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Abstract 

 

Background:  

Liberia has one of the highest maternal mortality rates in the world. Despite 

improvements in maternal mortality in many low and middle–income countries over the past 

decade, the rate in Liberia has increased during this time. Therefore, a biosocial analysis of this 

problem is crucial to help identify and address barriers to women’s access and utilization of 

quality maternal health care services throughout Liberia.  

Methods:  

We analyzed the 258 maternal death reviews reported to the National Public Health 

Institute of Liberia (NPHIL) between January and December 2017. These data were 

complemented by in–depth qualitative interviews of 12 facility–based health workers, 12 

peripartum mothers, 11 trained traditional midwives (TTMs) and 9 family members of women 

who died from a pregnancy–related cause.  

Results:  
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Forty percent of reported deaths occurred in the 25–34 age group, 36% of deaths were 

due to haemorrhage, 29 % of women died within 24 hours after delivery, and 74% of the deaths 

occurred at a health facility. Most notably, the number of deaths reported to the government 

(only 258 from January–December 2017) was significantly less than the number expected based 

on the population, crude birth rate, and the maternal mortality ratio. Qualitative findings 

highlighted 1) financial burdens on patients as they are required to purchase drugs and medical 

supplies; 2) an inefficient system of referral by traditionally trained midwives to delivery 

facilities; 3) issues of transportation; 4) a dearth of trained health workers; and 5) a lack of 

respect for patients.  

Conclusions:  

The majority of maternal deaths in Liberia are not being reported to the government. This 

has implications for reducing mortality rates since structural barriers to quality  

care are not being identified nor addressed by the government through central health system. In 

addition, these findings undermine the narrative of the “resilient health system” and suggest 

surveillance for pandemic disease may likewise be inadequate. 

Reducing maternal mortality in Liberia must prioritize poverty alleviation, human resources for 

health, maintenance of supply chains, improved roads and ambulance services, better outcomes 

reporting, and the promotion of patient rights. 
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Part 1. A Biosocial Analysis of Maternal Mortality in Liberia 

Queeta David, a twenty-five-year-old housewife was nine months pregnant. She lived 

with her husband Ezon David, two young children, and mother-in law in an inaccessible village 

of the B’hia Health District, Grand Gedeh County, Liberia, about 10 kilometers away from the 

nearest clinic and inaccessible by vehicle. Ezon, thirty years old and unemployed, sustains his 

family through subsistent farming of cassava and peanuts, on a family owned land. 

On September 14, 2013, Queeta woke up in the middle of the night with abdominal pains 

that she believed to be labor pains, having had such experience twice before. These pains occur 

at the end of gestation in the abdomen and, at times, the lower back due to uterine contraction 

during labor. She told her husband and mother-in-law.  Her mother-in law took her to the nearby 

traditional birth attendant. The labor pains reduced as the uterine contractions declined the next 

morning, so Queeta was advised by her mother-in law to remain with the traditional birth 

attendant for delivery. While with the traditional birth attendant, she had intermittent labor pains 

for another 2 days. Then finally, during the third day, Queeta gave birth and was taken home 

after four hours of observation. But after another four hours at home, Queeta began to 

hemorrhage large amounts of blood. Weak and unable to walk, she was carried in a wheel 

barrow by her husband and mother-in law along with two other male neighbors to a clinic about 

2 hours walking distance.  

The certified midwife at the clinic, realized that even after the clinic management, Queeta 

would need a blood transfusion and possibly a surgical procedure that could only be done at the 

level of the hospital. She then instructed the clinic’s registrar to quickly request an ambulance for 

Queeta’s referral at the Martha Tubman Memorial Hospital in Zwedru, while attending to 
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Queeta.  Queeta’s blood pressure read 60/40 mmHg, alarmingly low, which meant a significant 

amount of blood loss, inadequate blood flow to her entire body, especially the vital organs – 

heart, brain, and kidney. This required urgent blood transfusion. Although Queeta’s 

hemorrhaging was gradually reducing while at the clinic, yet she grew weak. Every available 

clinic level treatment was done for Queeta and the midwife could do no more but to await the 

ambulance, which arrived 3 hours later. 

 I was informed by the obstetric ward supervisor about the case as the ambulance left the 

hospital compound to get Queeta. As a general practitioner and only doctor on call that week, I 

anxiously awaited her arrival. Thinking about the possible causes of post-partum hemorrhage, I 

anticipated uterine atony and retained placenta, as they are the 2 leading causes I frequently 

encountered, although coagulopathy or trauma may cause this presentation. Atony of the uterus, 

a condition in which the uterus fails to contract after delivery, which causes post-partum 

hemorrhage that is life threatening. The placenta is an organ that develops during pregnancy in 

the uterus to provide nutrient and oxygen from the mother to the baby. After delivery of the 

baby, the entire placenta must be expelled from the uterus. Retained placenta, condition in which 

all or portion of the placenta fails to be expelled is also a major cause of post-partum hemorrhage 

that can be fatal if not handled appropriately.  

 During the 2 and half-hour journey from the clinic to the hospital, Queeta’s pulse became 

faint while she continued to hemorrhage, growing weaker. When the ambulance finally arrived at 

the hospital, her pulse was no longer palpable. All other vitals had ceased, Queeta was dead. I 

pronounced her dead on arrival. I began to reflect on Queeta’s story and many other maternal 

mortalities and morbidities experienced during then my 2 years of obstetrics emergency care in 

rural Liberia. I quickly realized that the causes of all these deaths result from actions that are 
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taken at all levels of the health system: the community, the health facility and the central or 

government. There is a need to understand the root of the persistence of high maternal mortality, 

which is my motive for this study.  

 

Despite gains made by developed countries, maternal mortality and morbidity continues 

to persist in developing countries. Target 5.A of the Millennium Development Goals (MDG), 

which sought a 75% reduction in MMR by 2015 felt far short in many countries. Now, a new 

target over the next 12 years is to reduce the global maternal ratio to less than 70 per 100,000 

live birth by 2030 (1). 

Yet, sub-Saharan Africa, generally, and Liberia, specifically, have a long way to go to reach this 

goal. Indeed, 99% of the global maternal deaths happens in developing countries; nearly two-

thirds take place in sub-Saharan Africa. According to the most recent data, Liberia, the site of 

this study, is among the eighteen highest MMR Countries (2). The 2013 Liberia Demographic 

Health Survey puts the country’s MMR at 1,072 per 100,000 live births (3), one of the highest 

rates in the world. This data does not even include the aftermath of the recent Ebola outbreak, 

which means that a higher rate is sadly most likely. 

 

As I imagine the consequences of Queeta’s death on her surviving children, husband, 

other family and community members, as well as the consequences of other maternal morbidities 

on the entire Liberian nation, several questions linger my mind. Where is Liberia in the fight 

against maternal mortality? Why is the increasing rate? With the 2015 MDG 5 falling short, how 

can Liberia with 1,072 deaths per 100,000 live births work to achieve the new target of 70 deaths 
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per 100,000 live births? This research intends to answer these and many questions through the 

primary research question:  what are the barriers to reducing maternal mortality in Liberia? 

 

The study’s specific aims are to understand health worker’s perception of causes of 

maternal mortality; to understand women’s barriers to antenatal and peripartum care; to develop 

a descriptive case series of peripartum maternal deaths; and to make recommendation for 

possible intervention in reducing maternal mortality in Liberia. This will serve as a contribution 

to the Liberian health sector in mitigating this global burden, as part of the country’s guiding tool 

to work towards the 2030 target of 70 per 100,000 MMR. It will also champion the cause to 

policy makers about the importance to prevent women from dying.  

Queeta’s story of: one of post-partum hemorrhage, that could have been prevented or 

controlled, and ultimately her death, is an illustration of the interplay of social forces and 

determinants that led to her suffering. “Social suffering,” developed by Arthur Kleinman, Veena 

Das and Margaret Lock, “result from what social forces -  political, economic, and institutional 

power does to people and, reciprocally, from how these forms of power themselves influence 

responses to social problems. The socioeconomic and sociopolitical forces can at times cause 

pain and suffering” (4).  

For example, the 2005 rapid maternal health need assessment that was done in 

Montserrado County, an urban part of Liberia, revealed that lack of essential drugs as one of the 

contributing factors to maternal death in Liberia (5). The bureaucracies created as check and 

balance in getting drugs at the facilities can at times cause a delay in the arrival of drugs at the 

health facilities, thus causes suffering. So, the health system that should relief pains for the 
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patients can then cause the pains – social suffering. Additionally, the 14 years of violence 

through civil war destroyed the country’s infrastructure and systems. Liberia, a country rich in 

gold, diamonds, iron ore, with the GDP per capita about $ 480 current US in 1988, declined to 

less than 100 ($ 65 US) in 1995 (6), is one of the poorest countries in the world today.  

 A related biosocial tool is the theory of structural violence,1 which helps us understand 

and describe the impact of 14 years of brutal civil war throughout Liberian society, from 

individual lives to infrastructure and systems. Consider how poverty prevented Queeta from 

seeking care early. Owing to her distance from the health facility, Queeta could have moved 

closer to the clinic. But this has financial implications. It requires funding for food and shelter. 

Queeta’s family survives on the meager resources obtained from the subsistent farming of her 

husband Ezon. Going away from the family, means the feeding of 2 separate homes, which the 

family could not afford. She had no alternative but to be with her family so that they all share 

meal from single preparation.  

The arrangement of structural violence, as Farmer and colleagues write, “are structural 

because they are embedded in the political and economic organization of our social world; and 

they are violent because they cause injury to people (typically, not those responsible for 

perpetuating such inequalities)” (7). By 2007, 67% of Liberian rural dwellers were considered 

poor (8), as a result of the 14 years’ civil war. Today, the most recent household income and 

expenditure survey shows that 54.1 percent, which amounts to about 2.1 million of the Liberian 

population live below the poverty line of US $ 1.90 per day, about 70% of that are rural dwellers, 

                                                            
1 The term “structural violence” is attributed to Johan Galtung, to describe “social structures – 
economic, political, legal, religious, and cultural – that stop individuals, groups, and societies 
from reaching their full potential.” It refers to a form of violence where in some social structure, 
for example - poverty, or social institution - the family, government, may harm people by 
preventing them from meeting the basic needs (19) 
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while 43% are urban dwellers. 18.5% of the national 54.1 % was found to be extremely poor (9). 

Queeta, a village dweller, not responsible for the war, yet experienced the worse consequence of 

poverty – death. Additionally, the structural barriers through poor road infrastructure, evident in 

the delay in arrival of the ambulance at the clinic and back to the hospital, exacerbated Queeta’s 

prognosis. Today, the country remains one the poorest in the world, a little over half (54.1%) of 

the population, of whom majority (70%) are rural dwellers (9), like the family of Queeta. 

II. Literature Review 

Maternal mortality is a serious problem in Liberia, particularly as it has increased from 

578 deaths per 100,000 live births in 2000 to 994/100,000 in 2007 (10), to 1,072 in 2013 (3), 

which is extremely troubling considering that a rate higher than that is possible, since this data 

does not numbers from the recent Ebola outbreak. Post-partum haemorrhage, infections, 

obstructed labour, hypertensive disorders of pregnancy and complications of abortion are among 

the direct causes of pregnancy related deaths in Liberia as in any developing country. In 2005, 

there was a rapid maternal health needs assessment conducted in few health facilities in 

Montserrado County, Liberia. The results following that assessment revealed some factors to be 

responsible for maternal mortality. Key among them were: inadequate emergency obstetric care 

and support; inadequate essential drugs and medical supplies; health workers limited life-saving 

skills; and deep-rooted traditional beliefs (5).  

The risk of a woman’s death from pregnancy related issues may vary with the incidence 

of pregnancy, which means the more she gets pregnant and give birth, the higher she is exposed 

to pregnancy related deaths. So, the reduction of fertility also leads to decline in the lifetime risk 

of maternal death (11). Liberia’s total fertility rate in 2013, which is defined as the “number of 

children a woman would have by the end of her childbearing years if she were to pass through 
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those years bearing children at the current age-specific fertility rates” is 4.7 children per woman 

(3). This means that an average Liberian woman can have 4.7 or about 5 children during her 

reproductive years of 15 to 49 years, which is high compared with women in the United States 

and Germany, 1.97 and 1.44 respectively of the same year (12). Of this 4.7 overall national 

Liberian fertility rate, there is a big disparity found between the urban and rural women, with 3.8 

found in urban women as compared to 6.1 among rural women in Liberia (3). 

Increased utilization of family planning commodities leads to decrease in the number of 

pregnancy for a woman, which subsequently reduces her risk of exposure to maternal death. 

Although 98% of married women are aware of at least one type of family planning method in 

Liberia, yet the contraceptive prevalence rate, defined as the “percent of women of reproductive 

age (15-49 years), who are using (or whose partner is using) a contraceptive method at a 

particular point in time” (13), now stands at 20% (3), which is low compared to those of the 

United States and Germany, 62% and 66% respectively (14). The most common methods in 

Liberia are the pills, male condoms and the injectable(Depo). The overall level of use of modern 

family planning methods is higher among the sexually active unmarried women, 35 % than for 

married women, 19% (3). 

Antenatal Care (ANC) services are a cost effective maternal health intervention that is 

globally encouraged to ensure that pregnant women are regularly assessed and prepared for labor 

and delivery. WHO recommends at least 4 ANC visits before delivery. With an estimated 5% of 

the general population expected to be pregnant women, 62% had their first ANC visit while 46% 

had their 4th visit in 2013. The 2014 ANC coverage declined by 14% for first visit and 9% for 

fourth visits from 2013 (15). The latest Joint Annual Health Sector Review Report by the 
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Liberian Ministry of Health shows that only 57% of pregnant women completed their 4th ANC 

visit (16). 

Antenatal care (ANC) services are not easily accessible to many communities throughout 

the country. 29% of the country’s population live over 5 kilometers away from a health facility, 

which means that these people walk over an hour before reaching a health facility. There are 

some rural catchment communities that are situated over 50 km away from the nearest clinic 

evident by the Gboe and Ploe communities in Grand Gedeh County. Access to the Gboe 

community via vehicle from Zwedru for example, is a roundabout turn through two neighboring 

counties (Sinoe and Rivercess), about 10 plus hours’ drive. The only other alternative is a bush 

road that is only accessible by foot, over 13 hours walking distance.  

In 2007, although most women had one or more antenatal care visits, only 15% of 

deliveries occur in health facilities manned by qualified practitioners. Eighty five percent of all 

deliveries occur either in the community or in facilities that are not staffed by qualified health 

care personnel (5). In 2014, the proportion of deliveries attended by skilled personnel was 39%, a 

7% decline from 2013. The Liberian Ministry of Health attributed the decline partly to the EVD 

outbreak and largely to the inadequate access to skilled birth attendants across Liberia coupled 

with the fact that most rural pregnant women prefer being assisted by a tradition midwife than a 

professional health worker (15). The most recent data shows that with the country’s 2015/16 

target of 72%, only 52.1% of the all deliveries were institutional deliveries, which indicates a 

20% dropout rate (16). 
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III. Social Factors 

This section of the paper reviews the main social factors that cause the vulnerability of 

women to maternal mortality. Recognition and understanding of these factors need consideration 

in the quest to reduce maternal mortality. A woman’s control over her own reproductive decision 

can at times be compromised by high fertility. For example, it has been documented that 

“fertility decline reduces the lifetime risk of maternal death” (11). Yet, culturally, Liberian 

women are under pressure to bear many children for economic and social security. Due to 

property and inheritance traditional laws which limit the rights of females, a woman subjects 

herself to getting pregnant, to have a male child. The fertility rate among Liberian rural women is 

6.1%, even though the overall nation is at 4.7 (3).  

The age a woman gets pregnant is also a significant factor to her vulnerability to maternal 

death. The younger that a woman is, the less developed is her body. Many young girls are 

susceptible to marriage because of their culture and as such, are victims of early or teen age 

pregnancy. For example, 31 percent of women age 15-19 in Liberia have begun childbearing. 

Rural illiterate teenagers, in the lower wealth quintiles tend to start childbearing earlier than their 

urban, educated, and wealthier peers (3). Similarly, in Mali, Niger and Yemen, half of all women 

are married before their 16th birthday (17). Early sexual activity of teenagers causes early 

pregnancy and thereby increase their risk to death at childbirth.  

 A woman’s educational status determines her vulnerability to maternal mortality. For 

example, health seeking behavior of a woman may depend highly on her perception about a 

condition or a disease. She may regard pregnancy as a normal phenomenon in the life of a 

woman, that does not require antenatal care visits, thus leading to low ANC coverage. An 
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educated woman may also be less likely to accept dangerous practices to abort a pregnancy. A 

dangerous practice often seen among illiterate women in Liberia is the insertion of chalk or 

sticks into their vagina aimed at abortion.  

 The Liberian church in general is against abortion and legally, abortion, especially 

elective abortion is a crime in Liberia. So, where it is illegal or heavily restricted, and where it 

goes against popular religion's beliefs, ultimately the rates of illegal abortions are high. Thus, 

most women with unwanted pregnancies, especially adolescent, are more likely to end in 

induced unsafe abortions. From the religious perspective, the Catholic church is against 

contraceptive use except the rhythm method, where the woman abstains from sex during her 

fertile period. This method is a challenge in that most women who decide to practice it, end up 

getting pregnant as most of them and even their partners do not have that will power to abstain 

from sex, coupled with the inaccuracy of the method. 

 With access to family planning, and abortion being limited, the fertility rate remains high. 

Once pregnant, women face significant barriers to care. The barriers that result in poor outcomes 

of labor and delivery are known as the “3 delays.” attributed to Sereen Thaddeus and Deborah 

Maine (18).  These delays - delay to seek health care, delay arriving at the health facility and 

delay to provide adequate care, have a lot of sociopolitical and economic barriers that lead to 

maternal mortality. Health seeking delay can occur at the level of the individual, community, as 

well as at the health facility. A woman’s decisions to seek medical care are often made not by a 

woman on her own, but by her husband, or other senior family member, most especially the 

mother-in law. Delay may be due to poverty, where the woman cannot afford transport fare to 

get to the health facility. Lack of the political will or commitment in road construction causes 

delay and late arrival at the health care facility. Inadequate health personnel where sometimes 
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there is only one physician at a district or county hospital can cause a delay in the provision of 

medical care. Delay, no matter at any of these three level, can be fatal and it requires a 

collaborative effort to mitigate the problem of maternal mortality.  

 

Conclusion 

Queeta David experienced all these delays. The first delay for Queeta was at the level of 

the community, by advice from her mother-in law to remain at the home of the traditional birth 

attendant even after 2 days in labor. Secondly, delay in Queeta’s arrival at the clinic due to long 

distance and delay in the arrival of the ambulance for referral, due to poor road infrastructure. 

Thirdly, although Queeta arrived at the clinic, yet did not receive the appropriate medical care 

mainly for 2 reasons:  inadequate staff and lack of essential medical commodities. All Liberian 

primary health facilities have no staff and stuff to do surgery and blood transfusion. All cases 

that require such care must be referred to the next level. So, it was in the case of Queeta. Again, 

the bad road condition caused another delay to arrive at the only county surgery performing 

hospital that led to Queeta’s death on arrival.  This clearly shows how structural violence and 

social forces and determinants have led to social suffering.  

It has been established and recognized that maternal deaths occur around labour, delivery, 

and the immediate postpartum period. Post-partum haemorrhage, infections, obstructed labour, 

hypertensive disorders of pregnancy and complications of abortion are among the direct causes 

of maternal mortality in Liberia. These conditions can be prevented or treated if there is 

appropriate utilization of health facility with adequate personnel to deliver quality care. With the 

persistent increase in the rate of maternal mortality from 578 to 994, and 1,072 from 2000 to 
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2007 and 2013 respectively, not only understanding the barriers to maternal health care access, 

but the alleviation of the barriers. Instead of blaming the cause of death on most often the patient, 

either the patients delay in seeking health care, (immodest claims of causality), mitigation of this 

problem requires the exertion of collaborative effort. The commitment of all stakeholders 

(government, facility health care provider, community health care provider, the community 

leaders, and the patients among others) is essential with the government playing a major role in 

reducing maternal mortality. The improvement in the population’s economic status, availability 

of health facilities with adequate quality care providing staffs and stuffs, educational and public 

works systems are among other area that must be prioritized in the reduction of this problem.  
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Part 2. Exploration of Opportunities and Barriers to Reduce Maternal Mortality in Liberia 
  

1. Background and Introduction 

 

Despite the global prioritization of maternal health over 30 years ago with the launch of the 

Safe Motherhood Initiative (1), women continue to die every day and every minute from 

pregnancy–related causes (2). Globally, 303,000 women died of pregnancy–related causes in 

2015, with sub–Saharan African countries contributing about two–thirds of that total. Worldwide 

efforts to reduce the maternal mortality rate (MMR) 75% by 2015 (3) have fallen far short, and 

so a new target of less than 70 deaths per 100,000 live births by 2030 was set (4).  

Liberia has one of the highest maternal mortality rates (5) in the world. The MMR there 

increased from 578 in 2000 to 994 in 2007 (6), and was 1,072 per 100,000 live births in the last 

Demographic and Health Survey (DHS) (7). This is extremely troubling considering that this 

data does not include numbers from after the Ebola outbreak.  

What little of the health system that remained during the Liberian civil wars (1989–1997 and 

1999–2003) was further gutted by instability of the economy. The GDP per capita decreased 

from about $480 (Current US$) in 1988 to $65 in 1995, but rebounded in 2016 to $455 (US) (8). 

54.1 % of the Liberia’s population lives below the poverty line of US $1.90 per day, 70% of 

them are rural dwellers, while 43% are urban. 18.5% of those below the poverty line are found to 

be extremely poor (9). Poverty is linked to the lack of access to medical care due to high direct 

costs and opportunity costs in seeking and receiving care (10–14). 

The major causes of maternal death globally are hemorrhage, sepsis, eclampsia and 

obstructed labor (15,16). Liberia is no exception (17). It is well known, however, that deaths 
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from these causes are entirely preventable (18) with interventions in the antenatal, intrapartum, 

and post-partum periods (19–21). Among the five dimensions of access to health care are 

availability, accessibility, accommodation, affordability and acceptability (22). Although Liberia 

has increased the number of health facilities from 687 in 2014 to 727 in 2015, 29% of the 

country’s population still lacks access to health care facilities within one hour walking distance. 

Only 57% of pregnant women completed the recommended minimum of 4 ANC visits, and the 

institutional delivery rate stands at 47.6% (23).  

Given the persistent increase of maternal deaths in Liberia over the years even before the 

outbreak of Ebola, the barriers to optimal maternal health need to be understood. The specific 

objectives of this study are to develop a descriptive case series of peripartum deaths, to 

understand healthcare worker’s perceptions of causes of maternal deaths, to understand women’s 

barriers to antenatal and peripartum care, and to make recommendations for potential 

interventions in improving women’s health. Findings of this study serve as a contribution to the 

Liberian health sector in mitigating the burden of maternal mortality, as part of the country’s 

guiding tool to work towards the 2030 target of 70 maternal deaths per 100,000 births. It also 

identifies areas where increased attention is needed to improve maternal health outcomes in 

Liberia. Results of this study will inform the National Public Health Institute of Liberia (NPHIL) 

and the Liberian Ministry of Health (MOH) on the programming of county’s reproductive health 

units as well as the ministry’s family health division.  

 

 

 



16 
 

2. Methods 

2.1. Overall approach: mixed methods 

Study Design and Setting 

This is a mixed–methods study using an explanatory sequential design. According to 

Creswell, an explanatory sequential design is one in which the researcher first collects 

quantitative data and then use qualitative methods to help explain the numeric results in more 

depth (24). The quantitative component of the study consisted in a descriptive analysis of all 

maternal death reviews (MDRs) submitted to the National Public Health Institute of Liberia 

(NPHIL) in 2017 (n=258). The MDR is a brief investigation of the causes of and circumstances 

surrounding maternal deaths occurring at health facilities and thereafter submitted to NPHIL. 

 The qualitative component involved semi–structured, in–depth interviews (IDIs), which 

were conducted in 11 of the 15 counties of Liberia (Bomi, Bong, Gbarpolu, Grand Bassa, Grand 

Cape Mount, Grand Gedeh, Lofa, Margibi, Maryland, Montserrado, and Nimba Counties). These 

interviews involved the recruitment of four groups of study participants: 12 facility-based health 

workers that provide maternal health care to patients at a health facility; 12 peripartum mothers; 

11 trained traditional midwives (TTMs) who provided home–based maternal care to women in 

the communities; and nine family members of the deceased women (n=44 IDIs). Both the 

facility-based health workers and peripartum mothers were recruited at a health facility, while 

the TTMs and family members were recruited in the communities where they live (through a 

listing provided by the county health teams).  
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2.2. Data Collection 

The study took place between July 2017 and January 2018. MDRs were collected from 

NPHIL and WHO Liberia. The total number of deliveries, including both institutional and 

community, was obtained through the Health Management Information System (HMIS) of the 

Liberia Ministry of Health. 

The 44 qualitative interviews were conducted by the first author, audio–recorded, and 

transcribed. The transcripts were compared against the corresponding audiotapes to confirm the 

accuracy and completeness of transcriptions. 

The goal of data collection was to arrive at some detailed experiences for each 

participant: the experiences of the facility–based health workers in maternal health care 

provision; the peripartum mothers’ experiences during pregnancy and/or delivery at the health 

facility or any past home delivery; the TTMs experiences involving home deliveries of pregnant 

women in their communities; the family member’s narratives of the deceased woman’s 

experiences during pregnancy, including events leading to her death. To facilitate this process, 

the researcher used interview guides. Predetermined topics for discussions among the facility–

based health workers were: correlation of antenatal care (ANC) attendance and number of 

deliveries at the health facility and reason for any non–correlation, the working environment 

regarding availability of materials, and its effects on their work, and challenges encountered 

during work among other topics along with their perceived suggested solutions of those 

problems. Major topics discussed among the peripartum mothers were: ANC attendance during 

pregnancy and reasons for nonattendance; access to maternal health care both for ANC and 

delivery; and, their difficulties in accessing care. Topics for the TTMs were: level of training in 

conducting delivery; their role in the community; coordination between them and the health 
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facility staff; and, the driving force for the work they do. For the family members, topics 

discussed were: any previous medical condition; ANC attendance and reason for nonattendance; 

role of family member in the care seeking of the deceased; major events leading up to the time of 

death of the deceased; and, their perceived suggestions of way that could have prevented the 

death of their relative. 

2.3. Data Analysis 

Data from the MDRs were sorted by age group, cause of death, place and time of death 

among other variables. The records were compared with the Health Management Information 

System (HMIS) data for the Liberia Ministry of Health from 2017 for the birth rate and the 

Liberian population of 2017 and then compared with the most current DHS reported maternal 

mortality ratio from 2013 to help describe the gaps in data.  

 

Qualitative analysis began with multiple readings of transcripts after which we open–coded a 

select number of interviews in the data set. We directly coded the entire data set using the 

Dedoose software. Similar codes were grouped into broader categories to characterize    

experiences with each category labeled. They were then elaborated and illustrated with excerpts 

from the data. Categories were examined interpretively and grouped together linking ideas to 

form a broader concept, from which arguments about the participants’ experiences of accessing 

maternal health services, providing health care services, and other aspects of their lived 

experience were developed.  
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3. Results 
 

3.1. Quantitative Findings  

Forty percent of total reported deaths occurred in the 25–34 age group; 36% of deaths 

were due to haemorrhage; 29% of women died within 24 hours after delivery; and 74% of 

reported deaths occurred at a health facility. Characteristics of women who died can be found in 

Tables 1and 1.1. 

Multiplying the 2017 population of Liberia (4,731,906) (25) by the most recently 

reported crude birth rate (34.4/1000) and MMR (1,072/100000) yields 1,745 expected maternal 

deaths; however, only 258 were reported to NPHIL in 2017. This represents a severe under–

reporting of deaths at the national level.  

3.2. Qualitative Findings 

The characteristics of study participants and the major emerging themes from the 

qualitative interviews are in tables 3 and 4, respectively. The following four themes emerged 

from the qualitative data analysis: 

Transportation 

The barrier of transportation during this study was indicated by interviewees at two 

important points: going from women’s homes to the clinic and transfer from the clinic to the 

hospital if need be. Many peripartum mothers interviewed pointed out distance and bad road 

conditions as a significant challenge to the access and utilization of maternal services. The only 

means to access some communities is via a foot path or bush road; no vehicle, and at times not 

even motorbike, can be used to get to reach them. Therefore, for women from these 

communities, the only option most times is to walk. And this they reported is strenuous for them, 
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especially when in labor. As a result, they prefer giving birth at home with a TTM rather than 

walk for hours to the health facility. This is illustrated below by a village mother: 

From there to the hospital it is too far. So, no need to walk from that far distance because 
as soon as I am ready the old ma (TTM) can just deliver me. (Peripartum mother) 

 

However, some women interviewed also reported that even with the availability of a road, they 

were unable to summon a vehicle. Again, once a woman is in labor, even a short walking 

distance can prevent her from going to the health facility. A mother explained: 

Motor bike can go there, but you may not even have money. Two hundred dollars 
[Liberian] . . . you may not have money to take bike at that time and come there, so that’s 
what can be the cause. (Peripartum mother) 

 

In cases of obstetric emergency, individuals should be provided an ambulance; however, 

interviews with most facility–based health workers showed that transportation of emergency 

patients by ambulance is unreliable. Some health workers explained that even when the 

ambulance is available, there is no fuel for it, forcing the patient to search for a commercial 

vehicle, which are hardly found in some communities. On another note, some interviewees 

reported that an ambulance’s ground clearance can be so low that it cannot travel off the main 

roads. In such instances, a woman who develops a complication at a clinic that is off the main 

road and needs hospital management, becomes stuck at the clinic. Alternatively, ambulance 

drivers will ask a patient’s relatives to transport her to the main road for easier transport to the 

hospital:    

We have two ambulances but one is very low it can’t afford to go to rural areas so we 
have some facilities on the main road. So, we can use it to go to the main road or maybe 
the patient relatives can bring them to the main road and then we go and pick them up but 
that ambulance is so low it can’t go to… . those areas. (Facility-based health worker) 
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These delays can have significant effects and, in some cases, lead to death.  

 

Other interviewees reported that the road terrain is so bad that the ambulances often 

breaks down while in route. Several instances were reported during the interviews by facility–

based health workers where ambulances broke down and patients died because of delay. One 

health worker narrated a story that a woman gave birth at a local clinic that was very far from a 

hospital. She had a retained placenta after the delivery that required hospital management, and 

the ambulance was thus requested from the hospital. The ambulance managed to reach the clinic, 

but as soon as it took off from the clinic it broke down. A mechanic was called from town to 

repair the ambulance. As the mechanic was on his way, his motorbike broke down, and he too 

called someone to repair his motorbike before he could finally get to the clinic to repair the 

ambulance. The result illustrated here was evident: 

For a retained placenta! By the time, they reached [hospital], the patient died shortly after 
they arrived. She bled too much. (health worker/medical doctor)  
 

Staff Related Challenges for the Provision of Quality Maternal Care 

Other challenges to the provision of quality maternal care including staff attrition, 

unskilled clinic staff, absence of staff, and patients’ experiences of care.  

Staff Attrition 

Provision of quality health care requires the availability of qualified and well trained 

providers. Staff attrition is an issue in rural Liberia. It has been difficult to retain health care 

workers in rural settings. Many of them accept rural assignments, and after few years of work 

trainings and experiences, they leave for the urban areas where they can earn more money. 
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Sometimes, they remain in the same rural setting, but leave the government facility to work with 

an NGO for a higher income. Health workers reported that their salaries are small, and monthly 

payments are frequently delayed, sometimes for over 2 months. Some rural health workers are 

disheartened to be paid the same as those working in cities, that is, they wish for hardship pay 

like the UN provides. This has caused many health workers to leave from their rural areas of 

assignment. Some suggested that salaries be commensurate with distance and terrain, even 

within the same county. An officer in charge, who has worked for a government clinic in a town 

for over eight years and has lost 2 certified midwives due to this problem explained, 

 I just want for the central government to be able to categorize those people according to 
the distance. And even the kind of terrain you are working in. . . . I am in [district] the 
closest health facility. You don’t expect me and the person in [village] to get the same 
salary where they have to walk about twenty to twenty–five hours before they reach. If 
even you in car sometime ten hours before you reach. (health worker/officer-in-charge) 

 

Skill level of clinic staff 
 

Smaller rural clinics are usually manned by only two professional care providers: the 

officer in charge, who can either be a nurse or physician assistant, and a certified or registered 

midwife who is responsible for providing maternal services. Results from interviews showed that 

incompetence becomes a problem when gaps are created in health facilities due to the staff 

attrition. These gaps are often filled by new graduates who have not acquired the necessary skills 

and will need extra time to gain experience. During that time, mistakes are made in patient 

management that at times causes preventable deaths. Some interviewees reported that, at the 

clinic level, patients are misdiagnosed and are given wrong treatment, or are delayed in receiving 

the proper treatment. Sometimes this can result in very late referral to the hospital: 
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Some of the diagnoses that are made at the health facility; they make the wrong 
diagnoses when the person gets there. When they (health workers) realize that the 
diagnosis they have made is wrong before they start calling for ambulance to carry the 
patient, it’s late. (health worker/medical doctor) 

 

Staff absence  

On the other hand, health care workers with specific delegated duties at the hospital are 

not always available at their assigned places of work. Interview data show that there are times 

when medical doctors and anesthetists are not around the vicinity of their place of work. And 

even when they are around, they do not respond on time. Therefore, individuals that need 

specialized care cannot move expeditiously to the next level of care. For example, a pregnant 

woman in labor, who requires caesarean section and is already at the hospital cannot get the 

surgery because either the doctor or the anesthetist is not around. Adverse events ensue. Some 

interviewees reported that in such emergencies, the midwife will use her own money to purchase 

phone units to call these workers. A midwife describes this in a frustrated tone: 

You will have to call the doctor on your own money, then you call the anesthetist you call 
this other person, you call this other person before every one of them getting together to 
do the surgery it will be a waste. . . . Sometimes the patient die[s] because these people 
are not there on time and it can pain us, you the midwife that is on duty but it giving us 
problem, a serious problem in the institution. (maternity ward supervisor of a hospital) 

 

Patients’ experiences of care 

Even when health care workers were present at a health facility, most peripartum mothers 

and family members of the deceased reported that their manner of approach was not cordial. This 

was particularly noted for the midwives. Interviewees reported that these health workers had no 

respect for their patients and spoke harshly to them. Patients are shouted at, or sometimes beaten, 

especially during delivery at health facilities. Many women interviewed expressed their concern 
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and discouragement from utilizing specific facilities because of this pattern of interaction 

between them and the health workers. Even some health care workers admitted to this behavior 

but argued that they do it sometimes out of frustration when materials are not available to work 

with. This attitude has become a barrier to facility utilization for many. A family member of a 

deceased woman describes her despair in the following manner:  

I will not go there no more, because the people where [who are] there, they are not doing 
the work ma. They can talk to you rough. When somebody is sick they want for someone 
to pet them. When you sick you can be just like baby. But when you sick, you go there, 
they say sit down over there we coming, don’t make noise, that’s not your one here”. . . Is 
that how to comfort patient? That is not the way it supposed to be. (mother of a deceased 
woman) 

 

Another issue is health worker’s lack of concern and attention for patients while on duty. 

Family members and peripartum mothers reported struggling on their own while health providers 

sat around doing personal things. Health care providers are often seen on their phones chatting 

on Facebook while in the middle of “providing care.” Sometimes health care providers gather at 

their nursing stations to watch movies, especially at night while women are left alone in labor. 

As a result, women give birth on their own at the health facility after which the health care 

provider hurriedly cleans them up so that it appears to their supervisors as if the delivery were 

actually performed by them. A patient explained what happened to another patient while they 

both were admitted at a hospital in labor: 

The girl start feeling pain. She [midwife] left the girl there, she go put the show on. 
Before she go look now the child head get outside before people go call her say “oh, the 
girl already born the child oooh”. She start hurrying up putting things them together. So 
her people can’t meet her there. So, the boss lady can’t meet her there. That how she 
finished quick quick she put the girl on the bed. (peripartum mother) 
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Lack of Supplies 

 

Birth Preparedness Kit   
 

Peripartum mothers expressed discouragement over the idea of providing delivery 

materials for themselves at the health facilities. They are told by health care providers that 

certain cleaning materials in addition to other personal items to be used by the mother must be 

made available during their time of labor and delivery. So, during her eighth and ninth months of 

pregnancy, the pregnant woman is told to purchase several materials and have them placed in a 

bag referred to as the “birth preparedness bag.” These delivery requirements include bleach, 

Dettol, which is a type disinfectant that can be used for skin and for surgical care, alcohol, and 

soap (either bar or powder). Also, included on this list are personal items for both mom and the 

expected baby: A wrapper (clothing), commonly called lappa in the study setting, a small towel, 

and some cortex. Some reported being denied admission until these materials were provided; 

others said that although they were not denied admission, they just lay on the delivery bed 

unattended until all items were provided. This family member describes her experience when she 

carried her sister to the hospital for delivery:  

When I carry her, Dettol [a disinfectant] was lacking . . . and that was in the night oh . . . 
8: 00 in the night. The nurse told us that when Dettol not there, just remain in that room 
until your can get the Dettol and she [labor patient] was in the delivering room and she 
[midwife] was in her own of office [nurse’s station] sitting down. I left her at the hospital, 
got on motor bike . . . and the motor bike carry me all the way to the drug store . . . I went 
and pay for the Dettol and carry the Dettol to them [at the hospital]). (peripartum 
mother/sister) 

 

Interviewees indicated that these delivery materials are essential and must be provided if 

the health care providers are to conduct deliveries. Some health care providers reported that 



26 
 

working in the absence of these materials is risky for them as they are exposed to blood borne 

pathogens; however, health care workers declared that these cleaning materials are usually 

unavailable at the health facility and that the required cleaning materials that patients provide are 

sometimes even used to clean not only the OB ward, but the entire health facility. After the 

delivery of a woman, the remaining materials are divided to other departments of the hospital to 

help keep the facility clean. Others reported that materials should be provided by the government 

once it had declared “free health care.” A health care worker describes this angrily: 

The government not giving anything like soap, chloride, you know and we playing with 
blood and you know blood, plenty things inside. So that’s the Clorox at least we can use 
too to disinfect the materials and ourselves..... When the government say service free the 
people should not pay anything, then they are not willing to provide anything. So, it’s not 
easy. So, we are at risk, let’s be frank. We are at risk too. (health worker) 

 

On the other hand, when staff are confronted with emergency deliveries in the absence of 

required materials, they try to find a ‘workaround’ to provide care. In this regard, the lack of 

simple materials to provide care such as lappa and a dry towel for the baby wrap can be replaced 

by whatever a health care worker finds available. As a result, an expensive material like personal 

protective equipment (PPE) can be used to wrap a baby. This is illustrated as follows: 

We always having people coming right in the corridor there. They will just come and lay 
down there they push the baby. Sometime, we use the PPE. . . . I can say only the 
innocent child because the place it’s coming from it clean. So, I just look for PPE, I wrap 
that baby in. (midwife at a hospital) 
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Lack of drugs and medical supplies 

 

Unavailability of medicine was clearly demonstrated throughout this study, expressed by 

one hundred percent of interviewees. The issuance of a prescription to patients or family 

members is the order of the day at health facilities. Even TTMs reported that their home patients 

refused referral for facility–based delivery because they did not have money to buy drugs. 

Peripartum mothers reported the uselessness of spending already limited funds unnecessarily on 

transportation to get to a health facility, only to be given a prescription for a common analgesic 

like paracetamol. Instead, they reported that it would be better to stay home and save money that 

could be used on other activities for the family. A pregnant woman explains below that her 

husband refused to give her transport money to attend an ANC visit because he knew the clinics 

lacked medicine: 

I told my husband say this belly I get now, I want to be going to the hospital, so, he must 
give money. And he said “that hospital that can’t give medicine there”, I don’t have 
money to give. Sit down. We will be buying medicine. 

 

Health workers reported their inability to work due to the absence of drugs and medical 

supplies, which some said had been going on about 6 months prior to this study. Some spoke 

about how difficult their working environment could be in that they go to work but have no 

materials to work with unless the patients provide them, including gloves. Some mentioned that 

this became even worse during emergency cases, wherein they would see a patient in a life–

threatening state, but they could not intervene because of a lack of resources. As a result, they do 

nothing but painfully watch the patient die. This is how a health worker described it with tears in 

her eyes: 
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So, there was no oxygen, the same thing I telling you there was no cannula. The woman 
all the money she brought she spent it in [clinic]. No cannula, it’s late that hour where I 
going get cannula from to even establish line at least to maintain her on some fluid. 
. . .  Nothing! it was so frustrating nothing. So, I lee [left] looking at that girl until she 
died. So, that what can happen when you don’t have the material. (health worker) 

 

Effect of Trained Traditional Midwife Payment on Maternal Care Delay 

 

In the quest to encourage health facility delivery, the government through NGOs had 

provided incentives to TTMs to discourage home deliveries. Cash at the time was discouraged 

because it was viewed as not sustainable in terms of continuity. They thus provided a package 

which included lappa, rice, T–Shirt, and other things. Some of the NGOs that embarked on this 

program are no longer around, and a few of them that tried to continue no longer do so because 

funding dried up. Some county health systems have realized its importance and impact and 

therefore decided to continue the program, but this time around through cash. Interviewees 

reported that TTMs, as a motivation package of referring a pregnant woman to the health facility 

for delivery, are given certain amount. On that level, it is having the desired effect of having 

women being brought to the health facilities for delivery. A medical doctor at a rural hospital 

expressed this, although with some challenges: 

Yes, yes. They’re coming. I will say they are coming but we still have issues with it. 
Sometime[s] they bring fully dilated, they bring them in their active stage of labour but I 
think this is a process that we need to continue and I think it will get better. (health 
worker/medical doctor) 

 

Some counties have instituted policies that the TTM must be compensated with cash. 

However, they do not provide funds for that payment. So, to meet this requirement, payment has 
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fallen to individual patients. But, what has not been clear until this research is a collusion from 

health care workers in an “internal enforcement system” to ensure that patients or their family 

members pay the TTMs. The health care workers refuse to discharge both mom and baby until 

the TTMs are paid. This TTM describes the enforcement strategy as follows: 

But they [health worker] only told us that since you not on payroll and your [sic] cannot 
sleep anytime when you bring someone when that person deliver we will compel the 
person to give you $500 before they can carry their child home. (trained traditional 
midwife) 

 

Today, the cost of running the TTM referral system is at the expense of the patients. They 

no longer get free services because they must pay the TTM for referring them to the health 

facilities. This has placed a burden on the patients and their relatives, further depleting their 

limited resources. A TTM explained that some of these women who do not have money will go 

to the extreme of selling some of their food and other property just to meet up with that 

obligation: 

Sometime when they not get it, sometime, they will call us somewhere . . . they will call 
somebody in the clinic. They say “stand my bond, when I go,. . .I get my oil or I get 
so. . .so thing I will come satisfy my midwife. 

 

4. Discussion 

Imperial legacies, structural adjustment, exploitative mining and logging companies, and 

enabled civil war are important macrosocial determinants of maternal mortality in Liberia. This 

studied aimed at a more granular depiction of health systems dysfunction (26). From the 

interviews, four thematic barriers to quality maternal care emerged, including transportation and 
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long distances, staff related challenges (attrition, skill level, absence and patient’s experience of 

care), lack of supplies, and the effect of TTMs payment on care delay.  

Long distance and remoteness of the communities are major challenges to the access and 

utilization of maternal health services. Liberia generally has a very underdeveloped road 

network, which was further deteriorated during the 14–year of civil war that left much of the 

country’s infrastructure in ruins. Such road conditions lead to higher transport fees further 

disincentivizing facility–based delivery. 

Other studies have shown a correlation between distance from a birthing facility and the 

decision to deliver there. Nesbitt and colleagues showed 68% of women living within 1 km of a  

health facility delivered there as opposed to 22% for those living 25 km away (27). In addition,  

Gabrysch and colleagues, showed a 29% decrease in facility–based delivery as the distance to a 

health facility doubles (28). Essendi and colleagues corroborated our finding that a hike in 

transportation costs due to bad road conditions was a barrier to the access and utilization of 

maternal health services (29).  

The remoteness of some of these health centers also impacts the desirability of health care 

workers to staff them. This contributes to the lack of skilled health care workers who are willing 

to provide care. Health care workers in our study lamented that they were not remunerated for 

the additional difficult conditions associated with living and working in these disconnected and 

distant rural communities. Those that are recruited often leave after a short time. To combat this, 

performance–based financing (PBF) has been implemented in several countries, including 

Liberia. Shen and colleagues (30) demonstrated that such a program can reduce staff attrition. 

Our data indicates that while PBF is helpful, it does not directly address the challenges that our 
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study participants experienced in remote communities. One way to address this would be to 

increase monetary incentives for those working hard–to–reach health facilities. This has been 

recommended as policy option for the Liberian Ministry of Health (31). Our data support this 

option and suggest that this distance–based payment system could reduce staff attrition. By 

incentivizing skilled practitioners to work in rural settings (as opposed to recent graduates), this 

proposal could also address the competency barrier to improved maternal health identified in our 

study. 

The lack of specialized individuals at health facilities who can address obstetric surgical 

emergencies of patients is worth highlighting. The WHO global target of health worker density is 

23 per 10,000 population. As at 2016, Liberia had 11.7 health workers per 10,000 people for the 

entire country, thus serving as an overestimate for rural areas. Additionally, of the total 16,014 

health workers, only 4,756 of them were core clinical health workers (Midwives, Nurses, 

Physicians and Physician Assistants). Physicians make up just 4.9 percent (234) of this number 

in both public and private health facilities in the entire country (23). Liberia currently has no 

anesthesiologists and less than 50 nurse anesthetists in the country. Given the small numbers of 

nurse anesthetists and medical doctors, and the high demand for their services, these highly 

skilled specialists are often not afforded days off. With burnout being a concern for these 

individuals, one must be careful to manage their workload. Their loss would further diminish the 

critical care available to women in remote regions. There is thus a strong need for human 

resource development in this cadre of health workers, not only to improve maternal health in 

Liberia, but to build a “resilient health system” (32); and also a recognized need for other sub 

Saharan countries (33). 
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Health care workers’ neglects and bullying of patients are under–described barriers to quality 

care. Results from our study have illustrate that women in labor at health facilities are left 

unattended to, as midwives and nurses are engaged with personal things such as watching 

movies. Many women struggle and give birth on their own while in a health facility because of 

this attitude by care providers. Such behavior has also claimed attention in other African settings, 

leading to lawsuits (34). This is a serious concern that must be handled as it has the propensity 

not only to lower facility–based delivery but could also increase litigation as well. 

The overall lack of basic supplies for deliveries at the health facilities is another serious 

barrier to optimal care. Health facilities with stock–outs often force individual patients to provide 

the materials needed for delivery. Women in our study reported being denied admission or being 

neglected when just a single item of the required material was missing. These results may have 

implications for women’s capacity to follow through with facility–based deliveries.  

Our study demonstrates that the new system of TTM referrals in some counties of Liberia has 

worked very well in some cases. TTMs benefit from these payments and women are getting 

referred to the health facilities for delivery more often. However, our results also showed that the 

burden of payment falls to the patients. This informal payment must be examined to maximize 

the benefits of the TTMs referral and minimize the financial burden that it places on women and 

their families. The unforeseen expenditure may disincentivize women from reporting to the 

health facilities with the TTM and could undo the promising trend of having TTM to encourage 

more women to come to the health facility. Another way to view the issue is that such a system is 

inefficient for resource–poor settings. If expecting mothers were empowered to attend health 

facilities without the need for a “referral,” then the funds used for this could be spent on actual 
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supplies for the hospital. Perhaps TTMs would better serve the system if they were retrained as 

community health workers. 

Lastly, the comparison of MDRs with national statistics shows a significant gap between 

reported (n=258) and predicted deaths (n=1,745). This has significant implications for health 

surveillance not only in maternal health but also for pandemic threats: if easy to identify 

phenomena such as maternal deaths are not captured, how can we expect that small, unusual 

cases will be seen? 

5. Conclusion 

Following world leaders’ commitment to meet the MDGs with a focus on women and child 

health (35), the Liberian Government promulgated free healthcare services in 2008, including 

maternal and child health, through the implementation of the basic package for health services 

(BPHS)(36). Taken our findings suggest that this abolition of user fees has resurfaced as 

informal, out of pocket expenditures. While women are not charged directly for giving birth in 

the health facilities, they are nonetheless responsible for the payment of all necessary equipment. 

From birth kits, to drugs and medical supplies, to TTM referral payments, our respondents 

showed that giving birth in a health facility is a costly endeavor. 

The causes of maternal mortality can be prevented if there is appropriate access and 

utilization of health facilities with adequate personnel and supplies to deliver quality care. With 

the persistent increase in the rate of maternal mortality from 578 to 1,072 from 2000 to 2013, 

mitigating the structural barriers demonstrated in this study is key. This will require a 

collaborative effort. The commitment of all stakeholders (government, facility healthcare 

providers, community healthcare provider, community leaders, and patients among others) is 
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essential, with the government playing a major role financially. The government of Liberia, 

through the Ministry of Health, must ensure that health services are truly and absolutely free 

when it says it is free and that all necessary medical materials are available. 

 

6. Limitation 

Due to limited time and poor road conditions, all 15 counties of Liberia were not visited for 

qualitative data collection. Counties excluded were Rivercess, Sinoe, Grand Kru and River Gee, 

all within the Southeastern region; however, data from Maryland and Grand Gedeh Counties 

provided a good representation for the southeast to be considered in the study. We encountered a 

variety of different MDRs, due to their variability at the county level. Counties reported maternal 

deaths based on available forms that they had at their disposal. As a result, data for some 

variables are missing. For example, some forms included the time of death while others did not. 

Thus, it is difficult to provide an accurate picture of the time of death for the 258 cases we 

examined. To avoid this variability on a county–by–county basis, we recommend that a single 

type of maternal death report form be adopted nationwide. Although the study provides in–depth 

qualitative insight into the barriers that link to maternal mortality, the results cannot be 

generalized beyond the study population. 

7. Recommendation 
 Consistent maternal death review forms across the country. 

 Capacity building of medical doctors and nurse anaesthetists. 

 Improved and fully maintained transportation system for health services (ambulances and 

motor bikes) with sufficient fuel and a maintenance budget. 
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 Multi–sectoral roads development between Ministries of Health, Public Works, and other 

line ministries, beginning with the rural settings. 

 Greater availability of drugs and medical supplies. 

 Programs to improve health workers attitude towards patients. 

 Retool TTMs as community health workers. 
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Appendices 

 
Figure 1. Diagram of Study Design 

 
 

Table 1. Characteristics of women who died (N=258) 
Indicators N Percentage
Age at death in years   
< 18  19 7.4 
18 – 24 71 27.5 
25 – 34 102 39.5 
35 + 66 25.6 
Marital Status   
Single 29 11.2 
Living Together 49 19.0 
Married 43 16.7 
Separation 4 1.6 
Unknown/Missing 133 51.6 
Level of Education   
No formal education (Never been to school) 69 26.7 
Elementary 24 9.3 
Junior High 18 7.0 
Senior High 15 5.8 
College Diploma 5 1.9 
Unknown 127 49.2 
Occupation   
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Student 34 13.2 

House Wife 50 19.4 
Subsistence Farming 75 29.1 
Business 21 8.1 
Employment (Formal or informal  8 3.1 
Unknown 70 27.1 
Gravidity   
Gravida 1 49 19.0 
Gravida 2 – 4 85 32.9 
Gravida 5 – 10 83 32.2 
Gravida 11+ 15 5.8 
Unknown 26 10.1 
Parity   
Parity 0 35 13.6 
Parity 1 – 4 131 50.8 
Parity 5 – 10 57 22.1 
Parity 11+ 9 3.5 
Unknown 26 10.1 
No. of ANC Visits   
No visit 27 10.5 
1–4 visits 103 39.9 
5+ 18 7.0 
Unknown 110 42.6 
Risk Factors during ANC   
Anemia 13 5.0 
Malaria 36 14.0 
Hypertension 17 6.6 
Others 55 21.3 
Unknown 137 53.1 
Time of Death   
During Pregnancy 54 20.9 
During Delivery 36 14.0 
Immediate post–partum in 24 hours 74 28.7 
Long up to 42 days post–partum 27 10.5 
Unknown 67 26.0 
Place of Death   
Health Facility 192 74.4 
Community 34 13.2 
In route (from Home / health facility) 30 11.6 
Unknown 2 0.8 
Cause of Death   
Hemorrhage 93 36.0 
Sepsis 29 11.2 
Obstructed Labor 4 1.6 
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Hypertensive Disorders of Pregnancy 24 9.3 

Others 47 18.2 
Unknown 61 23.6 
Neonatal Outcome   
Dead 85 32.9 
Alive 40 15.5 
Unknown  133 51.6 
Birth Attendant   
Professional / Skilled Birth Attendant 113 43.8 
Unknown (Don't know, not indicated) 145 56.2 
Mode of Delivery   

Vaginal 67 26.0 
C/Section 50 19.4 
No Delivery/Still Pregnant 54 20.9 

Unknown (Don't know, not indicated) 87 33.7 

Referrals   
Yes 78 30.2 
No 57 22.1 
Unknown (Do not know, Not Indicated) 123 47.7 

 

Table 1.1 Characteristics of Referrals (N = 78) 
 N = 78 Percentage 
Mode of Transport to Referral Point    
Ambulance  36 46.2 
Personal (Private, Commercial) 25 32.1 
Foot (Walking) 7 9.0 
Motorbike 7 9.0 
Hammock 2 2.6 
Wheelbarrow 1 1.3 
Time taken to Arrive at Referral Point   
 ≤ hour 27 34.6 
 > 1 hr. – up to 2 hrs. 7 9.0 
 > 2 hrs. – up to 4 hrs. 11 14.1 
 > 4 hrs. – up to 9 hrs. 9 11.5 
> 9 hrs. up to 12 hrs. 2 2.6 
> 12 + hours 22 28.2 
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Table 2. Interview Guide Topics 
Study Participants Topics under Discussion 
Facility–based Health Worker  Correlation of ANC attendance and 

number of deliveries at the health facility  
 Reason for any non–correlation 
 The working environment regarding 

availability of materials and its effects on 
their work  

 Challenges encountered during work  
 Perceived suggested solutions for 

challenges 
Peripartum Mothers   ANC attendance during pregnancy and 

reasons for nonattendance  
 Access to maternal health care both for 

ANC and delivery;  
 Process encountered to the care. 

Trained Traditional Midwife 
(TTM) 

 Level of training in conducting delivery  
 Their role in the community 
 Coordination between them and the 

health facility staff  
 The driving force for their work  

Family Members of the Deceased  Previous medical condition of the 
deceased  

 ANC attendance and reason for 
nonattendance  

 Role of FM in the care seeking of the 
deceased 

 Major events leading to the time of death  
 Perceived suggestions of preventing 

death 
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Table 3. Characteristics of Study Participants N = 44 
 N % 
Facility–based Health Worker 12 27 
Trained Traditional Midwife (TTM) 11 25 
Peripartum Mother 12 27 
Family Member of the Deceased 9 20 

 

 

Table 4. Characteristics of Qualitative Findings 
Major Themes Barriers 
Transportation – Distance to health facility 

– Bad Road Condition 
– Ambulance not always 
   available 

Staff Related Challenges – Staff retention in rural areas 
– Staff Incompetence  
– Absence of staff  
– Late Response to Call 
– Lack of Attention for Patients 

Lack of Supplies – No delivery materials 
     Patients must provide them for delivery 
– No drugs and medical supplies 
  Patients are given prescription to buy them 

Effect of TTM payment on care delay – TTMs refer pregnant women for facility 
delivery 
– Patients are getting at the facility 
– Good for TTM because they are paid 
– TTMs are paid by the Patients 

 

 


