
1. Introduction 
 
Routine obstetric presentations or antenatal care in 
our rural hospitals have continually diminish over 
the years despite dire efforts by medical personnel to 
institute obstetric care in these hospitals. What is 
noticed is that many rural pregnant women still prac-
tice the 18th century obstetric model [1] where the 
doctor is only consulted when there is a complica-
tion. The reason stems from cost consideration 
mainly, but also from other religious and socio-
cultural factor. For instance, while the Palmer Me-
morial Hospital, the centre where this research was 
conducted, charges between five and ten thousand 
Naira for non-complicated obstetric care up to deliv-
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ery, the same case takes less than five thousand naira 
in a traditional birth attendant’s (TBA’s) outfit. 
However, this becomes penny wise, pound foolish 
when complications set in, since the delivery eventu-
ally ends in a hospital. 
 The reason for instituting a proper obstetric 
care through essential obstetric care [2] is to reduce 
material mortality to the barest minimum and in-
variably cut down on child mortality. It is known [3] 
that over 99% of maternal deaths in the world occur 
in the developing countries including Nigeria. The 
situation is worse in the rural areas of these coun-
tries. Yet the major causes of maternal as well as 
child mortalities are preventable.  
 Obstetric care is the medical supervision of a 
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In the rural areas of Nigeria, pregnant women still find it difficult to avail themselves of the opportunity of be-
ing seen by a doctor during their pregnancy and delivery. The objective of this paper is to determine the rela-
tive percentage of pregnant women booking for antenatal clinics and delivering in same health institution. It is 
also meant to highlight the incidence of ANC booking and defaulting, and the indications and problems of un-
booked cases presenting with labour in our health facilities. The paper is a six-year retrospective review of ob-
stetric presentations in Palmer Memorial Hospital, Ikot Usen, Southern part of Nigeria. In this study a total of 
nine thousand eight hundred and seventeen patients presented to the hospital out of which four hundred and 
twenty-four women (or 4.32%) presented with pregnancy and related complaints. The women were aged be-
tween thirteen and forty-two years with a mean age of 25.7 years and presented between January 2000 and De-
cember 2005. Ninty-four point one percent of the obstetric presentations were married while 5.9% were sin-
gles; 39.2% were either managed until delivery or referred while 59.4% defaulted after booking for ANC. Of 
those delivered or referred, 61.4% were booked while 38.6% were unbooked. The commonest range of book-
ing/first presentation gestational age was between 25 - 32 weeks. The commonest attendants were farmers, 
while the commonest parity was multiparity. Of the deliveries, 81 were males while 78 were females. The 
prognosis of booked ANC patients was much better than those of unbooked. Moreover, the cost effectiveness 
of booking for ANC and delivering at the health institution far outweighed the gains made in not booking for 
any ANC especially when it is noted that majority of the unbooked cases presented with complications of mis-
managed labour some of which have bad prognosis. 
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woman by medical doctors during pregnancy. Gen-
erally speaking, it starts from the diagnosis of preg-
nancy and continues during the pregnancy period 
through antenatal care (ANC) visits to labour and 
the puerperium. Although for some, it should start 
before conception in what is called preconceptual 
counselling. 
 The first visit to the doctor at which the diag-
nosis of pregnancy is confirmed is called the book-
ing visit of the series of antenatal clinics the woman 
is expected to attend. Traditionally, the low risk 
pregnancy woman is seen every four weeks until the 
28th weeks [4], fortnightly until the 36th weeks and 
then weekly until the onset of labour. 
 The purpose of this paper is to highlight the 
patterns of obstetric presentations by pregnant 
women in Palmer Memorial Hospital (PMH). PMH 
is a secondary healthcare institution located at Ikot 
Usen, a rural area in Ibiono Ibom Local Government 
Area of Akwa Ibom State in South-South geopoliti-
cal zone of Nigeria. It is also a missionary hospital 
operated by the International HealthCare Foundation 
of the Churches of Christ based in the United States 
of America. It serves the rural populace covering 
three LGAs of Akwa Ibom State, namely Ibiono 
Ibom, Itu and Ikono, in addition to neighbouring vil-
lages in Cross Rivers State of Nigeria. 
 It is noted that majority of pregnant women 
in these areas patronize Traditional Birth Attendants 
(TBAs) who are grossly untrained and usually at-
tached to a religious (prayer) house. These TBAs go 
to the extent of prescribing tablets, traditional herbs 
and other ‘therapeutic’ remedies to their clients. 
Many of these clients eventually present with com-
plicated pregnancy, labour or puerperium to PMH. 
In other cases, neonatal complications of their babies 
like sepsis and tetanus following poor antenatal care 
drag them to the hospital. 
 It is more alarming when it is found that out 
of the few women that book for ANC in the hospital 
less than half of them complete their scheduled visits 
and eventually deliver in the hospital. 
 

2. Materials and Methods 
 

The medical records of all pregnant women present-
ing in the antenatal clinics and emergency units as 
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well as those presenting with labour and with puer-
perium in the hospital between January 2000 and 
December 2005 were retrieved. The socio–
demographic and clinical data of these patients were 
collated and analysed. Specifically, the data obtained 
from the records consists of the age, marital status, 
occupation, religion, parity, ANC booking status, 
booking gestation age, gestation age at delivery, 
method of delivery, prognosis, sex of baby, multiple 
gestation, special medical conditions in pregnancy 
and retroviral positives. 
 Cases or patients presenting with pregnancy 
before the age of 15 years and after the age of 40 
were classified as high-risk cases or patients while 
those between 16 and 40 years of age were classified 
as low-risk. Those with at least one ANC visit before 
delivery at the hospital were classified as booked 
cases; those without any ANC visit prior to delivery 
at the hospital were classified as unbooked; and 
those that attended one or more ANC but did not 
deliver at the hospital were classified as defaulted 
cases. All ANC booking at or before the 8th week of 
gestation were classified as early booking while 
those after the 32nd week were classified as late 
booking. 
 
3. Results 
 
Table 1 shows the distribution of yearly clinical 
presentations for the period under review. Obstetric 
cases were only 424 (4.32%) of the 9,817 total clini-
cal presentations. The peak year of obstetric presen-
tation of 100 occurred in 2004, which was 23.6% of 
all obstetric cases for the whole period. 
 In table 2, the socio-demographic data of all 
the obstetric patients presenting in the period under 
review are displayed. The mean age of the patients was 
25.7 years with age range of 13 – 45; the median age 
range was 21 – 25 years while the modal age range, 21 – 
25 years. High-risk patients were 14, which was 3.3% of 
all the presentations. The ratio of single to married 
women presenting during this period was 1 to 14.7. 
 One-quarter   of   the   women,   85,   were  either  
students   or   dependents.   The   commonest   occupation  
was   farming,   35.8%.   Only   22.6 %   of   the patients  
 were   members   of   Church   of    Christ,   the   religion  
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 The obstetric data of all the obstetric patients are 
displayed in table 3. Majority of the presentations, 

Year 

Total  
Clinical 
Presentation 

Obstetric 
Presentation 
(% of Total 
Obstetric 
Presentation) 

% of  
Obstetric 
Presentation 

2000 
 

1,303 
 

67 (15.8%) 
 

5.14 
 

2001 
 

1,387 
 

80 (18.9%) 
 

5.77 
 

2002 
 

1,943 
 

79 (18.6%) 
 

4.07 
 

2003 
 

1,775 
 

72 (17.0%) 
 

4.06 
 

2004 
 

2,273 
 

100 (23.6%) 
 

4.40 
 

2005 
 

1,136 
 

26 (6.1%) 
 

2.29 
 

Total 9,817 424 (100%) 424 

Table 1: Distribution of Yearly Clinical Presentation 

 
 

 

Table 2: Socio-Demographic Data of All Obstetric Patients 

 

Parameter Frequency % Frequency 

*Age Range (Years) 
             < 15 
        16 – 20 
        21 – 25 
        26 – 30 
        31 – 35 
        36 – 40 
            > 40 
*Marital Status 
        Single 
        Married 
*Occupation 
     Farmer 
     Trader 
     Civil Servant 
     Artisan 
     Student/ Dependent 
*Religion 
     Church of Christ 
     Roman Catholic 
     Jehovah’s Witness 
     Others 

 
     9 
   74 
 135 
 121 
   61 
   19 
    5 
 
    25 
  399 
 
  152 
  101 
   36 
   50 
   85 
 
   96 
   15 
   11 
 302 

 
    2.1 
  17.5 
  31.8 
  28.5 
  14.4 
    4.5 
    1.2 
 
    5.9 
  94.1 
 
  35.8 
  23.8 
    8.5 
  11.8 
  20.1 
 
  22.6 
    3.5 
    2.6 
  71.3 

Table 3: Obstetric Data of All Obstetric Patients. 

 

Parameter Frequency % Frequency 

*Gravity/Parity                 
Nulligravidae 

         Primigravidae 
              Multiparae 
     Grandmultiparae 

*Booking Status 
                   Booked 
               Unbooked 
               Defaulted 

            Pseudocyesis 
*Booking Gestation 

Age (Wks) 
                  <8 
            9 – 16 
          17 – 24 
          25 – 32 
          33 – 36 
               > 36 

*Gestation Age at 
Delivery 

               Pre-term 
                    Term 
              Post-term 
*Labour Outcome 

        Vaginal Delivery 
        Cesarean Section 
                Fetal Death 
          Maternal Death 

           Referred 
       Defaulted/ Pseu-

docyesis 
*Product of Delivery 
       Male Singleton 

       Female Singleton 
         Twin 

         Triplet 
*Obstetric Problems 
   Antepartum Haem-

orrhage 
         Preeclampsia 
             Eclampsia      

Postpartum Haemor-
rhage 

 
         1 
     103 
     228 
       92 

  
     102 
      64 
    252 
        6 

 
      

   2 
      25 
      95 
    143 
      52 
      37 

 
         

        5 
    148 
        6 

  
     101 
      31 
      27 
        1 
        6 

     
   258 

 
      78 
      76 
        4 
        1 

  
         

      2 
        6 
        8 

        
      6 

 
      0.2 
    24.3 
    53.8 
    21.7 

 
    24.1 
    15.1 
    59.4 
      1.4 

 
       

      0.6 
      7.1 
    26.0 
    40.4 
    14.7 
    10.4 

 
       

      3.1 
    93.1 
      3.8 

 
    23.8 
      7.3 
      6.4 
      0.3 
      1.4 

     
    60.8 

 
    49.1 
    47.8 
      2.5 
      0.6 

  
       

     9.0 
    27.3 
    36.4 

     
    27.3 



53.8%, were of multiparae while only 1 nullipara or 
0.2% presented with pseudocyesis. 24.1% were 
booked patients while 15.1% were unbooked; more 
than half (59.4%) of the patients defaulted. 
 Most of the ANC booking visits, 40.4%, oc-
curred at the gestation age range of 25 – 32 weeks. 
Early bookings accounted for the least, 0.6%, of all 
booking visits but late bookings made up 21% of the 
booking visits of the patients. 
 Most deliveries, 93.1%, occurred at term. Of 
all the live deliveries, 76.5% were vaginal delivery 
whether spontaneous, induced or assisted. The re-
maining 23.5% occurred by caesarian sections with 
varying indications, the commonest being prolonged 
and obstructed labours. Most of the caesarian sec-
tions were emergencies performed on unbooked pa-
tients. 
 Only one maternal death occurred from 
eclamptic complications. 16.9% fetal deaths were 
recorded. Most of these were from unbooked pa-
tients presenting with intra uterine fetal death secon-
dary to mismanaged labour mainly by the TBAs. 
The ratio of singleton male to female deliveries, 
1.03:1 shows no significant difference. 
 Pre-eclampsia and eclampsia constituted the 
commonest, 63.7%, obstetric problems of the cases. 
This was followed by post partum haemorrhage, 
27.3%. 
 Table 4 shows the distribution of special 
medical problems in the obstetric patients. The com-
monest medical problem was HIV infection which 
was 53.3% of frequency. However, this has only 
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1.9% incidence. 
 
4. Discussion 
 
The mean age of 25.7 years seen in the cases is 
slightly lower than those reported by other studies 
[5,6]. The difference becomes clearer when it is con-
sidered that the setting of this study is rural as op-
posed to the urban setting of the referred studies. 
This shows that rural women are more apt to con-
ceive (or marry) at a relatively lower age than their 
urban counterparts. 
 However, the age range of 13 - 45 years is 
wider than those of these studies, which is a pointer 
that rural women start child-bearing earlier but tend 
to stop later than their urban counterparts. This may 
be a factor of rural under-development. 
 The relatively high 21.7% of grandmultipar-
ity is consistent with previous studies [7]. This indi-
cates that grandmultiparity with associated obstetric 
risks is common in Nigeria and other developing 
countries. 
 From their booking status, it does seem that a 
good number of rural pregnant women are aware of 
the need of ANC since the ratio of booked, 354 
(including those that delivered in the hospital and 
those that defaulted) to unbooked, 64 is 5.5:1. The 
problem stems more from the fact of poverty than 
ignorance. So there is relative awareness and avail-
ability of ANC and delivery services amongst these 
women but there is lack of usability and non-
affordability of the services is the problem. This is 

Table 4: Distribution of Special Medical Problems in Obstetric Patients 

  

Medical Problems Frequency % Frequency % Incidence of Med.Problems 

Asthma 
Meningitis 
Congest. Cardiac Failure 
Chicken Pox 
Tuberculosis 
Hepatitis 
Cholecystitis 
Retroviral positive 

  1 
  1 
  1 
  1 
  1 
  1 
  1 
  8 

  6.67 
  6.67 
  6.67 
  6.67 
  6.67 
  6.67 
  6.67 
53.33 

 0.24 
 0.24 
 0.24 
 0.24 
 0.24 
 0.24 
 0.24 
 1.89 



because some of the patients while desirous to carry 
their pregnancy up to delivery without complica-
tions, book for ANC, but later feel it’s cheaper to 
deliver at home or at a TBA’s place. 
 It is noted that the reason why majority of the 
women present late in their booking ANC visit, de-
fault or are unbooked stem from the fact of 
‘experienced multiparity’, premarital pregnancy or 
poverty. Hence, there is the increased incidence of 
complication and fetal death among this group of 
women. This poor utilisation or non-utilisation of 
ANC facilities [8] among pregnant women is true 
for developing countries, but worse for rural than for 
urban areas of these countries. 
 Therefore, ANC visits and its regularity form 
a measure of obstetric care quality. This is consistent 
with reports in other tropical countries [9]. 
 The Caesarian Section rate of 23.5% with 
respect to the deliveries during the period under re-
view is within the range reported by various studies 
in Nigeria [10,11], but higher than the  upper limit of 
15% set by the World Health Organisation [11]. This 
is again due to the poor ANC utilization by the rural 
pregnant women. 
 The recorded incidence, 1.9% of eclampsia is 
higher than (0.2 – 1.5%) reported [6] in some terti-
ary health institutions in Nigeria. This again is un-
doubtedly a result of poor antenatal care as most of 
these patients were unbooked during this period. 
 Given the fact that retroviral screening was 
not done routinely on the patients, it is probable that 
the 1.9% incidence rate of HIV sero-positive in this 
study was not a true representative value. Though, 
this is higher than reports (0.7%) in other developing 
countries [12]. There is therefore a need to get an 
accurate incidence rate of HIV infection among 
pregnant women in Nigeria (rural and urban). This 
can be done by designating a few health institutions 
both in the rural and urban areas to screen pregnant 
women attending their hospitals but with informed 
consent. 
 Finally, it is clear that the essential obstetric 
care as defined by WHO can have the desired effect 
if antenatal care and delivery services are made 
widely available, affordable and accessible to preg-
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nant women in Nigeria especially in the rural areas. 
In addition to this, a scheme should be adopted in 
the National Health Services to train and retrain Tra-
ditional Birth Attendants. 
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