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Abstract 

Objective: The need for effective strategies for delivery of healthcare to rural women is paramount and

requires a study of maternal perceptions and experiences of the healthcare system.

Method: This article describes knowledge, attitudes and practices regarding obstetric healthcare in a

rural area of Pakistan. This is a cross sectional survey of a rural area of district Hyderabad, Pakistan. A

multistage sample of 1,150 households was drawn from a population of 247,257 living in 30,653

households. Structured KAP questionnaires regarding maternal health were administered to male and

female respondents in study household.

Results: A total of 1,178 married women and 1,146 married men were interviewed. The mean age of

female respondents was 29±6 years. At the time of the interview 20% women were pregnant. Sixty-one

percent women received antenatal care during their last pregnancy. The most frequent antenatal care

providers were female doctors (55%). Majority (67%) of women had delivered at home with the

assistance of traditional birth attendants (TBAs). Overall less than 40% of respondents could correctly

identify signs of obstetric complications. Thirty-eight percent women experienced obstetric

complications during their last pregnancy. Estimated annual maternal mortality ratio (MMR) was 689/1

00,000 live births.

Conclusion: Women have inadequate access to obstetric care due to limited healthcare options and

poor knowledge of obstetric complications. This can be corrected by improving services and increasing

overall maternal health awareness in the community (JPMA 52:308;2002).

Introduction 

Pakistan is a developing country with a population of 130 million. Low literacy and high fertility

coupled with poor economy translates into high morbidity and mortality. Women and children are the

most vulnerable segments in terms of health. The infant mortality rate is 86/1000 live births and

maternal mortality ratio (MMR) is 340/100,000 live births. These statistics are among the worst in the

world1,2.

In this age of scientific and medical advancement, most of the causes of maternal mortality and

morbidity are avoidable. A life time risk of dying due to pregnancy related causes for a Pakistani

woman is I in 80 compared to I in 61 in developing countries as a whole and 1 in 4,085 in

industrialized countries3. High maternal mortality in Pakistan is indicative of neglect of women’s

health, however, in the absence of accurate maternal health data, the magnitude of problem in rural

areas of the country is difficult to gauge.

Sindh is the second most populous province of Pakistan. The majority of the people are settled in rural

areas4. High total fertility rate (4.4) and unacceptably high maternal mortality paints a dismal picture of



women’s health in the province5. Population based maternal health surveys of urban squatter

settlements of Karachi report a maternal mortality ratio between 276-310 per 100,000 live births. This

survey identified hemorrhage to be the leading cause of maternal mortality6.

Pregnant women suffering from any illness are more prone to adverse consequences of childbirth7.

Forty percent women suffer from anemia8, which when coupled with hemorrhagic complications of

pregnancy and childbirth increases risk of fatal outcome for the mother. Any delays in seeking care for

obstetric complications can endanger maternal life9,10.

The need for effective strategies for delivery of healthcare to rural women is paramount and requires a

study of maternal perceptions and experiences of the healthcare system. This article describes

knowledge, attitudes and practices regarding obstetric healthcare in a rural area of Sindh.

Subjects and Methods 

Setting

The study was conducted in year 2000 in the rural areas of Taluka Hala, District Hyderabad. Hala is

located on the main national highway. The population of the Taluka Hala is 247,257 living in 30,653

households. The majority of the people are Sindhi speaking Muslims11. The public healthcare system in

the Taluka includes one 30-bedded hospital and 12 first-level care facilities. In addition there are

private healthcare providers including general practitioners, small hospitals and maternity homes.

The available list of study population contained the names of villages, number of households and

population in the ten union councils; no other household or individual list was available. So villages

were proportionally sampled according to the number of households and population size in all union

councils.

Subjects and Data Collection

A sample of 1,150 households was selected from 47 villages in all ten union councils of Taluka Hala,

through multi-stage sampling12. All married women in the sample households, who were between 15-

45 years of age, were interviewed. Women who had not been pregnant in the last three years were

excluded from the study in order to minimize recall bias. It was assumed that husbands have a

significant impact on the decision to seek care in the event of an obstetric emergency therefore they

were also included in the survey to assess their knowledge of obstetric complications.

Individual households were systematically sampled by first identifying a landmark in the village. The

landmarks included a shop, mosque, hand-pump or community center. The fourth house from the

identified landmark was considered the first house and from thereon every fourth house was included

in the sample.

A pre-tested structured questionnaire was administered through personal interviews to a total of 1,178

women and their husbands. The questionnaire had five sections. The first pertained to personal and

demographic information. The second section was related to experience of last pregnancy and the third

assessed the knowledge of obstetric complications. The fourth section was related to contraceptive use

and fifth section was on child health. As women cannot identify medical diagnosis, knowledge was

assessed on perceptions of danger signs during pregnancy and labor. The questionnaire administered to

husbands focused on assessment of knowledge of obstetric complications and contraceptive use. The

fmdings on contraception and child health have been reported elsewhere.

The study had a power of 80% and an acceptable

error of 0.05. To minimize errors in data entry, questionnaires were double entered and validated14.

Data analysis and management was done on Epilnfo-6 software of the Center for Disease Control,

Atlanta.



Results 

Baseline characteristics

Data was collected from 1,150 households. Eight incomplete questionnaires were not included in the

final analysis (n=1142). A total of 1,178 married women and 1,146 married men were interviewed. The

mean age of female respondents was 29 ± 6 years, whereas the mean number of pregnancies

experienced by them was 5 ±. 3. Twenty percent women in the sample were pregnant at the time of the

interview (Table 1).

Experience of last pregnancy

Sixty-one percent women received antenatal care during their last pregnancy. The mean number of

antenatal visits were 3 ± 2. Most women went for their first antenatal visit during the second trimester.

The most frequent antenatal care providers were female doctors (Table 2).



As an indicator of the quality of antenatal care (ANC) women were asked if their blood pressure had

been measured at least once during their pregnancy, 80% gave a positive response. Seventy-one percent

women had received atleast one dose of tetanus toxiod during their reproductive age (15-45 years).

Sixty-five percent deliveries were home based and 20% took place in a government hospital, the

remaining deliveries took place at other facilities; including private clinics. Traditional birth attendants

(TBAs) assisted 61% of all home-based deliveries. The incidence of obstetric complications was 38%.

The most common obstetric complications were prolonged labor and hemorrhage (Table 3).



Of all the 443 women who experienced complications, only 37% were referred to an appropriate

emergency obstetric care (EOC) facility and 30% were referred to facilities where EOC was not

available. Thirty-three percent of women were not referred at all.

The 296 women who were referred for EOC, 79% used a car or a taxi to reach the referred facility.

Animal driven carts were used by 9% and 1% had to walk to get to a EOC facility. The remaining

(11%) used some other form of transportation; including motorcycles, cycles, public buses, etc. None

of them had used an ambulance.

Knowledge of Obstetric Complications

Multiple response questions were asked from all respondents to assess their knowledge of obstetric

complications and their consequences. These complications included ante-partum hemorrhage,

prolonged labor (lasting for over 12 hours), retained placenta, post-partum hemorrhage, puerperal fever

and seizures. Overall less then 40% respondents could correctly identify signs of obstetric



complications (Table 4).

Females had significantly better knowledge (p< 0.001) than their male counterparts. A high proportion

of men (86%) and women (88%) correctly knew the location of healthcare facility where EOC was

available.

Maternal Mortality

Women were asked whether there were any deaths due to obstetric complications in the household in

the last three years. From the 1150 households, 24 maternal deaths were reported in the last three years.

Out of the 1178 women interviewed 1159 reported a live birth at the conclusion of the pregnancy.

Computed on the basis of the above figures the estimated annual maternal mortality ratio (MMR) was

689/100,000 live births, which translates into 324 maternal deaths per year.11

Discussion 

Global reappraisals of program strategies to reduce maternal mortality clearly indicate that all pregnant

women are at risk of obstetric complications. A high maternal mortality reflects the need for addressing

women’s health in Pakistan. The role of the health sector in improving maternal health is to ensure

availability of quality essential obstetric services to all women during pregnancy and childbirth9.

The combinations of medical and social factors culminating in maternal deaths are intertwined and



complex. Jafarey and Karejo suggest that economic, social and cultural factors play a more defining

role in maternal deaths than medical causes10. It is noteworthy that the majority of women in Hala have

access to a doctor or a trained health professional during the antenatal phase, but at the time of delivery

they are assisted by TBAs (Table 2). Flence, the TBAs ability to identify complications early during

childbirth and subsequent referral can be crucial to maternal survival.

The “Three Delays” model of maternal mortality by Thaddeus and Maine highlights the role of the

health system and the community in maternal deaths. The three delays that result in maternal deaths

are: 1) delay in deciding to seek care, 2) delay in reaching the healthcare facility where emergency

obstetric care (EOC) is available and 3) delay in initiation of treatment after arrival at the EOC

facility9. The third delay, which is at the EOC facility level, is beyond the scope of this study.

Analyzing the first two delays in the context of our data show that the first delay culminates from two

factors; first is the dynamics within the family where 90% of the females essentially require permission

from their husbands or some other family member to seek EOC care (Table 5).

The ability to make a timely decision to seek care can also be compromised due to inadequate

knowledge of danger signs by women and their husbands (Table 4). As most deliveries are assisted by

TBAs their knowledge and skill may also influence the decision-making process.

The second delay occurs due to lack of access to appropriate transportation and the ability to reach the

nearest EOC facility. The risk of maternal death increases by 30%, if the nearest hospital is 65 or more

kilometers away14. In our study majority (87%) of the respondents had knowledge of the location of an

ROC facility and most had access to some form of transportation. But when an actual emergency

occurred, only 37% managed to reach an appropriate EOC facility. So having a mere knowledge of

location of EOC service and access to transport does not necessarily guarantee adequate utilization of

that service. More qualitative and quantitative data is needed to better understand this phenomenon.

The annual estimated toll of 324 maternal deaths in the small population Taluka Hala needs urgent

attention. The National Health Survey of 1990-948 and the current survey shows that women continue

to deliver at home, highlighting the need for trained midwives. Secondly, all adult family members

must be made aware of signs of obstetric complications and have a strategy for transportation in the

event of an emergency to the nearest EOC facility.
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