.2508

36 Knowl edge about when

pregnant women should --0.8733£326 - -2.4835 .**0.0140
go to clinic

Cont. next page .
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TABLE 54D J.oti§tic regress.io~LJ:!!!~lysis_2LJ:he depellg~!!t..""y-'~dable

_(QE~UI!~J.~1L}I~(2x:1!lli.ty.)__!2;1!__Jh~ __f9.c-:lQE~ ~S2s~_tated tviJ1LLt

NO VARIABLE IN EQUATION ESTJMATED CO-

EFFICIENT

t-STATISTIC p--VAUJE

37 Pre f'er ence of home

versus hospital delivery

38 Atti tude about use of both

1. 377947 3.5653 ***0.00045

convectional and

traditional medicine --1.2446894 --1.. 2120 0.2297

lmy: * =

** =

***=

Weak associatiolJ

Significant assocation

Highl v significant association

Fr-om tables 54A, 54B, 54C, 54D the f'ollow.ing factors were found to

be sigui f icant.I y related to perinatal mot-tali t.y after controlling for

other variables:- Educaf.ion (paternal and ma t er-na.l ) , paternal

occupation, at first pregnancy, maternal age, smoking in

pregnancy, alcohol dri.nki ns during pregnancy, previous pr-egnancies,

duration t.aken to reed .inf'an t af't.e.r bir th , knowlcdge about when a

pregnant woman should go to clinic, pr ef'er'ence of home versus

hospital deli very, use of malaria ch~noprophylaxis, reason for

admi s s ion and duration of membranes rupture before deli very.
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<1. <1 Sel)si tj vitL9.!!d Spedfici ty

The cur r en t method used f'o r EDD es t imaLion, that. is. calculation

using the Jl.-IP was assessed in this rural community. The EDD as

recorded af'Ler calculation was l.aken to be the Test. This \"3S

compared with the actual deliveries in a particular month. For

our purposes I.he month of Mar-ch was randomly se Lec ted ,

EnD (TEST)

0)
+

+ 77 30 107
f>IOD

(3) 51 2G8 319

]28 298 426

SENSITIVITY = 77 x 100

107

=7l.9G-72%

SFEGIFlc:JTY 2G8 x 100
:~]9

=84%

•
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CHAPTER 5

DISCUSSION AND RECOf'tlHENDATION

DISCUSSION:

The basic needs :in planning for medical care 111 pregnancy are

probably the same throughout the world, al though the sk i l l s and

facilities vary enormously. The first. need IS to enaure that

all pr egnant women have access to bas ic level of obstetric

care. The question of acceptability is relevant. to all levels

of care, ad may only be resolved where medical care is organised

at local level with strong 'consumer' parti c.i pal ion (4). This

seems to be the case In t.he study ar ea , Those who attend

antenatal serv ices run by communitv heal th wor ker s under: the

Saradidi rural health project were 83.3%. 12.3% were attending

e i ther governmen l dispensary or private ins ti 1.l.1t101l.

The Perinatal modality rate of about 56 pe r I, 000 total births

was' found among the s tudy group. This ra t.e was much Lower than

the lIational average estimate of 85.22 per 1,000 in 1987 (37).
This could be due to inct-easecl coverage and acces s ib i li l.y of f-ICH

services offered by r:m'lr;.

There is an urgen t noerl for those co] lecl ing and disseminating

perinatal statistics, whether at national, regional, district or

] ocal hospi tal level to adhere 1:0 'S t.andar d de f i.n.it.ions. It. IS

(WHO)recommended that world health organizationcurrent
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de I ini ti ons are used In collection of statistical data (20).

These are useful for compar isons, but local data could be

in terpret.e( I Basically, allaccur d ing La local situations.

newborns, alive or" dead, with a birth weight of 50Dg. or more,

should, be included ]11 the statistics of the coun tr ies (27).

This is not possible with the curr errt situation of man+powe r ,

and equipment such as weighing equ ipment s , especially when bi r l.h

Lakes place at home.

Critcr·ia for inclusion in perinaLal stat.istics have elements of

uncertainty. The use of gestational age of 28 weeks as a

cut-off point, to define late foetal deaths does not allow that

/II(lturity is uncertaill in a considerable number of pregnancies,

especially so HI t.hose tha t end. In ear ly death. It. has been

pointed t.hat the de f ini t ion of live-birth applied atout

different geslaLional ages, may be affect.ed by factors such as

place of delivery, rules relating t.o payment of maternity and

o t.her s l.a lut.ory fj nanci al bene fi h:;, and Lhe religious and

cultural af'fi Li.at ions of the communit.y (12, 28, 85).

It: has been sugl~esLed that perinatal mortality should be

classified in severa l \~AyS (2J., J.03). Each class i fica l j on

should have it.s own value Clnd compliment.s the ot.her.

The study being a descriptive on-e did not exann ne t n details the

causes of perinat.al deaths; but it was uncler taken to yield arens

for useful i.nf'o rmat ion for turther research. A study done in

Thailand (9), showed that causes of death in foetal dea ths , wer e

!
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most ly UI 11mown even after complete autopsy. Neonatal t e l.anus is

extremely rare in babies del ivered HI hos pi tl s , but a common

problem in those bor-n at home (25). In this study. this was not

the case, per-haps due to i~nunizatioll against tetanus given to

expect.ant mot.hers who underLake antenatal care during

pregnancy. Also due to the facL that. most deliveries that

occur at home are attended by CHWs who apply relatively safe.

aseptic tr:chniqups.

Iusp i Le the r'fll:(: t.ha l: ~veif{hl I!<)in duri ng pn~[{IHHH:y was mi n imal,

there were very few cases low-birth weight infants. In the

study. only about. half of the infants had their b ir t.h-wei ght

recorded, therefore, bi r t.h-we iglrt data was left out III the

analysis. A study done in Machak os by .Januen , et a I (43) showed

-t.hat inspite of the low weight; gain during pregnancy, the

incidence of low b irt h WR8 only 6.5~~. this was similar to t.hat

of 6.7% reported by BuLler And Albermon (14) for Britain in 1969.

In this s tudy , prema l.ur it.y was h igh l y as s oc iat ed with perinatal

mor t.el.i.tv , t hough Lh is could not. have been predicted before the

onset of Lnbour, Fac t or s con tr ibu l.ing to pr-ema turi ty should be

inves ti ga+ed (29,102). It is accept.ed that in up to 50% of

women In apparent.ly es t.abli shed pre t erm labour, contractions

subside spontaneously, and pregnancy continues (44).

In United Kingdom (U. K.) the mean b ir th-we igh t IS about 3.4 kg

(14). and so an infant is defined a~ low birth-weight if that

/
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infant weighs 2.5I<fS. In Nigeria mean b i r t.h-we ight is about 2.9

kg, therefore the I imi t of 2.5 l<g whieh IS acceptable for U. I\.

IS considered too high (5:3). In this s t.udy , some Lnf'anl.s who

weighed less than 2 kg surv ived, Lheref'or-e an acceptable cut-off

point: for b irt.h-wei ght. should be de termi.ned fOI~ th is community.

Those who had incr-eas ed ri s k wer-e pr e+erm low-birth weigh t

infant s , but. sma Ll for' age j nI'an l.s had less risk of perinatal

death.

A study done in AmeJ"lca (52) showed thuL perinatal morLality was

higher among teenage mothers and among mothers of advanced age

and part iy , In th i s s t udy t eenage mo t.her s had increased

perinatal mor to l i l.y rate, though single mothers had no increase

in perinatal morta l i t.y r aLe , l.his ~:()ultL be due to social and

family support they received f'rom conunun i l y , In this study,the

maternal he igh t was r-ecor-ded for only some of the study cases.

This was due to ladi of equipmen t, therefore maternal height. in

r e l a+ionshi p to perina l.a l ou t.+come wm; 110t ana l ys ed . Ot.he r

s tud ies which have be(~n previously done (54), showed that in

Rhodesia, mat.e rna l he igh l; had no prac tica I use in that country.

In Addis Ababa where obs I rucl.ed 1ahour was the second mos l.

common cause of pe rina t a l de a l.h , no significant cOITelaUon

bet.ween mat er nn l he igh t and per j na l.a I deal.h from that cause was

found.

In this study, the infonnalion on still-births was not detailed

enough and even the clinical/information was Lack ing , The

still-birth raLe of about 18 per 1,000 Lotal. births was found.
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A recent literature (57) revealed thaI up to the present the

c l.in ica l inf'o rmaLion ei ven on many st iI I-births and death

certificates has been unrel Labl e and inaccurate. According to

Annua I Hepar-t of Mini s l.ry of Health of 19G7 (35), a number of

factors had contributed to the improvement in t.he reduction of

Thos e factors housing, be tt er

milk,sanitary environmpnL, cleaner food, pasteurized

supplementary foods, vitamins and jron, better maternal care and

an t enat.a l service, be tt.e r hos pi l.a l accommoda t ion , more sk ill ed

per s onne l and sk il lcd (:(1I.-e for the sick mothnr s and the r is i illS

standard of education of parents and public HI f(ener-al.

The above report. also c i ted prema tur i ty as one of the problems

encount.e red 111 f( iSUJIlI.I Provincial Hospital I.hen . It was

responsible -[01.- the prolonged hosp.i ta l iaati.on and thus

inn-easing pressure on beds and also con l.r i.buted to very hi gh

perinatal mortality of 120 per 1,000. Still-hirlhs r at.e was 90

per 1,000 t o l.aI b i r l.hs . I'remal.uri t.v was associated wiLh

jncreased perinatal deaths in this study, lhecefore fact.ors that

bring about. pn~maL\.1n~births should be investigated.

The an tenal.n l a l tendance rate was very high among the study

group , perhaps this could have a ltribut.ed to the unexpected 101"

PNH. A study done by Mal one (511) showed that antenatal car"e

does influence not. only maternal but also perinatal morbidit.y

and mort a 1iIy . A s l.udy dOJ1e by Koten (51) found that the

great.er number of death r-ecor"ded wen~ pr even t ab Le , lIe suggested

that some could have been saved by
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early and energe t ic treatment, others by ani.enal.a l care or by

health educa t.i on , bc l.Ler housing and . .SOClo-'eCOTlOlIIlC

condi Lions. Antena l.al care isnow universe l Ly accepted as an

essential pad, of obs t e t r ir: care, which has played an import.ant

role in the t iemendous deet-ease in ma t erna l and perinan l.a.l

morbid i ty and motLa l iLy in dr-vel oped coun I ries U,2) • In this

s tudv , home deli ver i.es hnd 110 increas ed ri sk of perinatal dea l.h,

unless there were o l.her compl ica tions . II study done in Miss our i

In 1978-1984 (JOl) found out thaI: ther e was lad' of mort a l i l.y

increase for unp l armed hallie b i r ths weigh ing Jess than 1500g,

this was rather surprising.

In obstetric the final obj ac tive IS to gel: a live and healthy

mother, alive and wel l baby (G7). To evalu<J\:e this objer:tive

one needs da l.a on mat.er na l mor Ialil.ies and mor'bidi t ies and also

perinatal statistics, It would all oversimplification,

however to n'l£anl the evolu l.i.on of obs t.e l.ri c and neonatal

l:;ervices as independent of each o l.he r (7) , Worse still,

neonatal.' s e rv ices espedAl'l y for the care of (J neonate at risk

are not ava il ab le , The F~m for this arr-a which J,S currently

t.hought to he one of the ] CMCS t.in the district, could be

furlher reduced by provision of more obstetric facilities and

neonatal servi~ps. There should also be integrated effort in

improving standard of living. The B'lack report (60) recommended

that t.her-e would be more hope of a-chieving further reducl::ion in

perinatal mortality if resources could be devoted to improving

r.he st.audar d of living of t.he Leas t healthy parents and children

in the population. Among the study group, it rs suspected that

t
t

t
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some deaths could have been avoided if there were technologies

that care for- the baby, especially pretm-m infant at home

level. Accordi nj; to l.he wor k of WIIO 1980-1D81 (105) , there are

fewer t echno l ojjies for Lhe care of the mother and her baby

dur ing the peri na t.nl pel-loti, eSI'(~ci<1l1y technologies that are
I

suitable for- the home level and can be adapted to local

corul i lions in rurnl 01" urban peripheral areas. When method of

delivery was examined In relation to PMR, caesarean deliveries

had no mor t al i t y . This IS HI agreemen t wi t.h a study done i.n

California In l!)70 (lID). The California study showed that the

decrease ]11 mortaliLy rates was s i.gn if ican t.Ly faster for

ceasarean deliveries.

A study done III Hong I\ong by Woo (Jll) s howed that the decline

HI peri na t a I mortality is probab ly result of complex

in Lerac t ing f'ac l.or s . The r e was an over a l l improvement In

socia-economic conditions and education of the population. An

i.ncr eas ing nunrlier of df:' liver- j es wer-e perfol'med in hosp i tal. In

this st~dy, few deliveries look place 10 hospital, and it will

alol1ger ti me beFore many prer;nall t women deli vel" j n

hospital. The ski 1] ed personnel •.-md development of hospital s

adequa l.e t.o s at.i.s I'y the gr-owing demand of pregnant women in

rural areas will take some lime to be achieved. Ther-efore

i.den t.t f icati on of risk f'acLors to be used in this communi ty .i s

essential. The reduction in petinatal mortality in this

communi t y could have been due to services of'f'er-ed by communi l.y

health worker s . This has worl{ed ~ffectivdy due to utilization
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of available r-esour-ces balanced wit h patient needs. A community

health wod<cr looks af ter about 50-100 families on average, but.

what isimpor-\:ant r s" t ha t be ing a member' of that communit.y, a

CHW knows the problems of each individual family and can

ther-efore, offer solutions based on felt: needs. The

communication ne t.-wnrk is so poo r that the referral system is

almost non-existent. The government health centre which ]s

neares t IS 2G m i les away. but even t.hen , the access is poor.

For con t inu i ty of Pr imary heal l.h care programme ref'er ral. system

needs to be improved (77). Dramatic improvements in obstetric

and newborn care have occured in the past 15 years. Initially,

the benefits of these advances, reached only those patients with

ready access 1.0 (l Inrgo hos p i LaI, U!';1I311y a ma.ior l.each ing

centre (40). Because of the need to make modern perinatal

services avai l.nhI.e t.o all pa tien ts regardless of locale, the

concept of l"egionaU zation of pe rinat.a.l services should be

cons iderecl. If thi s 1S not possible, l hen there IS a need lo

get good transport system to be used in the perinatal period,

connecting con~unitips with a regiunal perinatal centre, t.his

too requires good commun ica ti on ne l vwork .

A study done III j;Ialwssar, Indonesia (5) showed that simple case

records In hospital population, if k ep t consistently can y i.e l d

int er-es l ing and uae I'uI 'inf'o rmu t ion. A 101: of information as the

ones got from this s t udy could b'f! found fr-om hospitals' 0['

patients' records. 'I'he missing g<1P is the timely analysis of

such rucor-ds and dissemination I of the results. Our major

object i ve has been to improve the care of the mother" and baby.
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This can be achieved by using B computer system for collecting

accur at e and complete da t a for dissemination to the primary

health car e team and planners (17,59), 01- simple analysis at

communi i.y level for local use. The study, it is hoped has

the localprovided, do ta fnr' t.he use and p l ann ing

popu l at ion. The pr inci pal purpos e of which J.S to supplement

nati onaI level inf'o rma l.ion. Epidemiological surveillance is

systematic collection, <1I181ys1s, intet'prelation and timely

diasemi.nati on of Ileal th dat a for planning, implementation and

evaluation (92). The application of these data to disease

pr even t ion and health promotion prog r ammes complete a

sur ve i l lance cycle in pub I ic heal t.h.

Soc io l og ica l r nqu i ry can .i l Lumina t.e the meaning of the birth

event ill a woman's life and t.hereby its effect OIl initial

parental adnp l.a l.i ens (22). Tn this COOIIlllTl i t y ch il d Ies snes s j s a

stigma and having children 18 of vi tal importance espec i.a l l y

baby boys. This f'ac l; has been re I'Lec t.ed 011 th is r es u J t. Those

families' wi t.h pr-r inata] deaths tend to have many pregnancies

immediately af't.er t.he dead ones. A1so those f'am iIies wi th baby

girls tend to have many repet.itive births. Among Ga women 0 f

Ghana (72) reachillg middle 8!1e wit.hout a child was looked upon

wi t.h susp ic ion , as though a woman wer e a w i t.ch, Even if the

care of t.hr-m 1\1(-1S i.nadequa t.e , hav ing many children was always a

sign of blessing and prospe r i t.y , On"arr ival of the tenth child,

there was alot of fuss over t.he mot.her with special ceremonies

of cougrat ul.a t ions
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In this communi t.y , any import.nn t decision 18 Laken by the

husband. Those deci s ions related to health and expenditure ar e

tak en by l.he husbanrl , therefore perinatal mortality was found t.o

be highly associated w i th paterllrt1 erluca+ ion and occupat.i on ,

Another f'actor whi ch has contributed to the above finding 18

tha t e(;ollomy lS not 'land related. The 1and per fmni Iv is so

smn ll and ill rnos l. ('<lses so unpicduc l.i ve , t.hcrcf'ore family i.ncome

depends on pa ter nal education and l.he type of occupat.i on , In a

the decisioll to

transfer to hospital a desperately ill pregnant woman is nearly

always t aken by the husband, Women are now exposed not. only to

the same physica] and emotional hazards of the work environment

as men, but they al-e also uniquely exposed t.o the pressure

created by multiple roles and conflicting expectations (41).

The heal t.h consequences 0 r these dramatic and r ap id changes are

complex and largely unknown:

The use of other' hea l Lh care svs Lem in this community has been

found to exist. Whether th is a fI'ec t.s the perinatal' mor t a l i t y

needs l.o be iTlV(~S Ii gated. SIJ<:c($sful p] anning and management of

hea l th ser'v ices requ i res know] edge ab ou t f'requency and pat. tern

of motb id i Ly III B popul~l,inn, as well as utilization of

preventive and curative s er'v i ces . Information is needed on the

utilization of/and a l.t iLucles towards other Forms of health car-e

(78). Recent data from Nepal (84) indicat o that in urban areas

reproductive attitudes are changing much more rapidly thall

behaviour resulting in many unwan ted births. While In a rural

counnun i ty people still have'many children as a sign of s ecur i t.y

and future investment some Ud)8I1 communi lies VIew children as

burden and liability.



- 108 -

Healt.h ]5 too .impor t.an t to be l.he n'!(':pollsibilit.y of the health

sector alone. Other sectors such as agriculture, education,

water' deve l opmenL, social ser vrces , communioe t iony t r-anepo r t are

involved III health and hoa l t.h r e Lated activities and contribute

to lhe .inmtovemeu t of t.he heal l.h s t a l.us of t.he populaUon(66).

Good health is obviously of direct: benefit t.o the individual and

the family.

steadily and

efficiently.

hea l t.hy na l ion w i lI learn more rapidly wor k more

prndur.tiveJy and its tasksmanagp more

Effective medical par t.i.cu.l ar Iy whencnr e ,

preven t i.ve in nature and di r ec t.ed too the rural ar-eas contributes

significantly to national devel opmeut (34). One of the major

health po l ici es according to t.he 5th developmen t p] an was to

.i ncr-eas e coverage ami aoces sibLl I t.y of health services in rural

areas. In real l.erms , the s Lr-eugthen ing of healthrural

services w i 1.1 requ i t'e furt he r i.mpr'ovemen t. 111 service deli very

methods, incrnas ed ef f ic iency HI l.og is l.i ca l support: and rncr'eaae

ill the nurnbe r and qua Ii Ly of tr a ined manpower suitable for rural

areas.

5: 1.]. !I~.Ilen.l]_-1.nform<!.tjon

The majority of respondents fell into 20-24 year age group,

f'o l lowed by 2S-2D age group (see figun~ 1). There wer-e few

respondents in 40-55 age group. When education background of

the respondents was analysed, it wns~found that the majority had

standard 5-8 primary educat.ion (see figure 2).
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Mari t a1 status did not seem to have significance as far as

perinatal oulcome :in this community was concerned, however,

those who W!~rf'. single were fewer and t.he reFor'e could have

affected the result.

5: 1. 2. f2S I; Qt~~..L~.t..r~i!2JU~_k·oIT

Those who hnd had pr evi.ous preg'nanc ies , excl.udi ng this pr-egnancy

he ing investigated wer-e 84.3~~. High parity W<J8 associated w i l.h

early infant or perinatal dpath. Those who had many previous

pregnanc i.es wete found to have had many infants or children

dying at e1n cady age. Those w i l.h infant deaths, miscarriages,

abor t ions, tell! led t: 0 conce 1ve :i nnnedi a tc 1y , therefore birth

int.e rva l was nreaLly shorterwd. There is g,-eat need for health

education and change of at Li tude so that U)(~ next pr-egnancy does

not fo110\" j IImlP!Lia te Iy so as to decrease c1lC1l1CeSof pr-egnancy

wastage.

5: 1.3. PreseJ.!i..Ereg!l9Jl!:.:Y

Among the study group , those who rr-cei ved ant.en ta I care during

this pregnancy were 95.5%. The majority were attended by

community health worko rs . There was 110 sinn i I ican t relationship

between where antenatal care was received and perinatal

in a few individuals and were orrl y found out when it was too

lnte. It is ther'efor'e impor Lan l. if reseal-ell can be done and a

simple scoring system of risk f~ctnrs be developed that can be

used In I.he rur'a l areas by communi t.y heal th workers.
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The majority of respondents delivered at home. The place of

delivery had significant relationship to perinatal outcome. It

was found out that those infants that. were uelivered on t.he way

to hospital had h igher' pe rina t a l mortality rate. This could be

due to tbe filet t.ha t. there was a delay in Lak ing a decision to

seek medical ilJI.ervention and when it was taken it was too late.

5. 1.4. D_~tail_s oU!':!lJOI:!..r.:

Those who had prol ong ed labour- had incr-eased per inata l mor ta l i ty

rate. Those Nho had rupture membranes but R\:ayed for a period

of time befor-e de livery look place had also high perinatal

mor t a li tv rate. It is therefor-e advisable to rlo a study to

de te rmine the op timum Leng lh of time- for ac t ive labour and

rup t.ur e of membr-anes fOI- this commun i l.y . When this has been

done, Ihen it can be used ;IS ,-I basis for- r-ef'e r r al to the higher

level of heal th can'.

Twin del i ve ries we re found 10 have hi ghpf" pe r ina tal modal i ly

r-ate, however', most of Lwin deliver i (~S were also preterm,

l.he teFor e :i \; was di fficul l. 1:0 ascerI.ai.n whi ell one had increased

r isk of pe r ina t a l outcome. Tho s e fE'''' cases who had twin

deli ve ri es l.ha l. hlen: als o I'u 11 l.e rm had 110 associated :i ncreas e

in perinatal mor t al i ty , it call ther-efnre be concluded that

pr e t erm de l ive ry was highly <'l:-;socialed with perinatal morl.a l iLy ,

hut this needs analytical study to either- disprove this or

conf irm it.
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The dis t.r ibut.i on of deat.hs \..•e re done accord.ing to mother's nge

groups (see figur~ 3 and 4). J t was found out t.ha l overall

peri na t a I mor I.a.l i ty were higher- r n age group 15-19 years and

25-29 years. Still births were VAry few In 15-]9 years age

When distrihution of by mother's

5--8 primaryeducat ion 'back-jtr ound (see f igure G) the s tandard

education group had lhe highest perinatal mo rl.a Li t y . This group

also constituted the majority of respondents, therefore this

could be a reflection on their big number

5: 1.5. K!_A.P~urve)~

This section of I.he quest ionna i r e revealed that knowledge about

NCH/FP services was high among the study group. They thought

that hospital delivery was superior to_home delivery and those

who were not de li veri.ng In hospital _ Wf:n~ doing so due to

economic f'ac t ors , 'I'hcr e is nee-d for health education prOI~ranlJne

to be evaluated and reo-planned so that the message of at r i.s k

appr-oach be passed on l.o l.he users. The an l.cna t aI attendance is

to select those that ar e at r isk so that they call deliver under:

J1IPcLica l care, hut t.hone \.••ho are not at- ri.sk can de l iver at home,

but to seek medica] at.t.cn t ion when compl icati on ar t aes .

Those who wen! at. l.euding t.hl~ pri val.e and mi s sionar y dispensaries

were not very linowledgeabIe aboul the preventive aspeclt; of

~1Cll/Fr servi ces . 'l'her e 1S a nl':ed {'A 1- the ~1jni.str y of Hca l th to

monitor health educa ti.on and pr'evellLive activities Lhat go on III

these ins t il.u li ons . They tend I.o concen tr at e on curative

services wher e the pa t.ien t s <ire passive consumers of what has

been designed for them. Therefore the awareness lev~l of lhese

patients is 10\" and problems tend Lo recur- due l.o Lack / of change

or attitude and praclices.
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CONCLUSION

The perinatal mort a li I.y .ta l.e found among women of Asembo

Location'is relatively 1m". This rate could have been possibly

brought. about by the effective community based health care under:

Saradidi health care project. The project has covered

adequately t.he area of ma l.er na l and chi It! health and family

planning.
I,;

The factors th8t were found t.o be siguificantly associated with

perinatal mortality were as follows. When cross-tabulations

between var iab Ie s were done , antenatal care attendance, place

of delivery, duration of active labour, duration of membranes

rupture, pr essent.a tjon of infant at. deli very, number of inf'anl.s

born from a s ingle pregnancy, compl iC8 t i.ons during labour,

method of delivery and kuowl edge , at.I.il.udes and prac t i.ces of the

mother were slJme of t.he fact.ors found to be relat.ed t.o perinat<il

mortality. When 10gJsb,G rer:r-ession analysis was done, both

mat.er na l and pa t.erna I educat .i on , pat.e r na l occupation, age at

f i r s t pregnancy, rna Ler na l age, smok ing rn pregnancy, alcohol

drinking in pregllancy, par-ity, use of malaria chemoprophylaxis,

admission in hea l I.h f'ac il iLy dur ing pr egriancy ,

duration of membr-anes rupture, dur a t ion l.aken to feed infant

after b i r th , knowl edge about ANC al.t endance were some of the

factors found to be significantly r-e l al.erl 1.0 peri na ta I mort a li tv .

Perinatal mort.ali!.y rate Gan fur-ther be reduced by applicat.ion

of non-medical measur-es and medical meas ur es app lied together.
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These measures could include integrated efforts of different

ministries so as to uplift the standard of living by raising

family income. There should al s o be logistical s upport; in Le rms

of transportation and good connnuni cat i.on net worl«. Care of

pr-e t erm infant at. I.he vilIage level should improve pe r i.nataI

mortality but; first factors t.hat bring about pr eterm deliveries

need to be invest.ig(1t.ed.

Perinatal lJIortali.tyrate c10es not need sophisticated medical

care so as to be reriuced, hut. simple and effective measures can

reduce P[VIH when app Ii cd properly and cous is t en t Ly .
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5.3. RECot-f.mNDATIONS

This project. has demons Lrat.ed the great. need for increasing

at h!lltiol~ to perinatal pr obl.eras and their prevention. The
findings and r-ecommendali ons are on aspects of s er v i ce , s tandar ds

of care, definitions, statistical requirements, education and

research relevant to the prevon ti on of peri nat.a I mor t.a li t y . II.

is imperative that the besl: possible care be provided for the

foetus in ut e r o and duri ng bi rLh , for i.he newborn In t.he crucial

first days of life Bnd for the child at all sLages of subsequent

development. II. IS desirab le l.ha t comprehensive health

services, including maternal and child health services, be

planned and

development

o r gan ised 111 onler l.o impr-ove the heal th,

of children so that they reachand educat ion

parenthood wi Lh hea ll.hv bodies and sound minds, well informed

about t.he princ ip les of healthy living, family life and

r ep roducl.i on . Care sliou ld be [alien to ensure flexibility in tile

allocation of resources, so that t.hese services should be

cli r ec l.ed towards l.hosr- indi v idua l s or- groups whose obstetric and

perinatal r isks are known \;0 be highest.

§ome spec i f ic recommendalions are as f'ol.Lows r -:

5: 3.1. Health Education

Health education prog r ammes and activities should be t ar ge t Led

and should s t ar t early enough, so that those groups to whom it

is int.ended should have sufficient time for' change of at t i lutde
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and t.o inter-nalise it r n or-de r to have a desired change r n

behaviour. II; should also be part of the groups activities so

that it. JS no l. vi ewed as a f'ore ign concept. This works be t ter

when health educa tor s are par t of the groups and· also pr ac t ice

what they themselves advocate.

To lower boLh ma t erna l and pe rinat.a I morta l i ty, awareness must

be created. F01- such awar eneea t.o be achieved, family members,

birth-at tr-ndan l.s , heal th l••••or kers and policy-makers should be

educa l.ed Lo unders Land th~_~I" .is ks the pte gnan l. woman face. This

calls for improvements in hCRILh education and the obstetric

care objectives be known to al 1 ~rl'OUps concerned.

Therefore ~1r;H/FT serva ces providers should extend health

education p ro g r nmme s t.o include l.he fami lies of thei.r

bene f'Lc iari es and connnuni ti es in which they live.

Communi tv invoJ vemen l. and partic ipc' I.Lon i.s t he key to succes sf'u l

When' a communi Ly j s mot i va l.ed And m-e invoJ vorl ,

Lhere is 110 n~j.~r;tion of th~~ Lnt.ended prOer"ammes.

Tr nd.i t.ional birt.h-nltendallts whose ro l e is now r ecogn ised by the

gove rrnnent shou lei he il1b"gn.~ied in the r>ICH Serv ices so t.hat I.lH-~Y

can provide l.ho neces s arv 11I'al LIl rxlucn L ion, promo I :i ve and

prevent ive act ivi t i. es , Toge ther '...•.i th ot.he r heal th worker s they
,

musL be educa l.ed J/I or de r to have gond knowledge of high r i.sk

pr-egnancy f'ac l.ors so tha t they can refer '...•omen w i t.h such factors

/
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for time l y appn)pr ia l.e ac lion . This calls for simple methods

that can be used for identifying Lhe r isk factors and those that

can be applied at home and eAsily interpreted by T.B.As and elMs.

,
5: 3.3. Intersectoral Goll~.h..QL~L!.2D

Health is nut a respons ib il ily of health sector alone. There

Are many s ector s Lhat carry out heal th and heal th related

ac t iv iti es . To achieve the goal "heallh for all by t.he Year

2000" all Sl~ctnrs must p l.ny the i r part. This call on]y wo rk
eFf'ec t LveIy when thr- re 1S ,1 jojnt commi L tee of all sectors
involved. They should p lan toget.her and wor k out possible
s t r-al.eg ies f'or' ach i.eving health for all 1n their ar-eas of

operation. Thi.s can only be achieved through proper and
rational d is t r ibu ti on of resources and sometimes pooling

together of res ources and the ir prope r IJJ<JIlagemcnt: It also

calls for man-p()\oJl~'- l.ha L IS a.lequa Le both in qual i t y and

quant ity. There is a need for adcquat e l.r a i.ning at di ffereni.

levels for int.er scc l.or-a l f~I·OI.lPS, t.her-cf'ore In case of t.h~~

absence of on!'! member", the o ther s can con t inue with s erv r ce

de] i.very even j f .i I is not directly ill their line of operation.

Maximum usage of the services can only he achieved through full

ar.cep l.ance and par tic ipati on of the s erv i ce consumers and

through administrative support.

5: 3.4. Health Infor:mDtion 0.~st.em

There should be good hea l t.h informa}.ion system that begins From

the peripheral areas to the national level. This can be done by
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either es t ab li sh ing sentinel cen l r es for' health information or

using key persons for collection and dissemination of health

inf'ormati on. The i.nf'ormat.i on at. the local Level 1S useful for

planning and eva lua+ i.on (It. t.ha t level, wher-eas the national

level information is also required for comparison with othe r

nat ions and eva lual. ion of na t.iona I progranunes.

Accurate as ses smen t of the magni tude of perinatal problems is

extremely difficult due to Lack of dal.a . The analysis and

interpretation of perinnlal data from health facilities and

vital registratinn systems can be improved if a variety of other

data sources al'e used. P,'csenLly, cover'age of deliveries in

hospitals seem 10 be f1deql.late, hut cJpliveries at home CITe not

well cover ed . If this IS i.mproved , then it might y ie I d mor e

realistic picture of the 1II<J!\ni Lude of pe r ina t a.l prohlems in A.

region or district.

5: 3.5. Manpower+ and Ph,ysical facility development

Manpower thai ) c· s1litahle f'c r rura l area!> should be trained-'"

under sim.ilar conditions to those tlta! they OI-e expected to hind,

at, the end of training. Rura 1 areas do not need very

spec] alised cadre of manpower. Regional perina+a l services

s houl d be f'S I.all l.i shed 01" n ~I.lod I.runs (>or L sys Lcm l ha L call br-

used by mother and neonate at r-isk .t n the perinatal period.

Emphasis should he p l aced on ens uring high r isk patient access

to level of care appropriat.e to their needs. There should be

improved r e.f'era]. s ys t.em. There shoul d be mat.e.rna I and newborn

transport.
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Transpor ta t.:i 011 is pr-ob l em 111 nr en of ~1CH/FP ser vi c-es ,

especially when the c l in ic rim 1S mobile type. Sometimes the

vehicle which is norura l l v used for mobile clinic is given ou t

for use in other nr eris 1",11 ich l.he admi n is t rati Oil t.h ink r equi p~s

pr-iority. This means delay or cancellation of mobile clinics.

The cons umers , wi 1.11 time Los e f'a i l.h III the services pr-ovided,

therefore they seck o l.he r aI l.e r na ti ve health se rv ices . It wou l d

be appr opr ia l.e In address Lhi s pr-oh 1em and solutions to it

sought. Static health services .IS also not. the appr'op r i at.e

answer- to this due to high r-ecurrent expend.i tur e involved. It

is not cost-effective. The consumer-s also incur tr ansporta tion

cost which could inhibit the use of the faciljty. The kind of

serVIce needed should be acceptable to t.he consumers (women) and

communily nrotllld i.t.. It should he Accessihle both in terms of

d.istance and ~;oci <Illy. I l. should also be affordable in t erms of

cos t incUlTcd r n trans po r t.a t ion and wai ling time. H should be

avai l ab l o s u.h 11mI I'he C()IlS\JlIIf~I'S (:<111 uSP i l. any time I'm! .t s

conven iont f'or UIPJII.

5.3.6 .Know}edg~L..£l t I.lJJ.!9.~] ansL,l)r<lC t i_:.~~~

J t: was found out: t hat. UJOSf~ who h;'ld [{nod know l edge of ~lCF'/F'P

Services bad l es s e r r i s k of pe r ina ta l df:!sth. Th is cou l d have

been dup to thp fact l.ha l, l h is g,'oup of women were uti l.i z ing

the ava i l ab le s erv i ces and ClS such the ri sk factors were

identified in Lime andilltel.-Velltion provided. However, t.his

f'ac t can be used to screen those women who could be at ri sk And
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the char-acteris ti cs of such women be studied to yield factors

that inhibit U\l~1JJ from 1.18 ing the avail ab l.e conventional ~1CH/FP

Services.

Screening of expectant women was sufficiently done and pregnancy

r isk factors wer-e well known to CHWs, but t.wi n pregnancies were

not de l.ect.ed during; antenatal attendance. Moni tori ng of labour

was well donev vexcept that when there was labour related problem

it was beyond Ulf'. scope of most CHWs. When referals wer e done,

waiting hours at casualty area were relatively long, therefore

CHWs felt that. some Form of identification should be given to

them to assist them in gett.ing a quicker serV1ce La their

clienls.

5.3.7

It must. be s tros s ed thaI. practical bene fi t.s of ~1CHServ ices .in

pr omot ing better heal th are wholly dependent OIl effective

f'o ll.ow-up ac li on beilll~ t.aken by mothers and health wcrker s .

This means that mothers must be motivaled and enabled to acquire

the necessary lm(l\ •••l.edge , ski l ls and r cs our-ces to t ake ac t i011.

Any advice gi ven to mothers musL be cultural] y appropri.aj.e and

compatible with t.he resources that exist within the home and

community.

The bas ic health ser vices mus t available, i.nc ludi ng

t.he provisioll of vaccines, drugs, emergrmcy i.ntervent ion

I
!
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s e rv i ces , for- PXCll!1l'l" > work i. nR amb 1.11anr:e and simple laboratory

Curr-eu L

p'-e)grSlJl1l1PS ar e no I nhv:-1YS I'u lI"i 1.1ing l.hes e pre r equisi toes and

cons equenl. lv an; 110\ ach ievi ng I:he des ir ed impact on mat.e rnal

and ch i ] d 111':1 II h. TIlC' rr-'ar is. I h i~:;e:U\l1d I f~acl to a back Lash (l r

di s il Ius ionmen l wi l.h f\ICJI Spn'icc~;;, H IS therefore urged l.ha l;

~IC" p nJgnJnlJl1t~S shoul d 111.1\ he i ns t i Iu Led Uti 1es s t.IH~

inf't-as t ruct.ure iSltl place In purmi L e~ffpctiVF! f'o ll.ow-up action.

a) Approp ri a t.e t ('chno IClf!:Y: -- Must birth In rural areas take

place oub:;idf~ hos p i t.al !:;ptling, t hercf'or e leclmical support

for I-IH~ deve l opm=n t of 3PPI-up,-j;:J Le t.cchno l.ogi es for I he

non+i n-s titu l ionnl GIJ"P. duri ng pregnancy and childbir-th J.S

all :11'" '\I I 11; It Iwe'd::; ;-111 \I q~(~nI cnns i df' ra l ion. The mai 11 ;1 n~n:-~

nn-Lh.» Ie) I ulLy 11I011 it or i !If( ! IJ('

d,,'velnplIlPnf of an pfff','1 ivr- 1!J!~1 /roel I'or the r es us c it a t ion of

IIH-~ df'\'(' I opmen t or
env i T"fHlJIWll t. -SjlPC i f i «: llwl"III31 methods for

1\1111"ms is should he placed 011 pCrillal<1.l

surve il ance and conl r o ll.ed clinical l.r ia l s .

b) Iies earch on Low-hir t h wei gh l s and pr e term de l ive r ies , WeLl

desi I.owel case-cnnlorn 1 ana lvl. i ca 1 studies are needed.
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c) Scoring syst.em of risk faclors that can be used by primary
heal th care wo rke r s wi thout, too much demand on educa l i oua l

backg rouud needed. This requires research on

meas ur'etnen t I echni ques wi th hi gh specifici ty and
sens i t.i vit.y.

d) A si.milar project should be done in an area where t.here is

no pr imar y heal th care pr-oject, so t.ha t the resul ts can be

compared.

e) More research IS needed to relate reproductive patt.erns

with materna] health and to assess whether and how women of

d iff'er en t regions and s ooio+economi.c bl1cl<gtound are

differentially affected. It should also separate effects

that 31-e social and economic from t.hns e relating to medical

C3re and t.echnology and frolll t.hose due to demographic

Fac tors of age, pari.l.v and b i.r Lh-Lnt er-va l .

f) A tes ear ch should b,,! done (1) r.are 0 f the new-bor n , to

eat.ab li sh care that can be safely administered at home

level and UlOSf~ that can onl y be done at. health facility.

When LId.!': 18 done , the knowl edge acquired should be

incI uded In heal Lh educat ion pr og r emmes and training of

elIWs, T. B. t\!:;, })(-~C11 th per s onne 1_and po licy-makers .
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APPENDIX 1 - QUESTIONNAIRE FO~f

BERINATAI, HORTAII,ITY AND ITS DETE~nNA.N~§

Int.erviewer •.••••••••••••••••••••••••••.••.••.•.••••.•.••••.•.• t •.•.••• t' •••.

Date

Village

Household Number

Name of Recr ui trnen t, ~Iollth Year

A. Demographic Data

List the age and SPX of a Il persons living tn this household. Heconl

ages In completed years. For- children be l ow one year record 00 and

99 f'or those who do not know, RecOl-(1 "!HIlt for head of household, on

the following table.



NAME

i.

2.

3.

4.

5.

6.

7.

8.

9.

10.

]}.

12.

13.

15.
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SEX

~I"I.E FEMALE
::1 =2

AGE rN

COMPLETED

YEARS

REL,\TION

TO "HH"
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CIRCLE TIlE CORRECT ANSWER FOR EACH QUESTION UNLESS OTHERWISE INDICATED

B. GENERAL INFOm.fATION

] . Respondent' S us ua l place of res ideuce

1. Rural

2. Urban

3. [loth rur'a I and urban

2. What is your hi ghes I level of educa l.ion?

O. None

1. Adult educat.ion

2. Standard 1-4

:3. standard 5-8

4. Form 1-4

5. "bove form I)

f"). Do not know

7. No response

:~. What is the nmi n type of wor k done hy you?

1. Houa e-wor k

2. Housewor k Zpcasnu t fanning

3. 'I'each ing Zs a Lar i.r-d

II. Se1 f Emp l oymou t

5. Other (specify)
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4. Whnt is yOU1' mari tal status?

1. Never mar r ied

2. Currently married

3. Separatecl/D ivl>t-ced/Wlck"ved

4. No/respol1se

If NOT cur r eu l.l v marr ied omit. questions E)-G.

5. What is the h ighes t Leve.l of cducat ion comple l.ed by your- husband?

O. NOlle
1. Adult education

2. St andard 1-4

3. Standard f)-R

4. Form 1--,1

5. Above form 4

G. Do not. kn()w

7. No r enponae

6. What type of wor k does your' husband du?

1. Fanner

2. Self (~II1P1oypd

3. SaI ari ed emp1oyf~es

4. Unknown

5. Other (specify)
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7. At: what age did you get your f irs L pregn.mcy?

(Hpcord) years.

B. /)0 you smoke tobacco or/and cigarretes?

1. Yes

2. No
If yes, when did you s lad, smok ing ?

1. Before tiJis pregTlClTlCY

2. Dud n8 th is preguaucv

9. Did you
1. Yes

'> No.£".

change your smok ing' hab i I. duri ng pr-egnancy?

If yes, did YOII

1. Give it up

? Cut down....
:3. Increi1se

10. Were you .Irink i njj alcoho l rluri ng Ihi s prcgriancy?

1. Yes

2 No
If yes, which type?

1. Local b rew

2. Beer

3. Other (specify) ...............•..........

11. Do you have any chronic iLl nes s Ies ) (Specify)

••• 4 •••••••••••••••••••••••••••••••••••••••••••.•••••••••••••••••.•••••••••••••••••••••••••.••••••••••••••••••••
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C. PAST OBSTETRIC HISTORY
(Exclude present pregnancy)

] 2. Have you had any prev ious Iwel~llanC]es, inc l ud ing miscarriages

and stillbirlhs?

1. Yes

2. No

Tf yes, plf'(lse Rive dl~I(t:ils on tahle C, l.ak ing I.he pr egnanc ies

In order of occurence (the eal'liesl first). Record twins as two

separate birlhs.
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13. Before the 0\.1 tset of this present pr egnancy , was there any of

the following?

1~ History if infertelity (involving sterility).

2. Pr'cv i ous multiple pr egnanc ies (twins)

~~. Previous premal.ure b i r lhs

4. Previous births wi th malformations
5. Previous birLhs of vor y big inf'ant.s

D. PRESEN] PREGNANCY

--- -----------

NATERNAL DATE OF SEX OF WI<:T(JHT OF TINE AFTER

HEIGHT (CENTI- DEtIVERY BAY BABY BIRTH WT.

r.mTRES) DAY, r.IONTH, N=l F=2 (G. ) TAJ{EN

YEAR (HOURS)

-------"--------" "---------------
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14. Did you n'f'eive s ome ant.ena l.al can; during this pregnancy?

1. Yes

2. No

If yes, what was the t.ot.a l number' of vis it s throughout

pr egnancv? (Record here) .....•..••..••..••.••••..••.•

15. Where were you receiving antenatal care?

1. By TBA (VIIW)

2. Health Centre

3. Private Inst.itution

4. Hosp i t.a l

5. Several Iv

16. What. is Lhe b irLh inLen131 hehveen present. and previous

live or s li lJ--birlh (speci fy)

................................... lIlunths/years.

17. Pl~ce of deliveJ'Y?

1. Home

2. Health Centre

3. Ilos pil.a l

4. OUH:!r (Spr·cifY) .
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18. Wen:·~you n~felTed \-0 any of the ins Li t ut ions below for

antenatal car e?

1. Health Cen l.r-e

2. Hosp i l.a I

19. Were you b le-ed ing dur ing this pr egnanoy?

1. .Yes

2. No.

20. Did YOIl have swo llen legs dur ing l.h is pregnancy?

1. Yes

2. No

21. During th:i s p r egnancy , wer e you us i.ng any of the following?

1. Malarial chemoprophylaxis

2. Herb a l romedies

3. Medical given by heallh wOT·kers

4. Ot.her (specify) .

you arlmi L t ed J n any heal t h f'ac i1i ty dur ing UJi s

I. Yr-s

2. No

a) J f yes, for- whnt prob l.em .csl'f:'cify) .
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h) For- bow long?
J. 1-2 days

2. 3-5 dsys

3. 6-8 days

4. 9 or- more days

fi. Do nut. know

2:'L Expect (~d dnl (~ ()r dc J ivr- ry (I/(!c()nl Iwn:) .

. • • . • • . • . . . . . . • • • • • . . . . • . ilion tb year-.

Was this:
J. Ca l cu l ated

3. Not known

NO: The above questiun to be answered by health

E. DETAILS OF LABOUR

24. Who conducted (assisted) deljvery?

1. Doctor
2 • r--Ii d\" i f e

3. ClTW (VHW)

4. TM

5. Ro l a li ve z'Neighbour

6. Self

7. Ot.her (s pec i fy) ',' .
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25. How long did the active labour take?

1. Less than 6 hours

2. Be l.ween 1:,12 hours

3. Be tween 12--2-1 hours

4. Longer than 24 huurs

5. Do no t know

26. Hos...• long be I'orc dr: 11very did I.he member'anes rupture?

1. Less than 12 hours

2. Beh ...•ecnI2--24 hours

3. Nare than 24 hours

4. Do not. knoi ...•

27. How was the ptcs en l.a l.Lon of infant. at delivery?

1. Normal

2. Malpresentatioll

1. Alive

2. Dead

4. No res pons e

28. Were l.lre rr: any compli ca l ions during ]abour?

1. Yes

2. No

If yes (specify) : .
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?~~. \'that was the method of de Li ver y?

1. Spontaneous viginal delivery(SVD)

2. .For ceps Zvacuum

3. Caesarean

4. Other (specify)

:30. The number of inI'an i.s born from this pr-egnancy?

1. Singleton

2. Twin

3. Triplet

4. Ot he r (specify) .

31. Condi t ions of l.he mother after delivery?

1. Alive

2. Dead

Note: For mul l.Ip le bi r t hs , <1 separate schedule is required

foreach ch i ld, then attach them together.

32. Condition of infanl at bi rLh

1. Norma I

2. Congeni tal abnnrma l i fy

3. Other (specify) .
i
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33. Did you observe the following? (answer could be more than

one)

1. .Iaund ice

2. Small for age

3. Ev i rlerlCe For: bir-th injury

4. Pr e t.erm

5. Ot.her: (specify)

34. Did the inf'ant requ ir-eresuscitation?

1. Yes

2. No.

35. How soon was the infant fed aft.er birth?
1. Immed ia t.e l v

2. 6--12 hour Jat.er

3. D-18 hours later

4. 19--24 hours La l.er

5. Nnn~t: hem 24 hours laler

f.> • Do !lot know

3G. What was used for f'eed i.ug I.he inf'an l.?

1. Breus t mil k ...•...............•.....................
<)t... Ot.he r (specify)
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37. Did the infant have any illness during the first week of
<,

life?

1. Yes

2. No

If yes (specify type) .......................•............

38. What h'8S the fate of infant at the end of first. week oflife?

1. Al j ve

2. Died before 7 days old

If dead. speci rv the day of death after delivery:

i . 0-1 day

2. 2-~ days

3. 4-5 days

4. 6~7 days

5. Nore than 7 days

39. Was the foetus llIoc:eraled?

1. Yes

2. No
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G. K.A.P. SURVEY
40. Where do you nor-mally go for Lr ea l.men t when any member" of

the family is s ick? (specify)

41. What IS modern medicine for?

1. Prevention

2. I'r ea tmen t

3. Both Prevcn l.i on and l.r-ea t.men t.

4. On no l. know

5. No response

42. What rhiJdhood disF~al';(~S an'! pr event.ab l e by immunizati on?

(Tich off those mentioned).

1 . Measl es

2. '1'.B.

3. Tetanus

4. Whooping Cough

5. Po liomv l i tis

6. Ot.her (specify) .

43. A child is tak en to clinic when it IS sick?

1. Yes

2. No

3. Do not know

4. No response
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44. When should a pregnant woman p~o to t he clinic?

1. Hetf,u 1 a 1.- J Y ( for check ups)

2. When shp. J.S s ick

3. Only for" deli very

4. Do not know

5. No response

45. Del iver y at home ]5 as Rood as delivering in hospit.al?

l. Yes

2. No

3. Do not IOlOW

4. No r"PS['OnSe

-16. Should people us e bo l.h modern and Lr ad it.iona I medicine?

1. Yes

2. No

3. Do not: 10 lOW

4. No r es pons e
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APPENDIX 2: FOLLOW-UP CARD

S.ltI-I.P.

P.M.S. FOLLO'" UP CARD

Name Serial No .

Adddress .

• • • • • • • • • • • •• • • • • • • • • • • •• • ••••• • • •• • • • • , •••••• ! •••••••••••••••••••••••••.••••••••••••••••••

Dates of Contact v-
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CODE BOOI{ FOR QUESTIONNAIRE

COD~

Jdenti Heat ion In: 1 - 426
Household Number' House R Actual

1. Residence 01:

Urban 2

Ilo l.h rural and Urban 3

2. Education of Respondent 02:

None o
Adu l t Education 1

St andard 1-4 2

standard 5,··8 3

Fo rm 1-4 4

Above Form 4 5

Don'tlmow 6

No Hesponse 7

3. Occupation of 03:

Respondent Housework 1

Housework/peasant
I

2



4. Mar iLal status

!i. Husband's edl.lcaiioll

G. Hushand's
Occupation
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f'aimi.ng

Teaching/salaried 3

Self employment

Other

4

5

Never married 1

Currently married 2

Separ'aLed/Divorced/Widowed 3

No Response

05:

Adult. Education

SLmHI;J['d 1-,1

o
1

2

stnlldard 5-8

Form 1-,1

3

<1

Above Fonn 4

Don't know

5

No response

6

7

00:

Farmer' 1

2

3

4

Self Employed

Salaried employee

Unknown

Other 5
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7. Age at First

Pr-egnancy

(in years)

07: Actual

8. (a) Tobae'eo or/and 08A:

r;igarret smoking Yes 1

No 2

8. (b) When Smoki np; 08H:

was s tarlcd Bef'ore pregnancy 1

During pregnancy 2

No response

9. (a) Change of 09/\:

smok ing habi L Yes 1

No 2

!"~l• (h) If response was osn.

'Yes', 1 ype of Gave i L up 1

change Cut down 2

Iricr-eas e 3

9No response

10. (<I) Alcohol dri nk ing enOA:

duri ng preg uancy Yes 1

2No
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10. (b) If response was OWB:

'Yes', l.ypP of

alcohol

11. Chronic 111--

ness(es)

12. Previous pn~r:--

lH:lOC11.'S

011:

0] 2:

Local brew 1

Other ..,
•.1

LooaI brew and beer 4

No r-es pons e 9

No o
Mal ad a 1

Chr onic cough 2

Nuse bleeding/high

blonrl pressure 4

stomachache 5

Headache (;

Ar t.hri ti sand backache 7

Sk i11 problem B

others 9

Yes .1.

No 2



VAHIABLE--....~~----

13. (8) Past Ohste l.r ic

Bisf.ory

1:3. (h) Mat er na I lie igh L

in cen l.ime rr-s

(c) Day of delivery
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CODE

Q):3A:

Jn Fer t i li tv ]

r·luHiple pr egnanc ies 2

Pr'ema l ur'e b i r l.hs 3

Bj rt hs w i t.h IIIa1Eormat.i on 4

n irt.lis of very big infants 5

Hespollses 2+5 6

Respollse 2+3+5 8

Th~sp()nses 3+5 7

Responses 1+5 0

No response 9

17ecol"ded Actual

99

DAYDEI.:

Tlecorded ]-3]

Blank 99

Mon i.h of del j ve r y r-10lJEL

Year uf delivery

Cd) Sex of bHby

ReCOl'ded -]-6

YEARDEl.: 8

1988

SEXBABY:

Hale 1

Female 2
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(e) W~ight of baby In WTRABY
Hecocdt'(\

Blank

Actual

99

(f) Time WPi~bt. t ak en nr-ml'iT:

after' birl.h I.n Innuedia l.o l v 88

hours Recorded Actual

Blank 99

1,1. (a) An l.ena+ a l Can"! 014A:

No

1

2

Yes

14. eh) Total numhe r of

ANC v:isils

QIt1n:

Nunc o

1One

Two

Three

2

Four

Five

3

4

5

Don • 1. know

6

7

8

9

Six
Bebveen 7-~)

r-Ion~ l.hun 10
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15. Pla~e of Anle-
015:

By TBA 1
Dispensary 2

Privale Institution 3

Ilosp i l.a I 4

Severally 5

No response 9

in. Birth interval QU;:

bet.ween pr esent.

and prev icus hi r l.h ~lore than J 00 months 98

(in months)
99

] 7 . Place of delivery 017:

Home 1

Health Cen t.r'e 2

Hospital 3

other 4

lR. ReferraJ to other 018:

i ns l.it.n t ion for" ANC Hea Ll.h Centre 1

Hospital

19. Bleeding In preg- 019:

nancy Yes 1,
No 2
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20. Q20:

dur ing pn~gn;lncy Yes 1

No 2

21. Mf'dical iOIl 111 021 :

pr"e[{nancy ~Iala,~ia chemop-

rorhylaxis 1

herr.l t.h work ers 3

other 4

Responses )+2 5

Respollses 1+2+:3+4 G

Hespollses 1+3 7

Responses )+2+4 8

Nune 9

Responses 2+3 0

22. Admission during Q22:

pn~gnam:y Yes 1

No 2

22. (a) Reason for admission Q22A:

Pregr!~:H1cycomp Iina-

I;jons 1

B)Io'ediJJR, .
2

Na l o r ia
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Hemluche 4

5

NuL known 9

22. (b) Lenn l.h 0 r ndmiS1--d on Q22B:

\--2 days 1

:3--5 davs 2

6--(1 days 3

49 o r: mor-e clays

00 no t know 5

2~L Expe c t.erl rla l f~

of de 1 iVCI-Y

Expecf.ed day E IlA'{:

Rec()r-ded 1-31

99

Expr-cl ed mon th E j·lON

Rw~nnled 1-7



25.
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23 (8) DeterminAtion of

EIlD

24. Who conducled

de li very

l.ength of (ictive

labour

VAlUABLE NM,m

E YEAH

02:1A

CalculnLed

Estimated
n1.ank

Q24:

Doc t01~

~Jj (II" if P.

Cf(W

T.n.A.

CODE

8

1

2

1

2

3

<1

h'p) <J I i v(~/Ndghbour 5

Self 6

Ol.her 7

Response 3~5 R

Q25:

Less than 6 hours

Between 6-12 hours

Be tween 12--24

Longer than 24

Do not know

1

2

3

4

5



2fl . I\'lemhnmps rup tu r e

27.

28. (a) COl1lpl jr:;d i()Il~:;

2fL (b) Type or

cmup '-j e;\ t inn
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Q2fl:

LI~s,,; I.han 12 hours 1

Hehveen 12--24 hours 2

no Jl n I. kn 0\"; 4

Q27:

Nil rma 1 1

2

no II () L h I1f.lIV

4

Q2nA:

YE~S 1

No 2

O:?fH\ :

J n r;\Jll Ino bi(~ 1

Pai n f'u l Labour 4

Ohstructed labour 5

pI ;·1I'f'IlI.:\ I~

7

Ot hen:'; 8

No n~spOIlse, 9
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31.

3:1.

Number nf inf'ants

C()nd j I inn ()r t IIp.

170 _

02~J:

SPOil t.;lIIPOI1S 'J j lei ria 1

(S\'[))

Other

(no:

S ing le lon

Ali.v-.

at l.i r l h

(;ond j f. j Oil () r j JI f"1II1 0:12:

Ahnurma] -j I -'PS

NOI-JIIal

S(lIllP '.lhIlOnn:l lily

o:n:

SllIa1) fOI- age

Rid.h in.j ury

2

1

2

4

2

2

3
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..1

Hcspullses 1+:3 6

34. Did infant require O:l4 :

rf'~:;Us(' i 1;1' ion?

N() 2

:~!j. Inf'an t [ped; Ill'; Q:Vi:

;-,[1 C'l- bi I I h JIIIHlcdialp}y 1

()-12 hour's l a l.e r 2

]J--24 hours La t.or 4

~1c>J'(,~ t. hall. 2·1 hours 5

non • L },110\'; G

7

No l-eSp()ns~ 8

\VhA l. \"as used f'or O:H:;:

feeclill~ 1

Other 2

:37. (8) Illness during ls t.. 0:17:

Ive"].;: uf 1i [e l'es 1

No ').:..

(b) Type of illness O:3/fl :
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38. (a) F,ih' of Infant

38. (L) DoY or rlea l.h

39. r r ~;t i ]l-hi rLh ,

2n t.erl

40.

reelillg culd

Rashes

1

2

3s t.um;-whache

Sl.arvnt iOil

J)imThof:'L-l

<1

5

6

COliS l. i pu linn 7

!3Ot.hers

/1 l:i v e 1

Died l)efore 7 days 2

Q:3HIl.:

0-- J c1;,IY 1

=~-<1 (bY5 2

4--S days :3

G-7 days <1

Mo re thall 7 days 5

O:i'):

No

-n

Q40;

Clinic/Dispensary/



41.

42.
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medicine

Know l edge of immu-

nizable chi.ldhood

diseases

/I, child is t31H~11

Heed th Cen l.r e

041 :

I'reven t i.on

l'n~r~lmcn I

Both pr even li ou

and t.tea COlen t

Do no l. know

No r es pons e

Q42:

~Ie("l]ses

T.D.
Tet.anus

Whooping cOl1ngh

Pol iomyeli ti s

,\11 the obove

More than 2

responses above

Don't Imow/blrHlk

01:1:

10 cl in i c .9Jlh: \,,1)(,11 Yes

it is sick No

Do not. know,

No f/esponse

9

1

2

3

4

5

1

3

4

5

6

7

9

1

2

3

4



44.

45.

46.

47.

48.

When shnu]rl ;:)

174 -
04,1.

p r eguan I woman go For check-ups

When sick

For de l iverv

Responses 1+2

Tlon • t know

too the c 1I n ic

No response

Responses 1+2+3

Deliver-y at home 045:

:is as good as Yes

de l iverv in

hos pit a l

No

Dnil't. know

No response

Use of morlern and

LJ'CHJ j t iona l medi: Yes

NoCJIl8

Don • t },110W

No roes ponr-s e

Perinatal mortality PM
PresE'nt

Abs en t

Sex of respoJldent SEX P;

All f'ema les

1

2

3

6

4

5

7

1

2

3

4

1

2

3

4

24

402

2
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11('1,1 t j nil in hous o-:
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