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 Birth preparedness and complication readiness (BPCR) is an aspect of the 

antenatal care intervention that ensures the timely use of skilled maternal 

and neonatal care. However, many women in developing countries have 

shown poor translation of knowledge regarding BPCR to practice. To 

identify the practice level for BPCR and explore the obstacles making the 

translation of BPCR knowledge to practice difficult among expectant 

mothers in Enugu Nigeria. This cross-sectional survey recruited 36 

expectant mothers (mean age: 25.833 ± 3.12years) within 24-28weeks of 

pregnancy through a multistage sampling technique from selected pregnant 

women service centres in Oji-River Enugu, Nigeria. A Validated 

researchers' adapted questionnaire and observational checklist were used to 

collect data on their sociodemography and BPCR practices. Major findings 

revealed that BPCR practice level was generally poor (<50%) in most of 

the seven practice areas of BPCR except in the identification of a place for 

delivery (88.9%), arrangement for transportation (66.7%) and birth 

companion (77.8%). The Respondents’ occupation (p = 0.043) and monthly 

income (p = 0.003) had a significant influence on BPCR practice. 

Additionally, there were a consistent pattern of dominant influence on 

BPCR readiness by middle ages (25-30), secondary education, self-

employed, ≤₦15,000 personal income, and having 1 to 3 children. Paucity 

of funds is an obstacle mainly inhibiting the translation of BPCR 

knowledge to practice. It is recommended that social welfare and 

government should improve BPCR by stepping in, to relieve the financial 

burden of childbirth. 
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1. INTRODUCTION 

The right to go through pregnancy and childbirth safely was first made available to women [1]. In a further 

clarification of the right to safe pregnancy and childbirth, the Programme of Action of the United Nations 

International Conference on Population and Development (ICPD) elaborates that reproductive health 

included “the right of access to appropriate health-care services that will enable women go through pregnancy 

and childbirth safely, and provide families with the best chance of having a healthy infant” [2]. This implies 

the obligations of governments and all care stakeholders to foster the conditions essential for life and survival. 

For women, these human rights include access to quality maternal health services that will ensure safe 

pregnancy and childbirth [3]. Sequel to this, and in adherence to the Ottawa charter (which recommended 

that individual, family and community should be included in maternal care), the World Health Organization 

(WHO) introduced Birth Preparedness and Complication Readiness (BPCR) as one of the Millennium 

Development Goals (MDG3) to improve women’s’ health [4]. 

 

Birth preparedness and complication readiness (BPCR) is a comprehensive package aimed at promoting 

timely access to skilled maternal and neonatal services during pregnancy, childbirth or obstetric emergencies 

by reducing delays in decision to seek medical help, access to health facility, and receiving care at the facility 

[5]. It entails making plans prior to birth to ensure that a pregnant woman is prepared for normal childbirth 

and control of complications that may arise. The birth-preparedness package promotes active preparation and 

decision making for delivery by pregnant women and their families [6]. Decisions are made and documented 

on such issues as desired place for birth, the preferred skilled birth attendant, items required for birth, birth 

companion, getting a compatible blood donor and arranging in advance for transport. This stems from the 

fact that every pregnant woman faces risk of sudden and unpredictable life threatening complications that 

could end in death or injury to herself or to her baby [7]. 

 

Also, BPCR is an intervention instituted proactively to enlighten pregnant women, their families, and 

communities on the importance of effective planning for pregnancies and childbirths. It is a primary 

component of WHO’s global safe motherhood initiative, which ensures that women have access to 

professional health care in case of any emergency [8]. This is expected to reduce delays in decision-making, 

access to a health facility and receiving attention during labour thereby averting obstetric complications. It 

also provides quick access to Emergency Obstetrics and Neonatal Care (EmONC) to handle complications 

when it occurs [5]. In addition, BPCR enables pregnant women to adopt personal and environmental hygiene, 

good nutritional behaviours, exercise, and routine medication as well as acquire knowledge about danger-

signs of pregnancy and labour and other obstetric complications. It further enlightens caregivers on procedure 

to follow during obstetric emergency [9]. 

 

However, many women in developing countries still show poor translation of knowledge regarding BPCR to 

practice as most women in the rural communities where there are little or no access to maternal health facilities 

still account for high number of maternal and new-born mortality in Nigeria [10]. In developing countries, 

300 million women suffer short-term or long-term morbidities due to pregnancy and childbirth related issues 

[11]. The UNICEF’s report of 2018 on maternal mortality rates shows that instead of attaining the WHO’s 

2012 MDG target of 100 deaths per 100,000 live births, or even already global average rate of 216 deaths per 

100,000 live births, countries in West and Central Africa have maintained 679 deaths per 100,000 live births 
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over the years. The risk of women dying in developing countries is still as high as 1 in 16 compared to 1 in 

4,800 of their counterpart in developed country [12]. The situation is even worse in Nigeria where 814 

maternal deaths per 100,000 live births occurred in 2013, while 19% of the world’s maternal mortality rates 

were recorded in 2015 [10]. The rate of newborn mortality in Nigeria is 34.1 per 1000 live births while in 

2015 she recorded 9% of newborn global deaths, after India and Pakistan [13]. Furthermore, the United 

Nations International Children's Emergency Fund (UNICEF) report showed that the rate of newborn mortality 

in West Africa was 32 per 1000 live births, which is still very high [14]. 

 

Studies have highlighted that some factors influence BPCR including the cross-sectional study of [15] among 

707 pregnant women in Southern Ethiopia and disclosed a low (30%) prevalence of BPCR with better practice 

from women of higher economic class, higher antenatal attendance, receiving advice on BPCR, primiparous, 

and being knowledgeable on labor and delivery danger signs. However, there is scarcity of studies regarding 

this topic in Nigeria. Also, the cross-sectional study by [16] among primigravid women in Ethiopia showed 

that 15.2% of primigravid women were knowledgeable about BPCR, and factors associated with knowledge 

of birth preparedness and complication readiness were found to include being married, higher economic class, 

knowledgeable for key danger signs of labour as well as knowledgeable for key danger signs of post-partum 

period. Similarly, a narrative review of cross-sectional studies by [17] reported a low practice of BPCR and 

highlighted factors influencing BPCR in sub-Saharan Africa to include education, parity, antenatal care visits, 

age, place of residence and gender as better predictors of knowledge on BPCR while financial difficulties, 

employment status, knowledge of danger signs, distance to health facility, the involvement of men and 

community perceptions were significant determinants of BPCR practice. 

 

The high death rates could be associated with non- availability and non- adherence to BPCR counselling, this 

assertion is based on the report of [18] which stated that maternal and newborn mortality is caused by non-

availability and non-adherence to BPCR counseling during pregnancy and childbirth. Documented evidence 

shows that knowledge of BPCR has been impressively high among most pregnant women especially in rural 

areas in Enugu State, South East, Nigeria. Yet, this has not translated to practice, [19], [20] as maternal 

mortality rates (MMR) are still high. In Enugu State, 2019 MMR was 1400/100,000 live births based on 

National Population Commission report, [21] which is high. From the foregoing, there seems to be a missing 

link between knowledge, planning, implementation and practice of BPCR, which warrants the exploration of 

the practice level and factors affecting the translation of knowledge regarding birth preparedness and 

complication readiness to practice among expectant mothers in this region where literature is observed to be 

shrouded with empirical paucity. 

 

2. METHODS 

 

2.1 Design and participants 

This cross-sectional survey recruited 36 expectant mothers (mean age: 25.833 ± 3.12 years) within 24-28 

weeks of pregnancy in Oji-River Enugu, Nigeria. A mmultistage sampling technique was used to draw 

samples from the accessible population in ante-natal care primary healthcare centres, those receiving similar 

services from traditional birth attendants, as well as those at home, and in churches located in the selected 

communities as at December, 2020. Expectant mothers who were not emotionally and physically stable at the 

time of the study, and those not resident in Oji as at the time of the study were excluded. 

 

2.2 Instrument 

Validated, researcher adapted questionnaire and observational checklist were used for data collection. The 

questionnaire consisted of two sections. Sections A consists of 11 items designed to elicit information on the 
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demographic profile of the subjects (the study participants’ age, education, occupation, spouses’ occupation, 

monthly income, and number of children), while section B consists of 21 items to obtain information on 

knowledge, attitude, and BPCR practice level with respect to seven (7) BPCR practice components. The 

BPCR practice components examined include identification of a place for delivery; purchase of delivery 

items; transportation arrangements during delivery; specific plan on funding delivery; specific plans for a 

birth companion during delivery; specific plan for blood donors during delivery; and identification of danger 

signs associated with pregnancy and delivery. The second instrument used was observational checklist, which 

was used to elicit information to corroborate the information from the structured questionnaire. The 

information here included identification and sighting of persons, location, and other items relevant to the 

practice of BPCR. 

 

The researcher-constructed questionnaire and checklist was submitted to the supervisor and three experts for 

face and content validity. Two of the experts from the Department of Nursing Sciences were specialists in 

Measurement and Evaluation while the other expert was both an academic and professional Midwife with 

over 20 years post qualification experience from University of Nigeria Teaching Hospital, UNTH, Ituku 

Ozalla Enugu State. The questionnaire and checklist were accompanied with the objectives of the study and 

the research questions and the postulated hypotheses to enable them to determine whether the contents could 

elicit the needed information from the subjects. Based on their inputs, corrections and amendments were made 

accordingly to design the final copy of the questionnaire before administration to the subjects. 

 

A pilot testing of the instrument using test-retest approach at two weeks intervals was used to collect data for 

the computation of the reliability coefficient. Approximately 10% of the sample size, who met the inclusion 

criteria, with comparable characteristics, but not part of the actual study population was involved as the pilot 

study subjects. These subjects were from the Primary healthcare facility and homes in Nike community, 

Enugu East LGA. Pearson’s product moment correlation was used to determine the reliability coefficient of 

0.72. This was deemed adequate. 

 

2.3 Data collection Procedure 

Ethical approval was obtained from the Research and Ethical Committee of the Ministry of Health, Enugu 

State. Administrative Permission was also obtained from, the Chairman of the LGA, the Medical Doctors and 

Officers in charge (OICs) of health facilities in Oji-River LGA after presenting them with a letter of 

identification from the Department of Nursing Sciences, UNEC. Written Consent was obtained from the 

participants after explaining the purpose of the study to them. The consent form was signed using a written 

signature or by thumb-prints as was deemed suitable by the participants. The principles of voluntary 

participation, confidentiality and anonymity were rightly observed. 

 

Afterwards, the questionnaire was shared among those who gave consent and administered by a research 

assistant. The participants filled the questionnaires and returned them within an average of 30minutes. None 

of the participants withdrew from the study giving a 100% response rate. 

 

2.4 Data analysis 

The data collected was collated, tallied, computed, and subjected to simple descriptive statistics of frequency, 

percentages, mean and standard deviation. Section B of the study questionnaire, which originally elicited 

information in the nominal scale was recalibrated to measure the BPCR practice levels of the study 

participants in ratio scale. Consequently, each study participant earned a maximum score of 70 points based 

on their responses to the questions posed in the questionnaire. Inferential statistics of Multiple Regression 

was used to determine the influence of demographic factors on BPCR practice level of the study participants 
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at p=0.05. 

 

3. RESULTS 

 

3.1 Demographic Variables of Expectant Mothers 

Table 1 shows that majority of the study participants were aged between 25 and 30 years (50.0%), of Christian 

faith (91.7%) but were not first-time mothers (86.1%).  Also, most of the respondents had only secondary 

school education (58.3%), and were self-employed (58.3%). Similarly, most of the participants’ spouses were 

self-employed (83.3%); though most of the participants (58.3%) reported that their monthly income were 

N15,000 or less. 

 

3.2 Practice of BPCR among expectant mothers 

Table 2 shows that 88.9% of the study participants had identified and specified a place for delivery which 

was agreeable to the couple while 8.3% identified but did not specify the place of delivery. On preparedness, 

a low proportion of study participants (38.8%) had purchased between 51% to 90% of the listed necessary 

items while 27.8% had not purchased any of the necessary delivery item. On arrangement for transportation 

during delivery, majority of the study participants (66.7%), with the support of their spouses, had made 

specific transportation arrangements prior the delivery dates. The ability to reserve funds for delivery revealed 

that 36% of the study participants had no funds reserved for delivery needs while 47.2% of the study 

participants had specific funds reserved for delivery needs and 16.7% had unspecified funds reserved for 

delivery needs. Study participants who made specific arrangements for birth companion(s) during delivery 

accounted for 77.8% of the distribution. Arrangement for blood donor(s) revealed that majority of the study 

participants (61.1%) did not arrange for a blood donor during delivery. Lastly, 25% of the study participants 

did not recognize any of the listed danger signs, although 69.4% of the study participants and their spouses 

recognized at least one danger sign. 

 

3.3 Influence of demographic factors on practice of BPCR among expectant mothers 

Table 3 presents the influence of demographic variables on the expectant mothers practice of BPCR, which 

shows that most of the mothers with secondary school level (52.8%), who were self-employed (52.8%), an 

average estimated income that was ≤ 15,000 (47.2%), and within the ages of 25 to 30 years; mostly had good 

BPCR (47.2%) for delivery facility identification. Whereas, on BPCR for purchase of necessary items; mostly 

those within 25 to 30 years old (27.8%), with secondary education (33.3%), who were self-employed (36.1%), 

and their spouses were self-employed (41.7%), had a personal income estimate that was ≤ 15,000 (30.6%), 

with 1 to 3 children (36.1%) had purchased more than 70% of the items. In addition, the majority of the 

expectant women who were within the ages of 25 to 30 years old (33.3%), with secondary school level of 

education (41.7%), that were self-employed (33.3%), and had a personal income estimate that was ≤ 15,000 

(41.7%) had good BPCR transport arrangement. Similar patterns were also seen for BPCR regarding funds 

for delivery, birth companion arrangement, blood donor arrangement, and danger signs identification as 

middle ages of 25 to 30, secondary school levels, being self-employed, having a personal income estimate 

that is ≤ 15,000, and having 1 to 3 children had dominant influence. 

 

3.4 Influence of demographic factors on practice of BPCR among expectant mothers 

In table 4, results from the Multiple Regression used to determine the influence of scaled demographic factors 

on the BPCR scores of the study participants showed an R2 = 0.696, which means that the model accurately 

predicts 69.6% of the variability of the dependent variable (BPCR). The table further revealed that all the 

coefficients of the independent variable (demographic factors) had a positive relationship with the dependent 

variable. However, only the study participants’ occupation (β = 5.869; p = 0.043) and monthly income (β = 
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2.301; p = 0.003) were statistically significant predictors of the study participants’ BPCR practices. 

 

4. Discussion 

This cross-sectional survey assessed the practice level for birth preparedness and complication readiness 

(BPCR) and explored the obstacles making translation of BPCR knowledge to practice difficult among 

expectant mothers in Enugu, Nigeria. The main study finding include that the BPCR practice level of 

expectant mothers in Oji-River, Enugu was generally poor in most of the seven practice areas of BPCR 

examined. The participants mostly showed good preparedness in the identification of a place for delivery, 

arrangement for transportation and birth companion during delivery. Respondents’ occupation and monthly 

income were the major demographic factors, which had statistically significant influence on their BPCR 

practice level. These findings are discussed in details in the subsequent sub-sections. 

 

4.1 Practice of BPCR among Expectant Mothers in Oji-River 

This study revealed that the practice of BPCR among the cohort was poor. This implies that mothers in this 

environment do not adequately prepare for the birthing of their babies and the possibilities of complications. 

This corroborates the reports of previous studies from other African expectant mothers’ populations in 

Ethiopia, Malawi, and Nigeria [22- 24]. For instance, [22] showed that women who gave birth in Farta 

District, Ethiopia had low overall preparedness. [19] reported that knowledge of BPCR has been impressively 

high among most pregnant women especially in rural areas in Enugu State, South East, Nigeria, yet it did not 

translate to practice as maternal mortality rates were still high. On the contrary, this contradicts a previous 

report from an urban tertiary hospital, [5] and a Nigerian work in Oredo Local Government Area (LGA) in 

Benin City, Edo State; that reported good level of BPCR although their definitions and measures were slightly 

different. This could also be due to different socio-demographic settings of the two areas as Oredo is within 

the City and urban areas, whereas Orji River is mostly a sub-urban and rural area. This may therefore imply 

that some factors associated with urbanization (eg socioeconomic status) could be a possible determinant of 

the practice of BPCR. 

 

A critical component of BPCR is the identification of a place for delivery, which was alluded to by both the 

expectant mothers and their spouses. Hence, this study reported that most of the participants had good 

preparedness on this regard. This finding aligns with previous studies in Malawi by [23] who similarly 

reported that expectant mothers had good preparedness regarding place for delivery. This component ensures 

that there is an identified and specified place for delivery, which may be reflective of spousal support. This 

setting has been reported to mostly be the primary healthcare centres, the home of the couple or that of 

Traditional Birth Attendant (TBA) centres [19]. 

 

Another component of BPCR where participants showed good preparedness was in arrangement for 

transportation. Whether delivery was scheduled to take place at home, TBA’s residence or at the PHCC, 

arrangement for reliable means of transport invariably improves delivery outcomes [25], [26]. In Bangladesh, 

[27] observed that cultural and religious beliefs influenced the ability of expectant mothers to plan for night 

transport during delivery as travelling at night was considered dangerous due to active evil spirits. It is 

possible that our participants were influenced by modern rise in awareness away from conservative and norms 

about positivity in ones expectations [28]. 

 

Similarly, they had good preparedness regarding birth companion during delivery or to accompany her to the 

emergency care. The identified birth companions included mothers, siblings, friends or even the spouse of 

the study participants. The closely-knit family and social support structure in rural areas may explain the 

commendable level of this BPCR practice amongst the study participants. This is contradictory to the finding 
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of [5] who documented that emergency readiness were very poor among pregnant women attending urban 

tertiary care hospital in India. The difference noted in the present study could be influenced by the different 

socio-demographic and cultural settings. 

 

On the other hand, the participants showed poor preparedness regarding purchase of necessary item and 

reserving fund for delivery expenses. This is associated with paucity of funds or no access to required funds, 

similar to the claims in the report of [29] that the challenges inhibiting BPCR in developing countries are 

usually due to poor economic power among women. Despite that, participants in the study were chosen to 

include those close to their delivery (6-7months) periods; the finding still mirrored those previously reported 

in literature [5], [23] except for few who had hope of being helped by their different cooperative societies 

where they can borrow money. 

 

Again, arrangement for blood donor(s) is another component of BPCR that is often impaired by religious 

practices and faith in expecting the best outcomes and opposing or forbidding blood transfusion. It is also 

often associated with cultural/ spiritual predisposition of the “not my portion” response. Reasons why study 

participants were opposed to planning for such could be the belief that it signaled bad luck or was largely 

viewed as a bad omen or lack of faith. Cultural and religious orientation and belief systems have been 

previously reported to influence or adversely affect BPCR practices [30], [31], for which many health 

awareness campaign is still recommended to impart the necessary awareness. 

 

Lastly, the ability of the study participants and their spouses to recognize danger signs in pregnancy and 

delivery was very poor reflecting a knowledge gap in this important population. This finding is corroborated 

by the views of [32] when they linked maternal mortality and delays by women with obstetric complications 

in decision making to the fact that pregnant women, their families, and the community in general do not know 

about the danger signs and symptoms that occur during pregnancy, labour and puerperium. In a similar study, 

[33] concluded that although awareness of the concept of birth preparedness was high in Southeast Nigeria, 

recognition of key danger signs in pregnancy was poor. [5] also showed that awareness of danger signs are 

very poor among pregnant women attending urban tertiary care hospital in India. The submission of [34] on 

promoting BPCR in low- and middle-income countries as an imperative in lowering maternal mortality 

validates this finding. 

 

4.2 Factors influencing practice of BPCR among expectant mothers in Oji-River,Enugu 

Although all the demographic factors showed positive relationship with BPCR, only the study participants’ 

occupation and monthly income were statistically significant predictors BPCR scores. This finding is 

remarkable as occupation and income level are sides of a coin in their link to exposure levels, which can 

influence access to BPCR information. The same applies for jobs that offer more security and income level 

compared to those whose income are volatile [22]. The ability to set funds aside, have access to additional 

funds when required are all associated with high income levels and vice versa. 

 

Further cross tabulation analysis in this study showed a consistent pattern of dominant influence on BPCR 

readiness by middle ages (25 to 30), secondary school education, being self-employed, having a personal 

income estimate that is ≤ 15,000, and having 1 to 3 children. In a study conducted in Thailand, which agrees 

with these findings, Kiataphiwasu and Kaewkiattikun (2018) concluded that the proportion of good BPCR 

among pregnant women attending antenatal care was high based on factors such as high education, 

employment, high income, extended family. Unlike in the findings of the study by [35] which found that 

parity and age significantly influenced expectant mothers’ behaviour and BPCR practice, this study 

established the contrary, which is understandable as most women are in the childbearing age where there no 
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large gap. 

 

4.3 Implications of the study to Nursing 

The implication of the finding to Nursing is that most expectant mothers in rural communities who display 

an appreciable knowledge of BPCR may not necessarily translate such to practice and as such still be 

predisposed to the sociocultural barrier associated with poor BPCR practices. Consequently, it is advocated 

that nurses involved in primary healthcare services in rural communities, should adopt a practice-oriented 

outlook to BPCR. 

 

Also, monthly income was the most consistent factor that exerted a statistically significant influence on the 

ability of expectant mothers to translate BPCR knowledge to practice. Virtually all the components of BPCR 

require funds to facilitate and actualize desirable levels of preparedness among expectant mothers. However, 

the reality on ground in the rural communities with respect to financial empowerment is at odds with the 

demand pregnancy places on families financially. Poor family finances cannot result in high/acceptable levels 

of BPCR practice. The implication of this to nursing is that the efforts at educating expectant mothers during 

antenatal care services and more importantly during home-based counselling should include frank discussions 

on financial wellbeing, family planning options and deliberate financial planning for pregnancy and delivery. 

Improved access to economic opportunities for women in the rural communities, pooling of funds through 

Isusu, and the charities from FBOs are some avenues through which improvements in BPCR practices among 

expectant mothers can be improved. 

 

5. Conclusion 

Paucity of funds is the major identified obstacle inhibiting translation of BPCR knowledge to translation. It 

is therefore recommend that social welfare and government can help improve BPCR by stepping in to relieve 

the financial burden of childbirth through a maternal and infant care policy. 

 

Key points 

• Birth Preparedness and Complication Readiness (BPCR) practice level of expectant mothers in 

Enugu was generally poor in most of the seven practice areas. 

• Only three areas including identification of a place for delivery, arrangement for transportation and 

birth companion had good practice level. 

• Respondents’ occupation and monthly income were the most influencing factors of BPCR practice. 

• Additionally, there were a consistent pattern of dominant influence on BPCR readiness by middle 

ages, secondary education, self-employed, ≤ 15,000 personal income (₦), and having 1 to 3 children. 

• Recommendation is that social welfare and government can help improve BPCR by stepping in to 

relief the financial burden of childbirth.  
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Table 1: Demographic characteristics of study participants (n=36) 

 Demographic variables Frequency Percentage 

Religion Christianity 33 91.7 

 Traditionalist 3 8.3 

Marital Status                                             Married                                                                 36 100 

Age (Years) < 25                                                          17 47.2 

 25 – 30                                                          18 50.0 

 > 30                                                                            1 2.8 

 Mean: 25.833; Median: 26; Mode: 25; SD: ± 3.18479; Min: 20; Max: 33. 

Educational 

Level 

No Formal Education 1 2.8 

Primary 8 22.2 

Secondary 21 58.3 

Tertiary 6 16.7 

Occupation Civil Service 2 5.6 

 Organized Private Sector 2 5.6 

 Self Employed 21 58.3 

 Unemployed 11 30.6 

Husband 

Occupation 

Civil Service 5 13.9 

Organized Private Sector 1 2.8 

Self Employed 30 83.3 

Income 

Estimate (N) 

≤ 15,000 21 58.3 

16,000 – 25,000 9 25.0 

26,000 – 35,000 3 8.3 

> 35,000 3 8.3 

Number of 

Children 

None 5 13.9 

1 – 3  23 63.9 
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4 – 6 8 22.2 
 

Table 2: Practice of BPCR in Oji-River (n=36) 

Variables Frequency Percentage 

Identification of Place for Delivery   

  

Identified but not Specified by Respondent 3 8.3 

Identified, Not Specified, Husband agrees 1 2.8 

Identified, Specified and Husband agrees 32 88.9 

Purchase of necessary delivery items 

  

No necessary delivery items purchased 10 27.8 

≥ 50% of necessary items purchased 6 16.7 

51% - 90% of necessary items purchased 14 38.9 

100% of identified necessary items purchased 6 16.7 

Transportation arrangements during delivery 

  

No Transport arrangement made 9 25 

 Arrangement made by Respondent, not specified 3 8.3 

Arrangement made, Specified, Husband supports 24 66.7 

Reserved funds for delivery needs 

  

No funds reserved 13 36.1 

Funds reserved by Respondent, not specified how 4 11.1 

Funds reserved by Couple, not specified 2 5.6 

Funds reserved by Couple and Specified 17 47.2 

Arrangement for a birth companion 

  

No arrangement made 5 13.9 

Arrangement made by Couple but not specific 3 8.3 

Arrangement made by Couple and specified 28 77.8 

Danger signs of pregnancy and delivery 

  

Couples do not recognize  9 25 

Expectant mother recognizes but is not specific 2 5.6 

Couples recognize but are not specific 6 16.7 

Couples recognize only one danger sign 2 5.6 

 Couples recognize two danger signs 3 8.3 

Couples recognize three danger signs 4 11.1 

Couples recognize four danger signs 6 16.7 

Couples recognize five danger signs 2 5.6 

Couples recognize the six listed danger signs 2 5.6 
 

Table 3: Influence of demographic factors on practice of BPCR among expectant mothers in Oji-River 

(n=36) 

Variables n(%) 

BPCR Delivery 

Facility Identification 

BPCR Purchase of 

Necessary Items 

BPCR Transport 

Arrangement 

BPCR Funds for 

Delivery 

BPCR Birth 

Companion 

Arrangement 

BPCR Blood 

Donor 

Arrangement 

BPCR Danger Signs 

Identification 

P
o
o
r 

F
ai

r 

G
o
o
d

 

≤
 3

0
%

 

4
0
- 

7
0
%

 

>
7
0
%

 

P
o
o
r 

F
ai

r 

G
o
o
d

 

P
o
o
r 

F
ai

r 

G
o
o
d

 

N
o
n
e 

F
ai

rl
y
 

A
d
eq

u
a

te
 

A
d
eq

u
a

te
 

N
o
n
e 

A
d
eq

u
a

te
 

≤
 1

0
%

 

2
0
- 

5
0
%

 

Age (Years)                                             

< 25                                                          2(5.6) 1(2.8) 14(38.9) 5(13.9) 3(8.3) 9(25.0) 4(11.1) 2(5.6) 11(30.6) 11(30.6) 1(2.8) 5(13.9) 3(8.3) 0(0) 14(38.9) 10(27.8) 7(19.5) 4(11.1) 10(27.8) 

25 – 30                                                          1(2.8) 0(0) 17(47.2) 6(16.7) 2(5.6) 10(27.8) 5(13.9) 1(2.8) 12(33.3) 6(16.7) 1(2.8) 11(30.6) 2(5.6) 3(8.3) 13(36.1) 11(30.6) 7(19.5) 6(16.7) 5(13.9) 

> 30                                                                            0(0) 0(0) 1(2.8) 0(0) 1(2.8) 0(0) 0(0) 0(0) 1(2.8) 0(0) 0(0) 1(2.8) 0(0) 0(0) 1(2.8) 1(2.8) 0(0) 1(2.8) 0(0) 

Educational Level 

No Formal Edu. 0(0) 0(0) 1(2.8) 0(0) 0(0) 1(2.8) 0(0) 0(0) 1(2.8) 0(0) 0(0) 1(2.8) 0(0) 0(0) 1(2.8) 1(2.8) 0(0) 0(0) 0(0) 
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Primary 0(0) 0(0) 8(22.2) 4(11.1) 2(5.6) 2(5.6) 2(5.6) 1(2.8) 5(13.9) 7(19.5) 0(0) 1(2.8) 2(5.6) 0(0) 6(16.7) 8(22.2) 0(0) 4(11.1) 2(5.6) 

Secondary 2(5.6) 0(0) 19(52.8) 5(13.9) 3(8.3) 12(33.3) 5(13.9) 1(2.8) 15(41.7) 8(22.2) 2(5.6) 11(30.6) 2(5.6) 3(8.3) 16(44.4) 11(30.6) 10(27.8) 5(13.9) 10(27.8) 

Tertiary 1(2.8) 1(2.8) 4(11.1) 2(5.6) 0(0) 4(11.1) 2(5.6) 1(2.8) 3(8.3) 2(5.6) 0(0) 4(11.1) 1(2.8) 0(0) 5(13.9) 2(5.6) 4(11.1) 2(5.6) 2(5.6) 

Occupation 

Civil Service 0(0) 0(0) 2(5.6) 1(2.8) 0(0) 1(2.8) 1(2.8) 0(0) 1(2.8) 0(0) 0(0) 2(5.6) 0(0) 0(0) 2(5.6) 1(2.8) 1(2.8) 1(2.8) 0(0) 

Organized P.S. 1(2.8) 0(0) 1(2.8) 1(2.8) 0(0) 1(2.8) 0(0) 1(2.8) 1(2.8) 1(2.8) 0(0) 1(2.8) 1(2.8) 0(0) 1(2.8) 1(2.8) 1(2.8) 1(2.8) 0(0) 

Self Employed 2(5.6) 0(0) 19(52.8) 6(16.7) 2(5.6) 13(36.1) 7(19.5) 2(5.6) 12(33.3) 11(30.6) 1(2.8) 9(25.0) 4(11.1) 2(5.6) 15(41.7) 13(36.1) 8(22.2) 7(19.5) 9(25.0) 

Unemployed 0(0) 1(2.8) 10(27.8) 3(8.3) 4(11.1) 4(11.1) 1(2.8) 0(0) 10(27.8) 5(13.9) 1(2.8) 5(13.9) 0(0) 1(2.8) 10(27.8) 7(19.5) 4(11.1) 2(5.6) 6(16.7) 

Husband  Occupation 

Civil Service 0(0) 0(0) 5(13.9) 1(2.8) 0(0) 4(11.1) 1(2.8) 0(0) 4(11.1) 1(2.8) 0(0) 4(11.1) 0(0) 0(0) 5(13.9) 1(2.8) 4(11.1) 1(2.8) 2(5.6) 

Organized P.S. 0(0) 0(0) 1(2.8) 0(0) 1(2.8) 0(0) 0(0) 1(2.8) 0(0) 1(2.8) 0(0) 0(0) 0(0) 0(0) 1(2.8) 1(2.8) 0(0) 1(2.8) 0(0) 

Self Employed 3(8.3) 1(2.8) 26(72.2) 10(27.8) 5(13.9) 15(41.7) 8(22.2) 2(5.6) 20(55.6) 15(41.7) 2(5.6) 13(36.1) 5(13.9) 3(8.3) 22(61.1) 20(55.6) 10(27.8) 9(25.0) 13(36.1) 

Income Estimate (N) 

≤ 15,000 3(8.3) 1(2.8) 17(47.2) 6(16.7) 4(11.1) 11(30.6) 4(11.1) 2(5.6) 15(41.7) 12(33.3) 2(5.6) 7(19.5) 2(5.6) 2(5.6) 17(47.2) 12(33.3) 9(25.0) 5(13.9) 11(30.6) 

16,000 – 25,000 0(0) 0(0) 9(25.0) 4(11.1) 2(5.6) 3(8.3) 4(11.1) 1(2.8) 4(11.1) 5(13.9) 0(0) 4(11.1) 3(8.3) 0(0) 6(16.7) 7(19.5) 2(5.6) 4(11.1) 3(8.3) 

26,000 – 35,000 0(0) 0(0) 3(8.3) 1(2.8) 0(0) 2(5.6) 1(2.8) 0(0) 2(5.6) 0(0) 0(0) 3(8.3) 0(0) 0(0) 3(8.3) 2(5.6) 1(2.8) 1(2.8) 1(2.8) 

> 35,000 0(0) 0(0) 3(8.3) 0(0) 0(0) 3(8.3) 0(0) 0(0) 3(8.3) 0(0) 0(0) 3(8.3) 0(0) 1(2.8) 2(5.6) 1(2.8) 2(5.6) 1(2.8) 0(0) 

Number of Children 

None 0(0) 0(0) 5(13.9) 3(8.3) 1(2.8) 1(2.8) 2(5.6) 1(2.8) 2(5.6) 5(13.9) 0(0) 0(0) 2(5.6) 0(0) 3(8.3) 4(11.1) 1(2.8) 3(8.3) 2(5.6) 

1 – 3  0(0) 0(0) 1(2.8) 6(16.7) 4(11.1) 13(36.1) 5(13.9) 1(2.8) 17(47.2) 8(22.2) 2(5.6) 13(36.1) 2(5.6) 3(8.3) 18950.0) 12(33.3) 11(30.6) 4(11.1) 11(30.6) 

4 – 6 3(8.3) 1(2.8) 26(72.2) 2(5.6) 1(2.8) 5(13.9) 2(5.6) 1(2.8) 5(13.9) 4(11.1) 0(0) 4(11.1) 1(2.8) 0(0) 7(19.5) 6(16.7) 2(5.6) 4(11.1) 2(5.6) 

Total 3(8.3) 1(2.8) 32(88.9) 11(30.6) 6(16.7) 19(52.8) 9(25.0) 3(8.3) 24(66.7) 17(47.2) 2(5.6) 17(47.2) 5(13.9) 3(8.3) 28(77.8) 22(61.1) 14(38.9) 11(30.6) 15(41.7) 

Organized P.S = Organised Private Sector 

 

Table 4: Influence of demographic factors on practice of BPCR among expectant mothers in Oji-River 

(n=36) 

Model 1 

Unstandardized 

Coefficients 

 Standardized 

Coefficients 

 

t P 

B Std. Error  Beta  

 (Constant) -4.593 19.739    -0.233 0.818 

Age 0.544 0.555  0.189  0.980 0.335 
Education 4.507 2.823  0.348  1.597 0.121 

Occupation 5.869 2.775  0.487  2.115 0.043* 

Husband occupation 3.026 2.775  0.234  1.090 0.285 
Monthly income 2.301 1.646  0.296  1.398 0.003* 

No of children 5.073 3.050  0.333  1.663 0.107 

a. Dependent Variable: BPCR Score; R2 = 0.696 

 

 

 

 

 


