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ABSTRACT

Regardless of the length of pregnancy, the maternal mortality rate represents the number of
women who die within 42 days of pregnancy termination. In addition to being an important
indicator of the functioning of the health system, maternal mortality is a significant global
public health concern. South Africa has a high maternal mortality rate, similar to any other
country. Pregnancy and childbirth are the most common causes of death in health facilities.
During the postpartum period, most women in public hospitals and clinics are discharged +6
hours after delivery. Consequently, most problems are not detected, and complications such as
thromboembolism or sepsis cannot be detected. Maternal mortality factors were studied to
develop relevant policies and programs. This study aimed to examine factors associated with

teenage pregnancy in South Africa that contribute to maternal mortality.

A mixed-method approach was used in this study. A descriptive study design was used to gain
a deeper understanding of teenage pregnancy mortality rates in South Africa. Twenty (20)
participants were selected for this study using a purposive sampling method. A one-on-one

interview was conducted, and SPSS version 23.0 software was used for data analysis.

The findings show that certain risk factors have been reduced through policies, such as
education provision, which should be encouraged and strengthened. Mortality related to
pregnancy and maternal health among adolescents is lower than that among adults. High blood
pressure, abortion, and injuries are the leading causes of death in adolescents. Education and
outreach programs to reduce maternal mortality rates could be enhanced by the results of this
study. Sociodemographic characteristics and service delivery characteristics need to be studied
in greater depth to improve practice and knowledge in public health education and healthcare

delivery.

The study concluded that there is a significant public health concern in South Africa related to
maternal mortality, which contributes to the low life expectancy of women. Women are
prevented from using health facilities because of socioeconomic factors and inadequate
knowledge of danger signs. These pregnancy-related causes of death among adolescents in

South Africa should be prioritized in policies and programs.
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DEFINITIONS OF CONCEPTS

Maternal mortality

The death of a woman during pregnancy or within 42 days of termination of pregnancy,
irrespective of the duration and site of the pregnancy, from any cause related to or aggravated
by the pregnancy or its management, but not from accidental or incidental causes, as reported
by the World Health Organization (WHO, 2015). In this study, the definition of maternal

mortality was used as follows.

Maternal health

Maternal health is defined by the World Health Organization as the health of a woman during
pregnancy, childbirth, and the postpartum period (WHO, 2015). Operationally, this definition

was used in the present study.

Maternal mortality ratio (MMR)

Maternal mortality ratio denotes the number of maternal deaths documented for every 100,000

live births within a defined timeframe, typically spanning one year.

Abortion

Abortion is defined as the removal of the foetus or embryo from the womb/uterus to end a

pregnancy (Engelbrecht, 2005).

Direct obstetric death

The death of a woman results from obstetric complications during pregnancy, labor, or
puerperium; from interventions, omissions, incorrect treatment; or a chain of events resulting

from any of these (WHO, 2015). Operationally, this definition was used in the present study.



Indirect obstetric death

The death of a woman resulting from a previously existing disease is aggravated by the
psychological effects of pregnancy (WHO, 2015). Operationally, in the context of this study,
indirect obstetric death was defined as death resulting from previous existing diseases that were

aggravated by pregnancy.

Pregnancy-related death

The death of a pregnant woman or a woman less than one year after giving birth due to a

pregnancy-related complication or effect.

Pregnancy-associated death

The death of a woman during or within one year of her pregnancy, but not due to her pregnancy.

Teenage girls

For this study, the term ‘teenage girl’ refers to a female between the ages of thirteen (13) and

nineteen (19) years old.

Teenage pregnancy

Teenage pregnancy is a global reproductive health promotion problem that affects adolescents,
families, and communities, both in developed and developing countries, as children aged 10 to

19 years, unmarried, and still at school become pregnant (Mchunu et al., 2012).

Childbearing

Childbearing refers to the period from conception to childbirth. It is normal for women of
childbearing age to be between 15 and 49 years of age or 15 and 44 years of age. Different
countries have different definitions of the term. However, for statistical purposes, an age range

of 15-49 is assumed. People begin giving birth as young as 15 years old and as old as 49 years



old in some cases, which is the menopausal stage. Teenagers can become pregnant as early as

13 years of age.

Adolescent fertility rate

It measures the fertility of teenagers by measuring the number of live births per 1000 women
aged 15-19. Measurement of childbearing is important to determine the number of children that

adolescents have ever had.

Antenatal care

Refers to the organized healthcare provided to an expectant mother.

Maternal health

This pertains to the well-being of the mother both during pregnancy and in the postnatal phase.

It also encompasses the prenatal care provided to the expectant woman while she is pregnant.

Total fertility rate

The mean quantity of offspring that a woman (or a cohort of women) is expected to give birth
to during her reproductive years, is based on the age-specific fertility rates observed during a

specific period.
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ABBREVIATIONS AND ACRONYMS

AIDS - Acquired Immune Deficiency Syndrome

ANC - Ante-natal Care

ARV — Antiretroviral

AU - African Union

CARMMA - Campaign on Accelerated Reduction of Maternal Mortality in Africa
CTOP - Choice on Termination of Pregnancy

DHIS — District Health Information System

GHS — General Household Survey

HIV - Human Immunodeficiency Virus

MMR - Maternal Mortality Ratio

MDG - Millennium development goal

MMrate - Maternal Mortality Rate

NDoH - National Department of Health

NFPA - National Fire Protection Association

Stats SA - Statistics South Africa

STD — Sexually Transmitted Disease

SPSS — Statistical Package for the Social Sciences

UN - United Nations

UNICEF - United Nations International Children's Emergency Fund

WHO - World Health Organization
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CHAPTER ONE: INTRODUCTION

1.1 Background of the study

The health of women, especially their reproductive health, has attracted considerable attention
over the last two decades (Langer et al., 2015; Sardi et al., 2017). Among women of
reproductive age, pregnancy, especially unplanned pregnancy, is the leading cause of death
(Yazdkhasti et al., 2015). Each year, approximately 22 million unsafe abortions occur
worldwide, mostly in developing countries (Shah and Ahman, 2012). According to the World
Health Organization (WHO) (2019), about 5 million women are admitted to hospitals following
an unsafe abortion. The number of maternal deaths related to unsafe abortions accounts for
13% of all maternal deaths, with nearly two-thirds of all abortion-related deaths occurring in
Africa (WHO, 2019). Maternal health promotion is the fifth Millennium Development Goals
(MDG), which means that women's health cannot be ignored (WHO, 2015).

In society, women play many roles, including their reproductive roles, which ensure the
continuation of the human species. However, many women die annually from pregnancy and
childbirth complications while fulfilling this important role. As a result of extensive
improvements in maternal health worldwide, the maternal mortality ratio (MMR) has
decreased by 45% from an estimated 523 000 to 289 000 between 1990 and 2013, or 210
maternal deaths per 100,000 live births (WHO, 2014). Although many countries are making
progress, maternal health remains a major concern, and progress remains far short of the
Millennium Development Goals 5 targets for reducing maternal mortality to 75% by 2015.
Improvement of maternal health and reduction in maternal mortality have been identified as
two of the most important Millennium Development Goals targets (United Nations, 2012). The
WHO (2013) reports that maternal mortality is usually linked to inadequate information and a

lack of ability to recognize danger signs, as well as a poor health environment.

According to the WHO (2015), maternal mortality is defined as the death of a woman during

or within 42 days of pregnancy termination, irrespective of the duration and site of pregnancy.



Intriguingly, developing countries contribute significantly to the maternal mortality gap

between developed and developing nations (WHO, 2015).

A civil registration system that documents all deaths and certifies the cause of death is the most
reliable way to measure maternal mortality (Graham et al., 2008). Nonetheless, even in
situations where such a system exists, vigilance is necessary to ensure that all maternal deaths
are correctly classified. According to Abouchadi et al. (2018), maternal deaths are under-
reported. Most low-income countries do not record all adult deaths; therefore, alternative
approaches are required to estimate maternal mortality (Mgawadere et al., 2017). Researchers
have developed alternative measurement strategies. Maternal mortality ratios are commonly
used to estimate maternal mortality. As it measures the risk associated with obstetrics, it ignores
that associated with pregnancy (Mgawadere et al., 2017). Direct and indirect deaths per
100,000 births constitute the maternal mortality ratio (MMR).

Maternal Mortality Ratio = Total Maternal Deaths *100,000

Total Live Birth

Due to the lack of death certificate data, as well as unreliable or unavailable baseline vital

statistics, this is difficult to measure in many countries.

1.1.1 What makes the measurement of maternal mortality significant?

The integration of the reduction of maternal mortality into the objectives of the global
community underscores its significance as a measure of human and social progress. Maternal
mortality serves as a highly sensitive indicator of inequality, exhibiting the most pronounced
variations among the commonly employed benchmarks for comparing developmental levels
across countries and regions. It functions as a critical litmus test for evaluating the status of
women, their access to healthcare, and the effectiveness of the healthcare system in addressing
their needs. Examining the levels and trends of maternal mortality is essential not only for
insights into the risks associated with pregnancy and childbirth but also for understanding
broader implications about women's overall health and, by extension, their societal and

economic standing (Singh, 2021).

In this study, the focus is on comprehending and identifying the persistent concerns

surrounding maternal deaths through a system dynamics approach. This methodology entails
2



developing both an explanatory model and a policy model, with the primary objective of
gaining insight into maternal health challenges in South Africa and formulating policies to

bring about improvement.

There are two types of maternal death: direct and indirect. Direct maternal death occurs when
an obstetric complication occurs during pregnancy resulting from incorrect treatment,
omissions, interventions, or a chain of events (van den Akker et al., 2017). Indirect deaths result
from previous illnesses or those that develop during pregnancy but are aggravated by the

physiological effects of pregnancy (van den Akker et al., 2017).

Maternal mortality is more pronounced in developing countries than in developed countries
(Nove et al., 2014). According to the WHO (2010), in 2008, there were two maternal deaths
per 100,000 live births in Greece and 1400 maternal deaths per 100,000 live births in
Afghanistan. As an indicator of not only a country's health care system but also of the health
of women, high levels of maternal mortality are a health and developmental concern (WHO,
2010). Consequently, maternal death reflects the morbidity of many other women (WHO,
2015). Considering that most of these deaths could have been prevented, this is of primary
importance (WHO, 2015).

South Africa set a target of 38 maternal deaths per 100,000 live births by 2015 (Pattinson, 2014;
Lalthapersad-Pillay, 2015). According to the National Committee on Confidential Enquiries
into Maternal Deaths report, the MMR for 2008 to 2010 was much higher, at 176.22 maternal
deaths per 100,000 live births (Pattinson, 2014). According to the National Committee on
Confidential Enquiries into Maternal Deaths most recent report, the MMR decreased to 154.1
maternal deaths per 100,000 live births between 2011 and 2013 (Pattinson, 2014), but it is still
above South Africa's MMR target. As a result of complications during pregnancy or childbirth,
at least 585,000 women die annually (WHO, 2015). In some African countries, there are 1,025
deaths per 100,000 live births, the majority of deaths occurring in the developing world
(Malherbe et al., 2016).



Figure 1: Maternal mortality rate in South Africa
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South Africa is one of the few countries with a confidential system for researching maternal
deaths. Specifically, the National Committee on Confidential Enquiries into Maternal Deaths
defines it as an anonymous multidisciplinary system that identifies the number of causes and
avoidable or remediable factors associated with maternal deaths that occur in an area or country
(Pattinson, 2014). South Africa's National Committee on Confidential Enquiries into Maternal
Deaths reported maternal deaths in the country and for the different provinces, resulting in data
regarding maternal deaths. National Committee on Confidential Enquiries into Maternal
Deaths reports indicate that maternal deaths in the country's provinces differ from province to
province based on National Committee on Confidential Enquiries into Maternal Deaths results
(Pattinson, 2014). The causes and avoidable factors of maternal deaths within provinces can

differ from one health district to another as well as from one level of care to another.

All women, including their family members, consider pregnancy and childbirth joyous times
in their lives. Childbirth is a natural part of a woman's life. Motherhood should be a period of

expectation, fulfillment, joy, and significance for a woman as well as for the communities in

4



which she lives. When the expectant period of hearing a neonate's cry is overshadowed by the
death of the mother or baby before birth or a mother's death, it becomes tragic. As a result,
unforeseen complications of labor and postpartum certainly overshadow motherhood in such
women. According to Burden (2016), some women lose their babies before or soon after birth,

while others lose both their lives and those of their babies.

Likewise, South Africa has joined the call to reduce maternal mortality, which was adopted by
the United Nations as an international development goal and of which South Africa is also a
member. At least one woman dies every minute from complications of pregnancy and childbirth
worldwide (Lawson and Keirse, 2013). Every day, at least 1,600 women die from the same
mysterious circumstances, amounting to over half a million deaths annually (Fawcus et al.,

2016).

Preeclampsia, for example, is one of the preventable causes of death in women according to
the WHO (2015). State security agencies have seen a halving of maternal mortality since 1990
in a number of countries. Approximately one woman dies from pregnancy-related
complications every minute, somewhere in the world (Lawson and Keirse, 2013). Every
country's health depends heavily on women’s health. The Maternal Baby Package of the World
Health Organization emphasizes the importance of appropriately trained midwives for safe
motherhood (WHO, 2015). During pregnancy, delivery, and the postpartum period, safe
motherhood means providing high-quality maternal health services to ensure the health of the
mother and the baby (WHO, 2015). Antenatal care bookings, essential obstetric care, clean and
safe assisted deliveries, and family planning are cited as the four pillars of safe motherhood
(WHO, 2015). According to the WHO (2015), skilled birth attendants and quality emergency
obstetric care can reduce maternal mortality. A workshop for newly qualified midwives is
always conducted to increase knowledge, awareness, and perceptions about preventing
pregnancy-related complications, labor complications, and puerperium among women during

their reproductive years (Namutebi et al., 2023).

Maternal mortality rates are believed to have been reduced by this practice. It is estimated that
515,000 women die every year because of pregnancy-related causes (WHO, 2015). In
developing countries, 98% of maternal deaths occur in Africa, 46% in Asia, 8% in Latin
America, and less than 1% in developed countries (Lo et al., 2013). Maternal deaths are largely
unexplained, especially in South Africa, owing to unknown risk factors and causes.

International health agendas place a high priority on reducing maternal mortality (Michalow et
5



al., 2015). It is challenging to assess programs toward achieving this goal since measuring

maternal mortality is a complex procedure.

Figure 2: Timing of pregnancy-related deaths
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The death of some of these patients can be prevented, especially if skilled medical assistance
and facilities are available (James, 2013). Complications encountered during pregnancy,
delivery, and puerperium cause 82% of maternal deaths globally (Gaym et al., 2011). A new
target for reducing maternal mortality has now been set by countries to accelerate the decline
even further. Under Sustainable Development Goals 3, one target is to reduce the global
maternal mortality rate to less than 70 per 100,000 births, with no country having a rate higher
than twice the global average (Alkema et al., 2016). Adolescent girls under 15 years of age are
at the highest risk of maternal mortality in developing countries, especially if complications

arise (WHO, 2019).



Since the last few decades, maternal survival has been the center of attention. It all began with
the launch of the Global Safe Motherhood Initiative in Nairobi in 1987 and the Cairo
International Conference on Population Development in 1998. In the initiative, reproductive
health concepts were developed, and maternal mortality targets were set. At the 10th World
Conference of Women held in Beijing in 2014, these strategic plans were reaffirmed, and the
United Nations 2014 declaration encapsulated the Millennium Development Goals related to
maternal health. The factors contributing directly and indirectly to maternal mortality include
untrained personnel attending births, and poor access to and long inter-pregnancy intervals.
The debate continues, but governments and non-governmental organizations may be able to
improve the health and health-seeking behaviours of pregnant and postpartum women by
understanding women's perceptions about prenatal care practices and their health care seeking
behaviours. Many developing countries suffer from high maternal mortality as a result of
research and programs. There has been extensive research on the direct and indirect factors
influencing maternal mortality risk, as well as programs designed to mitigate many of these

factors (WHO, 2014).

Approximately 5 million neonatal deaths and stillbirths occur every year, in addition to
maternal mortality (Boerma et al., 2023). Most of these deaths occur as a result of the same
factors that cause the deaths of mothers and the disabilities of their children (Boerma et al.,
2023). The World Bank reported in 2014 that deaths and disabilities related to maternal causes
account for 18% of all disease burden among women of reproductive age in developing
countries (Say et al., 2014). The disability-adjusted life years lost to maternal conditions
account for 4.2% of all disability-adjusted life years worldwide (Geénova-Maleras et al., 2015).
In 2015, maternal conditions cost developed countries 0.7% of disability-adjusted life years,
developing countries 4.4%, and Sub-Saharan Africa 4.3% (Ganta et al., 2018). Disability-
adjusted life years were criticized for underestimating women's health problems (Bordino et

al., 2021).

It is no different in South Africa, as it is in any other developing country. There is a question as
to whether women's health, as well as those in the bearing age, are fully aware of the
predicament they are facing. It is also important for women to be aware of the situations that
expose them to dying during pregnancy, as well as the communities in which vulnerable women
reside. Women who survive childbearing are also at higher risk of morbidity due to serious

conditions caused by pregnancy-related complications, including pelvic inflammation,
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incontinence, uterine prolapse, fistula, and pain during sexual interaction (Filippi et al., 2016).
As a result, this study examined factors perceived to contribute to maternal mortality among

young females.

The majority of women who do not belong to medical aid schemes and cannot afford private
health care still lack adequate quality care and rely solely on public maternal health facilities
(Moyakhe, 2014). United Nations International Children's Emergency Fund (UNICEF) (2019)
reports that most women from high socioeconomic status have ready access to private
healthcare services. Economic class determines access to quality of care in South Africa
(Gordon et al., 2020). The lack of access to any health care service is contrary to human rights
laws, which affirm equality regardless of race or socioeconomic status (Gordon et al., 2020).
Due to the existing health system plans, both public and private health facilities are unable to
provide uniform quality care. By achieving national health insurance, maternal health facilities
will also be able to provide better quality health care (Fusheini and Eyles, 2016). So, an
improvement in the quality of care in maternal health facilities may have contributed to the
decline in maternal mortality in South Africa rather than a decline in fertility rates. As a result,
improving the quality of care in maternal health facilities in South Africa will result in a

decrease in maternal mortality and an improvement in maternal health.

Teenage pregnancy has serious and wide-ranging health and social consequences. Among 15
to 19-year-old women worldwide, pregnancy and childbirth complications are the second
leading cause of death (WHO, 2014). Globally, there are 20 million unsafe abortions performed
each year, and 68,000 deaths result from them (Haddad and Nour, 2009).

The term teenage pregnancy refers to a teenage girl who becomes pregnant between the ages
of 13 and 19 (Wall-Wieler et al., 2016). Odejimi and Bellingham-Young (2014) discuss the
importance and complexity of teenage pregnancy around the world. A total of 16 million girls
between 15 and 19 years of age and 1 million girls under 15 years of age give birth to children
every year in low- and middle-income countries (WHO, 2014). Statistically, the prevalence of
teenage pregnancy increased progressively with age in South Africa according to the 2014
General Household Survey: 0.8%, 1.9%, 4.2%, 4.8%, 9.6%, and 11.9% for age groups 14-19
(Statistics South Africa, 2014).

During pregnancy and labor, a pregnant teenager is not quite prepared to handle the burden as

efficiently as a woman in her 20s, thus placing herself at high risk (Mangeli et al., 2017).



Several socio-medical factors influence the obstetric outcome of teenage pregnancy. Various
medical complications, such as anaemia, preeclampsia, and preterm labor, influence maternal
and perinatal morbidity, operative delivery, adverse neonatal outcomes, and mortality in
teenagers. Unwanted pregnancies, pregnancy out-of-wedlock, and abortions are just some of
the social problems facing mothers today (Phiri et al., 2021). Babies may be beaten by their

mothers if there are poor social relationships at home (Phiri et al., 2021).

In South Africa, teenage pregnancy is seen as a social problem with implications for the
development and empowerment of women (Macleod, 2014). According to Kaphagawani and
Kalipeni (2017), teenage pregnancy is not merely a matter of reproductive health and young
women's bodies but is also linked to the gendered social environment in which teenage girls
live. Teenage girls in South Africa are less likely to finish high school if they become pregnant,
which seems to be one of the major obstacles to their educational development (Nkosi and
Pretorius, 2019). Only about 30 of teenage girls in South Africa re-enter school post-pregnancy

despite progressive legislation allowing them to do so (Modisaotsile, 2012).

1.1.2 What is the reason behind teenagers’ mortality?

According to the World Health Organization (WHO) (2023), maternal mortality arises due to
complications occurring during and after pregnancy and childbirth. The majority of these
complications arise during pregnancy, and a significant portion of them can be prevented or
treated. Some complications may pre-exist before pregnancy but may worsen during gestation,
particularly if not addressed as part of the woman's overall care. The primary complications

responsible for almost 75% of all maternal deaths are outlined below.

e Unsafe abortion.

e High blood pressure during pregnancy (pre-eclampsia and eclampsia).
e Infections (usually after childbirth).

e Complications from delivery.

e Severe bleeding (mostly bleeding after childbirth).

It is important to understand and consider both the obstetric and social effects of teenage

pregnancy.



Figure 3: Causes of maternal deaths in South Africa
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Maternal mortality has been classified into two main categories: direct and indirect causes.
Direct causes, linked to obstetric factors, signal a failure in the healthcare system that demands
immediate improvement (Ameh and van den Broek, 2015). These direct causes encompass
complications such as haemorrhage, infection, eclampsia, obstructed labor, and unsafe
abortion, with haemorrhage and hypertensive disorders emerging as predominant contributors
to maternal mortality in developing nations (Sudha et al., 2018; Badamasi, 2021). On the other
hand, indirect causes stem from non-obstetric factors like malaria, HIV/AIDS,
bronchopneumonia, meningitis, tuberculosis, anaemia, and institutional challenges (Garenne,

2011).

1.1.3 Abortion

Pregnancy can be terminated through abortion. The term "unsafe abortion" refers to terminating
pregnancies in an unsafe manner, particularly if it is an accident (Blencowe et al., 2012).

Women's fertility can be terminated by abortion before 20 weeks of pregnancy in either a
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voluntary or involuntary manner (Blencowe et al., 2012). There is increased maternal mortality
due to severe bleeding, pain in the lower abdomen, and the release of both fetal and placental
tissues (Blencowe et al., 2012). Globally, more than 42 million women choose to have abortions
if they become pregnant unintentionally, and half of these women are at risk of death and
complications after the abortion (Blencowe et al., 2012). Approximately 60,000 women die as
a result of unsafe abortions each year (Blencowe et al., 2012). In terms of maternal mortality,
abortion accounts for 10% of the total (WHO, 2021). The health complications associated with
abortion are likely to be long-lasting in most women in South Africa. Data collection capacity
varies from region to region, so getting accurate and reliable information about insecure
abortions was challenging. Since unsafe abortions are performed by untrained professionals,

and remain undocumented, some of the figures are just estimates (Blencowe et al., 2012).

1.1.4 Anaemia

In accordance with the WHO (2014), anaemic conditions in maternal mothers contribute to
maternal mortality. Women with haemoglobin deficiency, defined as less than 100 grams per
liter, are at risk of death before and during childbirth (Haider et al., 2013). In pregnant women,
anaemia impairs their ability to resist infections, which leads to maternal mortality (Filippi et
al., 2016). It is primarily parasite-based diseases that contribute to this condition in South

Africa.

Pregnant women with anaemia become susceptible to bacteria, parasites, viruses, and other
conditions that can compromise their health. A blockage in the birth canal can also lead to
obstructed labor and the deterrent of labor pain (Desta et al., 2020). Pregnancy at an early age,
foetopelvic disproportion, poor nutrition during childhood, and abnormality in the fetal

presentation are some of the factors that contribute to obstructed labor (Desta et al., 2020).

1.1.5 Haemorrhage

It is estimated that between 8 million and 136 million women worldwide experience
postpartum haemorrhage as a result of excessive bleeding during delivery (Green et al., 2015).

Women die from postpartum haemorrhage more frequently than any other cause. In the event
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of excessive blood loss in the birth canal or from caesarean sections, putting the mother's life
at risk, the mortality rate increases when she loses nearly 500 millilitres of blood (Shakur et
al., 2017). Due to the enhanced system of care provided to maternal mothers in South Africa,
the situation is different from that in developed countries for instances such as postpartum
haemorrhage (Ameh et al., 2022). Postpartum haemorrhage occurs in about 3% of all vaginal
deliveries in South Africa (Shakur et al., 2017). Compared to developed countries such as the
United States, developing countries such as South Africa are the main cause of maternal
mortality. In addition, postpartum haemorrhage is associated with morbidity after delivery if

special care is not provided during this period (Sentilhes et al., 2016).

1.1.6 Sociodemographic factors

There is a need to research sociodemographic factors like marital status, education, income,
and health insurance. Maternal mortality in South Africa, and the sociodemographic factors
affecting it, have not yet been studied. As a result, a better understanding of the
sociodemographic factors related to maternal mortality will help bring a positive approach to

reducing maternal mortality.

The association between maternal death and maternal age, education level, marital status, high
poverty level, and seasonality has been studied around the world (Yaya et al., 2016). The
majority of maternal deaths in South Africa occurred in women between the ages of 20 and 35
(Tempia et al., 2015). South Africa recorded 60.6% of maternal deaths among women aged 21
to 35 years, 14.6% among women aged 21 to 25, 27.2% among women aged 26 to 30, and
18.8% among women aged 31 to 35 years (Moodley et al., 2018). Road conditions and
seasonality play an important role in maternal mortality when discussing the contribution of
these risk factors. According to Lowe et al. (2016), maternal mortality is associated with the

rainy season.

In the past, studies have not examined whether maternal mortality in South Africa is affected
by factors such as prenatal care, delivery location, and the presence of skilled attendants during
delivery. The high maternal mortality rate may be the result of these factors. Finally, the

existing research did not give an insight into the maternal mortality rates in South Africa,
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according to health insurance coverage, median income above R8,067, marital status, education

above high school, and place of birth (Burger et al., 2015).

1.2 Motivation for the study

The maternal and child mortality rate in South Africa remains high. Policymakers often fail to
adequately establish the link between maternal and child morbidity and mortality and women's
vulnerability, resulting in ineffective plans of action. Instead of addressing the root causes of
the persistently high morbidity and mortality levels among women and children, attempts to
address this problem often focused on narrowly defined, 'quick-fix' medical-technical solutions
to complications associated with pregnancy and childbirth. Gumede et al. (2017) report 97%
coverage of antenatal care and 94% coverage of skilled attendant deliveries; however, maternal
and newborn deaths remain high. Even though socioeconomic factors influence maternal and

neonatal mortality, little research has been conducted on them.

The MMR of South Africa, which is also in the sub-Sahara, increased from 60 per 100,000 lbs
in 1996 to 138 per 100,000 Ibs in 2015 (WHO, 2015). Mmusi-Phetoe (2016) reported with
concern that the South Africa MMR increased by the end of 2015 from 150 per 100,000 1b in
1990 to 269 per 100,000 Ib in 2015. As a result, the country had not achieved its 2015 maternal
death target (Pettifor, 2015), as the United Nations set a target of 38 deaths per 100,000 Ib.

United Nations General Assembly (2015) adopted the Sustainable Development Goals based
on the Millennium Development Goals agenda in 2015. All people should enjoy peace and
prosperity through the plan. The 17 Sustainable Development Goals were signed by several
countries, including South Africa. (United Nations General Assembly 2015) Goals 3 calls on
countries to promote well-being for all people of all ages. By 2030, countries are supposed to
reduce the global MMR to less than 70 per 100,000 pounds according to Sustainable
Development Goals 3. In Sustainable Development Goals 3, target 2 calls for the prevention of
deaths of newborns and children under five years of age. Under Sustainable Development
Goals 3, countries are also required to reduce neonatal and under-five mortality to at least 12

and 25 deaths per 1000 pounds (Alemu, 2017).

Despite a 45% reduction in maternal mortality since 1990, 303,000 women died from

complications during pregnancy or childbirth in 2015 (WHO 2018). According to the
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Sustainable Development Goals, the World Health Organization published "Strategies toward
ending preventable maternal mortality" in February 2015. It is universally recognized as a
priority to achieve the Sustainable Development Goals target. By 2030, the global average
MMR should be less than 70 deaths per 100,000 Ib. The number of deaths per 100,000 1b should
not exceed 140, which is the supplementary national target (WHO 2015).

The quality of care provided to mothers and babies in South Africa is poor (Horwood et al.,
2019). Van den Broek and Graham (2009) suggest that this contributory factor has received
little attention. As a result, the researcher believes that improving the quality of care in maternal
health facilities would have a significant impact on maternal mortality outcomes in this country.
Furthermore, maternal, newborn, and child health has been identified as one of the quadruple
burdens of disease and a leading cause of death among South Africans, along with HIV/AIDS,

tuberculosis, noncommunicable diseases, and violence.

1.3 Aims of the study

The overall objective of this study is to shed insights into the mortality rate due to abortion

among young females in South Africa of childbearing age. The specific objectives are:

e To explore young females’ understanding of abortion services according to the Choice

of Termination of Pregnancy Act (92 of 1996).

e To explore how the absence of support from family/boyfriend can have an impact on a

young woman's decision to have an abortion.

e Understanding the decision-making processes of teenage girls who are making the

termination of pregnancy decision.

e To understand people’s perspectives on termination of pregnancy on the choice of

termination service offered to young females.

e To identify the factors perceived by women in health facilities to contribute to maternal

mortality.

e To describe what knowledge women have about reproductive health services and

factors that contribute to maternal mortality in public health facilities.
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1.4 Research questions

This study aimed to answer the following questions:

e What are the perceived factors contributing to maternal mortality among young

women?

e Are women aware of the health services available in health facilities to reduce maternal

mortality factors?

e Are young females aware of the abortion options that the Choice of Termination of

Pregnancy Act (92 of 1996) provides?

e Is ayoung woman'’s choice of abortion services influenced by other people’s views on

the termination of pregnancy?

e Are there any resources or options available to women who are experiencing an

unwanted pregnancy?

e What are the eligibility criteria for women with all socioeconomic backgrounds and

what are legibility requirements?

1.5 Theoretical framework

As a global health issue, maternal deaths are of concern to the World Health Organization,
which emphasizes them as an issue of concern. A district health system in South Africa
classifies health establishments based on their nature and level of serviceability (Harris et al.,

2011; Oboirien et al., 2018).

1.5.1 Social Capital Theory

Historically, social capital theory has been associated with small societies due to interactions
between humans, although the concept has now gained popularity. As a result of social capital,
people can make informed decisions and can be examined about certain health needs (Krieger,
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2011). Based on the social capital theory as applied to my research, women's education and
networks can be used to measure social capital. Maternal healthcare providers can use this
theory to evaluate maternal mortality rates worldwide. It has been argued by some philosophers
that South Africa lacks adequate knowledge about maternal health. The researcher used this
theory could reduce the cases of maternal death through prevention in South Africa by using

social networks and social capital (Mengesha et al., 2021).

1.5.2 The Health Belief Model

Health belief models derive from psychological models developed by psychologists in the
United States (Skinner et al., 2015). By using this model, the researcher was able to determine
how people will perceive prevention health services and why they will adhere to them (Chrisler
et al., 2016). Margolis (2013) explains how people can notice changes in their health behaviour
when their health practices are educated. According to the health belief model, a person's
perception of their situation determines their likelihood of taking preventive action (Tarkang
and Zotor, 2015). They perceive that taking precautions for their behaviour will yield a good
outcome and prevent the condition if they perceive the result of the condition will be effective,
and finally, the benefits gained from reducing the threat of the condition outweigh the cost of
taking action (Tarkang and Zotor, 2015). Health belief model constructs include perception of
susceptibility, perception of severity, perception of benefits, perception of barriers, and self-
efficacy (Dehghani-Tafti et al., 2015; Saghafi-Asl et al., 2020). In order to understand pregnant
women's perceptions of pregnancy and the characteristics they possess that lead them to take
the actions they did, the researcher used the health belief model. Based on the health belief

model, the researcher examined the modifying factors that influence individual beliefs.

Behavioural and social sciences investigate how social, physiological, and behavioural factors
influence health behaviour (Conner and Norman, 2015). Healthcare professionals must be
aware of and able to address the hindrances in order to achieve behavioural changes (Michie
etal., 2017). Based on Edberg's view, any of the above-mentioned factors can influence human
behaviour. Understanding the causes of maternal mortality requires an understanding of the
factors that contribute to it (Edberg, 2007). The health belief model is one of the behaviour
theories that explain why South Africa and several African countries have such high maternal

mortality rates. Several factors influence a person's decision to make changes or to refuse to
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make changes, according to the model. Based on these factors, it is possible to judge whether
someone is susceptible, how severe the situation is, whether they are likely to benefit from the
action, and whether they are likely to face any barriers to taking the action. A person's
preference for making changes or disinclination to make changes is explained at each stage.
South African pregnant women will be successful in changing the maternal mortality rate if
they consider this theory and take action to limit the growing epidemic. Sociodemographic
factors and service delivery factors have been analysed to determine how they influence

maternal mortality and how they can be influenced.

1.5.3 Gender Equity Theory

Health care, social economics, nutrition, and relations between sexes can all be explained by
the gender equity theory. Among the risks associated with maternal deaths is the prevention of
maternal deaths, which is suggested by gender equity theory. When it comes to fairness and
human rights, this theory helps to create equality for women. By implementing this theory,
women will feel a sense of belonging at their regular check-ups because they will receive
quality service and receive useful information before and after pregnancy (Barimani et al.,
2017). Women can make health decisions without being hindered by barriers that may
contribute to maternal mortality by using the information gathered. As a result, family members
tend to avoid reporting expectant mothers who die at home, because they are not yet registered
by professional health care providers. Due to failures in reporting and hidden abortions due to

complications, information on maternal deaths in society has been limited.

While this theory promotes fairness and equality, it cannot prevent discrimination due to
substantive equity and does not address disparities related to possessions and influence, which

are related to social and economic factors among susceptible people (Eghan, 2019).

1.5.4 Social Cognitive Theory

Pregnant women's psychological condition can be explained by social cognitive theory.
Bandura (1998) explained and analysed social determinants of pregnant mothers' health using

social cognitive theory. Women's maternal condition before the last forty-two days of
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pregnancy is largely determined by pregnancy well-being and perinatal period. A woman's term
of delivery and the role of midwives and nurses in maternal mortality are both influenced by

social cognitive theory (Shorey et al., 2021).

Using social cognitive theory, the researcher obtained and maintained behavioural changes,
and modified these behaviour changes as needed. Therefore, the researcher focused on
participants' self-efficacy. In this context, self-efficacy refers to an individual's ability to control
their emotions in specific situations and to be able to achieve high levels of performance
(Gangloff and Mazilescu, 2017). Based on this understanding, it is important to identify
variables related to how these women can improve their understanding as well as how they can
apply this understanding. The concept was applied to adopting behavioural changes resulting
in the desired results. The relationship between acquiring learning skills and self-efficacy, along
with their impact on behavioural changes, and social cognitive theory was important to my

study.

1.6 Organisation of the Dissertation

This dissertation is composed of five chapters. Chapter one is the introductory chapter which
outlines the background and motivation of the study, aims, and objectives, as well as a
conceptual framework guiding the study. This chapter provides a broader picture of the

research.
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CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

In literature reviews, researchers present what they have read in an organized and written
manner (Aveyard, 2023). This can include dissertations, theses, textbooks, articles, journals,
and reports from professional organizations (Galvan and Galvan, 2017). In order to develop
research questions and objectives, as well as select a suitable research methodology, a
researcher must conduct a literature review on a particular topic. Thus, researchers can locate

their subject through scientific knowledge associated with the topic (Mohajan, 2018).

A major focus of this study was to describe relevant theoretical and empirical literature related
to the study's three objectives. Theoretical literature consists of the theoretical model upon
which the study was based, while empirical literature consists of the research-based knowledge
of the study topic. To develop guidelines for supervision in the clinical areas, a literature review
was conducted to gain a clear understanding of a comprehensive picture. To be able to compare

and combine the findings of this study with existing literature (Busk and Serlin, 2015).

A literature review helps the researcher lay out a foundation for the study by exposing the
reader to all practical or theoretical issues dealing with the problem. In a literature review, the
researchers summarize what is known about a topic and suggest ways in which the study could
be conducted (Chowdhury et al., 2021). In order to formulate appropriate research objectives
and gain a deeper understanding of the problem and the factors contributing to the high
maternal mortality rate in South Africa, the researcher conducted a literature review on
perceived factors contributing to maternal mortality among teenage mothers who attended

health services.

2.2 Teenage Pregnancy in South Africa

Studies in South Africa indicate that girls are becoming pregnant at younger ages than in the
past (Nkani, 2012; Jonas et al., 2016; Nathan et al., 2018). Both developed and developing

countries continue to face high rates of teenage pregnancy, despite the efforts of development
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programs to reduce them. The number of pregnancies among girls between the ages of 14 and
19 is estimated to be 15 million worldwide each year (Christian and Smith, 2018). Teenage
pregnancies are most common in Sub-Saharan Africa. According to WHO (2014) statistics,
there are twice as many teenage pregnancies in Sub-Saharan African countries as there are in

the world.

Approximately 80% of girls in South Africa engage in sexual activity before they reach 20
years of age, and 37% fall pregnant unintentionally (Hoque, 2011). Approximately 56% of
pregnancies in South Africa occur unplanned, and 35% of these pregnancies occur among
women under the age of 20 (Ajayi and Ezegbe, 2020). Taking responsibility for one's sexual
and reproductive health cannot be the only cause of teenage pregnancy (Jonas et al., 2016).

Teenage pregnancy is highly prevalent for a variety of reasons.

Adolescents often lack knowledge about sexuality, pregnancy, contraception, and sexually
transmitted infections, according to Almeida et al. (2017). Adolescents who are young or
unmarried may have limited experience in talking to adults about such matters, as well as
accessing and using health services. Teenage pregnancy is associated with a number of factors,
including gender inequality, sexual taboos, gender expectations of how girls and boys should
behave and sexual permissiveness, insufficient access to contraceptives, high levels of gender-
based violence, and inadequate sexual education (Mchunu et al., 2012). Financial hardships
often force teenage girls to compromise their health. Due to a lack of power, these teenage girls
are unable to make healthy sexual choices in relationships. It is possible for teenage girls living
in poverty to engage in multiple sexual relationships with older men because they cannot make

sexual decisions (Yakubu and Salisu, 2018).

When adolescents fall pregnant, many are forced to drop out of school without senior
certificates, which are considered to be a basic requirement for living a productive life. The
escalating rate of unplanned teenage pregnancies poses a threat to South Africa's democracy.
However, social factors contribute to pregnant girls dropping out of school, even though the
law allows them to continue their studies during pregnancy. Panday et al. (2009) found that
only 29% of learners in KwaZulu-Natal continued their studies after a teenage pregnancy. It is
a direct contributing factor to poverty in the country that these women do not have

matriculations, as they have few employment opportunities if any at all.
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In the absence of platforms for girls to discuss sex openly, young people are deprived of the
opportunity to gain the knowledge they need to make informed sexual health decisions.
Mkhwanazi (2010) describes sex as a way for young women to demonstrate their love, trust,
and commitment to a partner. Women have some misconceptions about sex, with some
believing that if they avoid sexual activity or use protection during intercourse, they do not
trust their partners (Mkhwanazi, 2010). Teenage pregnancies in South Africa have been
increasing for some time, but there are a number of competing views, perceptions, and theories

about their causes.

According to Yakubu and Salisu (2018), teenagers’ inability to cope with physical changes and
sexual desires is responsible for the high number of unplanned and unwanted pregnancies. A
sociostructural problem is seen as the cause of teenage pregnancy in South Africa. The lack of
adult supervision, sexual knowledge, education, and resources, as well as the lack of knowledge
about contraceptives and their use, may contribute to teenage pregnancy, (Honig, 2012) view

it as a consequence of society's moral decline.

Teenage pregnancy should not be viewed linearly. Even though most adolescents are sexually
active, Palomino et al. (2011) report that they find it difficult to communicate with adults about
sexuality and contraception in order to prevent unintended pregnancy; this includes parents,
teachers who provide sexual education, and health practitioners who provide contraception.
Contraceptives are usually avoided by adults, especially parents, who prefer not to teach their
daughters about them (Capurchande et al., 2016). It is due to the attitudes of adults towards
contraceptives and adolescents' sexual behaviour that teenagers are hesitant to seek

contraceptive services.

It 1s important to create a safe environment where young girls can discuss their sexual and
reproductive needs without fear of being judged or threatened. The study by McLean and
Thulin (2022) found that adolescents and expecting mothers knew about contraception at

clinics, but either did not use them or misused them, resulting in unintended pregnancies.

2.3 Public health implications of unsafe abortion

Among public health researchers, abortion research focuses on the impact of unsafe abortions

on maternal morbidity and mortality. In addition to restricting women's access to safe abortions,
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there are serious implications for their health and well-being as well (Berg and Woods, 2023).
In recent years, the WHO and the Alan Guttmacher Institute have produced significant
abortion-related research and provided an important evidence base about how unsafe abortion
impacts women's health and lives (Singh et al., 2018). The public health community has
advocated and developed many policies and procedures aimed at making abortions safer and
more accessible for all women, especially in developing countries, where unsafe abortions have
the greatest impact (Allotey et al., 2021). It has been possible to advance and expand existing
medical technologies, medicines, and techniques, to advocate legalizing abortion in countries
where it is illegal or highly restricted, to promote and expand postabortion care, and to offer

first-trimester abortions to mid-level providers (Grossman et al., 2023).

2.4 Mortality from unsafe abortion

Mortality and morbidity associated with abortion are difficult to measure worldwide. It is
difficult to report abortion-related deaths when they occur after clandestine or illegal
procedures. The stigma associated with abortion is high, and it is frequently censured by social,
religious, political, or other factors (Blystad et al., 2019). Therefore, abortion is under-reported
even in countries where it is legal. 68,000 women die each year due to unsafe abortion; the
WHO estimates that five million people become permanently disabled or disabled temporarily
due to unsafe abortion (Zafar et al., 2018). It is estimated that 39 unsafe abortions are performed
for every 1,000 women aged 15-44 in Eastern Africa, and 33 for every 1,000 women in South
America (Espinoza et al., 2020). The average unsafe abortion rate in developed regions, where
almost all countries allow abortions without restrictions, is 2 per 1,000 (Shah and Ahman, 2004;
Singh et al., 2018) report that poor women bear most of the consequences of unsafe abortions,

such as death, serious injury, infertility, and increased health care costs due to unsafe abortions.

2.5 Morbidity from unsafe abortion

The risk factors that determine morbidity are the same as those that determine mortality in
unsafe abortions. Many women are hospitalized for complications, including haemorrhage,

sepsis, peritonitis, and injuries to their genital and abdominal organs (Bhattacharya et al., 2010).
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Health effects can also be measured by the severity of complications. Before and after the 1996
abortion legislation changes in South Africa, a standardized measure of complications was
used. According to Kaswa and Yogeswaran (2020), abortion-related morbidity has fallen from
16.5% before legislation to 9.7% after legislation, demonstrating the impact of increased access
to safe, legal abortions on morbidity. In terms of influencing policy and practice, these findings

were significant in terms of supporting abortion reform.

2.6 Challenges and difficulties

As well as the availability and quality of legal abortion services, the legal provisions governing
access to safe abortion affect the incidence of unsafe abortion. The availability of pregnancy
termination varies from country to country, with some countries restricting access while others
making it available on health and social grounds. There are many different abortion laws, and
they can be complex. It is often difficult to access a safe abortion, even when it is legal,;
additional consent and counselling requirements may apply and abortions are usually limited
in duration (Lavelanet et al., 2020). Moreover, medical staff attitudes may discourage women
from seeking abortions, and abortion services may be inadequate, unevenly distributed, or of
poor quality (Magwentshu et al., 2023). As a final point, women themselves may not be aware

of the legal framework or the availability of abortion services (Harries et al., 2015).

Nevertheless, public health research must be focused on the profound consequences of unsafe
abortion for the sexual and reproductive health of women. To quantify the public health
consequences of restricting access to safe legal abortions, as discussed in the above section,
tended to use case fatality rates, incidence rates, and other population measures (Melese et al.,
2017). To defuse the controversy surrounding abortion, the research has been framed in neutral
scientific language. Focusing solely on biomedical aspects of unsafe abortion, however, ignores
the importance of broader social processes and socio-cultural contexts that affect reproductive
rights and unrestricted access to safe abortion (Zouein, 2018). Research into public health risks
overlooks the complexities of abortion as a social construct if it places undue emphasis on the

unsafe aspect.
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2.7 Global maternal mortality

Most countries adopted the Millennium Development Goals for 2015, with Millennium
Development Goals 5 focusing on reducing maternal mortality by 75% by 2015 (United
Nations, 2015). In response, governments worldwide have been formulating their policies and
objectives to combat maternal mortality (WHO, 2015). Sustainable Development Goals 3 aims
to decrease global maternal mortality to under 70 deaths per 100,000 live births by 2030
(Eshiet, 2019).

In both global and regional contexts, maternal mortality results from a variety of factors
(Alkema et al., 2016). According to Dadipoor et al. (2017), the primary causes of maternal
mortality are haemorrhage, followed by hypertension, sepsis, abortion, and embolism. In
contrast to developed nations, where the risk of maternal death is one in 30,000, the risk in the

poorest or developing countries is approximately one in six (Ronsmans et al., 2008).

A study in the United Kingdom identified six independent factors associated with maternal
mortality: inadequate antenatal care, substance misuse, medical co-morbidities, previous
pregnancy complications, and hypertensive disorders in pregnancy (Nair et al., 2015). The
maternal mortality rate in the United Kingdom was 9 per 100,000 in 2014, with 99% of births
assisted (Nair et al., 2015). In Canada, there are only 9 deaths per 100,000 live births (Joseph
et al., 2017), with obstetric haemorrhage being the leading cause of maternal death, followed
by severe hypertension in pregnancy and postpartum venous thromboembolism (Clark et al.,

2014).

A study in Pakistan found that maternal mortality is higher in rural areas (81.9%) compared to
urban areas (Asim, 2017). Women with five or more pregnancies, fewer health facility visits,
and those who died within 24 hours after birth were more vulnerable (Van Eijk et al., 2006).
With a maternal mortality rate of 178 deaths per 100,000 live births and 55% skilled attendance,
haemorrhage was the most common cause of maternal death in Pakistan, followed by

hypertensive disorders/eclampsia and sepsis (WHO, 2019).

In India, preeclampsia/eclampsia was the leading direct cause of maternal death, followed by
obstetric haemorrhage and puerperal sepsis. Indirect causes included anaemia, infective
hepatitis, and tuberculosis (Dan Mathew, 2018). From 2015 to 2017, India accounted for 19%
of global maternal mortality, with 560,000 deaths, and a reported maternal mortality rate of
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145 deaths per 100,000 live births (WHO, 2019). The United States reported a maternal
mortality rate of 17.4 deaths per 100,000 live births in 2018 (Singh, 2021).

Maternal mortality is influenced by factors outlined in a systematic review that provided a
classification of mistreatment of women in healthcare facilities during childbirth (Bohren et
al., 2015). This classification underscores the presence of systemic shortcomings at both the
facility and health system levels (Bohren et al., 2015). Addressing these challenges through
research is essential to better understand and mitigate barriers preventing women from seeking

care during pregnancy and for maternal health issues (Chandra-Mouli et al., 2013).

In Japan, maternal age, especially very advanced maternal age (> 45 years), was linked to an
increased risk of adverse birth outcomes, maternal complications, and maternal mortality. The

influence of age varied by conception method and parity (Ogawa et al., 2017).

In China, obstetrical haemorrhage is the primary cause of maternal mortality, often associated
with the distance travelled to the hospital (Shen et al., 2013). The leading cause of maternal
mortality in Iran is obstetric haemorrhage, which makes up 30% of all maternal deaths

(Dadipoor et al., 2017).

2.8 South African perspective on maternal mortality

The maternal mortality report for South Africa from WHO in 2015 revealed that the country
fell short of achieving its Millennium Development Goals 5 target (Mulaudzi et al., 2016). A
skilled professional attended 94% of births in South Africa in 2011, resulting in 202 deaths per
100,000 live births (Shiferaw, 2017). In 2013, there was a significant improvement in the
situation, as the maternal mortality rate dropped to 165 deaths per 100,000 live births, with
96% of births attended by skilled personnel (WHO, 2015). By 2017, the maternal mortality
rate in South Africa further decreased to 119 per 100,000 live births (WHO, 2019). Although
the South African government prioritizes maternal health in its healthcare system, the country
faced challenges, as maternal mortality increased from 108 to 138 deaths per 100,000 live
births between 1990 and 2015, with the rate remaining at 119 per 100,000 live births in 2017
(WHO, 2019). This hindered the achievement of Millennium Development Goals 5,

emphasizing the need to examine spatial and temporal patterns and associated risk factors in
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rural South Africa for targeted resource allocation and policy recommendations (Tlou et al.,

2017).

Understanding the obstetric care process is deemed crucial for reducing maternal mortality in
South Africa, identifying healthcare system weaknesses, and implementing interventions
(Soma-Pillay et al., 2015). Various family and community factors contribute to maternal
mortality, including delays in seeking care, transportation challenges, and access to unsafe
termination of pregnancy services provided by unregistered providers (Yesera et al., 2017). A
confidential inquiry report highlighted delays in seeking care and transportation issues as
avoidable factors, emphasizing the need to recognize and address these issues to prevent
unnecessary loss of women's lives (Moodley et al., 2014). Administrative problems, such as
issues with healthcare provider management and transportation between facilities, have also
been identified. Limited access to specialized intensive care units and scarcity of blood

products further contribute to maternal mortality.

2.9 Prevalence and mortality of maternal obstetrics

2.9.1 Parity and maternal mortality

In New Zealand and Australia, women with multiple pregnancies face an augmented likelithood
of adverse maternal outcomes due to the cumulative effects of their medical and obstetric
history, leading to a notably increased risk of maternal mortality in this group (Morris et al.,

2018).

A study carried out in Nigeria revealed that both parity and gravidity significantly contribute
to maternal mortality, showing a strong association with maternal deaths in the Ekiti State of
Nigeria (Moses et al., 2020). Similarly, research conducted in India indicated that maternal

mortality rates exhibit an upward trend with increasing parity levels (Joe et al., 2015).

In Mozambique, maternal mortality is closely linked to parity, with a higher number of previous
pregnancies resulting in an elevated risk of maternal death, as evidenced by adjusted odds ratios
for 3+ versus nulliparity, with a 95% confidence interval ranging from 2.46 to 21.10 (Lancaster

et al., 2020).
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2.9.2 Antenatal care attendance and maternal mortality

In Egypt, there has been an increase in the utilization of healthcare services, including
antenatal, natal, and postnatal visits, which has significantly contributed to the reduction of
maternal mortality risk (Metwally et al., 2020). The recommendation for women to attend a
minimum of four antenatal care visits during pregnancy is widely accepted as a measure to
prevent high-risk complications. However, it is crucial to acknowledge that the frequency of
antenatal care visits may not impact certain major causes of maternal mortality, such as

haemorrhage and obstructed labor (Das, 2017).

The availability of accessible antenatal care plays a crucial role in preventing maternal deaths
(Singla et al., 2017). A study conducted in Uganda revealed that mothers with only one or no
antenatal care visits faced a higher risk of mortality, both for themselves and their infants, in

comparison to those with more frequent ANC visits (Atuhaire and Kaberuka, 2016).

2.9.3 Previous c-sections and maternal mortality

Caesarean sections (c-sections) are acknowledged as life-saving interventions in Iran, yet they
carry potential associations with maternal mortality and morbidity. The majority of cases
classified as Maternal Near Misses in Iran were connected to prior c-sections (Moudi et al.,
2019). In Turkey, women who underwent c-sections were found to be 2.27 times more likely
to face mortality from post-partum haemorrhage (Gulumser et al., 2019). According to Sultan
et al., (2018), a considerable proportion of maternal mortality instances in the United Kingdom

were associated with a history of c-sections.

Research by Kallianidis et al. (2018) revealed that maternal mortality following a c-section was
three times higher compared to vaginal births, excluding cases unrelated to the surgical
procedure. According to Yaya et al. (2018) in Sub-Saharan Africa, a significant number of

maternal deaths were linked to bleeding associated with caesarean deliveries.

While c-sections play a crucial role in reducing preventable maternal mortality in Uganda,
managing intraoperative complications, such as excessive bleeding and placenta previa, poses
challenges (Mazimpaka et al., 2020). In Tanzania, diverse methods, including c-sections, were

employed in 35.5% of cases to address maternal mortality (Mapunda et al., 2017).
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2.9.4 Maternal mortality and HIV in the context of pre-existing maternal conditions

In the United Kingdom, maternal deaths were predominantly associated with indirect causes,
with cardiac disease being the most significant among them (Nair et al., 2017). In contrast, the
leading causes of maternal deaths in the United States were cardiovascular conditions,
accounting for 15.5%, followed by other medical conditions linked to pre-existing illnesses
(14.5%), haemorrhages (11.4%), infections (12.7%) and cardiomyopathy (11.0%) (Creanga et
al., 2017).

In India, the primary pre-existing medical condition contributing to maternal deaths was
hypertensive disorders in pregnancy (37%), followed by haemorrhages (14.8%) and sepsis
(11.1%). Hypertensive disorders in pregnancy stood out as the leading cause of maternal death
in India (Kumari et al., 2018). Meanwhile, maternal morbidity in Washington state, United

States, was linked to hypertension (Hitti et al., 2018).

A substantial 70% increase in the risk of maternal mortality was noted between the period
before the widespread availability of Prevention of Mother-to-Child Transmission of HIV
services and the period when these services were widely accessible in the United States
(Mangold et al., 2021). This suggests that despite prenatal antiretroviral therapy and healthier
maternal conditions, the heightened risk of mortality was not eliminated (Brennan et al., 2016).
HIV-infected women faced elevated rates of maternal mortality from direct causes,
emphasizing the necessity to enhance access to quality maternity care for this population

(Calvert et al., 2020).

In Sub-Saharan Africa, women grapple with both high rates of HIV infection and increased
rates of pregnancy-related maternal deaths compared to the global average (Rodriguez et al.,
2017). A South African study revealed that HIV or AIDS was an underlying factor contributing
to maternal vulnerability (Mmusi-Phetoe, 2016). Maternal mortality due to complications of
hypertension remains persistently high in South Africa (Moodley et al., 2018). In
Johannesburg, South Africa, the maternal mortality rate among HIV-infected women was three
times higher than that of HIV-negative women (Black et al., 2016). Rural South Africa
experienced primary causes of maternal mortality attributed to communicable diseases (38.2%)

and HIV and AIDS (Tlou, 2018).
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2.10 Factors related to healthcare services that lead to maternal mortality

Transportation serves as a crucial link between individuals' residences and healthcare facilities,
facilitating access to medical services. The absence of well-maintained roads and reliable
transportation in developing nations poses a challenge, rendering remote rural areas practically
unreachable. Consequently, people face difficulty physically reaching specialized healthcare
facilities that are not locally available (Atuoye et al., 2015).

Recognizing the necessity for higher-level healthcare facilities when referring patients is a vital
aspect of an efficient emergency healthcare delivery system (Atuoye et al., 2015). The referral
process is a key component of the healthcare delivery system, typically commencing at primary

healthcare units (Ntuli et al., 2017).

Distance plays a crucial role during the referral process, impacting the speed of reaching the
next point of care and influencing whether a patient accepts or rejects a referral. Such rejections
particularly affect mothers and children negatively (Atuoye et al., 2015). Challenges include
insufficient expertise among medical staff (30%), delays in appropriately referring patients,

and improper actions (Soma-Pillay et al., 2016).

Furthermore, women are less likely to be identified early for referral to higher levels of care
due to a lack of diagnostic capacity at peripheral levels of the healthcare system (American
Diabetes Association, 2020). Maternal mortality is exacerbated by factors such as the
stigmatization of contraceptive use, limited access to contraceptives, and societal pressures to
conceive (Alspaugh et al., 2020). Inadequate spacing between pregnancies and rapid

succession of multiple births also contribute to increased maternal mortality (Lassi et al., 2013).

Reports have indicated maternal deaths occurring outside regular working hours at Natal Spruit
Hospital in Gauteng, possibly due to staff shortages and inadequate supervision (Uzabakiriho
and Maswime, 2019). A similar scenario is observed in Nigeria, where insufficient human
resources contribute to maternal mortality (Sageer et al., 2019). Maternal deaths caused by
haemorrhage result from the absence of prophylactic oxytocin, undetected bleeding, and a lack
of access to blood transfusions, necessitating distinct interventions to prevent recurrence

(Merali et al., 2014).
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2.11 Mitigating maternal mortality factors: Public health initiatives

The National Department of Health has implemented Basic Antenatal Care as a public health
intervention strategy, aiming to enhance outcomes for mothers and infants during pregnancy
through a distinctive preventive public health approach (Hofmeyr and Mentrop, 2015). This
program facilitates the early identification of complications and conditions, such as

preeclampsia, by scheduling clinics on specific dates (Hofmeyr and Mentrop, 2015).

In addition, South Africa has introduced a mobile phone application named MomConnect,
designed for pregnant women and their infants. Launched in August 2014, this application

serves as an innovative tool in maternal and infant health (Seebregts et al., 2016).

Another intervention in South Africa involves reporting medicine accessibility through the
Stock Visibility System of the National Department of Health. This electronic system assesses
stock levels at clinics by scanning barcodes or manually entering barcode information from
medicine bottles or packages. When personnel perform barcode scans or manual entries at the
clinic, the stock levels are instantly transmitted to an electronic map covering all clinics in

Pretoria, providing real-time information.

2.12 Maternal mortality statistics

There are many ways to determine maternal mortality rates, including disease surveillance,
civil registration, sample registration, estimates of sisterhoods, household surveys, and
maternal mortality studies of reproductive age (WHO, 2019). A description of the sources is
provided, along with a discussion of their limitations. Even though civil registration is the
preferred source of data, it can also lead to misidentifications and misclassifications that result
in underreporting (WHO, 2019). Due to its nature, maternal deaths are difficult to measure. As
a result, maternal deaths in early pregnancy may be missed since they are not associated with
births. Researchers found that underreporting of maternal deaths may be as high as 100% when
using civil registration data as a data source. In most of these studies, developed countries were
the subjects (Abouchadi et al., 2018). Even with a functioning civil registration system,
additional investigations, such as the Confidential Enquiry into Maternal Deaths, should be
conducted (WHO, 2019).
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According to WHO (2019), the maternal mortality ratio is calculated by dividing the number
of maternal deaths by the number of live births in a given population. A woman's mortality risk
is calculated as a percentage of her live births (WHO, 2019). There are other measures of
maternal mortality such as maternal mortality rate and adult lifetime risk of maternal death, but

they are less commonly used (WHO, 2019).

Based on Figure 2.1 below, it is clear that MMR varies greatly among countries worldwide
(WHO, 2010). Sweden and Australia have MMRs of 5 and 8 deaths per 100,000 live births,
respectively. An MMR of 1,200 deaths per 100,000 live births has been reported for Chad and
Somalia in developing countries such as sub-Saharan Africa (WHO 2010). In addition to these
variations, different estimation sources may have been used (WHO, 2010). Additionally, for
countries without appropriate maternal mortality data, such as South Africa (MMR =190 deaths
per 100,000 live births), the figure may be underestimated. According to WHO (2010), there
are 84 to 380 deaths per 100,000 live births with a wide range of uncertainty.
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Figure 2.1: The MMR of different countries (WHO, 2023)

Nodata 0 10 25 50 100 250 500 1,000 2,500

Between the years 2000 and 2022, there has been a notable trend in the global reduction of
Maternal Mortality Ratio (MMR) across numerous countries, as reported by the World Health
Organization (WHO) in 2022. The data reveals that an impressive 85% of countries,
encompassing a total of 147 nations, succeeded in decreasing their MMR over these 22 years.
This decline is a positive indicator of improved maternal healthcare and access to essential

services in these regions, reflecting ongoing efforts to combat maternal mortality.

However, it is important to note that not all countries experienced a reduction in MMR during
this period. Approximately 13% of countries, totaling 23 nations, witnessed an increase in their
MMR, which highlights the ongoing challenges and disparities in maternal healthcare that
persist in certain regions. Additionally, a mere 1% of countries, constituting just two nations,
did not observe any change in their MMR figures over this timeframe, suggesting a level of

stability in their maternal healthcare outcomes.

One noteworthy case within this context is South Africa, situated in Southern Africa, a region
grappling with the highest HIV prevalence worldwide. South Africa stands out due to its stark
increase in MMR by 133%, marking it as the country with the highest percentage increase in
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MMR in this region. This alarming rise in MMR underscores the complex intersection of
maternal health with the HIV/AIDS epidemic in the region, emphasizing the need for targeted
interventions and comprehensive healthcare strategies to address the specific challenges faced

by South Africa and other nations in the region.

Figure 2.2 supplements this information by presenting a visual representation of South Africa's
MMR trends from 2000 to 2020, utilizing data from both the World Health Organization
(WHO) in 2023 and Statistics South Africa in 2022. This figure provides a clear of South
Africa's maternal mortality situation over the two decades, offering a valuable resource for
tracking progress and identifying potential areas for improvement in maternal healthcare within

the country.

Figure 2.2: The MMR for South Africa: 2000-2020 (WHO, 2023)
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The data analysis indicates a noteworthy trend in the Maternal Mortality Ratio (MMR) over
the years. Specifically, between 2002 and 2010, there was an observable increase in the MMR,

suggesting that maternal mortality rates were on the rise during that period. This increase in
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MMR could be attributed to various factors, such as healthcare system challenges, inadequate
access to quality maternal healthcare services, or changing demographic and health trends

within the population.

However, it is important to highlight that the MMR began to decline after 2010. This downward
trend could be due to efforts to improve maternal healthcare services, increased awareness of
maternal health issues, and targeted interventions aimed at reducing maternal mortality. While
this decline is encouraging, the data suggests that achieving the national target of 150 maternal
deaths per 100,000 live births by 2012 remains a challenging task. This target, set as a
benchmark for maternal health improvement, may require continued and intensified efforts in

healthcare infrastructure development, health education, and policy interventions.

Furthermore, the data emphasizes the considerable gap between the national target and the
Millennium Development Goals (MDG) target of 82 maternal deaths per 100,000 live births,
as outlined by the World Health Organization (WHO) in 2023. Achieving the MDG target is an
even more ambitious and formidable task, necessitating sustained and comprehensive
healthcare initiatives to enhance maternal health outcomes. These statistics underscore the
critical importance of prioritizing maternal healthcare and investing in strategies to reduce
maternal mortality, particularly in regions or countries where maternal health disparities persist.
Meeting these targets is not only a public health imperative but also a measure of a nation's

commitment to the well-being of its mothers and newborns.

2.13 Causes of Maternal Death

There are two types of maternal deaths: direct and indirect obstetric deaths. The direct obstetric
causes are those resulting from complications during pregnancy, such as labor, or from
interventions or omissions of treatment, as a consequence of the pregnancy state (Cross et al.,
2010). The most common of these are haemorrhage, eclampsia, obstructed labor, and sepsis
(Anikwe et al., 2022). Indirect obstetric causes include conditions that may develop during
pregnancy or pre-exist in the mother, such as hepatitis, cardiovascular disease, malaria, or

HIV/AIDS (Schwartz, 2018).

Various factors contribute to deaths across regions (Yusuf et al., 2020). According to the

researcher's systematic review of 34 datasets, other direct causes of death constituted 21.3% of
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deaths in developed countries, primarily complications of anaesthesia and caesarean sections.
Haemorrhage led to 33.9% of deaths in Africa and 30.8% in Asia (Dibue et al., 2022). The
leading cause of death in Latin America and the Caribbean was hypertensive disorders, which

accounted for 20.8% of deaths (Finegold et al., 2013).

Researchers in Japan and India observed similar results in their studies by Hasegawa et al.
(2010) and Sharma et al. (2017). The leading cause of death in both studies was haemorrhage.
36% of maternal deaths in India are caused by postpartum and antepartum haemorrhage. 38%
of maternal deaths in Japan were caused by haemorrhage (Hasegawa et al., 2010; Sharma et

al., 2017).

There have been varying results reported in Africa. Haemorrhage (21%) ranked second after
sepsis (24%) among causes of death in Senegal (Fenollar and Mediannikov, 2018). A study by
McCarthy et al. (2018) found that anaemia accounted for the majority of deaths in Kenya,
followed by postpartum. The leading cause of death would have been haemorrhage if they had
combined postpartum and antepartum, as antepartum came in fourth. The third leading cause

of death was haemorrhage (23.3%) after eclampsia (23.5%) (Maro et al., 2016).

2.14 Factors associated with maternal mortality

In many developing countries and under-resourced settings, maternal mortality and morbidity
are major public health concerns (WHO, 2014). About half a million women die each year as
a result of pregnancy-related complications, according to the WHO (2014). The majority of
pregnant women hope to give birth to a healthy baby and continue to be in good health
afterward. A normal pregnancy can, however, cause problems and complications that may be
life-threatening for the mother and/or foetus (Graham et al., 2015). These factors include poor
sanitation at home and/or in the surrounding area, and being unable to visit healthcare facilities
for regular check-ups to detect problems such as preeclampsia that may arise along the way

(Koné et al., 2018).

Studying factors associated with maternal mortality may take into account a variety of variables
depending on the setting. According to Clapp et al. (2022), they can be divided into maternal
and hospital factors. Hospital factors included admission type and hospital type, while maternal

factors included age, race, marital status, and payment source. There is no doubt that race may
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be a factor in some countries, such as the United States, but is not in others, such as South

Africa.

Other studies have also looked at health services factors, such as those in Japan (Nakayama et
al., 2015; DeJonckheere and Vaughn, 2019), where factors such as stafting, transfer patterns,
facility hours, and laboratory and diagnostic services availability were investigated. The study
in Guinea-Bissau divided factors into biological, demographic, environmental factors,
crowding effects, availability and use of health care services, and obstetric factors (Hgj et al.,
2002). The factors such as religious affiliations of the husband and wife, and their education
level, were included in the study by Wulifan et al. (2015). The ecological study conducted by
Alvarez et al., (2009) also looked at economic indicators such as government spending on
health and education as well as gross national income per capita as well as health-care system

variables.

Poor countries, particularly in Africa and Asia, account for most maternal deaths, whereas high-
income countries account for 1% of deaths. 1 in 16 women in sub-Saharan Africa will die from

maternal causes during their lifetime, compared to one in two thousand in rich countries

(UNICEF, 2015).

2.15 Maternal characteristics associated with maternal mortality

It has been shown that maternal mortality risk factors vary depending on the setting. Race, age,
ethnicity, education, marital status, parity, gravidity, and receiving antenatal care are associated

with maternal mortality (Wang et al., 2020).

Creanga (2018) found that race was a risk factor for maternal mortality in Maryland and Illah
et al. (2013) found that ethnicity was a risk factor for maternal mortality in Tanzania. An odds
ratio of 5.4 for African Americans and 12.2 for races other than African Americans and
Caucasians (Breathett et al., 2018). Furthermore, in Tanzania, the researchers found a higher
odds ratio (OR) for non-indigenous ethnic groups (OR= 13.6) (Lawson et al., 2018). In Guinea
Bissau, however, although differences appeared among different ethnic groups, the results did
not reach significance. In this sense, this observation may indicate that racial/ethnic groups are
more susceptible to maternal mortality because of the broader socioeconomic and

environmental contexts within which they live.
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Japan, India, Tanzania, and Kenya identified maternal age as a risk factor. Women over 35
years of age were at greater risk of maternal mortality in Japan (Hasegawa et al., 2016). The
studies in India found that women under 20 years of age and those over 30 years of age had a
higher maternal mortality rate than women aged 21 to 29 (Singh et al., 2012). Omar et al.
(2019) study was a retrospective follow-up study using verbal autopsy and had limitations such
as recall bias and no control group, which would strengthen the associations reported.
Additionally, a verbal autopsy may lead to misclassifications and misidentifications of maternal

deaths (Kodan et al., 2021).

According to Creanga (2018), the Maryland study used three age groups for the methods, but
only two age groups for the delivery mortality rate. In the multiple logistic regression model,
there was no association between maternal mortality and age, but the delivery mortality ratio
was higher among women over 34 years (Creanga (2018)). The results could have been
comparable if the age groups in both analyses had been kept consistent. There was no
significant association between maternal mortality and maternal age in Guinea-Bissau or

Senegal (Onambele et al., 2022).

Several researchers have also reported that the mother's or partner's education is a risk factor
for maternal mortality. Mumtaz et al. (2019) found that maternal mortality was higher in India
when the husband had less than five years of education with ORs of 2.77 compared to 1.9 for
no education and one to five years of education. The presence of both the husband and the wife
being illiterate was also a risk factor in India, showing ORs of 2.16 and 1.91 (Gupta et al.,
2013). There were similar findings in Kenya as well, where a secondary education or higher
was a protective factor (OR=0.56) (Ng’ang’a et al., 2018). Based on correlation coefficients (r)
of-0,516, -0,622, and -0534, Alvarez et al., (2009) found a strong inverse relationship between
MMR and education indicators in sub-Saharan Africa. However, lack of education did not
appear to be a significant risk factor in Senegal, Tanzania, and Guinea Bissau. Since the
researchers had two groups in Guinea Bissau with either no schooling or lengthy schooling,

this may have been the cause.

The significance of this is that other studies show that completing primary education before the
age of five is a possible risk factor. Perhaps this explains why these researchers did not observe
any significant differences between the two groups. United States, Kenya, Senegal, and

Tanzania have studied the effect of marital status on mortality (Garenne et al., 1997). Maternal
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mortality was associated with being unmarried in Senegal (OR = 2.57). The other three studies,

however, found no association between marital status and maternal mortality.

It has been shown that parity and gravidity are also risk factors for maternal mortality.
According to Kruk et al. (2010), women with a parity of one or more than four are at higher
risk (OR=1.94) of maternal mortality than women with two or three children. Women with a
pregnancy of one to five were more likely to die from maternal causes than women with a
pregnancy of two (Creanga et al., 2015). Both Senegal and Kenya have reported similar
findings, according to Speizer and Lance (2015). Guinea Bissau does not experience a rise in
maternal mortality with parity, contrary to popular belief (Hgj et al., 2002). Those who have
five or more pregnant women (34% of all pregnancies) are more likely to die than those who

are prime-pregnant (22.4%) (Mahajan and Sharma, 2014).

There is evidence that maternal mortality is associated with not receiving antenatal care. As
reported by Magadi et al. (2001), in Kenya it was associated with an OR 0f2.92, and in Senegal,
it was associated with an OR of 6.57. Obstetric factors, pre-existing medical conditions, and
religious affiliation have also been found to be risk factors for maternal mortality (Ayuba and

Gani, 2012).

2.16 Risk factors of maternal mortality

Many factors can prevent women and girls from accessing high-quality maternal care, and this
study recognized the complexity and interconnectedness of these factors. According to
Thaddeus and Maine (1994), the delay model has been used in developing countries to assess
factors contributing to maternal mortality. In this framework, mortality is attributed to delays
in decision-making, delays in reaching a health facility, and delays in receiving quality care
after reaching a health facility. Several factors interfere with a woman's ability to get rapid and
high-quality treatment from the onset of an obstetric complication until the outcome, according
to Maine and Thaddeus (1994). Each delay has underlying issues that influence the decision-
making process and result in delays. There are a variety of reasons for the first delay, such as
late recognition of the problem, fear of the hospital or costs, or inability to find a decision-
maker. Transport delays are usually the second delay, and equipment, blood supplies, and

operation theater delays are the third (Shah et al., 2009). Several factors may contribute to
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delays in receiving care during delivery, including socioeconomic status, illiteracy, and location

(Shah et al., 2009). Figure 3 shows the three phases of these three delays.

Figure 2.3: Three delay model of maternal mortality (Maine and Thaddeus, 1994)
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Maternal mortality is associated with a number of individual and socioeconomic factors.
Among these factors are lack of education, parity, previous obstetric history, employment,
socio-economic status, and types of care-seeking behaviour during pregnancy. Rural poor
women are often at risk of maternal mortality due to a lack of transport infrastructure, distances
to health facilities, misinformation on services available, a lack of basic services, a perception
of health providers as negative, an inability to afford transport or health center services, and
sometimes a reliance on traditional measures (Atuoye et al., 2015). Those families who live in
remote areas where there are no telecommunication signals are sometimes unable to
communicate with the outside world, which can cause transportation delays. A majority of
women deliver their babies in the presence of their female relatives and, in some cases,
traditional birth attendants, and are taken to health facilities only when complications occur

(Sumankuuro et al., 2018).
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Insufficient knowledge and awareness of obstetric danger signs contribute to delays caused by
illness factors. A study conducted in Southern Tanzania found that women with knowledge of
danger signs had an increased chance of receiving skilled care at delivery (August et al., 2016).
There was a significant increase between 39% and 68% among women who did not know any

danger signs (P<0.05) (Walker et al., 1998).

Health facilities are perceived to provide poor-quality care, which discourages consumers from
seeking medical care. A lack of qualified health workers, poor attitudes among health
professionals, a lack of private and confidential health facilities, and a lack of drugs and
supplies can all create a negative incentive to seek medical attention. Researchers in Nepal
found that improving staff attitudes to clients led to higher utilization of professional midwifery

care (Mannava et al., 2015).

Maternal mortality can also be affected by a woman's delivery location and distance to the
health facility. Sara et al. (2019) found that women living outside the town where the hospital
is located had a higher risk of maternal mortality than those who lived in the town. In a study
done in Argentina, place of birth was found to be one of the underlying factors of death disparity

between women who died outside or inside hospitals (Mulama, 2015).

There is no doubt that the education level of a woman has a powerful impact on women's health.
It has been observed that women who attended secondary school delayed falling pregnant and
tended to have fewer children as a result. As compared to their counterparts with a low level of
education, women who have access to health information and private doctors are at a lower
risk of dying from maternal-related causes (McCrary and Royer, 2011). Women with higher
education are also generally believed to be more aware of the effects of illness and treatment,
to require contraceptives, and prenatal care, and to have a partner with higher education (Pazol
et al., 2015). The low educational level of a spouse was found to be a risk factor for maternal
mortality among Tanzanian women (Yego et al., 2014). In a study by Bhalota and Clarke

(2013), researchers found that education lowers the risk of dying from maternal mortality.

Maternal deaths are also associated with marital status. According to a study conducted in rural
areas, unmarried women are 100% more likely to die from maternal illness than married
women (Nour, 2006). According to researchers, married women have a lower risk due to their

spouses' prompt decision-making in seeking health care services on time (Illah et al., 2013).
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A woman's number of births increases her chances of dying from a maternal cause as well
(UNICEF, 2008). Researchers found that maternal death is positively correlated with parity,
especially in the presence of pathogenic factors, in a study conducted by Admas et al. (2020)
hospital in Ethiopia. A woman who has had at least four live births is twice as likely to die of
maternal causes as a woman who has had 1-3 live births (Admas et al., 2020). Maternal
mortality increases with increased exposure to childbearing, since haemorrhaging, obstructed

labor, and infection is all associated with increased risk (Adedokun et al., 2016).

Low-income settings may experience a greater problem with maternal nutrition repletion due
to short birth intervals (Bhutta et al., 2014). Maternal and child mortality and morbidity are
influenced by the length of time between pregnant women and their children (Bisson et al.,
2023) However, there is disagreement over the optimal time between pregnant women and their
children. A variety of key underlying behaviours and conditions can be attributed to the
observed effects of birth spacing. Ahmed et al. (2012) report that these factors affect fetal
growth, safe delivery, and mortality risk later in life for both mother and child. Similarly,
Ahmed et al. (2012) found that contraception reduces maternal mortality in developing
countries by 44% when used as a primary preventative measure. Preventing unwanted
pregnancies, lowering abortion rates, reducing baby dumping, and reducing premature deaths

are all benefits of contraceptives.

There is also evidence that poverty affects adverse maternal outcomes, not directly, but through
its effect on maternal access and utilization of care during complications (Cooke et al., 2019).
The poor women use fewer services than the rich, regardless of their sociocultural or
demographic characteristics (Shah et al., 2009). Shah et al. (2009) found that 80% of mothers

who died during pregnancy belonged to lower socioeconomic classes.

2.17 Complications of Teenage Pregnancy

Teenage girls are psychologically and physically immature for pregnancy, making it a high-
risk event. Teenage mothers are much more likely to suffer from anaemia, pregnancy-induced
hypertension, lower genital tract infections, and premature birth, in addition to social effects

(Treffers et al., 2001; Saleh, 2022). According to Melgaard-Nielsen et al. (2016), there were
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significant numbers of spontaneous abortions and stillbirths. There were twice as many cases

of anaemia in the Grippo et al. (2018) study.

Inadequate prenatal care, pregnancy-induced hypertension, preterm labor, and low birth weight
babies are some of the most commonly reported complications of pregnancy. Teenagers who
are pregnant need more attention to prevent and treat pre-eclampsia, eclampsia, anaemia,
prematurity, and low birth weight. Independent of important known confounding factors,
teenage pregnancy increases the risk of preterm delivery, low birth weight, and neonatal
mortality. Khashan et al. (2010) found that teenagers with babies under the age of 17 are at
higher risk.

2.18 Abortion

It is possible to terminate a woman's embryo before it reaches twenty weeks of gestation
through either voluntary or involuntary abortion. Several factors lead to maternal mortality
associated with abortion (Bwana et al., 2019), including severe bleeding, abdominal pain,

excess, and channelling out of placental and fetal tissue.

A woman's abortion is also included in the list of causes of death for women in South Africa.
Induced abortions are performed under unsafe conditions in nearly 20% of all pregnancies
every year (Wheeler et al., 2012; Netshinombelo et al., 2022). Maternal deaths caused by
unsafe abortion account for 13% of all maternal deaths worldwide (Haddad and Nour, 2009).
Furthermore, 5 million women in third-world countries undergo abortions (Aba et al., 2016).
According to Maxwell et al.'s (2015) research, unqualified personnel are performing abortions
that result in complications for mothers. There are 29 unsafe abortions per 1000 women
between 15 and 49 years of age in Africa, which accounts for 62% of the deaths attributed to
unsafe abortions globally (WHO, 2019).

In societies without contraceptives, abortion rates are higher, which can increase if
contraceptives are not made available to sexually active women and women of reproductive
age (Adjei et al., 2015). A law on the legalization of abortion was amended in South Africa in
1996 to allow women to seek abortions under certain circumstances, such as rape, defilement,
and incest when pregnancy can lead to psychological torture and stress for the woman, or when

her health is at risk (McQuoid-Mason, 2018). Despite current regulations, unsafe abortions
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have not been prevented. Every 1,000 women between 15 and 49 are estimated to undergo 15

unsafe abortions (Bankole et al., 2020).

Approximately 11% of maternal deaths in South Africa are caused by induced abortions
(Maxwell et al., 2015). There were nearly 131 deaths without manual vacuums, which is a little
bit safer than traditional methods, which claimed the lives of hundreds of women. Adika et al.,
2017 found that induced abortions accounted for 12% of gynaecological ward admissions.
Abortion complications in the second trimester increase mortality risks (Maxwell et al., 2015).
Progress in combating poverty and maternal mortality has been limited because of bad
governance, conflict, economic crisis, insufficient resources, and repugnant cultural practices

(Adika et al., 2017).

Developing and developed countries continue to face significant obstacles due to Social,
political, and religious factors. Healthcare providers still need to be educated on the legal and
safe abortion practices as well as postabortion care in less developed countries, where
approximately 97% of unsafe abortion procedures occur (Haddad, 2009). A woman dies every
eight minutes due to unsafe abortion complications in developing countries, according to the

WHO (2015).

2.19 Anaemia

Maternal mortality is affected by anaemic conditions in maternal mothers, as explained by
WHO (2012). Therefore, more than 50% of women in West Africa have haemoglobin levels
below 100 grams per liter, which poses a risk of death to women before or during childbirth
(Lancaster et al., 2020). As a result of anaemia, pregnant women have a harder time resisting
infections, which leads to maternal mortality (Goyal et al., 2021). This condition is primarily
caused by parasite-based diseases in South Africa. As another complication, obstructed labor
can hinder labor pain due to the blockage of the birth canal (Ayenew, 2021.). Urine and faeces
can enter the reproductive system of women if the fistula is not checked (Cowgill et al., 2015).
Obstructed labor is a result of poor nutrition during early childhood, teenage pregnancy, the
disproportion of fetal-pelvic, and abnormality in the fetal presentation (Ratsiatosika et al.,

2020)
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2.20 Haemorrhage

A large number of women suffer from excessive bleeding after delivery, with 8 million to 136
million suffering from postpartum haemorrhage worldwide (Nazir et al., 2021; Delgado and
Komatsu, 2022). Worldwide, maternal mortality is primarily caused by this disease. Women
with nearly 500 millilitres of blood lost during the birth process have an increased mortality
rate, resulting from caesarean sections or complications in the birth canal that result in
excessive blood loss (Shakur et al., 2017). Since South Africa has an enhanced system of
maternal care, instances like postpartum haemorrhage are treated differently in developed
countries. The number of postpartum haemorrhages in South Africa is nearly 3% of all vaginal
deliveries (Shakur et al., 2017). Unlike developed countries like the United States, which have

improved medical care systems, this is the main cause of maternal mortality in South Africa.

Additionally, postpartum haemorrhage can lead to death if no specialized care is provided after
the delivery. An in-depth semi-structured interview was used by Adika et al. (2017) as part of
their qualitative phenomenological study. Ten men participated in the study. By identifying
themes and sub-themes, a narrative synthesis was performed. According to the results, the
mothers' deaths were caused by haemorrhage and delayed hospitalization due to haemorrhage.
Moreover, the mothers were not able to access the healthcare facility due to its accessibility.
Among the cultural factors were seeking care from unskilled attendants and using traditional
preparations during childbirth (Adika et al., 2017). As a result of excessive blood loss,
complications during this crucial stage of life include hypertension, fatigue, and anaemia.
Depression and withdrawal can result in a mother breastfeeding her child at a slower rate, which

can result in life-threatening situations for both the mother and newborn (Sheldon et al., 2014).

According to Donati et al. (2018), haemorrhage has been the leading cause of maternal death
for several years, and death occurs within one to two days of delivery. Various maternal
conditions can cause excessive bleeding during pregnancy (Ramlakhan et al., 2020). The
threats and attempts to abort can contribute to these issues during the early stages of pregnancy
(Ramlakhan et al., 2020. Placental problems are often indicated by bleeding several days after
conception. A cross-sectional study by Aidam et al. (2005) and a secondary analysis of health
maternal data. It was found that of 50% of maternal deaths, 10% were caused by haemorrhage
conditions, which were similar to those of women suffering from anaemia; therefore, even a

single loss of blood can negatively affect the fetal health of a woman (Aidam et al., 2005).
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There is a cultural distinction behind understanding ailments, health, and all issues related to
maternal death in most cross-sectional and secondary data (Pacagnella et al., 2014). The pain
associated with the sex of the unborn varies depending on whether a woman is expecting twins,
or a boy or a girl (Barnes, 2015). Since most births that expose women to emergency conditions
occur rapidly, decisions should not be delayed for appropriate action to be taken (Barnes, 2015).
A lack of knowledge about where to find the best health facilities or a lack of funding may
delay decision-making. Compared to developed countries, developing countries experience
99% of deaths from haemorrhages (Nour, 2008). Haemorrhage reduction involves identifying
the risk factor, diagnosing the condition immediately, and managing it early (Evensen et al.,

2017).

2.21 Health facility characteristics associated with maternal mortality

There have been several studies on maternal mortality in health facilities, including the type of
facility where the death occurred, the distance from the health facility, and the availability of
staff and services (Silal et al., 2012; Mgawadere et al., 2017; Chavane et al., 2018).

As demonstrated by Burke et al. (2017), minor teaching hospitals and transfers from another
health facility are both risk factors for mortality. In order of increasing size, Matsuda (2019)
classified Japanese health facilities into three categories: transferring, non-transferring, and
receiving. A 14-fold increase in preventable maternal deaths was reported for transferring

facilities and a six-fold increase for non-transferring facilities (Tessmer-Tuck et al., 2013).

Maternal mortality has been linked to living far from the health facility in Guinea-Bissau (Hoj
et al., 2002) and India (Aggarwal et al., 2007). The researcher found that maternal mortality
was associated with distance from a regional hospital in Guinea-Bissau, such that women living
6-25km from the hospital and those living over 25km were 3 times and 7 times more likely,
respectively, to die than those living within Skm of the hospital. Aggarwal et al. (2007) reported
that in India, women who lived 6 km or more from a health center had a 7 times higher mortality

rate than women who lived within 5 km.

There has also been an association between staff availability and maternal mortality (Zolala et
al., 2012). According to Nagaya et al. (2000), increased mortality risks were associated with a

decrease in the availability of operating nurses, anaesthesiologists, neonatologists, and
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obstetricians during the evenings and weekends. Based on their data, more preventable deaths,
particularly due to haemorrhage, occurred in facilities with one obstetrician than in facilities
with two or more (Nagaya et al., 2000). Medical equipment failure (OR=54.97) and referral
after 24 hours or more after the appearance of symptoms (OR=23.17) were found to be
associated with maternal mortality in Senegal (Garenne et al., 1997). However, they found no
link between maternal deaths and prenatal visits attended at specialized centers and performed
by qualified professionals. According to Magadi et al. (2001), maternal mortality varies
significantly between hospitals in Kenya. Several factors contributed to this, including
equipment, human and financial resources, supplies, and even facilities administration and
management. According to Njolomole et al. (2022), receiving a blood transfusion after delivery
and a lack of equipment such as blood and drugs are both risk factors for maternal mortality in

Malawi. However, maternal mortality was not associated with delay in referral.

2.22 Prenatal care

Pregnant teenagers are less likely than other pregnant women to receive prenatal care, usually
seeking it during the third trimester only (Sulaiman et al., 2013). It has been suggested that this
is due to failure to recognize pregnancy, ignorance as to the need for care, casual attitudes
towards the need for care, non-compliance, and inappropriate methods of service delivery.
Pregnant teenagers receive one-third less prenatal care than older women, and their children
are more likely to have health problems in childhood or need hospitalization (Koniak-Griffin

et al., 2002).

A study found that most pregnant teenagers registered late, with just 40% registering early
(Grinspun, 2016). Prenatal care was received by 7.2% of mothers aged 15-19 years and by
3.9% of mothers of all ages (Hamilton et al., 2004). Prenatal care was less likely to be
adequately provided to teenage mothers (16%) in the first trimester. Thaithae and Thato (2011)
found that they were more likely to have anaemia, preterm births, and lower mean birth weights

than adult mothers.

Lack of care is associated with increased rates of anaemia, toxaemia, prematurity, and mental

retardation, as well as maternal and prenatal mortality (Young and Wylie, 2012). According to
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Martin et al. (2007) hypothesized that fewer prenatal visits result in more pregnancy

complications.

Medhi et al. (2016) concluded that poor obstetric outcomes in teenage pregnancy are linked to
no utilization of prenatal care rather than biological age-based. As long as teenage pregnancy
is planned and followed with the usual routine of prenatal care, teenage pregnancy does not

pose a high-risk situation (WHO, 2004).

2.23 Direct obstetric causes of deaths

A direct obstetric death occurs when a woman dies due to complications related to pregnancy
or delivery, during the postpartum period, or from interventions, omissions, or incorrect
treatment (WHO, UNICEF, NFPA, and World Bank, 2015). A review of the causes of maternal
death in Africa and Asia in 2006 found that hypertension disorders, haemorrhage, obstructed
labor, sepsis/infections, and abortion were the most common causes of maternal death (WHO,

2015).

According to the researchers, the majority of maternal deaths occurred due to direct obstetric
causes in less developed countries, while indirect causes prevailed in developed countries
(Babbie and Mouton, 2016). The majority of maternal deaths occur in South Asia and sub-
Saharan Africa, where haemorrhage and hypertension are the leading causes of death.
Conversely, in developed countries, the leading cause of death is obstetrical complications,
such as those related to anaesthesia and caesarean deliveries (WHO, 2015). About 85% of

maternal deaths in Bangladesh are caused by direct obstetric causes (Anwar et al., 2016).

According to Belton (2014), 58% of maternal deaths in rural Rajasthan, India, are due to direct
obstetric causes, particularly postpartum haemorrhage, and sepsis. Hypertensive disorders of
pregnancy, postpartum haemorrhage, complications from caesarean sections, sepsis, and
puerperal sepsis are the leading causes of maternal deaths in Egypt (Anwar et al., 2016).
According to Moore et al. (2014), in a hospital-based study on maternal mortality, 89.3% of
maternal deaths were caused by haemorrhage, eclampsia, sepsis, post-abortion complications,
and obstructed labor. According to Nassoro et al. (2020), postpartum haemorrhage, eclampsia,

sepsis, and ruptured uterus are three of the leading causes of maternal death in Tanzania.

47



Berhan and Berhan, (2014) reported similar results in Ethiopia, where most maternal deaths
were caused by ruptured uteruses, postpartum haemorrhage, unsafe abortions, eclampsia,
puerperal sepsis, antepartum haemorrhage, ectopic pregnancy. The most common causes of
direct maternal deaths are abortion, obstructed delivery, ectopic pregnancies, puerperal sepsis,
haemorrhage, and eclampsia (Akpan et al., 2020). As reported by Mekonnen and Gebremariam
(2018) haemorrhage, infection, pregnancy-induced hypertension, and obstructed labor are the

leading causes of maternal death.

2.24 Indirect obstetric causes of maternal deaths

Physiological effects of pregnancy, rather than direct obstetric causes, cause indirect obstetric
deaths (WHO, 2015). Indirect obstetric deaths result from previously existing diseases, or
diseases that developed during pregnancy (WHO, 2015). The WHO, UNICEF, UNFPA, and
World Bank (2015) estimate that indirect causes of maternal mortality account for about one-

fifth of all maternal deaths globally.

Embolization was the most common indirect obstetric cause of maternal death in developed
countries, including South Africa. Only 4.6% of maternal deaths occur due to indirect causes
in Africa (WHO, 2015). Indirect causes account for 18% of global maternal deaths (WHO,
2014). According to Jabeen et al., (2010), 12.8% of maternal deaths were attributed to indirect

causes, including hepatic encephalopathy, cardiac disease, and blood transfusion reactions.

It was also found that 14.3% of maternal deaths in Egypt occurred as a result of indirect causes
(Hyam et al., 2015). In Nigeria, Acquaye et al. (2021) found that anaemia caused 6% of the
10.7% of maternal deaths related to indirect obstetric causes. In their study, Acquaye et al.
(2021) found that maternal deaths were caused by anaemia to the extent of 12.1%. Gaym (2000)
found that only 5.1% of maternal deaths were not directly related to pregnancy in Ethiopia.
Among the causes were malaria, infectious hepatitis, cardiac disease, diabetes, intestinal
obstruction, pneumonia, and pulmonary tuberculosis. According to Negussie and Mesfin's
(2009) hospital-based study in Jimma, Ethiopia, in 2009 revealed that 2.3% of maternal deaths
were caused by cerebral malaria, which is one of the most common indirect causes of maternal

mortality.
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2.25 Interventions to Reduce Maternal Mortality

In order to reduce maternal mortality, several countries have developed policies and
interventions. As part of international initiatives, the United Nations Millennium Development
Goals were launched in 2000 in New York (Summit, 2000), the African Union campaign on
reducing maternal mortality in Africa, was launched in May 2009 (Union, 2020), and the Safe
Motherhood Programme of 1987 (World Bank, WHO and UNFPA) were launched in Nairobi
(Family Care International, 2007).

In the 2000 declaration, countries are enjoined to reduce maternal mortality by 75% by 2015
according to Millennium Development Goals 5 (Summit, 2000). WHO (2010) reports that a
number of countries are making progress toward this goal. However, South Africa's high HIV
prevalence may prevent it from doing so. However, despite having a well-functioning health
system and a number of interventions in place to improve maternal health, such as the National
Road Map for Accelerating the Reduction of Maternal and Newborn Mortality and Morbidity
in South Africa and the National Sexual and Reproductive Health Programme Framework, this
does not seem to be changing (de Bernis and Wolman, 2009). Implementing the Safe

Motherhood Programme is guided by the latter.

As part of the Campaign on Accelerated Reduction of Maternal Mortality in Africa
(CARMMA), dialogue, advocacy, and community mobilization are aimed at reducing maternal
and newborn mortality (CARMMA, 2011). As a result of this strategy, it can mobilize political
commitment and resources so that successful activities can be replicated in the region. As of
March 2011, CARMMA had been launched in 29 countries, including South Africa
(CARMMA, 2011). A number of notable post-launch activities are also highlighted. This
regional effort will be successful if several international and national stakeholders are involved,

including UN agencies, non-governmental organizations, and civil society (CARMMA, 2011).

A comprehensive set of guidelines developed by WHO (1994) and several partners can assist
countries in developing national Safe Motherhood Programmes. AbouZahr (2003) discusses
the Safe Motherhood Initiative's lessons and accomplishments. An overview of general
interventions is presented, as well as a brief description of interventions specific to Uganda and
Nigeria. Safe Motherhood Program is offered by the Ministry of Health in South Africa. Among

the interventions of the program are screening for high risks, monitoring pregnancies,
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providing supplementary food, supervising deliveries, and providing family planning services
and products (AbouZahr, 2003). Maternal Mortality Monitoring System workshops with
stakeholders were conducted in 2002 and 2006 to review the Maternal Mortality Monitoring
System. According to the Maternal Mortality Monitoring System, there are data available on
the characteristics of dead mothers from 2007. The South African maternal mortality dataset

has not been systematically investigated in order to understand the specific risk factors.

2.26 Social Capital Theory

Early theorists and researchers believed that social capital theory originated in small societies
as a result of human interactions, although it has become increasingly popular lately. In addition
to helping people make informed decisions, social capital can be examined in terms of certain
health needs (Krieger, 2011). A woman's education and network can be used to measure social
capital based on the social capital theory (Dubos, 2017). Global maternal mortality rates can
be evaluated using this theory by maternal healthcare providers. South Africa lacks adequate
knowledge about maternal health, according to some philosophers (Durojaye, 2013; Finlayson
and Downe, 2013). It may be possible to lower cases of maternal death through prevention by
analysing the role of social networks and social capital in healthcare systems (Villalonga-

Olives and Kawachi, 2017).

Social capital theory encompasses a wide range of fields, including public health, public policy,
and epidemiology. A key concept of social capital theory is that health is influenced by social
relationships (Scott and Hofmeyer, 2007). Support systems, social interactions, and the
environment play a critical role in an individual's overall health. The theory also underpins the
notion that poor social capital contributes to mental and physical distress (Krieger, 2011).
Health outcomes can be adversely affected by a lack of social connections. A social
epidemiologist's job is to identify the social factors that influence disease patterns and their
mechanisms. The concepts of social epidemiology include social relationships, social
inequalities, and social capital. According to Krieger (2011), social epidemiologists use
occupational, skills, and income indicators to determine social inequality. The most important
determinants of health are factors associated with social equality. As a result of the knowledge,

skill, and resource base of an individual, the health outcomes of a population are influenced
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(Krieger, 2011). Several studies indicate a social gradient of health, with individuals with lower

socioeconomic positions having poorer health (Nettle, 2010).

There are different levels of social capital. In addition to the macro-level (society, economy,
and politics), there are meso-levels (organizations and neighbourhoods), and individual
contexts (social interactions). Social capital is positively correlated with health outcomes in
many ecological studies (Akpey-Mensah, 2020). Epidemiology and health research are
fundamentally concerned with the concept of social inequality because social factors, such as
education level and income level, affect access to quality healthcare services (Alcaraz et al.,
2020). Based on this premise, epidemiologists can establish health patterns based on the
socioeconomic status of a given population (Link et al., 1998). Healthcare use and adherence
to medical treatment are influenced by social support structures (DiMatteo, 2004). As part of
my research, the researcher explores social inequalities, social capital, and social relationships

from the theoretical perspective of social capital theory.

2.27 Health Belief Model

Many failed to participate in screening and preventive programs in the 1950s, which could have
helped identify symptoms and diseases at an early stage (Rosenstock, 1974). Using the health
belief model, we can understand how people associate themselves with health-related
outcomes. Although it has a few limitations, such as the predictive capacity (R2 < 0.21 on
average) of existing health belief model variables, it lacks guidance on how to utilize it when
evaluating relationships between the individual variables being studied and individual variable

effective size (Orji et al., 2012).

Rosenstock and Kegels developed the health belief model in the 1950s. This theory explains
why people delay seeking medical attention until the last minute. A person's behaviour in terms
of preventive care is explained by their health belief model (Edberg, 2007). A person must
perceive themselves as vulnerable and perceive the condition as serious in order to take action
to prevent the pregnancy complication they are experiencing, according to the health belief
model. The causes of maternal mortality must be prevented by using antenatal care services,
taking medications, and following instructions (Edberg, 2007). Health belief model theory also

suggests that people tend to take actions that will help improve a negative health condition if
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they believe the action will help them (Orji et al., 2012). By doing so, the person sets a positive
intention to make changes (Glanz et al., 2008). Six constructs are highlighted in the health
belief model: self-efficacy--a person's belief that he or she can take action regarding that
behaviour, perceived barriers to taking that action, perceived severity--one's opinion about how
serious the health matter is, perceived susceptibility, perceived benefits, and cues to action

(Glanz et al., 2008).

Hispanic women living in Toronto, Canada were examined for factors related to breast and
cervical cancer screening (Austin et al., 2002). In the study, they discovered that cultural
beliefs, lack of English proficiency, and fear of cancer were barriers to women wanting to
undergo a cancer screening (Austin et al., 2002). According to their family history, other
women did not perceive they could have breast cancer and therefore did not want to take the
screening test (Austin et al., 2002). Breast and cervical cancer symptoms are also expected to
appear before a decision to seek treatment is made (Austin et al., 2002). Due to the lack of
physical symptoms or health issues associated with pregnancy, many women tend to skip their
antenatal care visits (Kraschnewski et al., 2014). In my studies, the health belief model helped
to assess the perceived susceptibility to pregnancy complications by advising pregnant women
to get check-ups assuming they did not have any symptoms or physical complications in order

to prevent maternal mortality.

It is important to ask pregnant women about their awareness and knowledge of pregnancy-
related mortality in South Africa in order to determine the perceived severity. It would be
helpful to know why pregnant women do not wish to attend antenatal care in order to measure
perceived barriers. The factors that influence individual beliefs were determined using the
health belief model in my studies. My independent variables, such as delivery, were also

evaluated using the health belief model.

2.28 Gender Equity Theory

Women's health care, social economics, nutrition, and gender relations are entwined in the
gender equity theory. According to gender equity theory, maternal deaths can be prevented as

well as the risks associated with them. As part of this effort, social justice and fairness must be
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achieved, as well as women's rights. Prior to and after pregnancy, women have a right to receive

efficient and quality services (Larki et al., 2020).

As aresult of the information gathered, women can make informed decisions about their health
without any barriers that could lead to maternal death. The research shows that expectant
mothers who die at home are not yet registered by professional healthcare providers, so their
family members tend not to report the death. Due to failures in reporting and hidden abortions

related to complications, there is limited information on maternal deaths in society.

When performing diagnosis and cure, John Locke's philosophy of abundant individuality is the
official source of equality (Meizoso et al., 2015). While this theory helps explain the
distribution of possessions and influence among susceptible people, it fails to address
discrimination due to substantive equity. Substantive equality is based on results, recognizing,
and reflecting the situations of the essential and needy population. In developed nations like
South Africa, equity in health care has been a persistent goal for quite some time (de Villiers,

2021).

As a result of gender equity theory, justice and equity are sought in the areas of economics,
nutrition, social relationships, as well as health. Substantive equity and formal equity are the
two main subdivisions of equity, which form the foundation of established rules. According to
John Locke's philosophy, this type of equality is based on liberal individualism (Bergeron,
2020). Accordingly, gender neutrality is important in providing wellness as well as equity in
treatment and diagnosis (Percival et al., 2014). Discrimination, however, still exists due to de
facto equity beliefs, and fewer efforts are made to ensure that women are treated equally in our
societies for those who are most vulnerable (Agbalajobi, 2010). There is inequity in the
distribution and allocation of resources that causes susceptibility. In contrast, substantive
equality takes into account all of these factors and the needs of vulnerable members of the
community. Since women are responsible for bearing children, they have different
responsibilities than men, which may affect the need for women to promote gender equity in
their societies (Dessalegn et al., 2020). Both the mother and the infant benefit from gender
equality in the promotion of adequate health (WHO, 2015).

Women's maternal health in South Africa can be influenced by gender due to gender's
significant role in society (Yaya et al., 2019). Women's ability to seek health care is also reduced

by gender violence in society (Usta et al., 2021). A hiccup in women's equality in society has
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also been their attitudes. According to a study conducted by the International Institute for
Population Sciences and Macro International (2007), 54% of women believe that it is normal
for men to beat their spouses. Due to this, there was a need to understand how women in South

Africa are discriminated against and treated unequally based on the gender equity theory.

2.29 Social Cognitive Theory

Pregnant women's psychological condition can be explained by social cognitive theory.
Socioeconomic factors can be analysed and explained in this way through the social cognitive
theory (Luszczynska and Schwarzer, 2015). The maternal conditions prior to the last 42 days
of pregnancy are determined by pregnancy well-being and perinatal period. Following the
Social Cognitive Theory, maternal mortality is also affected by the midwives' and nurses' roles

(Gudu and Addo, 2017).

A social cognitive theory explains how individuals acquire and maintain their behaviour in the
community as well as how that behaviour affects their daily lives (Bandura, 1998). Self-
efficacy is addressed through the social cognitive theory. The social cognitive theory helps us
understand how humans influence their lives through what they do, their characteristics, and
their ability to respond to their environment (Bandura, 1998). Any changes in one attribute will

likely impact the other since they are correlated and work together.

Health communication can be based on the social cognitive theory because it addresses
emotional, cognitive, and behavioural changes (Bandura, 2001). It is also important for
educational health care to employ social cognitive theory in order to provide new methods of
behavioural research (Bandura, 2001). Also, this theory contributes to a better understanding
of the health of subjects by touching on many areas of psychology. By using social cognitive
theory to examine how individual behaviour is acquired and maintained, researchers can
develop effective intervention strategies (Bandura, 2014). The evaluation of changes in
individual behaviours in South Africa will therefore depend on both environmental factors and
individual characteristics. Models for defining, implementing, and evaluating programs are
provided by social cognitive theory (Bandura, 2014). The issue of environment can be
characterized as a factor that can influence a person's behaviour in either a negative or a positive

way (Bandura, 2014). In addition to workmates and neighbours, family members are also
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affected by social environmental issues. In addition to food availability, house size, and
temperature in a room are all factors that contribute to the physical environment. In order to
understand the behavioural changes in mothers, it may be helpful to look into environmental
factors (Denler et al., 2014). The mental well-being of mothers in South Africa affects their
health behaviours. It can also refer to how maternal mothers perceive the availability,

accessibility, and quality of healthcare systems and services (Bandura, 2014).

Women's maternal health could be enhanced, and maternal mortality reduced if social cognitive
theory constructs were applied during pregnancy to control factors associated with maternal
death during birth (Chou, et al., 2016). A lack of awareness regarding how to handle pregnant
women from conception until birth was also considered to be a contributing factor to maternal
death among the disadvantaged group (Jones et al., 2022). A delay in reaching the health care
facility, a delay in receiving treatment, and a delay at home contribute to maternal deaths
(Combs Thorsen et al., 2012). It is possible to identify the factors that influence maternal
mortality by using the three delay models (Edmond et al., 2016).

Behaviour changes can be achieved and maintained using social cognitive theory, along with
modifications to these changes. In order to determine the self-efficacy of those involved in this
study, the study focused on their self-efficacy. An individual's ability to be self-controlled in
specific situations as well as their ability to achieve high performance is referred to as self-
efficacy in this case (Glanz et al., 2008). The National Cancer Institute (2005) emphasizes the
importance of determining variables related to what the women know and need to know in
order to improve their understanding and how they can use this knowledge (Rimer and Glanz,
2005). Adopting behavioural changes that will produce desired results and, therefore,
behavioural acceptance is the application of this concept. Since getting learning skills and self-
efficacy are related to behavioural changes, the social cognitive theory is important for this

study. The prevention of maternal mortality can therefore be understood using this theory.

In addition to explaining interpersonal issues, social cognitive theory can be used to explain
how a person's surroundings are connected to them. A behavioural determinant is an intrinsic
factor that analyses how an individual responds to their environment (Schunk, 2012). As a
result, the social cognitive theory provides researchers with an explanation for how personal
behaviours and environmental factors change. A person's self-efficacy, outcome expectations,
and goals all contribute to behavioural changes in their health because new behaviour

maintenance is determined by the expected results of the new behaviour and one's ability to
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embrace the new behaviour (Bandura, 1998). As a result of this understanding, social cognitive
theory can be incorporated into conceptual frameworks that provide more insight into the issues
that determine individual behaviour and learning outcomes. Environmental factors and
behavioural factors interact with self-efficacy and outcome expectations to cause the functions

of the human body (Bandura, 1998).

Researchers have used social cognitive theory to analyse maternal-related problems by
analysing the interaction between personal, environmental, and behavioural factors. In order to
assist in analysing the way environmental issues and individual behaviours can influence
maternal mothers' behaviour, the researcher adopted social cognitive theory. Using social
cognitive theory, the researcher examined the accessibility of health care services,
transportation availability, and educational provision. In order to ensure that maternal mothers
understand Antenatal care services and know about problems that can arise during pregnancy
(UNICEF, 2014), it is essential to emphasize maternal women's education. As a result,
increased awareness will reduce maternal and infant mortality. As social support is known to
reduce anxieties among pregnant women, it is essential to provide social support to mothers
during pregnancy. As part of this study, the researcher adopted constructs from social cognitive
theory such as self-efficacy, outcome expectation, and learning outcomes. As pregnant women
learn about preventive health care, they will be able to embrace preventive health care services,
thereby increasing their awareness (WHO, 2010). By adopting this type of behaviour change,
they will be able to achieve a better quality of life (Jain and Bisen, 2012).

2.30 Research on unsafe abortion: A global review

World health bodies have focused most attention on sub-Saharan Africa because of the high
number of unsafe abortions and related maternal deaths and injuries (Filippi et al., 2016). In
most developing countries, unsafe abortion remains one of the leading causes of maternal
morbidity and mortality despite being entirely preventable (WHO, 2004). Therefore, the WHO
has been actively engaged in developing a systematic approach for estimating unsafe abortions
and their mortality worldwide for more than two decades. A lack of research funding and
censorship of abortion topics have resulted in limited data on abortion (WHO, 2003). Data
collection is also difficult due to abortion's sensitive nature (Singh, 2007). International

attention was drawn to maternal morbidity and mortality by the Safe Motherhood Conference
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held in Nairobi in 1987. During that time, researchers began collecting and releasing maternal

mortality data (WHO, 2003).

2.31 Contraceptive use among young people

Among the factors that influence couples' ability to prevent unplanned pregnancies is the
effectiveness of their contraceptives (Beyene, 2019). In couples who sterilize and use injections
or implants, the chances of an unexpected pregnancy are almost non-existent (Cleland et al.,
2012). In couples who rely on abstinence, withdrawal, or spermicides, it is moderate and very
high. The use of contraceptives is still associated with some risk of unwanted pregnancy since

all methods may fail (Vaughan et al., 2008).

The use of contraceptives is low in many developing countries, especially in African countries.
The number of unintended pregnancies has been reduced through a number of initiatives in the
past 20 years, but 120 million couples worldwide do not use contraceptives despite not planning
to conceive, and 45 million of these unwanted pregnancies are terminated by backstreet
providers (Gresh and Maharaj, 2014). About 20 million of these terminations are carried out
by backstreet providers (Gresh and Maharaj, 2014). Unplanned pregnancies are still prevalent
among youth in South Africa even though there are free, effective contraceptive methods
available (Jonas et al., 2016). In MacPhail et al.'s (2007) study, less than half of young girls use
any form of contraception before age 24 despite being sexually active for two-thirds of their
lives. Due to low contraceptive use, teenage girls are unable to develop to their full potential

and make sound decisions about their futures (Ochako et al., 2015).

Selebalo (2010) found evidence of inconsistent use of contraceptives among sexually active
adolescents, sometimes as low as 25%. Unintended pregnancies are directly affected by this,
resulting in a high abortion rate, in some cases illegally. In Nigeria, 91.3% of the 3,743
participants in a study on unplanned pregnancies knew about contraceptives, but only 36.6%
used them (Ngene, 2011). Contraceptive effectiveness is impacted by a variety of factors. In
heterosexual relationships, power relations and gender inequality are among them. According
to MacPhail et al. (2007), interventions include educating male partners about male
contraceptives, encouraging them to use contraceptives, and empowering youth through

effective communication.
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The lack of communication with their partners, the fear of ridicule and mistreatment by society
and health care practitioners for being sexually active at such a young age, and a lack of
knowledge and access to contraceptive services are other factors contributing to the limited or
inconsistent use of contraceptives among South African youth (Chandra-Mouli et al., 2020).
An unintended/unwanted pregnancy often results from teenage mothers not using
contraceptives or misusing them, as found in Mkhwanazi's (2010) study on teenage pregnancy

in South Africa.

Various factors contribute to women not using contraceptives, according to Ngene (2011).
Concerns range from weight gain to fears of becoming infertile if they use contraceptives or of
their partners leaving them if they are forced to use protection (Gongalves et al., 2011). Women
who do not enjoy sex with a condom are often pressured by their partners not to use
contraceptives, or because they believe not using protection proves their trust in them
(Govender et al., 2020). Trying to maintain the relationship and make their partners happy leads

to unwanted pregnancies.

Despite being considered the most effective method for reducing unplanned pregnancies, some
contraceptive methods fail. Ngene (2011) also found that 75% of South African women who
sought abortion services at a hospital during pregnancy had used contraception. There are cases
where condoms do not prevent unplanned pregnancies, despite their effectiveness. This
situation calls for the use of emergency contraceptives. Using emergency contraception
immediately following unprotected sexual contact is a method of preventing pregnancy
(Glasier et al., 2011). It is difficult for women to access emergency contraceptives due to a lack
of knowledge and lack of accessibility (Nkani and Bhana, 2016). Women are only aware of
emergency contraceptives to a relatively small percentage of the population, according to

Ngene (2011).

2.32 Termination of Pregnancy in South Africa

2.32.1 The Choice of Termination of Pregnancy Act, 92 of 1996

While the law prevented South African women from having abortions in the past, this did not
stop them from finding alternative ways to access abortion services. Gumede (2008: 8)

observes that “abortion has been practiced since the earliest of times. No criminal sanction or
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constitutional provision has ever or will ever stop women from seeking abortion”. Recognizing
the negative consequences of restrictive abortion laws, the South African government

introduced the Choice of Termination of Pregnancy (CTOP) Act (92) of 1996.

The CTOP Act 92 came into force in 1996 as part of the government’s response to the struggle
for women’s rights and in order to protect women and girls from harmful acts. Different
strategies and policy adjustments were put in place to ensure that girls and women have easy
access to good services to maintain reproductive health. Choice of Termination of Pregnancy
Act (92 of 1996) replaced the Abortion and Sterilization Act (2 of 1975) that caused many
deaths of women of reproductive age, as it limited their reproductive choices and they ended

up seeking help from unsafe/ illegal abortion agencies (Guttmucher et al., 1998).

The Abortion and Sterilization Act (2 of 1975) only allowed women to have an abortion if a
physician provided medical proof that continuing with the pregnancy posed a threat to the
foetus or the mother’s life, or if the pregnancy was a result of incest or rape (Selebalo, 2010).
In contrast, the CTOP Act (92 of 1996) states that every South African has the right to make
safe reproductive choices; in order to do so, they require access to safe methods of fertility
regulation, which include not only contraceptives and abortion services, but sexual education

and counselling (Morroni et al., 2006).

Some of the progressive provisions of this Act are that from the age of 12, girls have a right to
safe state abortion within 12 weeks. The Act does not require that women give any reason for
wanting to terminate a pregnancy. From 13 to 20 weeks, certain considerations are taken into
account including if the continuation of the pregnancy will endanger the woman’s life,
negatively affect her socio-economic circumstances, or result in the deformation of the baby,
and if the pregnancy is the result of rape or incest (Selebalo, 2010). The CTOP Act (92 of 1996)
was amended in 2004 and is now known as the Choice of Termination of Pregnancy
Amendment Act of 2004 (South African Government Gazette, 2005). The amended Act should
remove any obstacles to women accessing free, safe state abortion services. Its main aim was
to increase access to and availability of termination of pregnancy services across the country.
The amended Act not only increased the number of designated facilities but permitted an
additional 14, 288 registered nurses who had received the prescribed termination of pregnancy

services training to offer abortion services up to 12 weeks of gestation (Engelbrecht, 2005).
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2.33 The psychological effects of abortion

2.33.1 Aspects of abortion that affect the emotional state

Using an ecosystems approach, MacLaren and Hawe (2005) define an individual as having
physical, psychological, and social characteristics. Physical well-being disturbances directly
affect other aspects of an individual's life, according to this approach. It is important to
understand that each woman responds differently to this life-changing event, regardless of why
she seeks abortion. Having an abortion affects a woman's mental health as well as her physical
health (Foster, 2021). However, other researchers believe that women who undergo termination
of pregnancy experience deep-seated traumatic stresses after an abortion, despite studies
suggesting not all women undergo negative feelings (Lafarge et al., 2014; Nasrollahi et al.,

2022; Scharp et al., 2022)

Post-traumatic stress disorder is characterized by intense fear, helplessness, or loss of control
in response to a traumatic event (Amos et al., 2014). As a result of the abortion experience,
many individuals experience symptoms associated with Post Abortion Syndrome, including
depression, guilt, fear, regret, anger, and grief (Coleman et al., 2017). The study by Chetty
(2012) found that some of her participants believed they had no right to grieve after an abortion
because they had killed their unborn children. In the absence of recognition and treatment of
prolonged negative emotions, a number of maladjusted behaviours may occur, including
suicidal attempts, excessive alcohol, and drug consumption, eating disorders, sexual

dysfunction, and child neglect (Ogundele, 2018).

2.33.2 Coping mechanisms and psychological support

A woman whose abortion decision is difficult experiences intense negative emotions after
undergoing the procedure, according to Kimport (2012). A variety of factors can make an
abortion experience traumatic. Lack of support for the pregnancy is one of the main factors that
lead women to choose abortion (Frederico et al., 2018). Rather, maintain that negative feelings
are triggered when women do not receive support with their pregnancy and abortion choice, or
when abortions are postponed for too long (ACDEF, 2003). As a consequence of this argument,
Hanschmidt et al. (2016) argue that a woman's response to abortion is highly influenced by her

mental readiness and the support she receives after the abortion.
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It is necessary to expand the scope of counselling services in South Africa because abortion is
such a sensitive issue and has such an emotional impact on women's lives. There is usually a
concealment of abortion decisions. Especially when dealing with teenage pregnancy and
abortion issues, teenage girls feel humiliated and disgraced when attending to their
reproductive health needs, which is why many women prefer to hide their pregnancy and
abortion. The chances of a young woman hiding her abortion choice increase if she fears

stigmatization for falling pregnant at such a young age.

In South Africa, the CTOP Act (92 of 1996) regulates that counselling services are easily
accessible to patients if they require them. Volunteers are welcome to participate in this service.
Because abortion is a personal matter, the Termination of Pregnancy Act also stipulates that
counselling be strictly confidential and that abortion procedures be conducted in a way that
respects women's dignity (South African Government Gazette, 2005), which implies that
counselling should be provided in a remote setting. termination of pregnancy is isolated
because of its secrecy and should not be viewed the same as any other primary health care
issue. Women do not only receive emotional support during abortion counselling services but
also afterward. It is however required that counselling services provide adequate information
about different ways of dealing with an unwanted pregnancy, including foster care and
adoption, as per section 4 of the CTOP Act (92 of 1996); abortion methods used and possible
risks associated with those methods; and provide information about contraceptives to prevent
unplanned pregnancies in the future (Engelbrecht, 2005; South African Government Gazette,
2005). A comprehensive women's reproductive health will be achieved by providing

counselling as part of termination of pregnancy services.
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CHAPTER THREE: METHODOLOGY

3.1 Introduction

This chapter provides a methodological perspective through which the research questions and
objectives of this study are succinctly realised. The previous chapter critically examined the
key research issues and theoretical status of the identified phenomenon of the study. This

chapter clarifies the researcher's methodological framework for conducting this study.

Research is the systematic collection and analysis of data for a specific purpose (Kumar, 2014;
Creswell, 2013). It is important to note, however, that the above definition is generalized to
some extent because researchers use a variety of techniques or methods when researching a
problem. Researchers collect and analyse data using research methods (consisting of a research
design and/or methodology). Knowledge has been acquired, produced, and/or built using these
methods for centuries. As McMillan and Schumacher (2010) correctly argue, a research
methodology generates and analyses data on a specific research problem or phenomenon in a

systematic, logical, and purposeful manner.

An effective research methodology provides a structure to successfully execute a study
(Bereska, 2003). According to Selebalo (2010) as "a way in which a researcher plans and
structures the research process, as well as how it will be conducted." Therefore, this chapter
explains the rationale behind the research approach used in this study. The research approach
and study design would be justified here. Hence, the chapter begins by clarifying the research
objectives and questions, providing a philosophical foundation for research, and describing the
research design. There is an equal explanation and justification of the researcher's research
methods. Moreover, the chapter provides a description, explanation, and justification of the
research population, sampling technique, sample, and data collection. Furthermore, the chapter
discusses the reliability and validity of the research instruments. In addition to providing a
detailed description of how the collected data was analysed and discussed, this chapter also
discusses reliability and validity as they pertain to the current study. To summarize, this chapter
presents a systematic and methodical approach that is considered necessary in order to
accomplish the study's objectives and provides empirical responses to its research questions.

In the conclusion, the chapter is summarized.
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3.2 Research objectives

Although the research objectives for this study were established in Chapter One, they need to
be restated in order to assess how well they were achieved based on the research methods
chosen. Researchers use research methodologies to formulate a guide that helps them achieve
their research objectives (Creswell, 2014). As well, Sekaran and Bougie (2016) stressed that
the chosen research design is crucial to achieving research objectives. Therefore, the purpose
of this study is to shed insights into the mortality rate due to teenage pregnancy in South Africa.

The specific objectives are:

e To explore young females’ understanding of abortion services according to the Choice

of Termination of Pregnancy Act (92 of 1996).

e To explore how the absence of support from family/boyfriend can have an impact on a

young woman's decision to have an abortion.

e Understanding the decision-making processes of teenage girls who are making the

termination of pregnancy decision.

e To understand people’s perspectives on termination of pregnancy on the choice of

termination service offered to young females.

e To identify the factors perceived by women in health facilities to contribute to maternal

mortality.

e To describe what knowledge women have about reproductive health services and

factors that contribute to maternal mortality in public health facilities.

3.3 Research approach and design

Neuman (2013) defines a research design as a framework or blueprint for collecting,
measuring, and analysing research data. Creswell (2013) defines it as 'strategies of inquiry'
used in formulating methods and procedures for answering research questions. Hence, the
purpose of research designs is to minimize factors that can affect the validity of the findings
(Grove et al., 2013). Data collection, measurement, and successive analysis may be conducted
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using a qualitative, quantitative, or mixed-methods research design to answer a research
question(s). Researchers can choose any of these research designs depending on their research
questions. Each of these research approaches can be classified into three categories: data
collection, data analysis, and data construal of a study (Creswell, 2014). This study's research

design and approach are guided by the following research questions:

e What are the perceived factors contributing to maternal mortality among young

women?

e Are women aware of the health services available in health facilities to reduce maternal

mortality factors?

e Are young females aware of the abortion options that the Choice of Termination of

Pregnancy Act (92 of 1996) provides?

e Isayoung woman’s choice of abortion services influenced by other people’s views on

the termination of pregnancy?

e Are there any resources or options available to women who are experiencing an

unwanted pregnancy?

e What are the eligibility criteria for women with all socioeconomic backgrounds and

what are legibility requirements?

3.4 Study setting

Polit and Beck (2018) define the research setting as the place and conditions in which data
collection takes place. To determine where the study is conducted, the research setting must be
described in any research report (Anderson, 2010). Kumar (2019) believes that a study setting
emphasizes the salient characteristics of participants and draws attention to relevant research
information. An important aspect of any research report is describing the research setting.
Moser and Korstjens (2018) argue that this is an essential component. Below is a description

of the study's environment.
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This study was conducted in Johannesburg. The city of Johannesburg is found in the eastern
plateau region of South Africa called the Highveld, at an elevation of 1,753 meters (5,751 ft).
The city of Johannesburg is not situated on a river, but it is streams contribute to two of the
continent's biggest rivers - the Orange and the Limpopo. Many of these streams originate from
springs that have been covered with concrete as part of the revamp of Johannesburg's canal

system (City of Johannesburg, 2018).

South Africa's largest city and one of the world's 50 largest urban areas, Johannesburg is the
largest in South Africa. A major city in Gauteng, the wealthiest province in South Africa, it is
the province's capital and biggest city. Gold and diamond trade are the key economic drivers
of the city, as it is located at the heart of the mineral-rich Witwatersrand range of hills (City of
Johannesburg, 2018).

Figure 3.1: Presents a Map of the City of Johannesburg
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Figure 3.2: Presents a Research Site

Source: SkyscraperCity, 2023

Johannesburg, a major city in South Africa, has unfortunately reported distressingly high death
rates among various age groups, reflecting significant public health challenges. Among the
most vulnerable age group, children under the age of 1, the city recorded an alarming death
rate of 726 per 100,000 children. This statistic raises concerns about the well-being and
healthcare access for infants, highlighting the need for targeted interventions and improved

maternal and child health services in the region.

Teenagers under the age of 14 in Johannesburg also faced a significant burden, with a death
rate of 751 per 100,000 individuals. This data is particularly troubling, as it underscores the
importance of addressing factors such as accidents, violence, and health disparities that impact

this age group. Adolescence is a critical stage of development, and such high death rates
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emphasize the urgency of implementing strategies to safeguard the lives of young people in the

city.

3.5 Location population

According to the 2011 census conducted by Statistics South Africa, the City of Johannesburg
has a population of 4,434,820. Among this population, 76.4% are identified as Black African,
12.3% as White, 5.6% as Coloured, and 4.9% as Indian/Asian. In the demographic aged 20 and
above, 3.4% have completed primary school, 32.4% have some secondary education, 34.9%
have completed matric, 19.2% have some form of higher education, and 2.9% have no
schooling. The majority of this population falls within the age range of 15 to 64 years. The

participants selected for this study are drawn from this population.

3.6 Target population

According to Burns and Grove (2015), population refers to all cases that meet a set of criteria.
South African teenage girls living in Johannesburg were the target population of this study.
According to Creswell (2014), the study population consists of all elements that share some
common characteristics relevant to the study. Research populations are further defined as the
total number of units (individuals, organizations, events, objects, or items) from which samples
are drawn to answer the research questions (Morse and Cheek 2015). Inferences can be drawn
about people, groups, organizations, countries, objects, or any other entity that you wish to
analyse. In research, a general population, a target population, and an accessible population are

defined (Morse and Cheek 2015).

67



Figure 3.3: Population and sample

ACCESSIBLE
POPULATION

Source: Asiamah et al., 2017

An analysis of a general population focuses on a group of people who have the same
characteristics or elements (Gray et al., 2017). In this study, the general population comprised

teenage girls who were pregnant.

According to Polit and Beck (2017), a target population is a population as a whole that a
researcher is interested in and that possesses all the inclusion criteria for which the researcher
would like to generalize the study results. In this study, teenage girls who met the sampling

criteria and lived in Johannesburg were the target population.

During data collection, the accessible population includes participants who are drawn from the

target population for the study and are contacted by the researcher to provide data (Polit and
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Beck 2017). For this study, teenage girls were selected from the target population and contacted

by the researcher to provide data during the data collection period.

3.7 Inclusion criteria

Brink et al. (2014) define inclusion criteria as characteristics that people in a sample should

have. Pregnant teenagers who met the following criteria were included in the study:
e A Johannesburg residence is required.
e Data collection should be conducted when the participant is pregnant.

e The participant must be willing to participate in the study.

3.8 Research design

Burns and Grove (2015) define a study's design as the result of a series of decisions made by
the researcher about how the study will be conducted. The study design is closely related to the

study framework and guides implementation planning.

In this study, a quantitative, descriptive research design was chosen to describe the factors
perceived to contribute to maternal mortality among teenagers. To generate information about
the world, quantitative research is a formal, objective, and systematic process (Ahmad et al.,
2019). According to Burns and Grove (2015), the specific questions addressed could generate

knowledge that directly improves the use of healthcare facilities.

A descriptive survey design is suitable for investigating probable solutions to a research

problem by studying characteristics in a population, according to Brink et al. (2014).
The following are the reasons why the survey was chosen:

e The study's objective was to describe the nature of research on this topic, not interpret

cause and effect (Brink et al., 2014), so this approach is appropriate.
e People think, anticipate, plan, and act based on the data it provides.
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e Researcher bias cannot be produced by active intervention on the part of the investigator

(Brink et al., 2014).

e This type of analysis is useful for gaining new insights, finding new methods, and

identifying typical or average responses (Brink et al., 2014).

A survey design may be used to investigate probable solutions to a research problem, according
to Burns and Grove (2015). Young women's perceptions of factors that contribute to maternal
mortality were examined in this study using a survey design. A blind selection process is used
for selecting units to participate in the research, so there are no biases. By administering a
questionnaire in a natural setting, the research data can be collected quickly (Brink 2014).
Johannesburg was the setting for this study. Study participants were recruited from one health
facility. Participants' privacy was promoted by choosing a private room. Self-administered

questionnaires were used to collect data.

3.8.1 Quantitative research

The use of numerical data to gain information about the world is called quantitative research,
according to Burns and Grove (2015). Using this research method, variables are described,
relationships between variables are examined, and interactions between variables are

determined.

As a result of the data collected from this study being analysed quantitatively, the research was
quantitative. The goal of quantitative analysis is to describe phenomena or assess the
magnitudes and reliability of relationships among them by manipulating numerical data using
statistical procedures (Burns and Grove, 2015). To interpret, organize, and represent the

collected data, quantitative researchers use structured tools (Burns and Grove, 2015).

Researchers collected data from participants using a structured self-questionnaire schedule as
part of this study's quantitative approach. As a result of this method, all of the participants were
asked the same questions with predetermined responses, allowing the researcher to gather
objective data throughout the study. Analysing and interpreting the results were also

accomplished using frequency tables and graphs.
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3.8.2 Descriptive design

According to Burns and Grove (2015), descriptive designs provide more information about
variables within a particular field of study. As situations naturally occur, this is intended to
provide a 60 picture. In a design, data is identified, variables within the phenomenon are
identified, and variables are conceptually and operationally defined (Burns and Grove, 2015).
Baseline information can be obtained from descriptive studies. A large number of participants

can also be collected with this method (Polit and Beck, 2015).

Burns and Grove (2015) propose that descriptive research is used either to gather information
about unstudied phenomena or to learn more about the characteristics of specific situations, or
groups, within a particular area of study. The purpose of this study was to describe and
investigate the nature of factors perceived to contribute to maternal mortality among teenage

girls using the descriptive design.

3.9 Sampling

Burns and Grove (2015) define sampling as the selection of individuals, events, behaviours, or
other elements for a study. Burns and Grove (2015) define a sample as a subset of a population
representative of the entire population so that information can be obtained about the
phenomenon. Populations are represented by samples. Participants in a study are selected from
a subset of the population. In order for the results to be generalisable to the entire population,

the sample should be similar to the population under study (Polit and Beck, 2015).

One sampling method yields probability samples, where each participant has a high probability
of being selected. On the other hand, the probability of selection is unknown in non-probability
samples (Brink et al., 2014). In this study, participants were selected by convenience sampling
under a nonprobability sampling design. (Brink et al., 2014) define a convenient sample as a
group of readily available subjects. Participants were easily accessible through this method.
There was no need for an elaborate sampling frame, which was unavailable, and it was simple,
practical, economical, and quick. Data collection took place at participating health institutions
in Johannesburg, and only those teenage girls who met the inclusion criteria were recruited for
the study. Study parameters of generalizability were negligible in the sample; generalisations
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to a larger population were not explored. Burns and Grove (2015) mention this study as simply

representing itself.

3.9.1 Purposive sampling

This study used a purposive sampling method. Researchers use purposive sampling as a non-
probability method of selecting cases based on their judgment about information-rich
participants based on their first-hand knowledge and ability to describe their experiences,
challenges, and coping strategies in a given situation (Donalek and Soldwisch, 2004). As a
result of this type of sampling, researchers do not rely solely on statistical knowledge, the
researcher's intelligence, or existing research, but also on the participants' intimate experience

of the topic under study.

Participants were selected for the study because they were willing to participate, not because
they were easily accessible. According to Palinkas et al. (2015), a purposive sampling approach
has the limitation that the results cannot be generalized; however, it offers the researcher

relevant and useful information.

3.9.1.1 Advantages and disadvantages of purposive sampling

According to Lopez and Whitehead (2013), purposive sampling proves advantageous for
researchers aiming to investigate a diverse array of subjects or participants, especially those
possessing experiences highly relevant to the study. Moreover, the utilization of purposive
sampling can enhance the credibility of the study results (Campbell et al. 2020). The initial
study may not have a predetermined knowledge of the variations within a sample from which
purposive samples will be drawn. Additionally, it is important to note that, unlike a probability
random sample, purposive sampling does not provide as representative a cross-section of the

overall population.
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3.10 Data collection methods and process

Burns and Grove (2015) define data collection as the systematic gathering of information
relevant to the purpose of the research. Self-administered structured questionnaires were used
to collect data in October 2022. The following subsections describe how the data for this study

was collected.

3.10.1 Developing and testing the instrument for data collection

Data collection instruments are devices used to collect data (Polit and Beck 2014). Participants
were interviewed face-to-face using an interview guide. According to the supervisor's
guidance, the researcher developed interview guides. English was the language used in these
interview guides. The researcher conducted interviews with participants per the interview guide
to test the feasibility of the data instruments. It was a way of determining if participants
understood the questions. Therefore, the participants correctly answered all questions. Self-
administered questionnaires were answered with understanding by all participants, indicating
that the data collection instruments were feasible. With the prepared questions in hand, the

researcher resumed his research.

3.10.2 Process of collecting data

Participants in the study were recruited from health facilities after the researcher explained the
study's purpose to them. Prior to consenting to participate, the teenagers were given detailed
information about the study in English. Participants in the questionnaire completion process

were required to provide both verbal and written consent.

For each participant who was capable of reading and writing well, the researcher invited them
into a private room so that they could complete the questionnaire. An already prepared private
room was set aside by the researcher for participants to fill out their self-administered

questionnaire. In the afternoon, data were collected.
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English was the language used in the questionnaire. For those who could not understand, the
questionnaire included questions formulated in the native languages of the researcher, who is
proficient in four languages: Xitsonga, IsiZulu, Sepedi, and IsiXhosa—commonly spoken in
Johannesburg. This approach aimed to ensure consistency and improve confidentiality and
anonymity for participants whose mother languages were Xitsonga, IsiZulu, Sepedi, and
IsiXhosa, predominant in the communities under study. Participants had an opportunity to ask
questions regarding the research during each session of filling out the questionnaire. Each
participant was thanked for participating in the study by the researcher, who had 20 participants

in total. About 25-30 minutes were spent filling out each questionnaire.

3.10.3 Validity

A researcher's intention is what determines whether an instrument is valid or not, according to
Polit and Hungler (2014). Inferences made from instrument scores were evaluated for their
appropriateness, meaningfulness, and usefulness. According to Burns and Grove (2015), truth
strength and value are important considerations. Structured questionnaires primarily focused
on content validity, which refers to the accuracy with which instruments measure the factors
being studied. The content validity of questions concerned the accuracy with which they were
designed to elicit the information required. A content validity test was conducted on the

research instruments.

3.10.4 Dependability

A criterion called dependability is similar to reliability and refers to the stability of the results
over time (Mohajan, 2017). Assuring consistency in the research plan and its implementation
was accomplished by working with the researcher's supervisor (McCarthy et al., 2010). As a
further element of dependability, the researcher provided sufficient information about what
qualitative research approach was employed in this study, making it possible for a different

researcher to replicate the study with similar results (Shenton, 2004).
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3.10.5 Transferability

According to Krefting (1991), transferability refers to how applicable a study's findings are to
other situations. In order to ensure transferability, detailed descriptions of the participants and
the study setting were compiled. For future researchers to refer to other studies related to
abortion (both legal and illegal), a sufficient literature review of unplanned pregnancy and

abortion (both legal and illegal) was conducted (Shenton, 2004).

The researcher ensured that the following criteria were applied in order to ensure

transferability:

e Selecting information-rich teenage girls.

e After data saturation has occurred, continue collecting data.

e An examination of the development of a model for predicting teenage pregnancy
mortality rates in South Africa.

e Assuring that the results are transferable to similar contexts and conditions by providing

dense descriptions of the research data.

Moreover, the researcher provided detailed descriptions so anyone interested could determine

if transfer to other settings was feasible.

3.10.6 Credibility

"Credibility can be ensured through a formal member check, which involves getting the
original informants' perspectives on the accuracy of results", suggests Lincon and Guba (1991:
217). To ensure credibility, semi-structured interviews were conducted. Participants were free
to express their views during the conversational interviews. Additionally, to enhance
credibility, the researcher avoided double barrel questions, expressed statements clearly,
avoided framing the questions negatively, reframed and repeated the questions, and asked
questions related to the study and participants to ensure that the participants understood them
(Maxwell, 2008). Moreover, the measurement of error was minimized in order to enhance
credibility. By being sympathetic and non-judgmental and actively listening to the participant's

responses, the researcher demonstrated acceptance and respect.
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3.10.7 Authenticity

According to Polit and Beck (2014), authenticity refers to researchers' honesty and integrity in
collecting, analysing, and interpreting data, as well as not fabricating findings. Permission was
granted for the researcher to collect data in this study. As part of the researcher's respect for the
participants, verbatim references to the original information of the participants were used to
ensure the meaning is truly expressed in its original form, unaffected, as described by the

participants without any coercion on the part of the researcher.

3.11 Pseudonyms

It is recommended to use pseudonyms, and participants should be informed about how results,
including quotations or other data, will be disclosed, as even anonymous contributions may
potentially reveal their identity (Roberts, 2015). The consent form's design allowed participants
to express whether they preferred a pseudonym. The researcher shared publication details with
participants, seeking permission to utilize verbatim excerpts from the discussions and ensuring
consent from all participants for inclusion. Some participants in this study, concerned about
potential misidentification, opted to remain anonymous. Despite attempts to reassure them that
such misidentification was improbable, some participants insisted on using pseudonyms. This

presented a challenge for the researcher, as it could impact the study's validity.

3.12 Data Analysis Methods

The goal of data analysis is to "systematically organize and test research hypotheses" (Polit and
Hungler, 2015). Data analysis also includes categorizing, ordering, manipulating,
summarizing, and describing data in meaningful ways (Brink et al., 2014). Data were analysed
by a statistician using SPSS version 23.0 software after the questionnaires were completed.
Closed-ended questions made up the majority of the questionnaire. Computers were able to
easily analyse the questions because they were coded. In order to categorize the open-ended

questions, the researcher categorized them. A frequency table and bar graph were presented to
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illustrate the findings. A descriptive and inferential statistical approach was used to analyse the

data, and descriptive statistics, frequencies, and percentages were included in the summaries.

According to Creswell (2014) suggests Colaizzi's seven-step data analysis method, which

follows:

e To gain a general understanding of the content, read each transcript several times.

¢ Significant statements relating to the phenomenon under study should be extracted from
the transcripts.

e By analysing the significant statements, we can formulate meanings.

e The formulated meanings are sorted into categories, clusters of themes, and themes.

e Using themes to describe each participant's statement exhaustively.

e Describe the phenomenon's structure.

¢ Involving the research participants in the validation process.

Semi-structured interviews were conducted using tape recording and notebook recording
following the seven steps described above. Microsoft Word was used to transcribe this audio

recording. A Microsoft Word document was also created from the field notes.

In order to analyse the data, the researcher used Colaizzi's seven steps of data analysis after
recording all information in the Microsoft Word document. To understand and become familiar
with the data, the researcher read all transcribed interview responses and recorded notes. A
familiarity and meaning scale was used to organize and categorise the themes. Clustering was
done based on themes with similar meanings. To present the findings, the researcher analysed
all these themes. Statements were supported by excerpts and quotes from the interview
transcripts. As a follow-up, other researchers' findings were reviewed. As a result, the
researcher discussed the findings of what other studies had revealed about the mortality rate
associated with teenage pregnancy in South Africa. The themes and subthemes are discussed

in Chapter Four.
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3.13 Ethical considerations

The dissemination of research data and the protection of people's dignity have been at the
forefront of research ethics (Fouka and Mantzorou, 2011). De Vos et al. (2011) define ethics as
a set of moral principles that are suggested by individuals or groups and accepted broadly, and
which offer rules and expectations about how to behave towards experimental subjects and
participants, sponsors, employers, other researchers, assistants, and students. It is imperative to
follow certain ethical procedures when conducting a study in an environment governed by
moral standards and laws. The proposal form, ethical clearance application form, consent form,
and interview guide were submitted to the University of the Western Cape Ethics Committee.
Data collection for the study was approved and the researcher collected data. This study

involved twenty (20) teenage girls.

Fouka and Mantzorou (2011) emphasize the importance of protecting people's dignity and
disseminating research data. Participants must be allowed to understand the purpose, methods,
risks, and benefits of taking part in a study, as per Ryse cited in De Vos et al. (2011). Before
the investigation began, informed permission was obtained. There is a clear description of the
study's purpose in the informed consent form. By doing so, participants gained a
comprehensive understanding of the topic and were encouraged to participate. During the
research, participants had the option of participating or not, and they were free to withdraw at
any time. Participation in the study would also cause no harm and provide no advantages,

according to the consent form.

The concept of anonymity refers to the protection of participants' identities so that their
identities cannot be linked to the information collected (Samarati, 2001). According to Babbie
cited in De Vos et al. (2011), confidentiality refers to the fact that information shared between
participants and the researcher remains confidential and should be informed to the participants
if anyone else needs access to that information at any time. Anonymity and confidentiality were
ensured for the participants. Information provided by participants will always remain private
and anonymous, and participants' identities will never be revealed. Only the researcher and
participants have access to the information provided. Nevertheless, the supervisor will receive
the acquired information and include it in the report. The study was approved by the ethics

committee at the institution.
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Participants were informed that the data they provided would be used to create a report and that
they could request access at any time. Publication of the information will be made and contact

information will be provided in case of questions or for further information.

3.14 Limitations of the study

Using self-reported data, this study is subject to the risk of recall bias due to its use of self-
reported data. Using face-to-face interviews, the researcher ensures that feedback is provided,
that the questions asked are answered fully, and that the generic questions are answered
correctly. The method used might have eliminated the nonresponse bias, but it was not
anonymous, so the participants might not have answered the most sensitive questions truthfully
(Creswell et al., 2007). Pannucci and Wilkins (2002) developed a method that uses a validated
scale in order to resolve the previously mentioned problem. As part of the validation process,
questionnaires were provided to participants who may not be able to complete the survey form
provided to them due to their busy schedules or reluctance. A sealed envelope was used to store

the forms, and this could have led to nonresponse bias in one way or another.

Also, Frankfort-Nachmias and Nachmias (2008) state that it is essential to ensure that the
questions asked are not threatening to participants by asking them to rate the questions
according to how easy or uneasy they felt, or by letting them know how difficult it would be
for them to answer the same questions. While some bias in this project could not be fully

controlled, being aware of it allowed me to critically analyse the data.

Obtaining data on teenagers who died during childbirth was another limitation the researcher
encountered during data collection. It might have been very crucial to this research to obtain
this data, but one cannot obtain it from a deceased individual. The information that will be
gathered from such situations may only be hearsay (Isaac et al., 2015) since the family members
might have fond memories of the deceased, thus it remains unavailable in the records. Parents
had to sign consent forms for their children to participate. Participants were informed about the
study and explained the nature of the study through WhatsApp before data collection began. In
a Zoom meeting, the researcher introduced himself and explained the purpose of the study to
the parents. As part of this meeting, potential areas of misunderstanding were also clarified,

and the parents' cooperation was sought.
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3.15 Informed consent

Respecting individuals within the research context entails recognizing their rights as
participants, and ensuring they have complete knowledge of the study to make informed and
voluntary decisions about their participation (Aluwihare-Samaranayake, 2012). As mentioned
earlier, the researcher took steps to ensure participants were fully aware of their right to

withdraw from the study at any point.

Adhering to best practices, participants ideally should have been well-informed before
engagement in the study. However, logistical challenges, particularly the distance between the
researcher and participants, sometimes made this impractical. In such cases, the researcher

referred to notes detailing the steps taken to ensure participants remained well-informed.

It is recommended that, during the initial meeting, the study's purpose should be disclosed, and
an opportunity provided for participants to ask questions of the researcher (Bell and Waters,
2018). In a mixed methods study, this principle aligns with informed consent, emphasizing a
reasonable balance between providing sufficient information and avoiding information
overload (Desine et al., 2020). In this study, the researcher was cautious not to overwhelm
participants with excessive information before the discussion, as this could potentially

influence their responses.

3.16 Summary

This chapter extensively covers all methodological procedures relevant to the study, with each
section playing a crucial role in ensuring the accuracy of the results, as evidenced in the
subsequent data analysis chapter. The components of the methodology hold significance in
guaranteeing the study's validity and reliability. The researcher provided detailed insights into

each method and procedure, in addition to addressing the research design and sample selection.

The study is situated in a context involving teenagers impacted by maternal mortalities, a theme
explored further in the subsequent chapter's findings. These information-rich cases were vital
for shaping the research outcomes and addressing the research questions. Ethical

considerations were prioritized throughout the data collection process, ensuring participants
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were well-informed about their rights and provided with an opportunity to seek clarification

through questions.

A thematic analysis approach was employed for data analysis, with each step detailed in the
subsequent chapter. Chapter Four is dedicated to the interpretation of the findings, where the

researcher will provide insights into the results derived from the applied analysis methods.
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CHAPTER FOUR: RESULTS

4.1 Introduction

Most of the teenage girls interviewed in this study had never discussed their abortions before
interviewing. Those who wish to talk about abortion are silenced by society because abortion
is stigmatized and shamed. A variety of factors motivated participants to participate in the
study. After never having the opportunity to share their feelings and experiences, the
adolescents wanted to do so now. Having their experiences understood and affirmed was
important to them. Many people experienced loneliness after undergoing abortions due to the
stigma attached to the procedure, and some expressed their desire to assist others in similar
circumstances. In addition, adolescents are interested in sharing their views on abortion. There

was a mixed reaction to abortion among teenage girls.

It examines three themes: contraception use, attitudes toward abortion, and abortion decision-
making. Legal termination of pregnancy services and designated facilities are examined, as
well as reasons why participants do not use legal termination of pregnancy services and illegal

termination of pregnancy services, under the Choice of Termination of Pregnancy Act of 1996.

4.2 Demographic information

As shown in Table 4.1 below, the study used a total of twenty (20) young females aged 15-24.
There were also a majority of single participants. The majority of them had a secondary
education as their highest educational level. A higher percentage of participants identified as

Black as their ethnic group. The majority of participants were unemployed and single.
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Table 4.1: Social demographic characteristics of the study sample

Variable N (%)

Age group (years)

15-19 90
20-24 10
Total 100

Level of education

Never been to school 0
Primary 0
Secondary 60
University 40

Marital status

Single 95
Married 5
Occupation

Student 80
Unemployed 20
Religion

Christianity 70

Traditional African religion 20

Muslim 10

In this study, all participants were of reproductive age. The researcher targeted women between
15 and 24 years old, but participants were between 15 and 20 years old. The majority of
participants in the current study were between 17 and 19 years old (appendix 1). A number of
studies conducted in South Africa reveal that most women reporting post-abortion
complications are between the ages of 15 and 35 (Palomino et al., 2011). Unplanned and
unwanted pregnancies are most common among this age group, so they are frequently faced
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with an abortion decision dilemma (Chetty, 2012). Hasan et al., (1991) found that 91% of
women under 25 who came to the hospital with complications after an induced abortion were
under the age of 25. At least 40% of adolescent girls have been pregnant before they turn 20
(Klein and Committee on Adolescence, 2000).

There were 20 participants with secondary education. 8 of the participants were still pursuing
tertiary education, while 12 were currently in grade 12 (appendix 2). According to the results,
the teenage girls made their abortion decisions because they desired a better life through

education.

All 19 participants in this study are single, and only one is married (appendix 3). According to
Gumede's (2004) study on abortion, 59% of participants were single after undergoing
backstreet abortion. Ankomah et al. (1997) found that most women presenting with post-
abortion complications were single. Unmarried patients exhibiting symptoms of induced
abortion comprised 81% of patients admitted to hospitals with such symptoms. Teenage girls
have a high rate of unintended pregnancies that end in abortion, according to Chetty (2012);

she adds that gender inequality is a contributing factor.

The employment status of teenage girls plays a key role in their decision to have an abortion.

There were no employed participants among the participants (appendix 4).

A religious belief system was associated with all participants (appendix 5). Christianity was
identified as one of the main types of Christianity. Whittaker (2002) cites Petchesky (1990) as
saying that a woman considering an abortion needs to consider her intentions as well as
ideologies and social realities. South Africans place great importance on religion and culture

(Hodgson, 2017).

Issues surrounding women's health, especially reproductive health, are heavily influenced by
traditional, cultural, and religious views. People judge conditions under which termination of
pregnancy may be permissible according to their belief systems, especially religious norms,
and values. Consequently, these concepts result in an unarticulated morality of the situation, of
praxis that incorporates individual and social needs into the shifting grounds of moral values.”
Abortion was viewed as a sin by all participants who identified with a religious denomination.
It was these teenage girls who believed abortion was the act of killing an innocent soul, which

God had given them as a gift.
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4.3 Births among teenagers in South Africa

Table 4.2: Province by pregnancy and age group

Province 10 - 14 years old 15 - 19 years old Total
Western Cape 0 9432 9432
Eastern Cape 0 160745 16075
Northern Cape 0 2264 2264
Free State 0 5668 5668
KwaZulu-Natal 1363 22030 23393
North West 0 11154 11154
Gauteng 757 23446 24203
Mpumalanga 1999 6882 8881
Limpopo 0 21842 21842
Total 4120 118793 122913

Source: Statistics South Africa, 2022

Table 4.2 presents pregnancy data across different age groups and provinces in South Africa.
There were no pregnancies recorded for the 10-14 age group in the Western Cape, while 9432
pregnancies were recorded for the 15-19 age group. The Eastern Cape, Northern Cape, and
Free State also showed similar patterns, with no pregnancies reported in the 10-14 age group,
but varying numbers in the 15-19 age groups. KwaZulu-Natal had higher pregnancy rates
across all age groups than other provinces, with 1363 pregnancies for the 10-14 age group,

22030 pregnancies for the 15-19 age group.

Table 4.3: Number and percentage distributions of recorded live births among adolescents by
province

Province Number of recorded live N (%)
births
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Limpopo
KwaZulu-Natal
Gauteng
Western Cape
Mpumalanga
Free State
North West
Eastern Cape
Northern Cape
South Africa

15 365
26 296
14 577
8 828
10 667
5131
6730
15 348
3441
106 383

14.4
24.7
13.7
8.3
10
4.8
6.3
14.4
3.2
100

Source: District Health Information System, 2019

The following table summarizes information on births registered with the Department of Home

Affairs that occurred among adolescents. In 2019, 106 383 live births among adolescents were

recorded in Table 4.3. With 24,7% of the registered live births occurring among adolescents,

KwaZulu-Natal recorded a higher percentage than other provinces. Live births registered in

this province exceeded 20% for the only time. KwaZulu-Natal (14%) and Eastern Cape (14%)

followed Gauteng (13%) and Mpumalanga (10%). As for the remaining provinces, they

reported less than 10% of registered live births: the Western Cape with 8,3%, the Free State
with 4,8%, the North West with 6,3%, and the Northern Cape with 3,2%.

Table 4.4: Number and percentage distributions of births delivered by adolescents in a public

health facility
Province Number of recorded live N (%)
births

Limpopo 18 035 14
KwaZulu-Natal 36 236 28
Gauteng 15 596 12.1
Western Cape 11 195 8.7
Mpumalanga 12 141 9.4
Free State 6117 4.7
North West 8 044 6.2
Eastern Cape 17 802 13.8
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Northern Cape 4 057 3.1
South Africa 129 223 100

Source: District Health Information System, 2019

According to the DHIS, Table 4.4 presents information on births delivered by adolescents in
public health facilities in 2019. In a public health facility, adolescents delivered 129,223 babies.
There were more births in KwaZulu-Natal than in Limpopo (14,0%), Eastern Cape (13,8%)
and Gauteng (12,1%). Despite having a higher percentage than 5%, other provinces like
Western Cape, North West, and Mpumalanga still fell below 10%. Only 4,7% and 3,1% of
births were delivered in public health facilities in the Free State and Western Cape.

Table 4.5: Prevalence of self-reported pregnancy in the past twelve months preceding the
survey, GHS

Ch . . 2011 2016
aracteristic % » % "
South Africa 2.2 2.7
Age group 34098.9* 27314.9*
14-15 0.2 0.8
16-17 2.5 2.7
18-19 5.0 5.6
Population group 6948.9* 3671.9*
Black African 2.5 3.0
Other 0.3 1.1
Marital status 52098.6* 5800.6*
In union 26.4 10.5
Other 2.0 2.6
Current grade attending 7224.8% 12347.2%
Grade 8 0.5 0.8
Grade 9 2.1 1.6
Grade 10 24 2.7
Grade 11 3.0 4.5
Grade 12 2.9 2.9
Repeating current grade 15743.2* 19937.9*
Repeating 5.5 6.7
Other 1.7 2.1
Type of main dwelling 1415.8* 4027.4*
Formal 2.2 2.5

87



2011 2016

Characteristic % 2 7 2
Traditional 2.6 2.5
Informal & other 1.0 54
Number of people in household 5958.9* 4098.1*
1-3 people 1.3 1.6
4-5 people 1.5 2.3
6+ people 2.9 3.4
Number of economically active people in household 7533.6* 3590.4*
None 33 3.6
1-2 1.6 2.4
3+ 1.0 1.5
Metropolitan area 1010.1* 3841.2%
Metro 1.7 1.7
Non metro 2.4 3.1
Settlement type 4701.8* 7179.1%
Urban 1.6 1.9
Non-urban 2.9 3.7

Source: Calculations from GHS data

Note: Significance level - * = p<(0.001

Table 4.5 presents the frequency of self-reported pregnancies among females enrolled in
secondary school within the last 12 months. The findings show that between 2011 (2.2%) and
2016 (2.7%), there was a minor rise in the proportion of self-reported pregnancies. There was
a significant correlation (p=0.001) between all the independent variables and the self-reported
pregnancies among teenagers presently enrolled in secondary school. The youngest teenagers
(ages 14 to 15) exhibited the lowest self-reported pregnancy prevalence (less than 1%) in both
2011 and 2016. Their peers (older teens, 18—19) had the highest prevalence (about 5%) during
both periods. In South Africa, compared to other demographic groups, Black females in
secondary schools reported a greater rate of self-reported pregnancies in 2011 and 2016.
Furthermore, the findings indicate that, despite a notable decline in the incidence in 2016,
young girls in the union had an extremely high prevalence of self-reported pregnancies.
Furthermore, compared to the other students, girls in the eleventh grade of education reported
higher self-reported pregnancies in 2011 and 2016 (3.0% and 4.5%). Self-reported pregnancy
rose for the majority of school grades between 2011 and 2016, except grade 9 (which saw a
decrease from 2.1% in 2011 to 1.6% in 2016) and grade 12.
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Compared to teenagers who were not repeating the current grade, teenagers were more likely
to become pregnant. Furthermore, between 2011 and 2016, the percentage of girls repeating
their current grade who self-reported having children increased from 5.5% to 6.7%. The type
of main housing has an impact on the self-reported pregnancies of female secondary school
pupils. In 2016, females residing in formal houses reported a higher percentage of self-reported
pregnancies (2.6%) compared to those living in informal or other types of housing. Teenage
girls' self-reported pregnancy rates are also impacted by the number of persons who reside with
them in each household. Compared to girls from smaller households, girls from larger
households are more likely to self-report pregnancies. The presence of fewer family members
who are employed has a considerable impact on high school girls' self-reported pregnancy
rates. The number of economically active household members was compared to self-reported
pregnancies to examine the influence of family socioeconomic status. Self-reported
pregnancies were more common in households with non-economically active individuals in
2011 and 2016. Non-metropolitan areas had a greater frequency of self-reported pregnancies

in 2016 in addition to a higher prevalence in 2011.

Table 4.6: Binary logistic regression on the determinants of self-reported pregnancies among
teenagers currently attending secondary school

2011 2016
Characteristics Od(.is 95% C.1I Od(.is 95% C.I
Ratio Ratio
Age group
(0.23 -
- k _ %k
14-15 0.04 (0.04 - 0.05) 0.24 0.25)
(0.59 -
16-1 0.53* 0.52-0.54 0.61*
7 ( ) 0.62)
18-19% 1 1
Population group
Black African 5.46* (5.10 - 5.85) 2.17* (2.08 -
' ’ ’ ’ 2.26)
Other® 1 1
Marital status
. (10.42 - (2.65 -
I 10.82%* 2.77*
n union 0.8 11.23) 77 2.90)
Other® 1 1

Current grade attending
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2011 2016
Characteristics Od('ls 95% C.I Od(ols 95% C.I
Ratio Ratio
(0.30 -
.66%* .63 -0. 31*
Grade 8 0.66 (0.63 - 0.70) 0.3 0.32)
(0.58 -
* _ *
Grade 9 1.68 (1.63-1.73) 0.60 0.62)
(0.60 -
ok - *
Grade 10 0.97 (0.94 - 0.99) 0.61 0.63)
Grade 11% 1 1
(0.61 -
12 87* .85-0. .62%
Grade 0.87 (0.85-0.90) 0.6 0.64)
Repeating current grade
. (2.58 -
* _ *
Repeating 1.57 (1.54-1.61) 2.63 2.69)
Other® 1 1
Type of main dwelling
(0.32 -
F 1 2.30%* 2.19-2.42 33%*
orma 30 (2.19 ) 0.33 0.34)
. 0.27 -
Traditional 1.84* (1.73 - 1.95) 0.29%* (0'30)
Informal & other® 1 1
Number of people in household
(0.35 -
- * _ %
1-3 people 0.39 (0.38 - 0.40) 0.36 0.37)
(0.66 -
4-5 1 0.60* 0.58 - 0.61 0.67*
peopie ( ) ! 0.68)
6+ people® 1 1
Number of economically active people in
household
(2.29 -
* _ *
None 3.21 (3.04 - 3.40) 2.40 251)
(1.63 -
- * _ %
1-2 1.78 (1.68 - 1.88) 1.70 1.78)
3+® 1 1
Metropolitan area
Metro® 1 1
1.97 -
Non-Metro 0.76* (0.73 - 0.79) 2.03* (
2.10)
Province
1.83 -
Western Cape 0.95 (0.89 - 1.00) 1.91* (1 98)
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2011 2016

Characteristics Od(.ls 95% C.I Od(ols 95% C.I
Ratio Ratio
0.26 -
Eastern Cape 1.03 (0.98 - 1.07) 0.27* (0.29)
(0.33 -
Northern Cape 0.61%* (0.55-0.68) 0.36*
0.40)
(0.29 -
* _ *
Free State 0.46 (0.43 - 0.50) 0.31 0.33)
0.61 -
KwaZulu-Natal 1.01 (0.97 - 1.05) 0.64* (
.0.66)
0.48 -
North West 0.53* (0.50 - 0.56) 0.51* (
0.53)
Gauteng® 1 1
0.52 -
Mpumalanga 0.90* (0.85-0.95) 0.55% (
0.57)
. (0.75 -
* _ *
Limpopo 1.20 (1.14 - 1.26) 0.79 0.82)
Settlement type
Urban® 1 1
1.57 -
Non-urban 0.89%* (0.87-0.92) 1.61%* (1 65)

Source: Calculations from GHS data

Note: ® = reference category, ***= p<0.05; ** = p<0.01; * = p<0.001; 95% C.I = 95%

Confidence Interval

Table 4.6 findings provide insight into the factors that influenced young girls enrolled in
secondary schools between 2011 and 2016 when it comes to self-reported pregnancies. A
distinct pattern shows itself across age groups: teenagers are more likely to report being
pregnant as they get older. With odds ratios of 0.04 (95% CI: 0.04-0.05) in 2011 and 0.24 (95%
CI: 0.23-0.25) in 2016, teenagers aged 14—15 were found to be considerably less likely to report
pregnancies than those aged 18-19. This suggests that there is a considerable decline in

likelihood with younger age.

Additionally, compared to other population groups, the black African population group showed
noticeably higher rates of self-reported pregnancies, with odds ratios of 2.17 (95% CI: 2.08-
2.26) in 2016 and 5.46 (95% CI: 5.10-5.85) in 2011. With odds ratios of 2.77 (95% CI: 2.65-
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2.90) in 2016 and 10.82 (95% CI: 10.42-11.23) in 2011, teenagers in unions reported
pregnancies more frequently than teenagers in non-unions. One important variable that stood
out was school grade, with higher grade levels associated with a higher likelihood of self-
reported pregnancies. In comparison to those who did not repeat the grade, grade repetition

was also associated with greater risks of self-reported pregnancies, with odds ratios of 1.57

(95% CI: 1.54-1.61) in 2011 and 2.63 (95% CI: 2.58-2.69) in 2016.

Teenagers living in formal houses were more likely to report pregnancies in 2011 (OR 2.30,
95% CI: 2.19-2.42), but teenagers living in traditional dwellings had higher odds in both 2011
(OR 1.84, 95% CI: 1.73-1.95) and 2016 (OR 1.36, 95% CI: 1.30-1.42). Dwelling type was a
significant factor in this relationship. There was a link observed in household size as well;

smaller households were associated with a decreased likelihood of self-reported pregnancies.

It is interesting to note that, in comparison to homes with economically active members,
teenagers from households without any members had greater odds of self-reported pregnancies,
with odds ratios of 3.21 (95% CI: 3.04-3.40) in 2011 and 2.40 (95% CI: 2.29-2.59) in 2016.
Higher risks were seen in non-metro areas in both years; in 2016, the odds ratios were 2.03
(95% CI: 1.97-2.10). Provincial differences were also noted: compared to Gauteng, teenagers
from Limpopo had greater risks in 2011 (OR 1.20, 95% CI: 1.14-1.26) and the Western Cape
had higher odds in 2016 (OR 1.91, 95% CI: 1.83-1.98). There was a shift in the kind of
settlement as well; in 2016, non-urban areas had greater odds than urban areas (OR 1.61, 95%

CIL: 1.57-1.65).

4.4 Obstetric characteristics

Data collected regarding maternal obstetric characteristics included parity, hospital admissions
during pregnancy, ANC attendance, and complications at hospital admission. In addition, HIV
was examined individually as it was found to be the most common complication in this study.

Below are the obstetric characteristics shown in Table 4.7 and Figures 4.5 to 4.10 (appendix I).
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Table 4.7: Obstetric characteristics

Characteristics N (%)
Parity

0 0

1 80

2 or more 20
Admissions during pregnancy
Admitted 25

No Admissions 75
Antenatal care attendance

Attended Antenatal Care 60

No Antenatal Care Attendance 40
Complications at admission

Complications 15
No Complications 85
HIV status

HIV Positive 1
HIV Negative 99

Table 4.7 provides an overview of the obstetric characteristics of the population under study.
Parity, which refers to the number of times a woman has given birth, shows that the majority
(80%) of participants had a parity of 1, indicating that they had one previous childbirth. Only
a minority (20%) had a parity of 2 or more, while no participants in the sample were nulliparous

(parity of 0).

When it comes to admissions during pregnancy, a quarter of the participants (25%) were
admitted to the hospital at some point during their pregnancies, while the majority (75%) did
not require any hospital admissions during their pregnancies. This suggests that a significant
proportion of the sample experienced some health complications or conditions that necessitated

hospitalization during their pregnancies.

Regarding antenatal care attendance, 60% of the participants attended antenatal care, indicating
a reasonable level of engagement with prenatal healthcare services. However, 40% of the
participants did not attend any antenatal care, which could pose potential risks to both maternal
and fetal health. The absence of antenatal care can lead to a lack of early detection and

management of pregnancy-related issues.
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In terms of complications at admission, 15% of the participants experienced complications
during their pregnancies that led to hospital admission, while the remaining 85% did not face
such complications. The relatively low percentage of complications at admission suggests that

most pregnancies in this sample were relatively uncomplicated.

The data on HIV status reveals that only 1% of the participants were HIV positive, while the
vast majority (99%) were HIV negative. This low prevalence of HIV in the sample is reassuring
from a public health perspective, as it indicates a low risk of vertical transmission of the virus

from mother to child during pregnancy and childbirth.

The data from this study underscores a noteworthy disparity in outcomes between pregnant
participants and their non-pregnant counterparts. Specifically, a quarter of the participants
reported experiencing admissions to healthcare facilities during pregnancy, while a substantial
majority, comprising 75% of the participants, did not have any admissions (Appendix 7). This
disparity suggests that pregnant individuals may encounter unique health challenges and

medical requirements that demand careful attention.

During pregnancy, women go through a transformative physiological process that can
introduce a variety of health issues, ranging from mild discomforts to severe complications.
These challenges may include conditions such as eclampsia, hemorrhage, and infections, as
indicated in the data. As a result, it becomes increasingly crucial to provide pregnant
individuals with adequate healthcare support and tailored interventions. This support not only
serves to address their specific health needs but also plays a pivotal role in safeguarding the

well-being of the unborn child.

Ensuring proper healthcare support during pregnancy involves a comprehensive approach that
includes regular prenatal care, monitoring for risk factors, and prompt intervention when
complications arise. These measures are fundamental in mitigating adverse outcomes and
ensuring the health and safety of both the pregnant individual and the developing fetus.
Consequently, healthcare systems and providers should remain vigilant in their efforts to
deliver personalized care that addresses the unique challenges that pregnant individuals may

face, as highlighted by the data's findings.

The study's findings reveal a significant disparity in antenatal care attendance among the
participants. Antenatal care is a critical component of maternal healthcare, as it provides

essential monitoring, guidance, and interventions during pregnancy to ensure the well-being of
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both the mother and the developing fetus. In this study, 60% of expectant mothers attended
these crucial prenatal check-ups, while a concerning 40% did not (appendix 8). This
discrepancy underscores the need for a closer examination of the barriers that may be
preventing a substantial portion of pregnant women from accessing essential healthcare during

pregnancy.

Understanding and addressing these barriers is of paramount importance in the field of maternal
and child health. Barriers to antenatal care can include factors such as socioeconomic
constraints, lack of awareness about the importance of prenatal care, geographic distance from
healthcare facilities, transportation issues, cultural beliefs, and even fear or anxiety associated
with medical settings. By identifying and addressing these barriers, healthcare providers and
policymakers can take targeted actions to ensure that all expectant mothers have the

opportunity to receive adequate antenatal care.

Promoting maternal and fetal well-being, reducing health risks, and enhancing the overall
quality of prenatal care are primary objectives in healthcare systems worldwide. Ensuring that
a higher proportion of pregnant women receive adequate antenatal care is a vital step in
achieving these goals. By improving access to prenatal care and addressing the barriers that
hinder attendance, we can work toward healthier pregnancies, safer deliveries, and better health
outcomes for both mothers and their babies. Ultimately, this not only benefits individual
families but also contributes to the overall improvement of maternal and child health on a

broader scale.

The data from Table 4.7 reveals that roughly 15% of the participants reported experiencing
complications at the time of admission, while the remaining 85% did not encounter such issues.
This distinction between those who faced complications upon admission and those who did not

is a significant finding that underscores the importance of proactive healthcare measures.

The 15% who experienced complications upon admission may have faced various challenges,
ranging from eclampsia-related symptoms to hemorrhage and infection. These complications
can have serious consequences for both the mother and the newborn, making early intervention
and comprehensive healthcare management essential. Early recognition and prompt treatment
of these complications are critical to ensure the well-being of both mother and child during the

postpartum period.
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To reduce complications during admission, healthcare systems and providers must prioritize
early detection, monitoring, and intervention. This can involve routine screenings during
prenatal care to identify risk factors, patient education to recognize warning signs, and ensuring
that healthcare facilities are equipped to handle emergencies promptly. Additionally,
comprehensive healthcare management throughout the entire pregnancy, labor, and postpartum
period is crucial to minimize complications and improve maternal and neonatal outcomes. This
data serves as a valuable reminder of the need for proactive healthcare measures to protect the

health and safety of expectant mothers and their newborns.

The study's findings regarding HIV prevalence are noteworthy and carry significant
implications for public health. With only 1% of the participants testing positive for HIV, it is
evident that a vast majority, constituting 99%, were HIV-negative. This stark contrast in HIV
status underscores the importance of continued and intensified efforts in various domains

related to HIV.

First and foremost, these results emphasize the need for robust and sustained HIV prevention
initiatives. While the majority of the participants were HIV-negative, the presence of even a
small percentage of positive cases is a reminder that the virus remains a persistent public health
challenge. Effective prevention strategies, such as comprehensive sex education, condom
distribution, and pre-exposure prophylaxis (PrEP) programs, should be prioritized and

expanded to reduce the transmission of HIV.

Furthermore, the study underscores the importance of promoting HIV awareness and education
within the community. Raising awareness about HIV transmission, risk factors, and the
importance of early testing and treatment can play a crucial role in reducing new infections.
Public health campaigns, community outreach programs, and educational initiatives should be
designed to disseminate accurate information about HIV, reduce stigma, and encourage

individuals to get tested.

Lastly, improving access to healthcare services for individuals living with HIV is essential.
Timely diagnosis, adequate medical care, and adherence to antiretroviral therapy are critical
components of managing the virus effectively. Ensuring that individuals living with HIV have
access to healthcare services, including regular check-ups, counselling, and support, is vital in

both preventing the progression of the disease and enhancing their overall well-being.
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4.5 The legal status of termination of pregnancy services in South Africa

Teenage girls' understanding of legal abortion services in South Africa is explored and
discussed in this part of the study. In addition to exploring teenage girls’ knowledge of legal
services and designated facilities within their communities, this study also examines their

reasons for choosing not to use these services.

4.5.1 Proportion of unwanted pregnancies

There were 20 (100%) unplanned pregnancies among the participants. 2 (10%) participants
wanted to get pregnant and 8 (80%) did not want to get pregnant. Out of all who reported
having had a pregnancy, 12 (60%) participants wanted to have an abortion and 4 (40%)
participants did not want to get an abortion. See Table 4.2 below.

Table 4.8: Proportion of unwanted pregnancies among young females

Variable N (%)
Wanted

pregnancy

Yes 10

No 80
Abortion

Yes 60

No 40

Table 4.8 presents data on the proportion of unwanted pregnancies among young females,
focusing on two key variables: "Wanted pregnancy" and "Abortion." The table provides a
breakdown of responses in terms of the number of participants and the percentage distribution

for each category.
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It is evident that among the young females surveyed, 10% reported having a wanted pregnancy,
while a significant majority of 80% indicated that they did not want their pregnancies. This
suggests that a substantial proportion of pregnancies among this demographic may be
unintended or unwanted, which can have significant implications for the individuals involved

and public health policies.

The data on abortion reveals that 60% of the participants chose to have an abortion, while 40%
did not. This highlights the critical role that abortion plays in addressing unwanted pregnancies
among young females. The high percentage of those opting for abortion suggests that access to
safe and legal abortion services may be crucial in preventing unintended pregnancies from

progressing to full term.

The data in Table 4.8 underscores the importance of addressing unwanted pregnancies among
young females. The majority of participants did not want their pregnancies, and a significant
proportion opted for abortion, emphasizing the need for comprehensive reproductive health
education, access to contraception, and safe abortion services to support the reproductive

choices and well-being of young women.

4.5.2 Proportion of induced abortion

Out of all the abortions 19 (95%) participants had their abortion induced compared to 1 (5%)

participant who had a spontaneous abortion. See Table 4.9 below.

Table 4.9: Prevalence of induced abortion among young females

Variable N (%)
Spontaneous 5
Induced 95
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Table 4.9 presents data on the prevalence of induced abortion among young females, with a
focus on two variables: spontaneous and induced abortions. The table provides a breakdown of

the data in terms of the number of cases (N) and the percentage (%) of each type of abortion.

From the table, it is evident that induced abortions dominate the sample, constituting a
significant majority (95%) of all reported cases among young females. This high prevalence of
induced abortions may suggest a concerning trend, potentially indicating challenges related to
access to contraception, comprehensive sex education, or social and economic factors that
might contribute to unintended pregnancies among this demographic. Further analysis would
be necessary to delve into the underlying reasons for this prevalence and explore potential

solutions to reduce the need for induced abortions among young females.

However, it is essential to acknowledge the relatively small number (5%) of spontaneous
abortions in the dataset. Spontaneous abortions, also known as miscarriages, can occur due to
various natural factors and are not under the control of individuals. This small percentage could

be considered within the expected range for spontaneous abortions in the general population.

Table 4.10: Period when abortion was performed

Period Spontaneous N (%) Induced N (%)
I trimester 1 5 11 55
III trimester 0O 0 8 40
Total 1 5 19 95

Table 4.10 presents data on the periods during which abortions were performed, categorized as
spontaneous and induced abortions. The table is divided into two trimesters: the first trimester
and the third trimester. In the first trimester, only one abortion occurred, which represents 5%
of the total abortions. In contrast, the majority of abortions (95%) were induced, with 11 out of
19 occurring in the first trimester and 8 out of 19 in the third trimester. Notably, there were no

reported spontaneous abortions in the third trimester.

This data suggests that the vast majority of abortions in this study were elective or induced
rather than occurring spontaneously. Furthermore, it highlights a significant preference for
abortions to be performed in the first trimester, which is consistent with common medical

practices aimed at ensuring the safety and minimizing risks associated with late-term abortions.
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The absence of third-trimester spontaneous abortions may indicate that such occurrences are
relatively rare or were not captured in the data, which may have implications for understanding

the factors contributing to late-term spontaneous abortions in this population.

4.5.3 Ways of induced abortion

It was reported that a large number of abortions were taking place at the private clinic of 13
(65%) participants, as compared to the public clinics and hospitals of which each of them has
the same proportion, which is to say (15) 17.5%. It was also reported that the health care
provider conducted all abortions 20 (100%). The person who was mentioned by the majority
of the participants as a person who helped them to get an abortion was friends and partners.
However, the majority of them did not know the ways used to induce an abortion. See Table

4.11 below.

Table 4.11: Induced abortion process among young women

Variable Induced
pregnancies
N (%)

Person who carried out the

abortion

Health worker 100

Ways used to induce abortion

Curette 25

Urinary catheter 10

Don’t know 55

Others 10

Place for conducting abortion

Private clinic 65

Public clinic 17.5

Hospital 17.5

Person who helped during

abortion

Friend 60

Partner 20

No one 28

Others 2
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Table 4.11 presents data on the induced abortion process among young women, with a focus
on various variables related to the procedure. The data reveals that all the induced pregnancies
were carried out by health workers, highlighting the importance of seeking medical assistance
during abortion procedures for young women in this context. This statistic suggests that there
is a significant reliance on trained healthcare professionals in the process, which can be seen

as a positive aspect of ensuring safe abortions.

When examining the ways used to induce abortion, the data indicates that 25% of the cases
involved the use of a curette, 10% utilized a urinary catheter, while a majority of 55%
responded with "Don't know." This "Don't know" category suggests a lack of awareness or
potentially unsafe practices among a significant portion of the participants. It is essential to
address this knowledge gap and promote safe abortion methods to ensure the well-being of

young women.

Regarding the place where abortions were conducted, the data shows that the majority (65%)
of abortions took place in private clinics, with smaller percentages in public clinics (17.5%)
and hospitals (17.5%). The prevalence of private clinics might imply that young women may
prefer the confidentiality and accessibility of such facilities. However, it is essential to ensure
that all healthcare settings adhere to safety and ethical standards to protect the health and rights

of these young women during the abortion process.

4.5.4 Factors that influence having induced abortions

Most of the participants mentioned that the reason for not wanting the pregnancy was they were
still in school 9 (45%). 7 (35%) participants, followed by do not have enough money to take
care of the baby. As for why the participants ended up having induced abortions majority of
them mentioned that they did not have enough money to take care of the baby 13 (65%),
followed by them were still in school 16 (80%). See Tables 4.12 and 4.13 below.
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Table 4.12: Reasons for female youth to end up having unwanted pregnancies

Reasons Unwanted pregnancy
N (%)
Still in school 45

Don’t have enough 35
money to take care of

the baby

Fear of being an 15

outcast
Other 5
Total 100

The data presented in Table 4.12 outlines the reasons for female youth ending up with unwanted
pregnancies. The table categorizes these reasons into four distinct factors and provides the
percentage distribution of each reason. Among these, the most prevalent reason cited is "Still
in school," which accounts for 45% of unwanted pregnancies. This suggests that a significant
proportion of female youth facing unwanted pregnancies are still pursuing their education,
highlighting the importance of comprehensive sex education and access to contraception within

educational settings.

The second most common reason is "Don't have enough money to take care of the baby," with
35% of unwanted pregnancies attributed to financial constraints. This underscores the critical
role of economic factors in reproductive decision-making, emphasizing the need for improved

financial literacy and support systems for young women.

Furthermore, "Fear of being an outcast" accounts for 15% of unwanted pregnancies, indicating
that social stigma and societal pressures play a notable role in shaping the reproductive choices
of female youth. This finding underscores the importance of destigmatizing teen pregnancy

and creating more supportive and inclusive communities for young mothers.

The "Other" category, representing 5%, suggests that there may be additional factors not
explicitly mentioned in the table that contribute to unwanted pregnancies among female youth.
The data underscores the multifaceted nature of the issue and highlights the need for a
comprehensive approach that addresses educational, financial, and social aspects to reduce

unwanted pregnancies among this demographic.
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Table 4.13: Reasons for female Youth to end up having induced abortion

Reasons Abortion N (%)
Still in school 80

Don’t have enough money 65

to take care of the baby

Other 40

Table 4.13 presents data on the reasons why female youth opt for induced abortions. It outlines
three primary reasons and the corresponding number of cases (N) and percentages (%). The
most prevalent reason among the surveyed individuals is "Still in school," accounting for 80
cases or the highest percentage of abortions. This suggests that educational aspirations and the
desire to continue schooling play a significant role in the decision-making process of young

women regarding abortion.

The second most common reason is "Don't have enough money to take care of the baby," with
65 cases. This highlights the economic challenges faced by many young women, which can
impact their ability to provide for a child's needs. Financial constraints are a substantial factor

in their choice to have an induced abortion.

Lastly, "Other" reasons were cited in 40 cases. The "Other" category typically encompasses a
range of diverse factors, which may include health concerns, personal circumstances, or
emotional considerations. The relatively lower number of cases in this category compared to
the other two suggests that the primary reasons for induced abortions among female youth in
this dataset are related to education and financial stability. Further analysis may be necessary

to gain a deeper understanding of the specific factors encompassed within the "Other" category.

The data from Table 4.13 indicates that female youth's decisions to have induced abortions are
predominantly influenced by their educational status and financial constraints, with other
factors playing a smaller, but still significant role. This information underscores the importance
of addressing issues related to education and economic support for young women to provide

them with more choices and options regarding reproductive health.
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4.5.5 Knowledge of contraceptives

Out of all the study participants, the majority of them 20 (100%) had heard of family planning
information, the information was mostly received from television 20 (100%) and the family
planning method that was mentioned by the majority was pills 20 (100%) and 20 (100%) for a
condom. See Table 4.14 below.

Table 4.14: Family planning information among female youths

Variable Knowledge on
contraceptives
Yes No
N (%) N (%)
Ever heard
of  family 100 0
planning
The family
planning
method
heard
Pills 100 0
Condoms 100 0
Injectables 100 0
Implants 75 0
IUCD 0 30
Withdrawal 0 20
Calendar 0 5
A place to
get family
planning
information
Family 10 0
Friends 16 0
School 100 0
Health 100 0
facility
Television 40 0
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Table 4.14 presents data on family planning information among female youths, primarily
focusing on their knowledge of contraceptives, the specific family planning methods they have
heard of, and the sources of information they rely on. The data is divided into three sections:

knowledge of contraceptives, family planning methods heard of, and sources of information.

In terms of knowledge of contraceptives, all the female youths in the sample (100%) have heard
of family planning, indicating a high level of awareness among this group. This is a positive
sign for reproductive health education and awareness programs. Furthermore, the data shows
that all participants have heard of commonly used contraceptive methods such as pills,
condoms, and injectables, which suggests comprehensive awareness regarding available

options for family planning.

The data also reveals some variations in knowledge among the family planning methods. While
a significant majority have heard of pills, condoms, and injectables (100% for each), awareness
drops slightly for implant methods (75%). It is noteworthy that none of the participants have
heard of intrauterine contraceptive devices (IUCD) or withdrawal as family planning methods,
and only a small proportion have heard of the calendar method (5%). This indicates potential

gaps in knowledge that may need to be addressed in reproductive health education efforts.

Regarding sources of family planning information, the data indicates that schools and health
facilities are the primary sources for these female youths (100% for both). This highlights the
importance of incorporating reproductive health education into school curricula and ensuring
that health facilities are well-equipped to provide accurate information and services.
Additionally, a smaller proportion of youths also receive information from television (40%),
while only a minority rely on family (10%) or friends (16%) for family planning information.
This suggests that there is room to further engage the family and peer networks in disseminating

accurate family planning information among female youths.

4.5.6 Use of contraceptives

Of the total participants, those who reported to have ever used contraceptives are using

condoms 19 (95.5%), followed by pills 6 (30%) and traditional method 9 (45%).

When asked why they are not using contraceptives, the majority of them reported that they are

still too young to involve themselves in family planning 16 (80%). See Table 4.15 below.
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Table 4.15: Family planning use among female youths aged 15-24 years

Variable N (%)
Family planning

method used

Condom 95.5
Pills 30
Implants 0
Withdrawal 0
Calendar 0

Traditional method 45
Reason for not using

contraceptives

Still young 55
Lack of knowledge of 20
family planning (FP)
Accused of immoral 10
behaviour (IB)

Scared of side effects 10
Others 5

Table 4.15 provides valuable insights into family planning use among female youths aged 15-
24 years. The data indicates that condoms are the most commonly used family planning method
among this age group, with 95.5% of participants reporting their use. This high utilization of
condoms could be attributed to their easy accessibility, affordability, and effectiveness in
preventing both unintended pregnancies and sexually transmitted infections. However, it is
worth noting that other methods like pills, implants, withdrawal, calendars, and traditional

methods have extremely low or no usage rates among these youths.

When examining the reasons for not using contraceptives among female youths, several
important factors emerge. The most common reason cited is that they still consider themselves
too young for family planning, accounting for 55% of the responses. This highlights the need
for better education and awareness about the importance of family planning and the available
options. Additionally, 20% of participants attribute their lack of knowledge about family
planning to their non-use, indicating the necessity for comprehensive sexual education
programs. Furthermore, 10% mention being accused of immoral behaviour, which underscores
the importance of destigmatizing family planning and promoting sexual health as a responsible

choice.

106



Another 10% of participants mentioned being scared of side effects as a barrier to using
contraceptives. This suggests that there is a need for better communication about the potential
side effects of different contraceptive methods and addressing misconceptions. Lastly, 5% of
participants cited "others" as their reason for not using contraceptives, which could encompass
various individual concerns or barriers that should be explored further to develop tailored

interventions.

Over half of the participants 3 (15%) mentioned that emergency contraceptives should be used
within 24 hours after sexual intercourse while only 17 (75%) reported that it should be used
within 72 hours after sexual intercourse. As for how emergency contraceptives work, the
majority of the participants 15 (75%) mentioned that it is used to prevent the occurrence of

pregnancy. See Table 4.16 below.

Table 4.16: Knowledge of effective use of emergency contraceptives

Variable N (%)
When EC should be used

Within 24 hours 15
Within 72 hours 75
How emergency contraceptives
work

Prevent the occurrence of 45
pregnancy

Used in abortion 30
Prevent and induce abortion 20
Don’t know 5

Table 4.16 provides insights into the knowledge and awareness of the effective use of
emergency contraceptives (EC) among a specific population. The table is divided into two key
variables: "When EC should be used" and "How emergency contraceptive works," with the

corresponding percentages of participants.

In the first variable, "When EC should be used," it is evident that a significant portion of the
participants, 75% (N=75), correctly understand that EC should be used within 72 hours of
unprotected intercourse, which aligns with established medical guidelines. However, only 15%

(N=15) believe that it should be used within the crucial 24-hour window, indicating a potential
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lack of awareness about the importance of early use. This data suggests a need for targeted

education and awareness campaigns to promote the timely use of emergency contraceptives.

The second variable, "How emergency contraceptives work," reveals some misconceptions
among the participants. While 45% (N=45) correctly believe that EC is used to prevent
pregnancy, a concerning 30% (N=30) believe it is used for abortion, and an additional 20%
(N=20) think it can both prevent and induce abortion. These misconceptions indicate a need
for accurate information dissemination regarding the mechanism of emergency contraceptives.
It highlights the importance of comprehensive sexual education to ensure individuals have a

clear understanding of the purpose and limitations of EC.

4.6 Pregnancy and termination

4.6.1 Maternal mortality in facility ratio

The data on maternal mortality in South Africa reveals a significant and encouraging trend of
decreasing maternal mortality ratios over the past decade. In 2012, the maternal mortality ratio
stood at 144.9 deaths per 100,000 live births. However, by 2020, this ratio had dropped to 88.0
deaths per 100,000 live births. This reduction is indicative of improvements in maternal
healthcare and overall maternal well-being in the country. What is particularly noteworthy is
the steeper decline observed in 2020 compared to the preceding year, indicating accelerated

progress in reducing maternal mortality.

To gain further insight into the maternal mortality ratios, researchers delved into the age factor
of pregnant females. By analysing the data, they estimated a maternal mortality ratio by
considering both the number of live births to adolescents (1,047,886) and the total population
of pregnant females during the study period (7,320,968). The outcome of this analysis showed
that there were 2.03 maternal deaths per 100,000 live births among adult females. Interestingly,
the maternal mortality rate among adolescents was consistently lower than that among adult

females during the entire study period.

Moreover, the data highlights a consistent decline in both adolescent and adult maternal
mortality rates since 2009, when these rates had reached their peak. This sustained decrease
suggests that efforts to improve maternal healthcare and awareness in South Africa have been

successful, leading to better maternal outcomes for both adolescents and adults. These findings
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are a positive sign for the overall health and well-being of expectant mothers in the country

and underscore the importance of continued investment in maternal health initiatives.

Figure 4.27: Maternal mortality in facility ratio
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4.6.2 Maternal mortality in facility ratio by province

Figure 4.24 provides a crucial insight into maternal mortality rates in different South African
provinces in the year 2020. The data reveals notable disparities in maternal health outcomes
across the country. The national average maternal mortality in facility ratio for 2020 stood at
88.0 deaths per 100,000 live births. However, several provinces exhibited ratios higher than

this average, signifying areas with concerning maternal health challenges.

Free State recorded the highest maternal mortality in facility ratio at 116.2 deaths per 100,000
live births, followed closely by the Northern Cape at 109.9 deaths per 100,000 live births. The
Eastern Cape and Gauteng provinces also reported ratios above the national average, with 108.2

and 102.9 deaths per 100,000 live births, respectively. These figures highlight critical areas
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where maternal health interventions and healthcare infrastructure improvements are needed to

address the elevated risks faced by expectant mothers in these regions.

On the other hand, the Western Cape demonstrated relatively low maternal mortality in facility
ratio of 43.6% in 2020, suggesting more favourable maternal health outcomes compared to
other provinces. Mpumalanga recorded a ratio of 67.1%, indicating that there is still room for
improvement. It is worth noting that maternal mortality in facility ratios increased in the
Eastern Cape and Northern Cape provinces from 2019 to 2020, presenting a concerning trend.
In contrast, all other provinces showcased decreasing patterns, which may indicate progress in
maternal healthcare provision and outcomes. This data underscores the importance of targeted
healthcare interventions and policies to reduce maternal mortality rates and promote maternal

well-being in South Africa.

Figure 4.24: Facility ratio of maternal mortality by province
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4.6.3 Termination of pregnancy 0-12 weeks rate

The 0-12-week termination rate is a crucial indicator in reproductive health, denoting the
proportion of pregnancies that are terminated at healthcare facilities during the first 12 weeks
of pregnancy, relative to the total number of terminated pregnancies (NDoH, 2021). This metric
serves as a vital gauge of the accessibility and utilization of safe and legal abortion services
within a given region or country. In 2020, when analysing this rate across South Africa's
provinces, it becomes evident that three provinces, namely Western Cape, North West, and
Gauteng, exhibited termination rates below 90%. Specifically, Western Cape reported a rate of
74.6%, North West had a rate of 85.9%, and Gauteng recorded a rate of 83.6%. These provinces
may warrant closer examination to understand the factors contributing to their relatively lower
termination rates, which could encompass a range of issues, including healthcare access,

awareness, and cultural factors.

In contrast, the Eastern Cape demonstrated a noteworthy positive trend, with its 0—12-week
termination rate increasing from 91.6% in 2018 to 93.0% in 2020. This progression may be
attributed to various factors, such as improved healthcare services, increased awareness about
reproductive rights, and the expansion of healthcare infrastructure. At the national level, South
Africa also saw a slight increase in the 0—12-week termination rate during the same period,
moving from 88.9% to 90.4%. This implies that, on average, approximately 89.5% of
pregnancies in the country have been terminated within the first 12 weeks over the last three
years. While this suggests that the majority of pregnancy terminations occur within the
recommended timeframe, it remains essential to continue monitoring and improving access to
safe and legal abortion services to ensure the well-being of individuals seeking these services.

See Figure 4.25 below.
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Figure 4.25: 0-12 weeks pregnancy termination rate

Western Cape

Northern Cape 1

North West+

Mpumalanga

©

Q

£

> Limpopo 1
2 pop
4

o

KwaZulu-Natal 1

Gauteng

Free State 1

Eastern Cape

Il

(=1
("]
o
-~
o

—_
(=]
o

50
Rate (Percentages %)

I 201s [ 2010 [ ] 2020

Source: Statistics South Africa, 2020

4.6.4 Termination of pregnancy 13-20 weeks rate

A 13-20-week termination rate, as defined by the National Department of Health (NDoH) in
2021, quantifies the termination of pregnancies that occur within the gestational period of 13
to 20 weeks, expressed as a percentage of the total number of pregnancies terminated during a
specified study period. This statistic is crucial in understanding the timing and prevalence of

pregnancy terminations within the healthcare system.

Analysing the data presented in Figure 4.26, it becomes evident that the provinces of the
Northern Cape, Limpopo, and Mpumalanga consistently reported the lowest termination rates
during the study period. These provinces exhibited a lower incidence of pregnancy terminations
occurring within the 13-20 week window compared to other regions. Following closely behind

were the Western Cape and Gauteng provinces.

Of particular note is the significant decrease in the 13-20-week termination rate observed in

Gauteng province, which declined from 22.2% in 2019 to 16.4% in 2020. This drop indicates
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a notable shift in the timing of pregnancy terminations within Gauteng during the specified

years, with fewer occurring in the 13-20-week range.

On a national scale, South Africa also witnessed a decrease in the percentage of abortions
performed within the 13-20 week window. The data reveals a decline from 11.1% in 2019 to
9.6% in 2020, signifying a broader trend towards earlier terminations or shifts in healthcare
practices related to pregnancy termination in the country. These findings provide valuable
insights into the dynamics of pregnancy termination timing and healthcare utilization in South

Africa and could inform future healthcare policies and interventions.

Figure 4.26: 13-20 weeks pregnancy termination rate
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4.7 Reasons for seeking abortion

An individual's life is impacted by a termination of pregnancy decision. Women consider
various factors when making reproductive health decisions, especially regarding pregnancy
and termination of pregnancy, including their physical, social, financial, and spiritual well-
being. Palomino et al. (2011: 74) write that "a pregnancy that is unplanned or unwanted does
not take place in a vacuum, but rather takes place within a partner and family relationship as
well as the broader social, political, and cultural context". According to Chetty (2012), the
participants cited a variety of reasons for seeking an abortion. Among them were financial

difficulties, the desire to complete their studies, and conflict with the baby's father.

According to participants in this study, the lack of interest their partners showed in them after
they told them they were pregnant influenced their abortion decision. A woman's partner may
have difficulty supporting her during an unplanned/unwanted pregnancy, as other studies have
shown. Consequently, some women find it hard to continue the pregnancy without their
partner's support. Based on Gresh and Maharaj's (2014) study, women ended pregnancies if
their partners did not support them. Women sometimes separate from their partners because
they deny paternity or refuse to take responsibility for their children. Participants confirmed

this by saying:

“As soon as I told him who the baby's father was (which is him). He told me I should
talk to the baby's father because he is not..." (P5)

Men sometimes question the paternity of their children or claim they only slept with the girl
once, according to Mkhwanazi (2010). Many teenage girls have to make the huge decision
about their unplanned pregnancy on their own because of conflict with their partners. The fact
that all the teenage girls in this study are single and that some were abandoned or rejected by

their baby's father might have contributed to their decision to have an abortion.
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4.8 Contraceptive use

It was determined in this study that the participants did not use contraception or that they did
so inconsistently, leading to unintended pregnancies. Although all the teenage girls said they
did not intend to have children, roughly 67% reported not using any form of contraception. In
a study by MacPhail et al., (2007), less than half of young girls who are sexually active before

the age of 24 use some form of contraception to prevent unintended pregnancies.
One participant was using the pill, but the majority of young females were using contraceptives:
“The fact that I became pregnant occurred because I was taking pills.” (P12)

“For sexually active women and men who are not ready for parenthood,
contraceptives are an excellent choice. This is one of the best ways to manage one's
reproductive health and to take control of one's future. Conceptive methods reduce the
risk of sexually transmitted infections by preventing unintended pregnancies as well
as preventing unintended pregnancies. There are many options available, and it is a

personal decision.” (P15)
Other participants were using the injection:
“The injection was used by me.” (P1)

“My periods were irregular when I was taking the injection, so when I stopped
it I began getting spotting, so I wanted to try something else so I could have my
regular periods again. For the first three to four months after I stopped taking it, I did
not get periods, and then I got them every day for two months. For 3 months, I bled
daily. The bleeding would stop for a day, then resume. As a result, [ had

complications.” (P3)

Three others used condoms; one reported that it burst, and the other two were inconsistent in

using condoms.
“My condom burst when I used it.” (P19)
“The day we did not use a condom, yes I use one regularly.” (P16)

“The contraceptives I had been using - condoms, for example - sometimes [

would not use them.” (P7)
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The findings of Salebalo (2010) support these responses, which found that inconsistency and
low contraceptive use were apparent among sexually active adolescents. Unintended
pregnancies are a significant cause of abortion, in some instances illegally, due to limited or
inconsistent use of contraceptives. However, research shows that contraceptive methods do not

always prevent unintended pregnancies even when they are effective.

According to Ngene's (2011) study, 75% of South Africans requesting termination of pregnancy
services at the Durban hospital used contraception when pregnant. There are instances in which
condoms break and pregnancy occurs despite their effectiveness in preventing unplanned
pregnancies. An emergency contraceptive would be most effective in this situation. It is
difficult for women to access emergency contraceptives due to a lack of knowledge and lack

of access to this service.

4.9 The reasons participants visit health facilities

The participants indicated different reasons for visiting health facilities when asked why they
visited. The participants indicate that they visit health facilities to receive advice, reassurance,
counselling, or education on pregnancy when they have problems or complications. Twenty
women filled out the questionnaire explaining that they were seeking advice, reassurance,
counselling, or education on pregnancy. According to some young female interviewees, they
came to the public healthcare facility for treatment, while others stated that they could not

recommend other pregnant women to the facility because of nurse neglect.

“As soon as you walk into the clinic, they will shout: “‘you are also pregnant,
so what is your problem?” You just step in, maybe you are still asking for directions,
on how to get a card, and then you hear “You are pregnant” everyone at the clinic
knows about you. Maybe you are pregnant because you were raped, and they have not
heard your story. The moment you walk into the pharmacy, maybe you were sent there
by your father or aunt, they shout, pill holders on one side, antiretroviral users on the
other. Have you coughed? The coughing you are doing is a sign of tuberculosis, so 1
want to check for it with your sputum. Your child is at such a young age and look how

you skipped school to make it here, you do not feel well when you consider taking
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them to the clinic. Your fear of being shouted at the clinic will cause you to miss clinic

appointments.” (P19)

“It has been my experience that when girls go to clinics, the sisters sometimes

shout, “so you are having sex too at your age.” (P8)

There was a minority of participants who were satisfied with the level of service provided at
the clinics/hospitals where they received assistance, while the majority were dissatisfied for a
variety of reasons, including rude nurses, a lack of respect, unprofessional behaviour,
unfriendliness, and hostility. A healthcare worker is expected to display a welcoming attitude
towards patients, to be friendly, to offer their patients seats, to listen to them and to speak to
them in a way that is understandable to them, to provide general information to patients and
pregnancy-related information. This is outlined in the South African Health Rights Charter
(2004).

A study conducted between 2012 and 2014 reported that poor interaction exists between clients
and healthcare providers based on findings from the Confidential Enquiries into Maternal
Deaths in South Africa. According to Rahmani and Brekke (2013), mothers do not utilize
maternity services because of the negative attitudes of health workers. Women’s confidence
and compliance with medical care are bolstered by positive interactions between them and

healthcare providers (Osubor et al., 2015).

4.10 Factors and danger signs of maternal complications

A complex interplay of factors influences maternal morbidity and mortality, including some
that are specific to the country and its socio-economic context. However, maternal
complications and poor outcomes persist despite progress in improving maternal health. The
majority of participants in this study are aware that maternal complications can pose significant
risks to both the mother and the baby during pregnancy and childbirth. As a result of these
complications, the pregnant woman may suffer from morbidity (illness or health challenges)
or even die. In order to prevent adverse outcomes, physicians must recognize danger signs,

which contribute to the occurrence of these complications.
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“I believe that lack of education and awareness often contributes to maternal complications.
The danger signs of conditions like eclampsia may not always be noticeable to all of us. We

could potentially save our lives if we increased our health literacy and knew what symptoms

to look out for." (P17)

Complications during pregnancy can be caused by a variety of factors. A lack of access to
quality healthcare, education, and nutrition, among other socioeconomic factors, can increase
the risks of complications. Prenatal care and emergency obstetric services can be difficult to

access for low-income or remote women.

" The availability of skilled birth attendants is essential. In order to reduce maternal mortality

rates, more healthcare professionals should be trained to handle complications during

childbirth and childbirth itself." (P2)

Complications can occur during pregnancy if pre-existing medical conditions such as diabetes,
hypertension, or heart disease worsen. The risks can be increased by inadequate prenatal care
and inadequate management of these conditions. The physiological changes associated with

adolescence and women over 35 also make pregnancies among these age groups risky.

"Excessive bleeding could also be a danger sign. According to what I have heard, this might
be a sign of a serious problem. Healthcare providers need to be vigilant because these signs

may not always be obvious." (P11)

A pregnant woman, a mother in childbirth, or a new mother should never ignore danger signs.
The following symptoms warrant immediate medical attention: severe bleeding, high fever,
severe abdominal pain, severe headache, blurred vision, and difficulty breathing. Symptoms
such as haemorrhage, preeclampsia, eclampsia, infection, or other complications need to be

addressed as soon as possible.

118



Table 4.17: Participants' knowledge of danger signs

Danger signs N (%)
Hypertension/high blood 35
pressure

Anaemia 5

Swelling of face, hands, 70
feet or legs

severe headaches 99
Bleeding/ haemorrhage 60
Severe exhaustion/unable 40
to do normal daily
activities

loss of weight 10
Foul-smelling discharge 55
from the vagina
Breathlessness/problems 15
breathing/shortness of
breath

Diarrhoea) that lasts 25
several weeks or more
Sepsis/infection 5
Cough that lasts several 20
weeks or more

Fever 45
Abnormal lie/position of 5
foetus /breech

Multiple pregnancy/large 5

abdomen
Previous bad obstetric 15
history/abdominal

scars/previous stillbirth

The data in Table 4.17 provides insights into participants' knowledge of various danger signs
during pregnancy. Notably, it appears that the participants were aware of a wide range of danger
signs, with varying levels of recognition. The danger sign that garnered the highest recognition
was "severe headaches," with 99% of participants indicating awareness of this symptom. This
high awareness suggests that participants generally understand the potential risks associated

with severe headaches during pregnancy.
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On the other hand, some danger signs were less well-known among the participants. For
instance, only 5% of participants were aware of "anaemia" and "sepsis/infection" as danger
signs. This indicates a potential gap in knowledge about these critical health indicators during
pregnancy. Additionally, "abnormal lie/position of foetus/breech"” and "multiple
pregnancy/large abdomen" were also recognized by only 5% of participants, highlighting a

need for more education in these areas.

Table 4.17.1: Postpartum complications

Complication N (%)
Yes No  Don’t know
Eclampsia
In previous pregnancy, did 5 70 25
you have the following
problems: convulsions,

seizures during pregnancy,

labor, or postpartum

Increase and uncontrolled 40 50 10
blood pressure, swelling,

and "blurred vision" during

pregnancy, labor, or

postpartum

Haemorrhage

Did you have to bleed during 75 10 5

pregnancy or increased
bleeding after labor or

postpartum period

Did the bleeding wet the 80 15 5
clothes, the bed, or the floor

Infection

Ever had a hot body and 90 5 5

fever during pregnancy or

after Labour or the

postpartum period

Thick yellow and stinky 50 25 25
vaginal discharge

Procedures

Admission to hospital after 5 95 0
delivery
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Blood transfusion 0 100 0

Inter-hospital transfer

Postpartum stay for one 0 90 10
week and above

The data presented in Table 4.17.1 provides information on postpartum complications among
a group of individuals, with responses categorized into "Yes," "No," or "Don't know." The table
is divided into four major categories of complications: Eclampsia, Haemorrhage, Infection, and

Procedures.

In the Eclampsia category, it is evident that very few participants (5%) reported experiencing
convulsions, seizures, or increased blood pressure with blurred vision during pregnancy, labor,
or postpartum. On the other hand, a significant proportion (70%) reported not having these
complications, while 25% indicated that they were unsure. This suggests that eclampsia-related

symptoms were relatively rare in this population.

Haemorrhage-related complications show a similar pattern. A substantial proportion (75%)
reported experiencing bleeding during pregnancy or increased bleeding after labor or the
postpartum period, while only 10% reported not having such issues. Interestingly, a significant
portion (15%) reported being unsure if the bleeding had occurred, indicating potential

communication or recall challenges among some participants.

In the Infection category, it is evident that a majority (90%) had experienced fever during
pregnancy or after labor/postpartum, while 5% did not, and another 5% were unsure.
Additionally, 50% reported having thick yellow and stinky vaginal discharge, while 25% did
not, and another 25% were unsure, suggesting a relatively common occurrence of infection-

related symptoms.

Finally, in the Procedures category, the data reveals that almost all participants (95%) were not
admitted to the hospital after delivery, and no one reported undergoing a blood transfusion.
However, 10% had inter-hospital transfers, and 90% had postpartum stays for one week or
more. These findings highlight variations in healthcare procedures and the length of postpartum

stays among the surveyed individuals.

121



4.11 Knowledge of legal termination of pregnancy services

The findings from this study highlight that a significant proportion of the participants,
specifically 13 out of the 20 individuals surveyed, were aware that termination of pregnancy
was legally permitted in South Africa. This observation aligns with the results of previous
research conducted by Kumar et al. (2009), which also indicated high levels of awareness
among South African populations regarding the legal status of abortion. These findings
underscore the importance of understanding the prevailing awareness and perceptions

surrounding abortion laws in the country.

Moreover, the study conducted by Jewkes et al. (2005) revealed that a substantial 81% of their
participants, while investigating why some South African women chose to undergo abortions
outside designated facilities, were aware that state health facilities provided termination of
pregnancy services. This level of awareness suggests that there is substantial recognition of the

availability of abortion services within the public health sector in South Africa.

Interestingly, the study conducted by Leitao et al. (2022) found that a majority of their
participants were aware of their entitlement to termination of pregnancy treatment at a state
hospital. This finding highlights that knowledge about the legal status of abortion extends to

the understanding of where these services can be accessed within the healthcare system.

However, it is important to note that despite the participants in the current study expressing
awareness of abortion's legal status, subsequent statements indicate limited knowledge of the
CTOP Act (Choice on Termination of Pregnancy Act) of 1996. This suggests that while
individuals may be aware of the broad legality of abortion, there may be gaps in their
understanding of the specific regulations and provisions outlined in the CTOP Act, which
governs the conditions and procedures for legal termination of pregnancy in South Africa. This
underscores the need for comprehensive education and awareness campaigns to ensure that

individuals have a nuanced understanding of abortion laws and their practical implications.
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Figure 4.28: Knowledge of legal termination of pregnancy services
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4.11.1 Knowledge of the CTOP Act (92 of 1996)

The study revealed a concerning lack of awareness among participants regarding the CTOP
Act (Choice on Termination of Pregnancy Act) of 1996. Specifically, only 3 out of 20
participants were familiar with this critical policy, highlighting a significant gap in women's
reproductive health knowledge. This knowledge deficit has far-reaching implications for
women's ability to make informed decisions about their reproductive health, particularly in
cases of unwanted pregnancies. While there has been substantial attention at the policy level in
South Africa regarding reproductive rights and healthcare, the findings underscore a disconnect
in the implementation of these policies, leaving many women unaware of their legal rights and

options.

Understanding the CTOP Act is paramount, especially for teenage girls who may find
themselves facing challenging reproductive health decisions. Informed decision-making in
such cases can only occur when individuals are aware of their legal rights and the available
healthcare options. Research by Chiweshe et al. in 2017 highlighted that the average South

African woman still lacks a comprehensive understanding of how liberal the CTOP Act is. This
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lack of awareness is concerning, as it contributes to a scenario where some teenage girls resort
to seeking abortions from unauthorized and potentially unsafe sources, often on the streets.
This emphasizes the urgent need for targeted efforts to educate young women and the general
population about the provisions of the CTOP Act and the broader context of reproductive
healthcare rights. Raising awareness can lead to safer and more informed reproductive health

decisions, ultimately improving the well-being of women in South Africa.
Figure 4.28: Knowledge of the CTOP Act (92 of 1996)
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4.12 Topics the participants expressed interest in learning about

Participants were asked to identify what topics they would like to learn more about. Based on

the importance of the responses, they were categorized into four groups:
* Education on sexuality

* Reproductive health concerns
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* Healthcare accessibility

* Sexually transmitted diseases (STDs)

* Early sexual activity, abortion, and their repercussions

» Strategies for practicing abstinence and resisting temptation

In this study, participants' primary sources of knowledge were television, friends, and school,
while other sources received lower rankings. In the researcher's opinion, teenagers must be
provided with essential information through substantial efforts. Several sources, including
schools, parents, and additional sources, suggest that participants possess limited knowledge.
It promotes self-reliance, enhances knowledge, and contributes to the development of the

nation by emphasizing the importance of ongoing secondary education.

4.13 Summary

The findings from this study provide valuable insights into the reproductive health experiences
of teenage girls, particularly in the context of unplanned pregnancy. The research was
conducted at a healthcare facility, which serves as a crucial setting for addressing the
reproductive health needs of this demographic. By gathering and analysing data from these
young women, the study contributes to a broader understanding of their unique perspectives

and challenges in the realm of reproductive health.

In today's dynamic healthcare landscape, it is increasingly important to adopt a holistic
approach to address the multifaceted issues surrounding teenage pregnancy and reproductive
health. The study not only sheds light on the prevalence of specific postpartum complications
but also places these findings within a broader context. By incorporating a literature review,
the research contextualizes the data within existing knowledge and insights into the
reproductive health experiences of teenage girls. This approach enriches our understanding by

considering the social, cultural, and healthcare factors that impact their choices and outcomes.

Moreover, the study underscores the significance of empowering young women to actively
participate in decisions regarding their reproductive health. Understanding their perspectives

is essential for tailoring effective interventions and support systems. By delving into the lived
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experiences of these teenagers, this program contributes to the body of knowledge that can
inform policies and practices aimed at reducing unplanned pregnancies and improving the
overall reproductive health outcomes for young women. This research highlights the
importance of comprehensive, youth-centered approaches in addressing the complex issue of
teenage reproductive health, with the ultimate goal of promoting their well-being and

autonomy.
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CHAPTER FIVE: DISCUSSION, CONCLUSION, AND RECOMMENDATION OF
THE STUDY

5.1 Introduction

This chapter provides a detailed discussion of the findings presented in the previous chapter. It
discusses the variations in maternal deaths, causes of maternal death, and maternal and health
facility risk factors for maternal mortality. It concludes by discussing the limitations of the

study.

5.2 Discussion

The maternal mortality rate in South Africa continues to be a serious public health problem,
contributing to a low life expectancy for women. In addition to wasting countless lives and
resources that governments could devote to other health issues, it is important to look into the

reasons why the maternal mortality rate is so high.

Adolescents also tend to die from the same causes as older women, namely eclampsia,
peripartum sepsis, haemorrhage, and abortion. Other causes of death, such as obstructed labor
and malaria, have also been identified in some studies. Despite this, the contribution of each of
these causes varies significantly from study to study, which may reflect differences between
countries or regions, although caution needs to be exercised as it may reflect issues related to
definitions or data quality, which will be discussed later. Additionally, some studies indicate

that adolescents and older women die from different causes.

Considering the limitations of the studies included, it is difficult to draw firm conclusions about
how adolescent deaths may differ from those of older women. In adolescents, however,
eclampsia appears to be a more common cause of death. There is some evidence that
adolescents are more likely to develop pre-eclampsia or eclampsia, although the physiological
pathway is not clear. Adolescent births are also very likely to be first births, which increases
the risk of eclampsia. Adolescents with this condition should receive adequate antenatal care

in order to detect and treat it.
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A further finding from these studies is that haemorrhage is a less common cause of death among
adolescents than among older women. In contrast, most other major causes like sepsis and
abortion tended to be inconclusive and inconsistent, aside from eclampsia and haemorrhage. In
the following section, we discuss some limitations and biases associated with highly
heterogeneous abortion data. Adolescent maternal deaths are associated with unsafe abortions,
according to several studies. The number of unsafe abortions among adolescents can vary by
context but is estimated to be around 15%. In order to reduce the burden of adolescent maternal
mortality, youth-friendly family planning services are a critical component of reducing barriers

to contraception for adolescents.

According to this study and another, hypertension is the leading cause of maternal deaths
among adolescents and adults in South Africa. 9% of all deaths in South Africa are due to
hypertension, which contributes to mortality. Stress and poor diet are associated with
hypertension. Stress and diet are therefore potential mortality hazards among pregnant females.

In South Africa, only 41% of pregnant adolescents access this service at prenatal care visits.

Abortion is another cause of death among pregnant adolescents. There are currently restrictions
on the accessibility of safe abortions for adolescents in South Africa, although abortion
practices have been legal for almost 20 years. According to a Sedgh et al. (2012) study, 29
abortions per 1,000 women were performed in Africa, and 97% of these abortions were unsafe.
Women seeking abortions in South Africa face barriers based on race, stigma, class, and
geography, so they resort to unsafe abortions that guarantee privacy and are quick but are not
always performed by trained providers, leading to higher complications, one study even found
that women's late decision to terminate their pregnancy increases their mortality and morbidity

risks.

Adolescent maternal mortality due to injury is less concerning, but still concerning. Injuries
are the leading cause of death among youth, with 162.5 deaths per 100,000. Suicide and
homicide deaths are included in this category. While there are not many suicides or homicides
reported here, those that do occur are likely related to mental health issues and violence against

women. Among adolescents, suicide rates increase with unwanted pregnancies.

Ngonzi et al (2019) show that haemorrhage, pregnancy-induced hypertension/eclampsia,
AIDS, abortion, and sepsis were the leading causes of maternal death in the country. According

to them, the direct causes may be due to factors such as delays in seeking care or referrals,
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substandard care, and lack of blood or drugs. Mgawadere et al. (2017) identified issues such as
lack of skill among personnel and missed diagnoses as contributing factors to substandard care.
The maternal mortality report indicates that substandard care, delays in referral, and delays in
seeking care were the main factors contributing to postpartum haemorrhage, eclampsia, and
abortion deaths (Pembe et al., 2014; Bwana et al., 2019). As a result of this information, there
are opportunities for action that can be taken. Lack of blood, lack of ultrasounds for proper
diagnosis, and lack of skill contributed to haemorrhage, eclampsia, and abortion (Alves and

Rapp, 2020).

A study by Magadi et al. (2001) reported that postpartum haemorrhage, sepsis, and antepartum
haemorrhage were the leading causes of death among women in Kenya. The causes of abortion
reported in this study were haemorrhage. This indicated that abortions were performed under
relatively safe conditions and there were no septic abortions. The current study found that
21.1% of maternal deaths were caused by septic abortions, which suggests that most abortions

may take place in an unsafe environment (Mekonnen and Awoke, 2020).

5.3 Recommendations

5.3.1 Recommendations about the findings of the study

The health fraternity should be advised of the underlying factors that exacerbate maternal
mortality by replicating this research in each province in South Africa. Depending on
socioeconomic characteristics and service delivery characteristics in other regions,
interventions may differ based on these factors. Research using primary data collection
methodologies would provide more relevant information and form a fuller picture of the factors
that drive maternal mortality if information is obtained directly from the cases and controls
within the study population. Direct interaction with mothers, for instance, may shed more light
on other factors that may impact maternal mortality, such as religious beliefs. Knowledge and
choices about health care coverage or prenatal care may be influenced by other cultural

influences, such as shared knowledge among families and neighbours.

A better understanding and clarification of the causal relationship between maternal
complications and the emergence of disorders within the child or mother after birth is essential

for researchers. Knowledge and competence of medical personnel in maternal health care will
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be incorporated into this process. Mulama (2015) estimates that approximately 28,000 to
117,000 women experience disabilities from complications during pregnancy and delivery
every year. Studying and understanding this area remains important. Research should examine
the reasons given by mothers for not attending prenatal clinics in response to the reasons
perceived by mothers. Kaswa (2018) concludes that many women do not attend their antenatal

care visits because they have no physical symptoms or no health problems during pregnancy.

5.3.2 Schools and Universities

In primary and high schools, there should be an awareness campaign about preventing teenage
pregnancy. As well as encouraging women to complete their education before becoming
pregnant, school or university administrations should also come up with an action plan that
will make it possible for married women to fully participate in education, whether in or out of
school or university. Women who are more educated will value early antenatal appointments

more than those who are less educated.

5.3.3 Department of Health

It should be a priority to give antenatal care to people who visit clinics for antenatal care. If
women require transportation for antenatal care, they should be taught how to prepare in
advance before getting pregnant. Each quarter, a survey should be conducted to determine the
level of customer satisfaction and staff satisfaction. The results should be analysed for areas
for improvement. Communication skills training should be provided to nurses in order to
improve their attitude towards work. To raise awareness about the importance of early antenatal

care, other mediums such as television and radio as well as school curricula should be used.

Awareness campaigns in the community and health talks in the facility about the importance
of early booking could influence pregnant women to book earlier in the future. The antenatal
booking process should be done every day, and no client should be turned away without
receiving the service. Health facilities should provide pregnancy tests to reduce uncertainty
among women. Clinics should have a call system so nurses can be available in the evenings so

that the Department of Health can accommodate the working hours of women. In pregnancy,
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HIV testing should be made more accessible to pregnant women so that their fears about HIV
testing can be alleviated. In order to alleviate the challenge of increased transportation costs in
cases of pregnant women, the department should provide mobile clinics for hard-to-reach

communities.

5.3.4 Create awareness of teenage pregnancy in the community

To raise awareness about the causes and consequences of teenage pregnancy, the local radio
station can be used to reach out to the community at large. Parents and children could be
reached during an afternoon slot provided by the local radio station; raising such awareness
may allow them to become more aware of the health and social challenges adolescents face,

and how they can act to address these issues as a community.

5.3.5 Making information on sexual reproductive health easily accessible

The findings of this research indicate that there is a lack of awareness among young females
regarding the contents of the CTOP Act (92 of 1996) and their rights to sexual reproduction. It
is suggested that radio dialogues, public gatherings within the community, and campaigns
centered around reproductive health can serve as effective platforms for educating teenage girls
and the wider community about the provisions of the CTOP Act (92 of 1996) and the
availability of termination of pregnancy services. Additionally, it is crucial to ensure that
teenage girls are well-informed about the potential risks associated with certain termination of
pregnancy methods and their subsequent consequences. Engaging the entire community can

also contribute to minimizing negative perspectives towards abortion.

5.3.6 Making termination of pregnancy services accessible in primary healthcare
facilities

Termination of pregnancy services needs to be more evenly distributed in order to be accessible
to all communities. According to the findings, hospitals are the most common providers of such

services. Most South Africans prefer visiting clinics rather than hospitals, so termination of
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pregnancy services should also be offered at clinics. A clinic's resources, including qualified,

trained employees and equipment, need to be increased.

5.3.7 Knowledge and perceptions about contraceptives

The adolescents involved in this study had acquired knowledge about different methods of birth
control from their peers, family members, media, and the internet. However, their focus was
more on the negative consequences of contraceptives rather than their effectiveness in
preventing pregnancy. As a result, despite being aware of the various contraceptive options, the
participants in this study used birth control minimally. The findings of this research are
consistent with Undie et al. (2007) study on the understanding of sexuality among young people
in Malawi. It was found that information obtained from friends, family members, and the media
influenced the adolescents' views on contraceptive use. This study further revealed that the
participants were more concerned about the harmful effects of birth control rather than its
benefits. This negative perception of contraceptives was influenced by misinformation from
different sources, highlighting the influence others can have on decision-making regarding
birth control. Tabane and Peu (2015) confirmed that perceived side effects of using
contraceptives discouraged adolescents from initiating or continuing birth control use.
Similarly, in Bangladesh, a study on the factors influencing adolescent girls' decision-making
about contraceptive methods and childbearing revealed that adolescents believed
contraceptives were harmful to their bodies and could cause infertility (Shahabuddin et al.,

2016).

The results of this study also indicate that despite having adequate information about birth
control methods, adolescents are primarily concerned about the perception of others if it
becomes known that they are using contraceptives. The viewpoints of friends, family, and
community members regarding contraceptives have somewhat affected the low adoption of
birth control. Therefore, it is clear from this research that the decision-making process of
adolescents is influenced by the opinions of others. These findings align with a study conducted
by Israel et al. (2016) on the attitudes and understanding of contraception among adolescents
in the Pietermaritzburg region. The researchers concluded that although adolescents possess
sufficient knowledge about contraceptives, there is still a discrepancy between knowledge and

usage due to the fear of parents and teachers discovering their contraceptive use. This
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apprehension stems from the stigma surrounding teenage pregnancy and the sexual activity of

adolescents and is influenced by societal and cultural norms.

5.3.8 Implications
5.3.8.1 Social change

The findings of this study indicate that there is a notable connection between sociodemographic
and service delivery factors and the occurrence of maternal deaths in South Africa. Therefore,
expectant mothers must be aware of the significance of attending prenatal clinics, having
medical insurance, giving birth in a healthcare facility, and being assisted by a skilled midwife.
Conversely, as education levels are relatively high, it is necessary to raise awareness among
mothers about the risk factors that can increase the likelihood of maternal mortality during
childbirth. Promoting the importance of having health insurance coverage and increasing
disposable income to some extent would facilitate a decrease in maternal deaths. Furthermore,
the correlation between annual median income and the risk of maternal mortality is
enlightening and prompts discussion about the potential advantages of implementing a free
maternal care policy. The government and policymakers should consider exploring such a
program as it could mitigate the impact of income on mothers' risk for maternal mortality.
Specifically, in the medical community and professional practice, it is essential to prioritize
prenatal care follow-up and raise awareness among mothers to improve their utilization of these
services. Additionally, it is important to review and modify medical insurance policies to
accommodate and encourage more mothers to obtain coverage. Access to maternal care should

not be hindered by income limitations.

5.4 Limitations

The study had a limitation in that it centered solely on gathering information from adolescents
residing in Johannesburg. As a result, the conclusions drawn from the study cannot be applied
to the entire adolescent population since the sample was not representative. Merely 20
individuals were interviewed from that particular area. Nonetheless, the research aimed to gain

a comprehensive comprehension of the phenomenon, which can still be accomplished with a
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small sample size. The limitation could have been mitigated by recruiting participants from a
variety of health facilities. This would have allowed for a wider range of perceptions and

experiences, which could have enhanced the study.

Moreover, the issue of adolescent pregnancy is highly delicate, and as a result, another potential
drawback could have been that conversations might have led participants to withhold valuable
data from the researcher or even refuse to participate in interviews. Additionally, participants
might have provided information that they believed the investigator wanted to hear, which may
not have necessarily been accurate. To address these limitations, the researcher overcame them
by clarifying to participants that their honesty would play a crucial role in suggesting specific

measures to decrease teenage pregnancy, while also assuring them of their privacy.

5.5 Conclusion

A major cause of low life expectancy among women in South Africa is maternal mortality.
Maternal mortality in this study area is influenced by a number of factors. There are several
variables to consider, including the location of consultations and diagnoses, who pays for the
treatment, awareness of pregnancy complications, and knowing where antenatal care is
available. Additionally, the focus group discussion technique assisted in identifying the
prospects for pregnancy care interventions in addition to providing qualitative insights into
maternal mortality factors. Non-institutional delivery was preferred by many women. In
addition to the cost of medical care, poor treatment at health care clinics, and harsh attitudes of
health care providers, participants stated that they preferred home delivery or non-institutional

delivery.

The study's findings may assist government entities, non-governmental organizations, and
private organizations in developing comprehensive initiatives to decrease high maternal
mortality rates in the research location and, by extension, the entire nation. The government
should subsidize healthcare services and establish mobile service delivery points to address the
issue of distance and bring primary healthcare services closer to rural populations.
Strengthening health education and mass awareness campaigns is necessary to enhance
knowledge about pregnancy complications and eliminate non-institutional deliveries.

Empowering women and improving their social status can potentially reduce maternal
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mortality rates, encourage better healthcare utilization, and enhance women's survival rates in
the research area. Additionally, the government should provide training to Traditional Birth
Attendants to overcome their limitations and enhance their performance. The study's results
will be communicated to the local government and shared with the communities in the research

area.

The findings of this research indicate that there is a lack of awareness among young females
regarding the regulations outlined in the CTOP Act (92 of 1996) and their rights to sexual
reproduction. It is advisable to employ various mediums such as radio discussions, community
gatherings, and reproductive health campaigns to disseminate information about the provisions
of the CTOP Act (92 of 1996) and the locations where termination of pregnancy services can
be obtained. Additionally, it is crucial to educate teenage girls about the potential risks
associated with certain termination of pregnancy methods and the potential consequences they
may face. Engaging the entire community may also contribute to a reduction in negative

attitudes towards abortion.

5.5.1 Access to legal termination of pregnancy services: conclusions

Another significant issue is the response of the public health system to the needs of young
women. The results of this study suggest that, although the CTOP Act (92 of 1996) theoretically
allows women to choose how to address their unwanted pregnancies, this choice does not exist
in practice. Women who seek reproductive health services at clinics are not given a choice, but
instead have to accept whatever is offered, even if it compromises their dignity and respect. As
mentioned earlier, the participants were aware of the legal termination of pregnancy services
available to them. However, they did not seek these services from the appropriate sources. The

main reason for this was the lack of respect for their human dignity.

Some healthcare providers believe that the legalization of the termination of pregnancy
encourages immoral behaviour among women. As a result, women seeking abortion services
at public healthcare facilities are subjected to shame and harsh criticism (Hanschmidt et al.,
2016). They have to endure verbal abuse from healthcare workers and face disapproval and
judgment for their choice to have an abortion. The lack of freedom to choose within the public

healthcare system leads women and young girls to seek services from alternative providers. In
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line with the findings of the present study, Jewkes et al. (2005) study also found that women
who visited illegal abortion clinics reported fear of mistreatment and ridicule by nursing sisters

as one of the reasons for not going to state facilities for abortion.

An abortion is something that women wish to forget ever happened in their lives. One of the
concerns raised by teenage girls in this study was the lack of privacy at public healthcare
facilities. The participants felt that their abortion experience could be compromised because it
would be recorded in their files. They also feared being seen by family or community members
while visiting a termination of pregnancy clinic at a public hospital. This study aligns with
several other studies (Fawcus, 2008; Haddad and Nour, 2009; Gresh and Maharaj 2010) that
have reported an increase in demand for termination of pregnancy services after the Act was
implemented, resulting in strain on designated facilities. Facilities with limited resources are
forced to turn away a large number of women seeking abortions. The participants indicated that
they wanted to resolve their problem as quickly as possible before anyone discovered their
pregnancy. Going to a hospital meant enduring a long wait, which increased the risk of

someone, particularly their parents, finding out about the pregnancy.

It is therefore concluded that, despite the liberal provisions of the CTOP Act (92 of 1996),
women do not seek help from public healthcare facilities as they are unable to access them; as
a result, some seek the service from backstreet agencies where they are promised quick,
effective service. Another important issue is that “social consequences” discourage teenage

girls from seeking safe legal termination of pregnancy at public healthcare institutions

(Shellenberga et al., 2011).

5.5.2 CTOP Act (92 of 1996) Knowledge conclusions: conclusions

A noteworthy discovery from this research is that young females were cognizant that abortion
is lawful and free at government healthcare establishments. Nevertheless, their understanding
of the details of the CTOP Act (92 of 1996) and the designated locations where abortion is
obtainable was fairly limited. Numerous studies conducted in South Africa have observed high
levels of awareness regarding the legal status of abortion among women in all age groups
(Jewkes et al., 2005; Selebalo-Bereng and Patel, 2019). In the present study, the teenage girls

attributed their knowledge of the legal status of abortion to hearing other women conversing
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about it, as well as information provided by friends and posters at clinics when they visited for
other reasons. However, some did not pay much attention as they never anticipated needing

such a service.

South African youth lack information concerning matters related to sexuality and frequently
rely on their friends, who also possess limited knowledge. For women to be able to make
informed decisions regarding reproductive health, particularly when faced with unwanted
pregnancies, they must possess comprehensive knowledge of the CTOP Act (92 of 1996).
When women are aware of their reproductive rights, they will have the confidence to make

informed choices regarding reproductive health and know where to seek assistance.

Women who visited clinics for pregnancy tests mentioned that those seeking abortions were
referred to hospitals. This is concerning since clinics are the most accessible healthcare
institutions for the majority of South Africans, especially in previously disadvantaged
communities in townships and rural areas. 18 years have passed since the implementation of
the CTOP Act (92 of 1996); however, there appears to have been no change in the distribution
of services. Statistics reveal that 1 year after the Act was enacted, the state provided 31,312
legal abortions, the majority of which were performed in hospitals rather than primary

healthcare facilities like clinics (Harries and Constant, 2020).

Due to the insufficient knowledge teenage girls possess regarding the provisions of the CTOP
Act (92 of 1996) and the designated facilities, they are unable to make informed decisions on
how to handle their unwanted pregnancies, which may lead them to seek assistance from illegal
abortion providers. This is supported by a study conducted by Jewkes et al., (2005), which
found that 15% of their participants who consulted illegal termination of pregnancy providers

were unaware of where to access legal services.

5.5.3 Making an abortion decision: conclusions

The decision to have an abortion is frequently made with fear and confusion. When teenage
girls choose to terminate a pregnancy, having a strong network of support can greatly assist
them in making well-informed decisions. Sadly, due to the societal stigma associated with
abortion, women often have to face this life-altering experience alone out of fear of

mistreatment and judgment from their community and loved ones. Similar to Engelbrecht's
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(2005) research, this study concludes that young individuals generally struggle to discuss their
reproductive needs with their parents, which suggests that parents may make it challenging for

their children to approach them with their sexual and reproductive concerns.

Teenage girls find it more comfortable to confide in their peers rather than their family
members, particularly their parents. The communication barrier between parents and young
people is a significant concern highlighted by this study. The fact that none of the teenage girls
considered discussing their pregnancy with their parents indicates an issue with parent-child
communication. Every young woman desire to make their parents proud, so an unintended
pregnancy becomes a major disappointment for them. In an attempt to maintain a positive
reputation as a daughter and avoid disappointing their parents, the majority of teenage girls

resort to secretly seeking an abortion.

According to Mkhwanazi (2010), some parents respond to their child's pregnancy by resorting
to physical punishment, yelling at them, and in extreme cases, even kicking them out of the
house. Thus, when a young woman discovers she is pregnant, her biggest concern is often how
her parents will react. The fear of parental disapproval and lack of support appear to play a
significant role in young women's decision to secretly seek abortion services from illegal
providers. Additionally, teenage girls receive support from their peers, who may not be aware
of the legal termination of pregnancy services, thereby influencing them to turn to illegal

providers.

5.5.4 Contraceptive use: conclusions

The findings of this study align with previous research on teenage pregnancy and abortion,
particularly about contraceptive use among young people. MacPhail et al. (2007) discovered
that while a majority of girls engage in sexual activity before the age of 24, less than half utilize
any form of birth control to avoid unwanted pregnancies. The results of this current study
clearly show that even though most teenage girls are not financially, psychologically,
emotionally, or socially prepared for parenthood, their contraceptive usage is limited or

inconsistent, directly contributing to the increasing number of unplanned teenage pregnancies.

The contraceptive methods employed included oral pills, a three-monthly injection, and

condoms. Although condoms are considered effective in preventing both sexually transmitted
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infections and unintended pregnancies, one woman experienced a condom failure during
intercourse, resulting in an unintended pregnancy. In such situations, emergency contraceptives
would be the most effective option. However, the challenge lies in the lack of knowledge and
limited accessibility of this service. In Ngene's study (2011), only 5% of women were aware

of the existence of emergency contraceptives.

In certain cases, contraceptive methods prove inadequate in preventing unintended
pregnancies, contributing to high rates of unwanted pregnancies among young women, some
of which end in illegal abortions. As Deschner and Cohen (2003: 7) state, "women who are
determined to control the size of their families and the timing of their childbearing will explore
all available options to do so; if contraception is not a viable choice, women will resort to
abortion even if it is illegal." These findings highlight the urgent need to not only make
contraceptive information accessible to young people but also to enhance contraceptive

methods to effectively prevent unintended pregnancies.

Improvements can be made by:

e Marriage age must be strictly enforced.

e Parents and community groups should be involved in comprehensive sex education in
schools.

e Educating the public about contraception, safe sex, and HIV prevention.

e Menorrhagia caused by puberty can be detected and corrected.

A variety of measures can be taken to improve outcomes for teenagers who are already

pregnant, such as:

e Prenatal care should be scheduled early and regularly.

e Her own and the baby's growth are dependent on a nutrient-rich diet.

e To limit future pregnancies, institutional care must be provided for delivery and
postpartum contraception.

e Providing social support for the mother's economic independence and the care of the

baby.
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To achieve the goal of safe motherhood in South Africa, women's status must be improved
socially, economically, and politically and interventions aimed at reducing teenage pregnancy

must be implemented.
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Appendix I

Chapter 3 appendices

Figure 4.1: Age group (years)

Figure 4.2: Level of education
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Figure 4.3: Marital status

Wl single
[ Married
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Figure 4.5: Religion
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Figure 4.7: Admissions during pregnancy
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Figure 4.8: Antenatal care attendance
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Figure 4.9: Complications at admission
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Figure 4.6: Wanted Pregnancy

Figure 4.7: Abortion
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Figure 4.8: Prevalence of induced abortion among young females
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Figure 4.9: Period when abortion was performed
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Figure 4.10: Person who carried out the abortion
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Figure 4.11: Ways used to induced abortion
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Figure 4.13: Person who helped during abortion
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Figure 4.14: Reasons for female youth to end up having unwanted pregnancies
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Figure 4.15: Reasons for female youth to end up having induced abortion
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Figure 4.16: Ever heard of family planning
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Figure 4.17: Family planning method heard
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Figure 4.19: Family planning use among female youths aged 15-24 years
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Figure 4.20: Family planning use among female youths aged 15-24 years
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Figure 4.21: Knowledge of effective use of emergency contraceptives
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Figure 4.22: Knowledge of effective use of emergency contraceptives
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Appendix II

Informed consent

Research project: Examining the mortality rate due to teenage pregnancy in South Africa.

Dear participants,

My name is Tronic Sithole from Johannesburg. I am a Doctor of Philosophy in Population
Studies candidate at the University of the Western Cape in the Department of Statistics and
Population Studies. My contact telephone is 0762807052. My email address is

tronicsitholel @gmail.com or 4225046(@myuwc.ac.za.

You are being invited to consider participating in a study that involves research examining the
mortality rate due to teenage pregnancy in South Africa. The aim and purpose of this research
are to shed insights into the mortality rate due to abortion among young females in South Africa
of childbearing age. The specific objectives are: to explore young females’ understanding of
abortion services according to the Choice of Termination of Pregnancy Act (92 of 1996), to
explore how the absence of support from family/boyfriend can have an impact on a young
woman's decision to have an abortion, understanding the decision-making processes of teenage
girls who are making the termination of pregnancy decision, to understand people’s
perspectives on termination of pregnancy on the choice of termination service offered to young
females, to identify the factors perceived by women in health facilities to contribute to maternal
mortality and to describe what knowledge women have about reproductive health services and

factors that contribute to maternal mortality in public health facilities.

A total of 20 participants are expected to participate in the study. There will be an interview
meeting with participants who will answer questions about the research problem. If you choose

to enroll and remain in the study, you can expect to spend 15-20 minutes participating.

Participation in this research is voluntary (and participants may withdraw participation at any
point), and in the event of refusal/withdrawal of participation, the participants will not incur a

penalty or loss of treatment or other benefits to which they are normally entitled.
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Participants will be interviewed face-to-face using an interview guide. Completed
questionnaires will be stored on a password-protected hard drive for data analysis which will
form a part of my research. All data will be deleted after 3 years. Extreme precautions will be

taken at all times to make sure the data is not edited or corrupted in any way.

Additional consent, where applicable

Declaration: L ...oooviii e, affirm that I
possess a complete understanding of the research topic and the nature of my involvement in

the discussion/interview outlined in this document.

I willingly consent to partake in this research, doing so as a voluntary participant with the
unrestricted right to withdraw at any point, and without facing adverse consequences.

Furthermore, I retain the right to decline to answer any questions I choose not to respond to.

To safeguard my identity, I desire to maintain anonymity and request the use of a pseudonym.

I hereby provide consent to:

Audio-record my interview/focus group discussion YES / NO

Signature of Participant  Date

Signature of Witness Date

(Where applicable)

Signature of Translator  Date

(Where applicable)
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