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Abstract 

Somalia has the highest adult lifetime risk of maternal mortality of 1 in 18. Few pregnant women visit the 

antenatal care and have access emergency obstetric care services to detect and handle complications at childbirth. 

We assessed the cases of obstetric complications and associated factors in two major maternal and child clinic in 

urban areas of Mogadishu Somalia. This cross sectional study was conducted between 2015 and 2016 among 

women who had given birth at Banadir Maternity and Children Hospital and SOS Maternal and Child Clinic in 

Mogadishu Somalia. Participants’ information was collected through interviews and health records. Data were 

analyzed using bivariate and multivariable logistic regression to determine factors associated with being 

prepared, with statistically significant level at p < 0.05. A total of 203 out of 385 (52.7%) women had obstetric 

complications. This included 30% severe bleeding, 29.6% obstructed labor, 23.6% hypertensive disorder and 

14.3% cases of sepsis. Employment status (OR 0.6, 95% CI 0.4 to 0.9) monthly income (OR 1.7, 95% CI 1.1 to 

3.2), antenatal care attendance (OR 0.7, 95% CI 0.5 to 0.9), ANC initiation in the first trimester (OR 0.7, 95% CI 

0.5 to 0.9), home delivery assisted by Traditional Birth Attendance (OR 1.7, 95% CI 1.7 to 2.4), worsening of 

past medical condition preceding the current birth (OR 1.6, 95% CI 1.2 to 2.3), current pregnancy termination 

(OR 1.9, 95% CI 1.1 to 3.4), vaginal delivery (OR 0.5, 95% CI 0.3 to 0.6), delivery assisted by a nurse (OR 0.4, 

95% CI 0.3 to 0.6) were associated with obstetric complication. The high proportion of obstetric complication 

especially hemorrhage among women in Mogadishu Somalia, requires that women be monitored closely during 

pregnancy to reduce complications and death, in the absence of medical interventions. Economic empowerment, 

improved awareness of ANC, training of TBA would be key in reducing the obstetric complication in this region 

Keywords: Obstetric complications, prevalence and associated factors, two major urban maternal and child 

health clinic, Mogadishu Somalia. 

 

Introduction 

Although the 3rd Universal Sustainable Development Goals (USDG) advocates for the healthy lives and 

promotion of well-being for all at all ages by 2030 (ICSU, ISSC, 2015), global maternal mortality still remains a 

challenge with 62% of the global annual maternal deaths reported in Sub Saharan Africa (WHO, 2014). Women 

in Africa because of more number of child birth and the greater risk with each pregnancy, the lifetime risk of 

dying from pregnancy-related complications or during childbirth are higher than other continent estimated at one 

in 38 versus one in 3,700 in the developed world (WHO, 2014; United Nation, 2014). Chad and Somalia are 

among the countries with the highest adult lifetime risk of maternal mortality of 1 in 15 and 1 in 18, respectively 

(WHO, 2014. About 80 percent of maternal deaths are due to pregnancy and childbirth related causes such as: 

unsafe abortion and obstetric complications such as severe bleeding, infection, hypertensive disorders, and 

obstructed labor (Measure communication, 2000). Other than studies done among Somali immigrants in 

developed countries which have reported varied outcomes in the rates of anaemia, gestational diabetes, 

hypertension, (Johnson et al., 2005; Robertson et al., 2005; Small et al., 2008), no data are available on the cases 

of obstetric complication and associated factors in Somalia. 

Many countries, particularly in sub-Saharan Africa, still have unsatisfactory levels of reproductive 

health visits (Wang et al., 2011). The Somali women both in Somalia and in other countries have low levels of 

access to quality reproductive health services (Malin & Gissler, 2009; Råssjö et al., 2013; Sorbye & Leigh, 2016). 

This is particularly worse in Somalia where investment in reproductive health is disproportionately low (Sorbye 

& Leigh, 2016). Poverty, underdevelopment, conflict, and internal displacements (Menkhaus, 2006; World Bank, 

2015), insufficient health hospitals and professionals (Capobianco, 2008; Dagne, 2009; Sorbye & Leigh, 2016), 

illiteracy and the low value placed on women’s health, and social and cultural norms such as female genital 

mutilation (Thierfelder et al., 2005) has been associated with obstetric complication in Somalia. Following a 

fragile, but positive, transition mid-2012, Somalia has a full federal government in Mogadishu committed to 

inclusiveness, reconciliation and peace, based on a provisional constitution (World Bank, 2015). This study 

documents cases of obstetric complications and associated factors among the two largest reproductive health 
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clinics in Mogadishu Somalia. 

 

METHODS 

Study design and Settings 

This cross sectional study conducted between 2015 to 2016, recruited consenting women of reproductive age 

(15-49 years), had a one-month delivery prior the study and had attended the Banadir Maternity and Children 

Hospital and SOS Maternal and Child Clinic during their pregnancy. Formula for estimating the population 

proportion with specified relative precision described by Lemeshow et al. (1990) was used to determine the 

number of participants in this study. Setting α at 0.05, and a childbirth complication rate of 50%, a total of 385 

women were recruited to achieve 0.90 power. Of the 385 women 76 were from Eastern Mogadishu, 107 from 

Northern, 111 from Western and 91 from Southern Mogadishu.  

 

Data collection  

Structured face to face interviews 

Face to face interviews were conducted among the 385 consenting women using structured questionnaires to 

gather information related to child birth and associated complication. The questionnaires were translated into the 

local Somali language and were done by trained women of Somali origin. Further, women’s health records were 

accessed while a check-list was used to gather information related to the health facility. 

 

Ethical consideration  

The research protocol was approved by ethical review committees of both the Ministry of Health and Human 

Rights of the Federal Government of Somalia (MOH and HS/DMO/0424/July 2015) and the Kenyatta National 

Hospital and University of Nairobi, Kenya (KNH-ERC/A/492) prior to commencement of field activities. 

Permission were obtained from the two participating health facility while written informed consent was obtained 

from each participant. Confidentiality was maintained by assigning all participants unique identification number. 

All data were stored in a restricted-access room at the research station. This research adhered to the STROBE 

guidelines for observational studies as outlined at: http://www.strobe-statement.org. 

 

Statistical analyses 
Descriptive statistics frequency (%), mean, standard deviation and medium (interquartile ranges at 25% and 75%) 

were used to present the quantitative data. The overall cases of obstetric complications were determined for all 

participants. In bivariate analyses, odds ratios (OR) and 95% confidence intervals (CI) for the association 

between obstetric complications and socio-demographic, household demographic, awareness and reproductive 

health patterns characteristics were calculated using Poisson regression. In multivariate analyses, a manual 

backward elimination approach was used to reach the most parsimonious model including factors that were 

associated with obstetric complications among this population at the significance level of P ≤ 0.05. All statistical 

analyses were performed using STATA version 13 (StataCorp LP, College Station, TX, USA). 

 

RESULTS 

Socio demographic characteristics 

In this study, all the 385 recruited participants responded to the face to face interview using structured 

questionnaire (100% response rate). As shown in Table 1, the mean age was 25.46 (SD ± 6.04) ranging from 16 

to 45 years. About 31.2% participants were aged 25 to 29 years with the least 14.3% aged 30 to 34 years. 

Slightly over half (57.4%) participants had no formal (such as Madrassa) education type. Majority of women 

(94%), were currently married, 88% were unemployed and 62.3% had a family monthly income of ≤200 USD. 

The mean household number of occupants was 3.4 (SD ±2.4) ranging from 1 to 12 persons, with about 47.3% 

participants from household with 6 to 10 persons and 16.9% participants from households with more than 11 

persons. 
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Table 1: Socio demographic characteristics of participants (n = 385) 

Variable Unit Number Percentage

Banadir 192 49.9

Admitting Hospital SOS 193 50.1

Eastern 76 19.7

Residency Northern 107 27.8

Western 111 28.8

South Eastern 91 23.6

Mean (± SD) 25.46(6.04)

Median (IQR) 25(20-29.5)

Age Range 26(16-45)

(Years) 15- 20 104 27

21-30 224 58.2

31-40 53 13.8

≥41 4 1

Primary 102 26.5

Education level Secondary 40 10.4

Tertiary 22 12.2

Non-Formal 221 57.4

Marrital status Married 362 94

Divorced/Widow 23 6

Employed 21 5.5

Occupation Self employed 25 6.5

Unemployed 339 88

None 47 12.2

Family ≤200 240 62.3

Monthly Income 201-400 65 16.9

(USD) ≥401 33 8.6

Mean (± SD) 3.4(2.4)

Household Median (IQR) 3(1-5)

population Range 11(1-12)

(Persons) 1 to 4 91 23.6

≥5 294 76.4

USD - USA dollar  
 

Obstetric and antenatal care 

As presented in Table 2, the age at first delivery for majority of participants (64.9%) was below 20 years. The 

mean number of pregnancies for the participants was 4.14 (SD ± 2.82) ranging from 1 to 17 different 

pregnancies. Up to 61.6% of the participants had been pregnant 2 to 6 times. Mean number of deliveries were 

3.87 (SD ± 2.6) ranging from 1 to 12 deliveries with most (89.9%) pregnancies carried to full term. The majority 

(81.8%) of the women attended antenatal care during their last pregnancy, with 60.3% attending a public ANC 

clinic. About 39.7% participants started their ANC during their first trimester of pregnancy where a majority 

81.3% received tetanus toxoid vaccination.  

About 42.1% participants had positive attitude toward the ANC care giver for which 43.6% approved of 

the quality of the ANC facility. For about 42.6% participants, the ANC facility was within 1 to 5 kilometers 

away from their residential areas, while 51% spent 1 to 2 hours to reach their ANC facility. The ANC services 

met the expectation of most (93.5%) participants.  
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Table 2: Obstetric and antenatal care 

Variable Unit Number Percentage

Age at first ≤20 years 250 64.9

delivery ≥20 years 135 35.1

Mean (± SD) 4.14(2.82)

Median (IQR) 4(2-6)

Parity Range 16(1-17)

1 to 3 189 49.1

≥4 196 50.9

Mean (± SD) 3.87(2.652)

Median (IQR) 3(2-5)

No of deliveries Range 11(1-12)

1 to 3 223 57.9

≥4 162 42.1

Pre term 24 6.2

Gestation period Full term 346 89.9

last pregnancy Post term 15 3.9

ANC Yes 315 81.8

Attendance No 70 18.2

Self 196 50.9

ANC attendance Husband 97 25.2

decision maker Friend 44 11.4

Others 48 12.5

Public 190 60.3

ANC Type Private 97 30.8

TBA/Others 28 8.9

First trimester 125 39.7

ANC start time Second trimester 114 36.2

Third trimester 76 24.1

TT vaccination Yes 313 81.3

No 72 18.7

Strongly agree 162 42.1

Opinion towards Agree 155 40.3

ANC personnel Disagree 44 11.4

Strongly disagree 24 6.2

Opinion towards Strongly agree 168 43.6

of ANC Agree 155 40.3

facility Disagree 40 10.4

Strongly disagree 22 5.7

<1 89 23.1

Distance to ANC (KM) 1to 5 164 42.6

>5 132 34.3

<30 min 86 28.1

Time to ANC 1-2 Hours 156 51

> 2 hours 64 20.9

ANC meets Yes 286 93.5

expectation No 20 6.5

OBSTRETIC CARE

ANTENATAL CARE 

ANC - antenatal care; TT - Tetanus toxoid vaccination; KM - kilometers  
 

Intrapartum care and previous medical history 

As it is noted in Table 3, about 60.5% participants delivered their children at the hospital within their reach, 

where 86% had normal delivery. About 79.6% participants were assisted by trained health professionals (65.3% 

nurses and 14.3% doctors).  

Only about 20.8% participants reported previous medical complications which included 26.3% 

hypertension, 21.3% cardiac related diseases and 6.3% diabetes. These previous medical conditions worsened 

during pregnancy for majority 85% of participants. About 20.6% of the participants terminated their pregnancy 

due to these conditions      
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Table 3: Intrapartum and past medical history  

Variable Unit Number Percentage

Home/TBA 91 23.6

Place of deliver Health center 61 15.8

Hospital 233 60.5

Vaginal delivery 331 86

Mode of delivery Assisted vaginal delivery 13 3.4

Caesarean section 41 10.6

None 7 1.8

Assisted Delivery TBA 72 18.7

Nurse 251 65.2

Doctor 55 14.3

Existence of past Yes 80 20.8

medical history No 305 79.2

Diabetes mellitus 5 6.3

Types of past Hypertension 21 26.3

medical condition (n = 80) Cardiac disease 17 21.3

Others 37 46.3

Worsening of Yes 68 85

medical condition (n = 80) No 12 15

Pregnancy termination Yes 14 20.6

during past medical history (n = 68) No 54 79.4

TBA - Traditional birth attendance

PAST MEDICAL HISTORY

INTRAPARTUM CARE

  

Obstetric (child birth related) complications 

From the survey, a total of 203 out of 385 (52.7%) participants had complications associated with child birth. 

This included 61/203 (30%) bleeding, 60/203 (29.6%) obstructed labor, 48/203 (23.6%) hypertensive disorder, 

29/203 (14.3%) sepsis and 5/203 (2.5%) other obstetric complications (Figure 1). 

Compared to participants with no obstetric complication, those with complications resulted in adverse 

outcomes such 53/203 (26.1%) obstetric cases verses 4/182 (2.2%) non complicated cases and neonatal death 

30/203 (14.8%) verse 4/182(2.2%) neonatal death. Live birth occurred more in non-complicated cases verse in 

obstetric complication cases 174/182 (95.6%) verses 120/203 (59.1%). 
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Figure 1: The frequency of obsttetric complication by classification 

 

Factors associated with child birth complication 

Table 4 shows in bivariate analysis that participants who were employed were less likely to have 

obstetric complications (OR 0.6, 95% CI 0.4 to 0.9). On the other hand, participants who had no monthly income 

were more likely to have obstetric complication (OR 1.7, 95% CI 1.1 to 3.2). In multivariate analyses, after 

adjusting for participant’s residency, age, education level, marital status, income and household population size 

only participants who were employed (OR 0.6, 95% CI 0.6 to 0.9) were associated with obstetric complication. 

In Table 5 participants who attended antenatal care (OR 0.7, 95% CI 0.5 to 0.9), those who attended 

public hospital for ANC (OR 0.7, 95% CI 0.4 to 0.8) and those who started antenatal care in first trimester (OR 

0.7, 95% CI 0.5 to 0.9) were less likely to have obstetric complications. These factors did not remain significant 

in multivariate analysis. 

In Table 6 participants who gave birth at home assisted by TBA (OR 1.7, 95% CI 1.7 to 2.4), those who 

had worsening of past medical condition preceding the current birth (OR 1.6, 95% CI 1.2 to 2.3), and those 

whose current pregnancy were terminated (OR 1.9, 95% CI 1.1 to 3.4) were more likely to have obstetric 

complications. On the other hand, vaginal delivery (OR 0.5, 95% CI 0.3 to 0.6), delivery assisted by a nurse (OR 

0.4, 95% CI 0.3 to 0.6) and those who gave birth to live children (OR 0.4, 95% CI 0.3 to 0.7) were less likely to 

have obstetric complications. In multivariate analyses, participants who gave birth at home assisted by TBA (OR 

1.6, 95% CI 1.1 to 2.3), those with worsening of past medical condition preceding the current birth (OR 1.5, 95% 

CI 1.1 to 2.2), those who had vaginal delivery (OR 0.4, 95% CI 0.3 to 0.6) and those who gave birth to live 

children (OR 0.5, 95% CI 0.4 to 0.7) remained associated with obstetric complications. 
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Table 4: Socio-economic factors associated with obstetric complications 

Variable Bivariate Multivariate

No % OR (95% CI) OR (95% CI)

Residency

Eastern 76 44 57.9 1.12(0.7-1.7) 1(0.7-1.6)

Northern 107 47 43.9 0.9(0.6-1.3) 0.8(0.6-1.3)

Western 111 65 58.6 1.1(0.8-1.7) 1.1(0.7-1.6)

South Eastern 91 47 51.6 Referent Referent

Age grouping

15- 20 104 62 59.6 0.8(0.2-2.5) 1.1(0.6-1.9)

21-30 224 113 50.4 0.7(0.2-2.1) 1.1(0.6-1.8)

31-40 53 25 47.2 0.6(0.2-2) 0.9(0.6-1.7)

≥41 4 3 75 Referent Referent

Education level

Primary 102 54 52.9 1(0.7-1.4) 1.1(0.7-1.4)

Secondary 40 24 60 1.1(0.7-1.8) 1.1(0.7-1.8)

Tertiary 22 8 36.4 0.7(0.3-1.4) 0.7(0.3-1.6)

Non-Formal 221 117 52.9 Referent Referent

Marrital status

Married 362 189 52.2 0.9(0.5-1.5) 0.9(0.6-1.7)

Divorced/Widow 23 14 60.9 Referent Referent

Occupation

Employed 21 9 42.9 0.6(0.4-0.9) 0.6(0.4-0.9)

Self employed 25 20 80 0.5(0.4-1.2) 0.7(0.3-1.6)

Unemployed 339 174 51.3 Referent Referent

Monthly Income (USD)

None 47 32 68.1 1.7(1.1-3.2) 1.6(0.8-3.2)

≤200 240 130 54.2 1.4(0.8-2.4) 1.3(0.7-2.3)

201-400 65 28 43.1 1.1(0.6-2.1) 1.1(0.6-2.1)

≥401 33 13 39.4 Referent Referent

Household size

1 to 4 91 77 55.8 0.8(0.5-1.4) 0.9(0.5-1.8)

≥5 294 87 47.8 0.7(0.4-1.2) 0.8(0.4-1.4)

11 to 15 43 24 55.8 0.8(0.4-1.6) 0.9(0.5-1.9)

Above 15 22 15 68.2 Referent Referent

Child Birth 

complicationsSample 

size

No - Number; % - Percentage; OR - Odds ratio; CI - confidence interval  
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Table 5: Obstetric and antenatal factors associated with obstetric complications 

Variable Bivariate Multivariate

No % OR (95% CI) OR (95% CI)

Age at first delivery (Years)

<20 250 142 56.8 1.3(0.9-1.7) 1.2(0.9-1.7)

>21 135 61 45.2 Referent Referent

Parity

1 76 49 64.5 1.3(0.8-1.9) 1.1(0.3-4.3)

2 to 6 237 117 49.4 0.9(0.7-1.4) 1.3(0.4-4.1)

≤ 7 72 37 51.4 Referent Referent

Gestation period

Pre term 24 17 70.8 1.2(0.5-2.6) 1.1(0.5-2.6)

Full term 346 177 51.2 0.9(0.4-1.7) 0.9(0.5-1.9)

Post term 15 9 60 Referent Referent

Type of circumcision

Sunna 149 80 53.7 1.1(0.4-2.7) 1.1(0.4-2.8)

Finori 226 118 52.2 1.0(0.4-2.6) 1.1(0.4-2.7)

None 10 5 50 Referent Referent

Attended ANC

Yes 315 156 49.5 0.7(0.5-0.9) 1.2(0.6-2.3)

No 70 47 67.1 Referent Referent

ANC Type

Public 190 91 47.9 0.7(0.4-0.8) 0.7(0.4-1.2)

Private 97 47 48.5 0.7(0.5-1) 0.7(0.4-1.3)

TBA/Others 28 18 64.3 Referent Referent

ANC start time

First trimester 125 56 44.8 0.7(0.5-0.9) 0.9(0.6-1.2)

Second trimester 114 57 50 0.7(0.5-1.1) 0.9(0.6-1.3)

Third trimester 76 43 56.6 Referent Referent

TT vaccination

Yes 313 157 50.2 0.8(0.6-1.1) 0.94(0.6-1.3)

No 72 46 63.9 Referent Referent

Distance to ANC (KM)

<1 89 38 42.7 0.8(0.5-1.2) 0.9(0.6-1.4)

1to 5 164 93 56.7 1.1(0.7-1.4) 1.1(0.8-1.6)

>5 132 72 54.5 Referent Referent

Time to ANC 

<30 min 86 47 54.7 0.9(0.6-1.4) 1.1(0.7-1.8)

1-2 Hours 156 70 44.9 0.7(0.5-1.1) 0.8(0.6-1.3)

> 2 hours 64 33 57.9 Referent Referent

Child Birth 

complicationsSample 

size

No - Number; % - Percentage; OR - Odds ratio; CI - confidence interval  
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Table 6: Intrapartum care and past medical history factors associated with obstetric complications 

Variable Bivariate Multivariate

No % OR (95% CI) OR (95% CI)

Place of delivery

Home/TBA 91 69 75.8 1.7(1.7-2.4) 1.6(1.1-2.3)

Health center 61 32 52.5 1.2(0.8-1.8) 1.1(0.7-1.7)

Hospital 233 102 43.8 Referent Referent

Mode of delivery

Vaginal delivery 331 149 45 0.5(0.3-0.6) 0.4(0.3-0.6)

Assisted vaginal delivery 13 13 100 1(0.5-1.8) 0.8(0.4-1.5)

Caesarean section 41 41 100 Referent Referent

Delivery Assistance

None 7 6 85.7 1(0.4-2.3) 0.9(0.3-2.8)

TBA 72 55 76.4 0.9(0.6-1.3) 0.6(0.2-1.7)

Nurse 251 95 37.8 0.4(0.3-0.6) 0.8(0.4-1.6)

Doctor 55 47 85.5 Referent Referent

Current Pregnancy birth 

outcomes

Live birth 294 120 40.8 0.4(0.3-0.7) 0.5(0.4-0.7)

Neonatal death 34 30 88.2 0.9(0.6-1.4) 0.8(0.4-1.5)

Still birth 57 53 93 Referent Referent

Baby birth weight

Below 2500g 37 21 56.8 0.9(0.5-1.5) 1.1(0.7-1.7)

2500-3500g 163 84 51.5 0.8(0.6-1.2) 1(0.6-1.7)

Above 3500g 109 51 46.8 0.8(0.5-1.2) 1(0.7-1.5)

Don’t Know 76 47 61.8 Referent 0.9(0.6-1.5)

Past medical history

Yes 80 51 63.8 1.3(0.9-1.8) 1.1(0.7-1.5)

No 305 152 49.8 Referent Referent

Past medical condition 

Diabetes mellitus 5 4 80 1.6(0.6-4.3) 1.5(0.5-4.4)

Hypertension 21 11 52.4 1.1(0.6-1.9) 0.7(0.3-1.4)

Cardiac disease 17 13 76.5 1.5(0.9-2.7) 1.3(0.6-2.5)

Others 37 23 62.2 Referent Referent

Worsening of past medical 

condition

Yes 68 53 77.9 1.6(1.2-2.3) 1.5(1.1-2.2)

No 317 150 47.3 Referent Referent

Pregnancy termination due 

to past medical condition

Yes 14 14 100 1.9(1.1-3.4) 1.5(0.8-2.8)

No 371 189 50.9 Referent Referent

No - Number; % - Percentage; TBA - Traditional birth attendance; OR - Odds ratio; CI - 

confidence interval

Child Birth 

complicationsSample 

size
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DISCUSSION  

This study determined the prevalence of obstetric complication among expectant women attending two urban 

maternal and child clinic in Mogadishu Somalia in order to identify independent predictors of obstetric 

complications. Our findings largely support reports in the literature that women of Somali origin both within 

Somalia and the immigrants in developed countries are at a greater risk of developing child birth complications 

probably because of poor ANC attendance, poverty, illiteracy, socio-cultural issues (Thierfelder et al., 2005; 

Malin & Gissler, 2009; Gele et al., 2012; Råssjö et al., 2013; Sorbye & Leigh, 2016). 

The current study established a prevalence of 52.7% obstetric complications, which is higher than that 

of studies done in India, China, Tanzania, Ethiopia (Sikder et al. 2014; Debelew et al., 2014; August et al., 2015; 

Zhu et al., 2016) but low compared with study done in South Africa (Allanson et al. 2015). The difference in 

these findings may be that our study participants were recently delivered women while in India were pregnant 

women and in Uganda were both delivered and pregnant women. Pregnant women may not able to report 

complications they have not experienced. 

Bleeding (30%), obstructed labor (29.6%), hypertensive disorder (23.6%) and sepsis (14.3%) were 

reported in our study. In India 12% hemorrhage, 8% sepsis, 11% obstructed labor and 1% eclampsia were 

reported (Sikder et al. 2014). In Ethiopia bleeding (58.4%) and prolonged labor (23.7%) were the most common 

reported complications (Worku et al., 2013). In Tanzanian hemorrhage (12%) and obstructed labor (6%) were 

reported (Sorensen et al., 2010). The existence of more cases of bleeding/hemorrhage complication in this and 

other studies is a major concern because the majority of the complications are unpredictable and the short time 

interval for postpartum and antepartum hemorrhage complications and death, in the absence of medical 

interventions (WHO, 2006). 

Economic empowerment through employment and income were important factors in the development 

of obstetric complications. Reports have shown importance of financial barriers in accessing obstetric care and 

delays in seeking treating the patient when the complication arises (Borghi et al., 2008; Kabali et al., 2011). In 

the Ivory Coast the need for advance payment of delivery due to lack led to delay in providing hospital care 

(Gohou et al. 2004). Other studies in Bangladesh, Benin, and Morocco also showed that the lack of cash as a 

determinant of delay in obtaining emergency care and birth complication (Saizonou et al., 2006; Pitchforth et al., 

2006).  

Attendance of antenatal care especially in public hospital and during first trimester of pregnancy was 

associated with low obstetric complication. The importance of ANC in the maternal service utilizations, like 

delivery care, and timely care-seeking during obstetric complications has been reported (Rööst et al., 2010; 

Worku et al., 2013).  

More obstetric complications occurred among the women who were attended to by traditional birth 

attendance which is contrary to a study done in Kenya (Liambila & Kuria, 2014) which showed higher 

complications among women attended to by skilled providers in health facilities during childbirth. Unlike in 

Kenya our results probably imply that the TBA lacked the ability to handle complications and are not able to 

sense the thin line when to refer women they suspect are at a higher risk of developing obstetric complications to 

health facilities. The association of vaginal delivery, delivery assisted by a nurse and those who gave birth to live 

children with less likelihood of obstetric complication confirms further the importance of delivery attended to by 

skilled personnel. Vaginal delivery and live births probably indicates the lack of complications. 

Some other studies among pregnant women have identified other independent factors associated with 

obstetric complications that we did not either measure or find to be significant in this study, including young age, 

lack of awareness regarding provision of antenatal care, lack of health education, negligence, financial 

constraints, environmental & cultural prejudices, male involvement in maternal health care, poor nutritional 

status of young women (anemia), lack of transport facility, absence of patient counseling prior to planning of 

mode of delivery particularly in primiparous are the important reasons behind high prevalence rate of these 

complications (Khan et al., 2006; Liambila & Kuria, 2014).  

Several limitations of the current study are worth mentioning. First, the main focus of this study was to 

evaluate the existence of birth complications, valuable clinical information such as possible existence of abortion 

and medication during pregnancy were not evaluated. Some health records for some patient such as date of 

admission and onset of symptoms and accompanying treatment strategies were missing. The cross-sectional 

nature of this study, inadequate assessment of all pregnancy related history, could partly explain the observed 

lack of association between obstetric complications with factors identified in other reports stated above  

 

Conclusions 

Obstetric complication is high among women in Mogadishu Somali, especially hemorrhage complications which 

of the short time interval for complications and death, in the absence of medical interventions (WHO, 2006). 

This calls for the improvement in the awareness and utilization of ANC in which complications are easily 

identifiable.  
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Economic empowerment, improved awareness on the importance of ANC, training of TBA would be important 

in reducing the obstetric complication in this region 
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