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ABSTRACT  

 

Background: Maternal mortality remains a significant public health challenge in Ghana. 

Understanding the level of knowledge among pregnant women regarding maternal 

mortality is crucial for designing effective interventions. 

Purpose: To evaluate the knowledge of maternal mortality and its determinants among 

pregnant women at Tamale Teaching Hospital in the Northern Region of Ghana. 

Methods: An institution-based quantitative cross-sectional study was conducted at 

Tamale Teaching Hospital in the Northern Region of Ghana. A systematic random 

sampling technique was used to select 240 pregnant women attending ANC services at 

the facility. The data were analyzed using John's Macintosh Project (JMP) Statistical 

Software version 17.1. 

Results: The response rate in this study was 97.5%. The majority of pregnant women 

(52.6%) had good knowledge of maternal mortality, while 47.4% had poor knowledge. 

Significant determinants of knowledge of maternal mortality were educational level 

(OR=3.69, p=0.002), occupational status (OR=4.00, p=0.001), monthly income 

(OR=3.67, p=0.001), age at first pregnancy (OR=2.84, p=0.021), number of weeks in the 

current pregnancy (OR=0.41, p=0.041), previous history of intrauterine fetal distress 

(IUFD) (OR=5.01, p=0.021), presence of chronic illness (OR=7.93, p=0.001), and 

obstetric labor complications readiness (OR=8.93, p<0.001). 

Conclusion: Although the majority of pregnant women had good knowledge of maternal 

mortality, special attention should be given to women in the second trimester and those 

with previous histories of IUFD or chronic illnesses to address gaps in knowledge and 

ultimately reduce maternal mortality rates. 
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BACKGROUND  

Maternal mortality has garnered global attention due to its profound impact on 

populations, particularly the health of women and children (Asogwa et al., 2022). The 

term refers to the death of mothers resulting from complications related to pregnancy and 

childbirth, as defined by (Faduyile et al., 2017) and (Ogu & Ephraim-Emmanuel, 2018). 

This includes deaths during pregnancy or within 42 days of termination, regardless of 

gestational age or pregnancy site. Maternal mortality is often linked to how pregnancy is 

handled (Okeke et al., 2021). 

The World Health Organization (WHO) highlights maternal morbidity and 

mortality as major concerns in developing and resource-limited countries. WHO 

estimates reports that out of 8 million women facing pregnancy-related complications 

annually, approximately half a million dies (Acquaye et al., 2021). Developing countries 

constitute about 99% (284,000) of these global maternal deaths, and more than half 

(162,000) occur in Sub-Saharan Africa (Berhe et al., 2019; Gebre et al., 2015) . In 2010, 

developing countries experienced an average maternal mortality rate of 240 per 100,000 

births, while developed countries had only 16 per 100,000. Sub-Saharan Africa had the 

highest rate at 500 maternal deaths per 100,000 live births. A few countries, including 

India, Nigeria, Pakistan, Afghanistan, Ethiopia, and the Democratic Republic of the 

Congo, contributed to over 50% of all maternal mortality in 2008. Guinea, in particular, 

reported a high rate of 550 deaths per 100,000 live births (Asfaha et al., 2022; Balde et 

al., 2021).     

Mental health conditions during pregnancy contribute to maternal mortality, with 

increased risk for women who have had two or more children. The frequency of antenatal 

visits inversely correlates with the likelihood of maternal mortality, emphasizing the 

importance of regular check-ups (Amoo & Ajayi, 2019). Obstetric complications stand 

as the primary causes of maternal death, with an estimated 830 women worldwide 

succumbing daily to preventable causes during pregnancy and childbirth (Asefa, A., 

Getachew, B., Belete, A. M., & Molla, 2022; Takahashi & Chuemchit, 2016).  

Direct obstetric complications, such as hemorrhage, sepsis, hypertensive 

disorders, obstructed labor, and unsafe abortion, account for about 75% of maternal 

deaths. Recognizing danger signs and providing skilled institutional care can prevent 

these fatalities (Asferie & Goshu, 2022). In addition, multiple factors such as nutritional 

status, anemia, medical history, age, antenatal care, delivery method, late referral, 

occupational status, and pregnancy complications, contribute to higher risks of maternal 

mortality (Diana et al., 2020). Thaddeus and Maine also identified three delays affecting 

obstetric services: (a) delay in deciding to seek care, (b) delay in reaching a facility, and 

(c) delay in receiving care (Kamineni et al., 2017; Saaka & Alhassan, 2021). Antenatal 

clinics play a crucial role in preventing and promptly addressing adverse pregnancy 

outcomes (APO) (Alharbi et al., 2018).  

In Ghana, the documented Maternal Mortality Ratio (MMR) for 2012 was 350 per 

100,000 live births, with maternal mortality remaining a significant cause of death among 

women aged 15-49  (Ogu & Ephraim-Emmanuel, 2018). Despite progress, Ghana's MMR 

in 2017 was still 308 per 100,000 live births, indicating the need for further improvement 

to meet Millennium Development Goal 5 (Takahashi & Chuemchit, 2016). The country 

lags behind others like Djibouti, Sudan, Zambia, and Angola in MMR, according to 2017 

figures (Agambire et al., 2022). Maternal deaths in Ghana follow patterns seen in 

developing countries, with hemorrhage, hypertensive disorders, abortion-related 

complications, and septicemia as leading causes.  
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Furthermore, in the Northern Region of Ghana, the maternal mortality rate at 

Tamale Teaching Hospital (TTH) has increased significantly in 2023/2024 compared to 

the previous years, with a rise from 719 to 1210 maternal deaths per 100,000 live births 

(Gadafi, 2024; Getachew et al., 2017). To develop effective interventions, it is crucial to 

understand the knowledge and awareness of direct obstetric causes of maternal mortality 

and prevention strategies among pregnant women. Unfortunately, there is a lack of 

research on this topic, particularly in Ghana and the Northern region, including Tamale 

(Purwati et al., 2022; Suglo et al., 2017). Knowledge of maternal mortality is essential for 

reducing maternal mortality and achieving sustainable development goals, as it supports 

actions and fosters self-confidence, attitudes, and behaviors. Knowledge is a significant 

factor influencing healthcare-seeking behavior (Toe et al., 2021). Therefore, the purpose 

of this study was to evaluate the knowledge of maternal mortality and its determinants 

among pregnant women at Tamale Teaching Hospital in the Northern Region of Ghana. 

 

METHODS  

 

Study design 

A descriptive cross-sectional design was adopted for this study.  

Study setting 

The study was conducted at Tamale Teaching Hospital (TTH), a healthcare facility 

located in Tamale, in the Northern Region of Ghana. The hospital was commissioned in 

the year 1974 as a regional hospital and then converted to a teaching hospital in the year 

2005. TTH is the only tertiary hospital in Northern Ghana 2km southeast of town. It is 

the third oldest and largest teaching hospital in Ghana after the Korle Bu Teaching 

Hospital and Komfo Anokye Teaching Hospital. It serves as a referral hospital for the 

five Northern Regions of Ghana. TTH provides specialized services in various medical 

fields. 

Population and sample 

The study consisted of all pregnant women seeking antenatal care (ANC) services at the 

Tamale Teaching Hospital in the Northern Region of Ghana. Those who provided consent 

to be part of the study were included. However, pregnant women who were seriously ill 

and unable to participate were excluded from the study. The estimated population size 

(N) was 600, and a precision level (e) of 0.05 was used. Using the Taro Yamane (1967) 

formula 𝑛 =
𝑁

1+𝑁(𝑒)2
, the calculated sample size was approximately 240 respondents, as 

shown below: 

 𝑛 =
600

1+600(0.05)2
 =

600

1+600(0.0025)
 =

600

1+1.5
  =

600

2.5
 = 240. 

Sampling technique 

A systematic random sampling technique was utilized to ensure a representative sample 

of pregnant women attending the ANC clinic. The sampling interval (k) was determined 

by dividing the total number of pregnant women by the desired sample size (600/240 = 

Approximately 3). A random starting point was selected within the first k women 

attending the clinic on the initial day of data collection. Every 3rd woman on the list, 
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starting from the random starting point, was invited to participate in the study. If a selected 

woman declined to participate, the next eligible woman was chosen.  

Research instrument 

The instrument used for data collection in this study was developed following a 

comprehensive review of the literature on maternal health knowledge (Getachew et al., 

2017; Igberase et al., 2019). The review focused on identifying key aspects of direct 

obstetric causes and the prevention of maternal mortality. Based on the findings from the 

literature, a 45-item questionnaire was constructed to gather information on the 

sociodemographic characteristics and obstetric history of the respondents, their 

knowledge of maternal mortality, and their readiness for obstetric complications. 

Respondents were asked to provide information about their sociodemographic 

characteristics using seven (7) items with multiple options to choose from (age, 

educational level, marital status, etc.). Additionally, respondents were asked about their 

obstetric history through a set of six (6) items, providing them with multiple options to 

choose from. For example, they were asked about their previous experiences, such as “Do 

you have a previous history of intrauterine fetal distress (IUFD)?” Moreover, there were 

two (2) components to the assessment of maternal mortality knowledge. First, sixteen 

(16) questions were used to assess the respondents' knowledge of the direct obstetric 

causes of maternal mortality (for example, “Excessive loss of blood during pregnancy can 

lead to maternal mortality”). Second, eight (8) questions were utilized to assess 

respondents' knowledge about maternal mortality preventive measures (e.g., "Adequate 

nutrition before pregnancy can help prevent the death of pregnant mothers"). There were 

three possible answers for respondents to choose from for each question: "Yes," "No," 

and "I don't know." Lastly, the respondents' readiness for obstetric labor complications 

was evaluated based on seven specific items. They were given the opportunity to indicate 

whether they had made preparations since their pregnancy by selecting either "Yes" or 

"No" (e.g., “Identify place to deliver”). 

Validity and reliability 

To ensure the validity and reliability of the questionnaire developed for this study on 

maternal health knowledge, a multi-step process was followed, involving peer review, a 

pilot study, and reliability testing. The initial version of the 45-item questionnaire was 

subjected to peer review by a panel of six experts in the fields of maternal health and 

epidemiology. Each expert independently evaluated the questionnaire for content 

validity, ensuring that the items comprehensively covered the key aspects of maternal 

health knowledge, direct obstetric causes of maternal mortality, and preventive measures. 

A pilot study was conducted with a sample of twenty (20) respondents who were similar 

to the target population but not included in the main study. The questionnaire was 

thoroughly reviewed, and no issues were identified; thus, no revisions were necessary. 

The internal consistency of the instrument was evaluated using Cronbach’s alpha (0.81), 

indicating good reliability.  

Variables and measurements 

Knowledge of maternal mortality was the dependent variable, while the independent 

variables were sociodemographic characteristics (age, educational level, marital status, 

occupation status, monthly income, residence, and religious affiliation), obstetric history 

information (number of pregnancies “gravida”, age at first pregnancy, a previous history 

of intrauterine fetal distress (IUFD), had ever had an abortion before, had a chronic 

illness, and number of weeks of current pregnancy), and obstetric labor complications 
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readiness. Knowledge of maternal mortality was assessed by assigning a score of “1” to 

correct answers and “0” to incorrect answers. The scores were then totaled (range: 6-24), 

and individuals scoring 20 and above were categorized as having "Good Knowledge," 

while those scoring less than 20 were categorized as having "Poor Knowledge." For 

obstetric labor complications readiness, respondents who identified seven of the items 

were classified to be “Fully Prepared”, while those who identified fewer than seven items 

were considered to be “Not Fully Prepared”. 

Data collection 

The researchers sought full permission to conduct the study in the facility. After gaining 

approval, respondents were approached at the ANC clinic individually at a time 

convenient to them. Respondents were provided with detailed information about the 

study, including its purpose, procedures, risks, and benefits. Written informed consent 

was obtained from each respondent before any data was collected. Five of the researchers 

administered the questionnaires to the respondents in a designated restroom within the 

ANC clinic. The data collection period was between January 2024 to February 2024 at 

the ANC clinic. 

Data analysis 

Data were coded, cleaned, and analyzed using JMP version 17.1 (SAS Institute Inc., Cary, 

North Carolina, USA). The results were presented in frequency tables and bar charts, 

followed by a narrative explanation of respondents' sociodemographic characteristics, 

obstetric history, and their knowledge of direct obstetric causes and preventive measures 

of maternal mortality. A multivariable binary logistic regression was performed to 

investigate the determinants of knowledge of maternal mortality among the respondents. 

A P-value < 0.05 was considered statistically significant, with a 95% confidence interval. 

Ethical consideration 

An introductory letter was obtained from the affiliated college and used to seek for 

permission from the Tamale Teaching Hospital Department of Research and 

Development (ref: TTH/R&D/SR/331). Following approval, permission was sought from 

respondents verbally by explaining the essence of the study to them in order to gain their 

full cooperation. The questionnaires were then distributed to those who responded 

voluntarily and without being forced. The confidentiality and anonymity of the 

respondents were ensured as no identifiable feature of the respondents was obtained.  

 

RESULTS  

 

Table 1: Sociodemographic characteristics of pregnant women (N = 234) 

Variable n % 

Age (in years)   

18-20 32 13.7 

21-23 36 15.4 

24-26 43 18.4 

27-30 72 30.8 

>30 51 21.8 

Educational level   

not educated 32 13.7 
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Variable n % 

Basic 42 17.9 

Secondary 57 24.4 

Tertiary 103 44.0 

Marital status   

Single 59 25.2 

Married 151 64.5 

Divorced 20 8.5 

Widowed 4 1.7 

Occupation status   

self-employed (business) 114 48.7 

government or private employed 65 27.8 

Unemployed 55 23.5 

Monthly Income (in GHS)   

<500 124 53.0 

500-1000 64 27.4 

above 1000 46 19.7 

Residence   

Rural 80 34.2 

Urban 154 65.8 

Religious affiliation   

Christianity 90 38.5 

Islam 134 57.3 

Traditional 10 4.3 

Note: GHS denotes Ghana Cedis (Country Currency)   

Table 1 shows the sociodemographic characteristics of the pregnant women. A 

total of 240 questionnaires were administered, but only 234 were successfully retrieved 

and completely answered (response rate: 97.5%). In this study, approximately 30.8% of 

pregnant women were aged 27 to 30 years old, 44.0% had tertiary education, 64.5% were 

currently married, 48.7% were self-employed (in business), 53.0% earned less than GHS 

500, 65.8% were from urban areas, and 57.3% were identified as Muslims. 

Table 2: Obstetric history information of pregnant women (N = 234) 

Variable n % Mean ± SD Min-max 

Number of pregnancies (gravida)   2.33 ± 1.80 1-6 

≤ 2 147 62.8   

3-4 69 29.5   

>4 18 7.7   

Age at first pregnancy   21.63 ± 3.91 16-32 

20 years or less 89 38.0   

21-25 years 116 49.6   

Above 25 years 29 12.4   

A previous history of intrauterine fetal 

distress (IUFD) 

    

Yes 18 7.7   

No 216 92.3   

Had ever had an abortion before     

Yes 36 15.4   
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Variable n % Mean ± SD Min-max 

No 198 84.6   

Had a chronic illness     

Yes 19 8.1   

No 215 91.9   

Number of weeks of current pregnancy     

0-11 30 12.8   

12-27 88 37.6   

28-40 116 49.6   

Table 2 presents the obstetric history information of the pregnant women. The 

study revealed that 62.8% had two or fewer pregnancies, 49.6% had their first pregnancy 

between the ages of 21 and 25 years old, 92.3% had no previous history of intrauterine 

fetal distress (IUFD), 84.6% reported having no history of abortion, 91.9% had no form 

of chronic illness, and 49.6% of them reported a current pregnancy duration of 28 to 40 

weeks. 

Table 3: Knowledge of direct obstetric causes of maternal mortality among 

pregnant women (N = 234) 

Variable Yes No I Don’t Know 

 n % n % n % 

Excessive loss of blood during pregnancy can 

lead to maternal mortality. 

217 92.7 5 2.1 12 5.1 

Excessive loss of blood during childbirth can 

lead to maternal death. 

228 97.4 3 1.3 3 1.3 

Termination of pregnancy through unsafe 

ways (unsafe abortion) can result to the death 

of a mother. 

194 82.9 22 9.4 18 7.7 

Contraction of infection during childbirth can 

cause death of a childbearing mother 

152 65.0 39 16.7 43 18.4 

Having pre-eclampsia during pregnancy can 

cause maternal death. 

182 77.8 11 4.7 41 17.5 

Obstructed labour is one of the causes of 

maternal mortality. 

162 69.2 34 14.5 38 16.2 

Malaria during pregnancy can cause maternal 

mortality. 

142 60.7 66 28.2 26 11.1 

Anaemia in pregnancy can cause death of 

mothers. 

214 91.5 4 1.7 16 6.8 

Domestic accident such as falls during 

pregnancy can lead to maternal death. 

199 85.0 21 9.0 14 6.0 

Intimate partner violence especially during 

pregnancy can cause maternal death. 

205 87.6 12 5.1 17 7.3 

Gestational diabetes mellitus is one of the 

causes of maternal mortality. 

145 62.0 19 8.1 70 29.9 

Untimely access to maternal health services 

can lead to maternal death. 

202 86.3 12 5.1 20 8.5 

Delivery by unskilled birth attendants may 

lead to maternal death. 

206 88.0 11 4.7 17 7.3 
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Variable Yes No I Don’t Know 

 n % n % n % 

Pre-existing heart disease can cause maternal 

death 

169 72.2 14 6.0 51 21.8 

Hypertension in pregnancy can cause maternal 

death. 

142 60.7 58 24.8 34 14.5 

Excessive thickening of the heart muscle can 

cause maternal death. 

142 60.7 15 6.4 77 32.9 

 

Table 3 depicts the knowledge of direct obstetric causes of maternal mortality 

among the pregnant women. A significant number (92.7%) knew that excessive blood 

loss during pregnancy can lead to maternal mortality, 97.4% were aware that excessive 

blood loss during childbirth can result in maternal death, 91.5% knew that anaemia in 

pregnancy can cause the death of mothers, and 88.0% were informed that delivery by 

unskilled birth attendants may lead to maternal death. Additionally, 85.0% recognized 

that domestic accident such as falls during pregnancy can lead to maternal death, while 

87.6% were aware that intimate partner violence especially during pregnancy can cause 

maternal death. Furthermore, 82.9% knew that termination of pregnancy through unsafe 

methods could result in the death of a mother. 
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Figure 1: Knowledge of preventive measures of maternal mortality among 

pregnant women (N = 234) 

 

Figure 1 displays pregnant women’s knowledge of preventive measures of 

maternal mortality. Over half of pregnant women (96.2%) recognized the importance of 

regular and early antenatal care in preventing maternal mortality, 94.9% were aware that 

adequate nutrition during pregnancy can contribute to preventing maternal mortality, 

92.7% knew that preparing for birth and complication readiness is crucial in preventing 

maternal mortality, and 90.2% acknowledged that delivering under the care of a skilled 

birth attendant is a preventive measure against maternal deaths. 

 

 
Figure 2: Level of knowledge of maternal mortality among pregnant women (N = 

234) 

As presented in Figure 2, the majority of pregnant women (52.6%) had good 

knowledge of maternal mortality, while 47.4% had poor knowledge.  

Table 4: Association between knowledge of maternal mortality and 

sociodemographic and obstetric characteristics (N = 234) 

Variable COR 95% C. I. P value AOR 95% C. I. P value 

Age (in years)       

18-20 Ref      

21-23 1.13 0.43-2.94 0.796 0.49 0.13-1.79 0.285 

24-26 1.73 0.68-4.37 0.243 1.57 0.39-6.19 0.518 

27-30 1.34 0.58-3.08 0.492 0.58 0.12-2.68 0.492 

>30 1.08 0.44-2.64 0.849 0.60 0.11-3.24 0.554 

Educational level       

Not educated Ref      

Basic 0.92 0.35-2.40 0.874 1.25 0.38-4.06 0.703 
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Variable COR 95% C. I. P value AOR 95% C. I. P value 

Secondary 1.30 0.53-3.15 0.559 0.76 0.23-2.43 0.646 

Tertiary 3.69 1.61-8.46 0.002* 2.25 0.68-7.46 0.182 

Marital status       

Married Ref      

Single 1.28 0.75-2.20 0.356 1.28 0.48-3.39 0.612 

Occupation status       

Unemployed Ref      

Government or private 

employed 

4.00 1.82-8.76 0.001* 4.79 1.29-17.81 0.019* 

Self-employed 

(business) 

0.87 0.45-1.66 0.680 1.59 0.60-4.18 0.344 

Monthly Income (in 

GHS) 

      

<500 Ref      

500-1000 1.56 0.85-2.87 0.148 0.60 0.24-1.48 0.270 

Above 1000 3.67 1.73-7.75 0.001* 0.84 0.23-3.06 0.798 

Residence       

Rural Ref      

Urban 1.71 0.99-2.95 0.052 1.67 0.77-3.65 0.191 

Religious affiliation       

Traditional Ref      

Islam 1.41 0.38-5.23 0.604 3.70 0.60-6.90 0.156 

Christianity 2.25 0.59-8.53 0.233 5.47 0.88-3.94 0.068 

Number of 

pregnancies (gravida)  

      

≤ 2  Ref      

3-4 0.62 0.35-1.11 0.114 0.92 0.36-2.33 0.862 

>4 0.77 0.28-2.05 0.603 2.21 0.48-10.06 0.302 

Age at first pregnancy       

20 years or less Ref      

21-25 years 1.57 0.90-2.75 0.107 1.52 0.71-3.23 0.273 

Above 25 years 2.84 1.16-6.94 0.021* 1.11 0.28-4.30 0.877 

A previous history of 

intrauterine fetal 

distress (IUFD) 

      

No Ref      

Yes 2.50 0.86-7.27 0.091 5.01 1.27-19.73 0.021* 

Had ever had an 

abortion before 

      

No Ref      

Yes 0.51 0.25-1.07 0.077 0.41 0.14-1.21 0.109 

Had a chronic illness       

No Ref      
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Variable COR 95% C. I. P value AOR 95% C. I. P value 

Yes 2.06 0.75-5.64 0.155 7.93 2.35-26.80 0.001* 

Number of weeks of 

current pregnancy 

      

0-11 Ref      

12-27 0.41 0.17-0.96 0.041* 0.32 0.11-0.91 0.033* 

28-40 1.39 0.61-3.16 0.420 1.33 0.48-3.64 0.573 

Obstetric labor 

complications 

readiness 

      

Not fully prepared Ref      

Fully prepared 8.66 4.56-16.44 <0.001* 8.93 3.66-21.79 <0.001* 

*Statistically significant at P < 0.05, COR, Crude Odds Ratio, AOR, Adjusted Odds Ratio 

 

According to Table 4, in the crude analysis, educational level, occupation status, 

monthly income, age at first pregnancy, number of weeks in current pregnancy, and 

obstetric labor complications readiness were found to be significantly associated with 

maternal mortality knowledge among the pregnant women. Women with tertiary 

education had 3.69 times higher odds (95% CI [1.61, 8.46]) of possessing adequate 

knowledge compared to those not educated. Women working at government or private 

institutions had 4.00 times higher odds (95% CI [1.82, 8.76]) of adequate knowledge 

compared to those who were unemployed. Additionally, women earning above GHS1000 

demonstrated higher odds of adequate knowledge (COR = 3.67, 95% CI [1.73, 7.75]) 

compared to those who earned less than 500 Ghana cedis. Women who had their first 

pregnancy at the age of above 25 years had 2.84 times higher odds (95% CI [1.16, 6.94]) 

of adequate knowledge compared to those aged 20 years or younger. Similarly, women 

identified as fully prepared for any obstetric labor complications demonstrated 8.66 times 

higher odds of adequate knowledge (95% CI [4.56, 16.44]) compared to those not fully 

prepared. Conversely, women in their 12 to 27 weeks of pregnancy were associated with 

lower odds of adequate knowledge (COR = 0.41, 95% CI [0.17, 0.96]) compared to those 

in the 0 to 11 weeks category. 

In the multivariate analysis, occupational status, a previous history of intrauterine 

fetal distress (IUFD), presence of chronic illness, number of weeks of current pregnancy, 

and obstetric labor complications readiness were significantly associated with maternal 

mortality knowledge. Pregnant women working at government or private institutions 

continued to exhibit higher odds of adequate knowledge (AOR = 4.79, 95% CI [1.29, 

17.81]), as did those fully prepared for any obstetric labor complications (AOR = 8.93, 

95% CI [3.66, 21.79]). Being between 12 to 27 weeks of pregnancy remained negatively 

associated with knowledge (AOR = 0.32, 95% CI [0.11, 0.91]), indicating lower odds of 

adequate maternal mortality knowledge compared to those 0 to 11 weeks. Furthermore, 

women with a previous history of IUFD had 5.01 times higher odds (95% CI [1.27, 

19.73]) of possessing adequate knowledge compared to those who did not. Women with 

chronic illness had 7.93 times higher odds (95% CI [2.35, 26.80]) of adequate knowledge 

compared to those who did not. 
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DISCUSSION  

 

The aim of the research was to evaluate the knowledge of maternal mortality and 

its determinants among pregnant women at Tamale Teaching Hospital in the Northern 

Region of Ghana. In our study, the majority of the respondents (88.0%) were aware that 

delivery by unskilled birth attendants may lead to maternal death. This high knowledge 

might be due to increased educational efforts or better access to information at the study 

facility. This is congruent with the study by (Yarney, 2019), which revealed that about 

50.7%, representing majority were aware of unskilled birth attendants as a potential cause 

of maternal mortality. Similarly, according to (Addo et al., 2023)employing the services 

of unskilled birth attendants in the management of pregnancy and child delivery is 

associated with a high risk of maternal mortality. To address the concerning rates of 

maternal mortality, the study suggests that ongoing education for pregnant women is 

crucial. This includes regular prenatal care, preparing for childbirth, and being aware of 

potential complications. Additionally, counseling on warning signs during pregnancy can 

significantly reduce the risk of maternal mortality (Ayele et al., 2019). 

Our study revealed that most of the respondents were aware that both excessive 

blood loss during pregnancy and excessive blood loss during childbirth are factors that 

can result in maternal mortality (92.7%, 97.4%, respectively). This implies that awareness 

of the causes of maternal mortality, particularly excessive bleeding during pregnancy and 

childbirth, is high among the respondents surveyed. A similar result was observed in a 

study conducted by (Asogwa et al., 2022), where most respondents identified hemorrhage 

as a cause of maternal mortality. However, awareness alone is not enough. Therefore, the 

study recommends that healthcare facilities strengthen antenatal, delivery, and postnatal 

care services, as this would help prevent, detect, and manage pregnancy-related 

complications such as hemorrhage. 

In addition, the majority (91.5%) knew that anemia in pregnancy can cause the 

death of mothers. This finding aligns with a study conducted by (Amoo & Ajayi, 2019), 

where 94.1% of respondents mentioned anemia as a cause of maternal mortality. The 

similarity in these findings may be attributed to the geographical location of the 

respondents. Urban areas often have better access to media and technology, facilitating 

the dissemination of information. In contrast, rural areas may lack internet connectivity 

and media penetration, limiting women's exposure to maternal health knowledge. 

The results of our study showed that majority of respondents (52.6%) had good 

knowledge of maternal mortality. Similarly, the results of research conducted by 

(Getachew et al., 2017) and (Titilayo et al., 2015) showed that 77.6% and 67.0% of 

respondents, respectively, had good knowledge of maternal mortality. Our finding, 

however, contrasts with the study by (Azuh et al., 2017) who found that majority of 

respondents (50.6%) had no knowledge of maternal mortality. This is encouraging 

because over half of the respondents knew about the causes, actions, and strategies that 

can be taken to prevent maternal deaths. The commendable level of knowledge displayed 

by the respondents regarding maternal mortality may be credited to the effective 

education provided by health professionals in the hospital (Afaya et al., 2020).  

Our study discovered that several demographic and socioeconomic factors 

significantly impact the knowledge of maternal mortality among respondents. These 

factors include being a government employee, having a high income, holding a tertiary 

education, and having a history of intrauterine fetal death (IUFD). This finding aligns 

with a previous study by (Getachew et al., 2017). To improve knowledge of maternal 
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mortality and prevent it, the Government of Ghana should ensure that healthcare services 

are accessible and affordable for all, particularly for those in lower socioeconomic groups. 

This can be achieved by increasing funding for healthcare infrastructure and services, as 

well as implementing policies that promote equitable access to healthcare. Additionally, 

community-based initiatives involving local leaders and community members can be 

initiated to raise awareness about maternal mortality and promote healthy behaviors, 

especially among those with a history of birth complications. 

 

CONCLUSION 

 

The study found that the majority of pregnant women had good knowledge of 

maternal mortality. Determinants of maternal mortality knowledge were educational 

level, occupational status, monthly income, age at first pregnancy, number of weeks in 

the current pregnancy, previous history of intrauterine fetal distress (IUFD), presence of 

chronic illness, and obstetric labor complications readiness. These findings suggest that 

targeted interventions focusing on these factors could improve maternal mortality 

knowledge and ultimately reduce maternal mortality rates.  
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