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A STUDY OF EARLY MARRIAGE AND MATERNAL
MORTALITY AMONG THE WOMEN IN A VILLAGE OF
CHITTAGONG IN BANGLADESH
Sayeed Mahmud1, Abu Zafar Mahmudul Haq2
Abstract
This was a descriptive type cross sectional study with a sample size of
217 selected by purposive sampling technique. Data collections were
conducted between November 2014 to June 2015 to find out early
marriage and maternal mortality among the women of Doulatpur village
in Fatickchari Upazilla through pre-structured questionnaire. Out of total
respondents, 42.39% belonged to 30-44 years age group. Most of them
(27.19%) had education up to high school level, 18.43% had education
up to primary level. Among the 217 respondents, (78.80%) were
housewives. Out of the respondents 93.55% were married. Most of the
families (39.10%) had 2 female members. Among the respondents,
(42.86%) of them belonged to upper middle class and only 7.83% were
of lower class. During first marriage, 23.50% respondents’ age were
more than 18years. Maximum respondents (76.04%) had idea about the
age of marriage and rest 23.96% had no idea about this. In total 174
respondents, 40.23% had multiple sources of idea. 30.46% and 9.77%
got idea from media and neighbours respectively. Maximum
respondents (83.87%) accepted the idea of marriage, only 16.13% didn't
accept the idea. Out of 217 respondents, 73.27% had knowledge about
early marriage complications. Majority of the respondents, 68.66% had
idea about child bearing age and the rest 31.34% had no idea. Most of
the respondents (36.87%) preferred hospital as the place of delivery and
30.41% preferred UPHC. Maximum respondents (73.21%) received
ANC and 26.73% didn't receive this care. In most of the cases (35.76%)
preferred MBBS doctors as ANC provider, 18.79% and 18.18%
preferred specialist and FWV as their ANC provider respectively.
86.18% had no complications during delivery and 13.82% had
complications. Maximum respondents (31.03%) got management from
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UHC. Among the respondents, 50.23% had no knowledge about
maternal death during pregnancy. Maximum (96.77%) respondents said
there was no maternal death in last one year. 71.49% of total maternal
death occurred during delivery, 87.50% had no systemic and infectious
diseases during pregnancies, 12.44% respondents had suffered from
these problems. Among the respondents, 76.50% were normotensive,
18.89% & 4.61% were hypertensive and hypotensive respectively. Some
suggestions were derived from the study. This study on early marriage
and maternal mortality of the women of Doulatpur village will provide
idea about the women of the country regarding the situation.
Keywords: early
Bangladesh.

marriage,

maternal

mortality,
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1. Introduction
Early marriage and maternal mortality is a social problem for a country
like Bangladesh. Any marriage carried out before the age of 18 years,
before the girl is physiologically and psychologically ready to shoulder
the responsibilities of marriage and child bearing is termed as early
marriage. Death of a woman while pregnant or within 42 days of
pregnancy, from any cause related to or aggravated by the pregnancy or
its management but not from accidental or incidental cause is defined as
maternal mortality (Anonymous 2014).
One third of girls in the developing counties are married before the age
of 18 years and 1 in 9 are married before the age of 15 years. In 2010,
out of 67 million women around the world, 20-29 million women had
been married before the age of 18 years. If present trends continue, 142
million girls will be married before their 18th birthday over the next
decade. While countries with the highest prevalence of child marriage
concentration in western and sub-Saharan Africa, due to population size,
the largest number of child bride reside in South Asia.
Table 1-A : Child marriage hot spots
Rank
Country name Percentage of girls married before 18 years
1
Niger
75
2
Chad
68
3
Central African Republic
68
4
Bangladesh
66
5
Guiana
63
13
India
4
Source: www.icrw.org
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From the above, it is found that prevalence of early marriage in
Bangladesh is 66% and in 4th position. So this social violence is a
matter of concern for all.
Girls younger than 15 years are 5 times more likely to die in childbirth
than women in their 20 years. Pregnancy consistently among the leading
causes death for girls ages 15-19 worldwide. In most of the developed
countries MMR varies from 4-40 per 100000 live birth (Table 1-B).
In developing countries it ranges from 100-700 per 100000 live birth
(Table 1-C).
Table 1-B Maternal mortality in developed countries

Country

2005-2009

2010-2014

Bangladesh

200

170

Afganistan

500

400

Source: UNICEF 2014
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Table 1-C : Maternal mortality in developing countries

Countryname

2005-2009

2010-2014

Australia

05

06

Canada

11

11

France

12

12

UK

11

08

USA

27

28

Source: UNICEF 2014
According to 2013 survey by different UN organization, the estimated
maternal mortality rate in Bangladesh Stood at 170 per 100000 live
births.
MMR rate in Bangladesh has declined by more than 66% over the last
two decades. Concerned authorities express hope that the country
would be able to achieve the millennium development goal (MDG) in
time.
It is said (Abu Zafar 2015), "Tribune that the maternal mortality rate had
been dropping around 5.5% each year and Bangladesh was likely to
achieve the target of 143 death per 100000 live births under MDG2015". The Government also has plan for reducing the maternal
mortality rate to 63 per 100000 live births by 2030, he added" (ibid).
For the above important features survey was conducted to reveal
maternal mortality, conditions and early marriage situations in the village
of Doulatpur, Fatikchari of Chittagong. At the same time knowledge on
harmful effects on early marriage and socio demographic differentials of
the respondents were also attempted to explore through this study.
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2. Objectives and Methodology
The main objective of the study is to explore the idea about early
marriage and maternal mortality of Doulatpur Village, Fatikchari upazila,
Chittagong.
Specific objectives are :
-To get idea about the age of marriage of women of that village.
-To learn about their acceptance of idea on legal age of marriage.
-To reveal knowledge about early marriage complication.
-To explore the number of maternal death in last one year of that village.
-To identify the socio-demographic characteristics of the respondents.
This was a descriptive study; cross-sectional in nature. This study was
conducted in Doulatpur village, Fatikcahri under Chittagong district 30
km away from the Chittagong town. The study work was conducted from
November 2014 to June 2015.Villagers were the married females in
Doulatpur village, Fatikcahri, Chittagong. It was possible to collect data
from 217 respondents. The study was conducted by following non
probability type of purposive sampling. It was prepared questionnaires
containing both structured and unstructured questions. After introductory
conversation, verbal consent was taken from the respondents regarding
documentation of data, narrating the study purpose.
The relevant data after collection, the questionnaires were verified for its
consistency. The data were analyzed by scientific instruments according
to the objectives of study. The survey team was comprised by the
students of Community Medicine, Chittagong Medical College. The team
was divided into 10 subgroups, each subgroup consist of 3 students.
Then the subgroups with the help of few local guides divided and moved
to different sites of the village Doulatpur. Each of the students had
directed to collect at least 7-10 questionnaires individually. On the basis
of availability of the respondents the data were collected from the
villagers within our stipulated time through face to face interview.
All the married females of Doulatpur, who want to give consent
voluntarily irrespective of age and occupation, were included in this
study. Very sick females and those who didn’t want to give consent
voluntarily were excluded.
Family member who were asked for information collection during the
survey are the study’s respondents. Illiterate means people who can
neither read nor write, even their name. They can only give left thumb
impression. Literate means people who can put their signature but never
went to school.
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Primary means Person who completed primary school and could read
Bangla (Up to class V). SSC (Secondary School Certificate) means
person who passed SSC examination. HSC (Higher School Certificate)
means person who passed HSC examination. Graduate indicates
person who completed their graduation from university or college.
Socio-economic status can be defined as the position of an individual or
family occupies with reference to the prevailing average standard of
cultural and material possessions, income and participation in group
activity of the community. Scoring system (Sayeed and Haq 2015) was
used to quantify the socio-economic status as follows:
Table 1-D: Socio- economic Status
Ser
Category
Score
1.

2.

3.

Monthly Income
<3000

01

3000 – 5000

02

5000-10,000

03

> 10,000

04

Type of House
Thatched

01

Tin

02

Brick build

03

Assets
None

00

Simple belonging

01

Cultivable land:

4.

<5 Bighas

02

5-10Bighas

03

> 10 Bighas

04

Type of Latrine
Unsanitary

00

Sanitary

01
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Adding the individual scores, an aggregate score for SES was
computed. Based on this score, which range from 2 to 12, a family could
be classified into the followings:
Table 1-E: Aggregate Score for SES
Ser
SES
Score
1.

Lower class

02-04

2.

Lower middle class

05-07

3.

Upper middle class

08-09

4.

Upper class

>10

Family is the basic unit in all societies. It is a group of biologically related
individual living together and eating from common kitchen. Nuclear
family is a kind of family which consists of the married couple and their
children. A joint family is a kind of families which consists of a number of
married couples and their children and takes meal from common
kitchen. The term extended family defines a family that extends beyond
the immediate family, consisting of grandparents, aunts, uncles and
cousins, all living nearby or in the same household.
3. Literature Review
A descriptive type of cross sectional study was conducted on early
marriage and maternal mortality in a village of Daulatpur, Fatikchari,
Chittagong with a view to have practical knowledge about this fact in our
country. Here, global scenario of early marriage & maternal Mortality are
discussed in following were conducted by different person, Institution &
organizations.
The South East Asia Regional accounts for approximately one-third of
global maternal death annually. The persistent burden of maternal health
globally & in the north East Asia Region in particular has been a major
challenge to the achievement of both MDG 4 & 5 as Maternal Mortality
situation in different country ( Bhandani 2012).
In India, 5th Millennium development goal target seems to be attained by
2015. A finding of next research show that the utilization of maternal
health care service among adolescent women in far from satisfactory
level in India. A little over 10% of adolescent women utilized antenatal
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care, about 50% utilized safe delivery services & about 41% of children
of adolescent women received full immunization (Anonymous 2012).
Nepal MMR looks set to drop to its target of 134 per 100,000 live births
by 2015 from 539 per 100,000 live birth in 1991(Anonymous 2011).
Srilanka, the country has exemplary records in maternal mortality ratio
have shown uninterrupted step up since 1930, public health midwives
provide care of door step & 99% deliveries occur in hospitals. Thailand,
there in high equity of coverage in key maternal child health services
throughout the country. Regarding the equity of access to reproductive
health services, there was high coverage of family planning 79.6%
(Anonymous 2012).
A study on maternal mentality in Mexico through qualitative approach by
Roberto Castro Ph. D Regional Center for Multidisciplinary Research,
National Autonomous university of Mexico, Curernavaca, Morolos, this
article present a series of recommendations, gave emphasis on
interventions, should address the earth stages of a complication, focus
on decreasing the various from of inequality (gender & socioeconomic)
association with the occurrence of maternal deaths.
BME Public Health, Research article titled “Distribution of causes of
maternal mortality among different sociodemographic groups in Ghana”;
a descriptive study by Benedic O Asamoah cuases of maternal mortality
among women who died from pregnancy related causes in Ghana
between 2000 and 2005 (Benedic 2006).
A study conducted by Fatima Azzeh in AMMAN, Jordan, 16 July, 2014
of all registered marriages in Jordan for 2013. 13% involved a girl less
than 18 years of age a figure that has remained relatively consistent for
the past decade. This means more than 9,600 young girls married early
and there has been little or no progress in reducing the number of cases
(Fatema 2014).
According to UNICEF’s state of the world’s children (2011), one-third of
women aged 20-24 in Bangladesh are married by the age of 15 and
about two thirds by the age of 18 years.
A recent study by the international center for Diarrhoeal Disease
Research in Bangladesh (ACPR, ICDDRB & Plan Bangladesh 2012)
reflects an improving trend, with 64% of women in the 20-29 age group
married before 18 years of age, compared to 54% of women in urban
areas. The study also shows strong associations among child marriages,
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education and economic status with higher rates of child marriage
among women with low or no education and for those from families living
in poverty. These had been only a very slight increase in the average
girl’s age for marriage, from 16 years in 2004 to 16.4 in 2007.
According to Indian National family Health Survey (NFHS-3) 2005-2006
(International Institute for population sciences and Macro International
2007), 47% of women aged 20 to 24 were married before they were 18
years of age. Between 1992-93 and 2005-06, the decline in the
incidence of child marriage in India was approximately 7%. However, in
some states, the prevalence of child marriage still exceeds 60% with the
highest rate found in Bihar, Jharkhand, Rajasthan and Andhra Pradesh.
The practice is more prevalent in rural areas compared to urban areas,
with rates of 56% and 29% respectively (UNICEF 2011). There is a clear
association between child marriage and education. The incidence of
child marriage is 77% among girls with no education, 62% among girls
with a primary education and 27% among girls with secondary education
or higher education (Gupta et al. 2008).
According to Demographic and Health Survey of Nepal (Ministry of
Health & Population Nepal, New ERA & ICF International Inc. 2011),
41% of Nepalese women aged 20 to 24 years were married before they
tuned 18years . A recent study (SOLID Nepal 2012) on Child marriage
found that 52% of women and 34% of men aged 20 to 24years were
married before the legal marriageable age. Child marriage was most
prevalent among non-literate, Janajati and Dalit Castes of Nepal
(especially among the women in these groups). This study also found
that child marriage rates were higher among women with less education.
However the situation varies widely according to geographical regions
and ethnic groups. Girls who were born into the highest wealth quintile
marry about two years later than those from lower quintiles. In Nepal
there are indications of story for son preferences and sporadic studies
(Aryal 2007, Thapa 1996) have shown that even educated boys demand
high dowry and prefer early marriage.
In 2001, estimated 37% women were reported to married below 18
years of age (UNICEF 2001).
In 2008-2009, 24228 children of age group 10-14years were reported
married and 1029784 children of age group 15-19 were reported married
(Bashir 2011). The Pakistan demographic and Health survey (2006-07)
mentions in its section on teenage fertility that almost half of the girls of
15 to 18 years of age were already pregnant on had a body to take care
of.
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4. Discussion
Early marriage and maternal mortality is a major social problem
throughout the developing countries. So it has become one of the major
concerns for the Govt. of Bangladesh also.
Before the age of 18 years, the girl is not physiologically and
psychologically able to shoulder the responsibilities of marriage and
child bearing.
Due to multiple causes like hemorrhage, abortion, eclampsia, obstructed
labor death of a woman occurs during pregnancy or within 42 days of
pregnancy. This is related to delay in taking decision, delay in transport
and delay in starting proper treatment.
Girls younger than 15 years are 5 times more likely to die in child birth
than women in their 20 years pregnancy consistently among the leading
causes death for girls aged 15-19 years worldwide. Early marriage is
nothing new in Bangladesh. It is deeply embedded in the improved and
traditional cultural settings.
To estimate the prevalence and burden of early marriage and maternal
mortality, this survey was conducted on 217 females on the basis of
different selected variables (educational status, socio-economic status,
knowledge about early marriage and maternal mortality, sources of
ideas etc.) at Doulatpur village of Fatikchari, Chittagong.
In this survey, total number of respondents was 217, all were females
and all of them were followers of Islam.
It is revealed (Table 1) that, among the respondents 30.41% were in the
age group of 15-29years, 42.39% were in 30-44years age group,
18.89% were in 45-59 years age group, 6.45% were in 60-74 ages,
1.38% was in 75-89 years of age and 0.48% was in the age group of 90104years. Highest respondents were in the age group of 30-44years.
According to a survey of Bangladesh Institute of Theatre Association
(BITA) in 2007, 68% of women aged 20-24 were married before the age
of 18years. According to 1991 census, about 50% of the females in 1519 years old aged are married of compared with only 5% of male in that
age group.
It is found (Table 2) that of all the respondents 93.55% was married,
0.92% was separated and 5.53% were widow.
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Regarding educational status, it was found (Table 3) that most of the
respondents (27.19%) were educated up to high school level, followed
by 19.87% had education up to SSC/Equivalent level. 18.43% had
education up to primary level and only able to put signature were about
11.06%, 6.91% had education up to HSC/Equivalent, 15.20% were
illiterate and about 1.39% were graduate and above.
From the survey it was found (Table 4) that 57.14% families were
nuclear type, 35.02% and 7.83% were joint and extended type
respectively. Among the 1257 family members, 47.33% were males and
52.67% were females.
In case of socio-economic status of respondents, most of them (42.86%)
belonged to upper middle class, 41.47% from lower middle class and the
rest 7.83% were of lower class. Only 07.84% were of upper class
families. This is exceptional feature of Doulatpur village, where people
were more or less solvent.
It is found (Table 5) that 39.10% respondents had 2 female members in
their family. 22.58% and 17.97% respondents had 3 and more than 4
female members in the family respectively.
Among the respondents, 45.63% had only 1 married woman in the
family. 31.80% and 11.52% respondents had 2 and 3 married women in
their family respectively (Table 6).
It is revealed(Table 7) that during first marriage 23.50% respondents age
were more than 18 years and 16.13% respondents age were 17 years
and 19.35% had age of 18 years. As a whole, 57.15% married before
the age of 18 years. According to the statement of the respondents,
25.35% respondents had more than 2 children and 23.50% respondents
had more than 4 children.
It is found that 76.04% respondents had idea about the age of marriage
and 23.96% respondents had no idea about the age of marriage.
According to the BITA study in 2007, about 26.55% were aware about
the law of marriage, but the majority 66.37% did not have any idea about
the law.
In total 174 respondents, 40.23% had multiple sources of idea. 30.46%
and 9.77% respondents got idea from media and neighbours,
respectively. Among the respondents 83.87% accepted the idea of
marriage. Only 16.13% didn’t accept the idea of the age of marriage
(Table 8). Among the respondents, 73.27% had knowledge about early
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marriage complication and 26.73% had no knowledge about the
complications.
From BITA study of 2007, 51.51% of the women who were married in
their early age before 18 years suffered from malnutrition, 32.74%
suffered from physical problem and the rest suffered from feminine
problem.
In case of source of knowledge about early marriage complication,
47.80% respondents had multiple sources of knowledge about early
marriage complication and 24.53% had their knowledge from media.
Only 08.80% learned from health care providers, 7.55% from the
neighbours (Table 9).
It is found that 68.66% respondents had idea about child bearing age
and 31.34% respondents had no knowledge in this aspect.
According to the statement of the respondents, 36.87% preferred
hospital as the place of delivery. 30.88% and 30.41% respondents
preferred Union Primary Health Centers (UPHC) and home respectively
(Table 10).
About 73.27% respondents received ANC care and 26.73% respondents
did not receive ANC care. It is observed (Table 11) that 66.04%
respondents had 3-6 ANC visits. 19.50% and 11.95% respondents had
7-10 and <3 ANC visit respectively.
According to the Bangladesh maternal mortality and Health Service
Survey 2010, percentage of last live births in the three years preceding
the survey for which women received at least one ANC visit from any
provider were 71.24% of last live birth into three years preceding the
survey for which women received 4 or more ANC visits were 23.40%.
Among the respondents who had ANC care, 35.76% preferred MBBS
doctor as ANC provider. 18.79% and 18.18% respondents preferred
specialist and FWV as their ANC provider respectively. It is found that
31.55% respondents had received their ANC care from UHC (Union
Health Centre) and 28.57% respondents had their ANC care from
UHFWC (Table 12 & 13).
Out of all delivery cases, 91.94% were normal, 6.64% were LSCS and
the rest 1.42% were instrumental. In maximum cases, (86.18%) of
deliveries there were no complications during delivery. And 13.82% had
complications during delivery. From the 30 respondents who had
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complications (Table 14), 01 (03.45%) got management from HCP, 2
(06.90%) from CC, 5(17.24%) from private chamber, 2(06.90%) from
private hospital. 7 (24.14%) from district hospital, 9 (31.03%) from UHC,
3(10.35%) from UHFWC and the rest 1(03.54%) got their treatment from
others. It is found from the study that there were 15 (41.67%) abortion,
11 (30.56%) still birth and 10 (27.78%) miscarriage among the
respondents (Table 15).
Out of total 217 respondents 49.77% had knowledge of maternal death
during pregnancy and 50.23% had no knowledge about maternal death
during pregnancy.
During the survey 3.23% of total respondents said there was maternal
death last 1 year. 210 of total respondents said there was no maternal
death. 71.49% of total maternal death occurred during delivery. 14.28%
maternal death occurred in each case and both before delivery and after
delivery (Table 16).
42.85% maternal death occurred during normal mode of labor 28.59%
maternal death occurred during instrumental mode of labor and 14.2%
maternal death occurred during both LSCS and abortions.
In our survey 87.56% respondents had no systemic and infections
disease during pregnancy and 12.44% respondents had suffered from
systemic and infectious disease during pregnancy. Among the 87.56%
respondents who had suffered from systemic and infectious diseases
55.17% had treatment option and 44.83% did not have any treatment for
their systemic and infectious disease during pregnancy. During the
survey out of total 217 respondents 76.50% were normotensive, 18.89%
and 4.61% were hypertensive and hypotensive respectively (Table 17).
In comparison with the other similar type of studies, from survey by
different UN organization in 2013, the estimated maternal mortality rate
in Bangladesh was 170 per 100000 live births. MMR in Bangladesh has
declined by more than 66% over the last two decades.
According to a study by Anita Roy, PhD, professor of department of
Medicine in the University of California, San Diego School of medicine
and Vllrike Bochmen, PhD, and Associate professor in the Boston
University School of public health, a 10% reduction in girl child marriage
could be associated with a 70% reduction a country’s maternal mortality.
In a nutshell, the incidence of early marriage and maternal mentality may
be due to multiple causes, such as- illiteracy, poverty, unawareness,
lack of source gender discrimination, social and cultural influence and so
on. Poor economic and social insecurity stimulate the poor parents in
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our country to marry off their daughters early even though they know the
consequences of early marriage. So, to overcome this high prevalence
of early marriage and maternal mortality among the under privileged
population of our country, we have to consider all of the facts. Though
there were some limitations and drawbacks, this survey can be said to
be a reflection of the social and health condition of most of the women of
our country from under privileged impoverished community in
Bangladesh.
5. Recommendations
 Enforcement of existing laws that prohibit early marriage.
 Improve access to quality education.
 Create safe areas for women and girls during humanitarian
emergencies.
 Mobilize enlightened community leaders and parents to combat
gender prejudices.
 Make a one-time donation to our Girls and Women Education
Fund like scholarships, art and music instruction, vocational
training and gender equality training.
 It is recommended that expectant mothers receive at least four
antenatal visits to check and monitor the health of mother and
fetus.
 There should be skilled birth attendance with emergency backup
such as doctors, nurses and midwives who have the skills to
manage normal deliveries, recognize the onset of complications.
 Emergency obstetric care to address the major causes of
maternal death should be available.
 Follow-up visits by a health worker to assess the health of both
mother and child in the postnatal period.
6. Conclusion
Countries in which girls are commonly married before the age of 18 have
revealed significantly higher rated maternal mortality.
A study by Anita Roy, PhD, professor of department of medicine in the
University of California, San Diego school of medicine and Ullrike
Boehmen, PhD, an associate professor in the Boston university school
of public health, is the 1st published ecological analysis of child marriage
and maternal mortality. The study demonstrates that a 10% reduction in
girl child marriage could be associated with a 70% reduction in a
country's maternal mortality. In our study there were 07 death cases out
of 217 families. Early marriage cases were 121 (55.76%) among the
respondents. So this situation is also unsatisfactory. Combined efforts of
all related departments both GO and NGO can reduce the MMR and
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early marriage condition in Bangladesh. Tradition, culture, illiteracy,
poverty are important contributing factors for early marriage and greater
maternal mortality in Bangladesh.
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Annexure 1
Table-1: Age of the respondents
Age Group

Frequency

Percentage(%)

15-29

66

30.41

30-44

92

42.39

45-59

41

18.89

60-74

14

06.45

75-89

03

01.38

90-104

01

00.48

Total

217

100.00

Table-2: Marital status of the respondents
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Table-3 : Educational background of the respondents
Educational
Frequency
Percentage(%)
status
Illiterate

33

15.20

put 24

11.06

Class i-v

40

18.43

Class vi-x

59

27.19

SSC/Equivalent

43

19.87

HSC/Equivalent

15

06.91

Graduate or above

03

01.39

Total

217

100.00

Only
able
signature

to

Table-4: Number of family members of the respondents
No family members

Frequency

Percentage(%)

Male

595

47.33

Female

662

52.67

Total

1257

100.00

Table-5: Number of female members in the family of the respondents
Female members

Frequency

Percentage

01

20

09.22

02

74

39.10

03

49

22.58

04

35

16.13

04+

39

17.97

Total

217

100.00
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Table-6: Number married women in the families
Married Female
Frequency
Percentage(%)
01

99

45.63

02

69

31.80

03

25

11.52

04

11

05.06

04+

13

05.10

Total

217

100.00

Table-7: Age of the females during first marriage
Age group(years)
Frequency
Percentage
<14

18

08.29

14

18

08.29

15

25

11.53

16

28

12.91

17

35

16.13

18

42

19.35

>18

51

23.50

Total

217

100.00

Table-8: Sources of idea about the age of marriage
Source
Frequency
Percentage(%)
HCP

13

07.47

HC

04

02.30

Media

53

30.46

Textbook

10

05.75

Neighbours

17

09.77

Relatives

03

01.72

Others

04

02.30

Multiple

70

40.23

Total

174

100.00
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Table-9: Sources of knowledge about early marriage complication
Source

Frequency

Percentage(%)

Multiple
HCP
Health Complex
Media
Text Book
Neighbours
Others
Total

76
14
05
39
09
12
04
159

47.80
08.80
03.15
24.53
05.67
07.55
02.52
100.00

Table-10: Preference for place of delivery
Place of delivery

Frequency

Percentage

Home

66

30.41

UPHC

67

30.88

Hospital

80

36.87

Nursing home

0

00.00

Others

0

00.00

Relatives house

0

00.00

UHFWC

4

01.84

Total

217

100.00

| 53

Innovative Issues and Approaches in Social Sciences, Vol. 9, No. 2

Table-11: Frequency of ANC visits
ANC visits

Frequency

Percentage

<3

19

11.95

3-6

105

66.04

7-10

31

19.50

>10

4

02.51

Total

159

100.00

Table- 12 : Providers of ANC Care
ANC provider

Frequency

Percentage(%)

Specialist

31

18.79

MBBS doctor

59

35.76

SACMO

4

02.42

FWV

30

18.18

FWA

25

15.15

TBA

2

01.21

Nurse

11

06.67

Others

3

01.82

Total

159

100.00

Table-13: Place of ANC Care
Place of ANC
Frequency

Percentage(%)

Home visit

19

11.32

UHC

53

31.55

UHFWC

48

28.57

Clinic

23

13.69

Medical Hospital

6

03.57

Chamber

19

11.31

Others

0

00.00

Total

172

100%
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Table-14: Sites for management of the complications
Sites
Frequency
Percentage
HCP

1

03.45

CC

2

06.90

Private Chamber

5

17.24

Private Hospital

2

06.90

District Hospital

7

24.14

Others

1

03.45

UHC

9

31.03

UHFWC

3

10.35

Total

30

100.00

Table-15: Number of miscarriage, abortion and still birth
Complication

Frequency

Percentage(%)

Miscarriage

10

27.78

Abortion

15

41.67

Still birth

11

30.56

Total

36

100.00

Table-16: Period of maternal death
Period

Frequency

Percentage

Before delivery

01

14.28

During delivery

05

71.49

After delivery(within 42 01
days)

14.28

After 42 days of delivery 0

0.00

Total

100.00

07

| 55

Innovative Issues and Approaches in Social Sciences, Vol. 9, No. 2

Table-17: Blood pressure of the respondent
Blood Pressure

Frequency

Percentage(%)

Normotensive

166

76.50

Hypotensive

10

04.61

Hypertensive

41

18.89

Total

217

100.00
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