BEST: International Journal of Humanities, Arts, \
Medicine and Sciences (BEST: IJHAMS) Best J ou rnals
ISSN 2348-0521 s

Vol. 2, Issue 11, Nov 2014, 1-10 /K“°W'ed9e SN

© BEST Journals

AN EVALUATION OF PREGNANT WOMEN’S KNOWLEDGE AND ATT ITUDE
TOWARDS MODES OF DELIVERY AT A TEACHING HOSPITAL, S OUTH-WEST,
NIGERIA

KOLA M OWONIKOKO, HAJARAH T. BELLO-AJAO, OLUSEYI O. ATANDA & ADETUNJI O. ADENIJI
Department of Obstetrics and Gynaecology, Ladokeaki University of Technology
Teaching Hospital Ogbomoso, Oyo State Nigeria

ABSTRACT

This study sets outto assess the knowledge artddsttof pregnant women at the booking clinic ongheferred
mode of delivery.This was a cross-sectional deBedpstudy of 284 consenting pregnant women whoemed for
antenatal care booking betweeri' November 2012 and 300of June, 2014. They were interviewed through
self —administered structured questionnaire for litezates, while the illiterate women had theidministered by the
research assistants. Data were entered, analyze@goriptive and inferential statistics using SEH8Statistical package.
The mean age of the respondents was 28.8 + 5.1ykbhosit 64% of the participants had tertiary ediscatnd 62.3%
(177) of the women were multipara. Overall, 85.684h® women scored poor on knowledge about moddetifery.
Good knowledge score about mode of delivery wasenamnong multigravidae. Positive attitude towardssesean

delivery was highest among women with previousonjsbf miscarriages.

Largely, the level of knowledge about mode of datiwwas low. High level of neutrality of attitudbaut mode
of delivery indicates that health education needsetimproved in antenatal clinics so that womenldide well informed

and not to be misinformed.
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INTRODUCTION

Cesarean section (CS) was introduced in clinicattice as a life-saving procedure both for the miotnd the
baby and is ranked the number one major surgicabceature performed in the industrialized world
(Petrou et.al 2001). Increasing rates of caesadedimery is now a major public concern worldwideS Cates above
15% have not shown additional benefit for the mothrethe baby, and some studies have even showmitjia CS rates
could be linked to negative consequences in mdtenmé child health (Althabe and Belizan 2006; Betei al 2007;
Althabe 2006; Ronsmans et.al 2006; Belizan et.@r2Willar et.al 2005; Barros et al 2005 and Halbe 1999). Hence,
in 1985, the World Health Organization (WHO) catécglly stated that "There is no justification fany region to have
CS rates higher than 10-15% (Ronsmans et.al 26@8yever, according to World Health Report (2010)vimich CS rates
were obtained for 137 countries from 192 Unitedidied member states of the world which represent&d 8f global
births in the year 2008, it was observed that theas an unequal distribution of this major medicdkrvention.
It was recommended that CS utilization shouldbeuced in most developed countries while its accéggilshould
improve in low and some middle income countries,inflgamost African countries, to reduce adverse metke

and perinatal outcomes (Klein-Fedyshin et al 2005t0 Report 2010).
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Some of the reasons suggested for the increasingateS include increasing mother’'s age at the hsid,
increasing birth weight, socioeconomic factors,ustl parity, improvements in surgical techniquesceived relative
safety of CS, falling threshold of clinicians forSCand increasing maternal request (Van Roosmaleal €1995;
Elferrink-stinkens et al 1995, Hemmink 1996; OyeepAdan 1998; Saropala and Suthutvorayut 1999; Debah 1987,
Chukset. al 2011).

Historically, vaginal delivery has always been jpéred as safer than caesarean section and redoesisctive
caesarean section without any medical indicatiore hesually been refused. However, this view is givanas advances in
obstetric, surgical and anaesthetic techniques,ati@lability of blood and blood products, as wa#i antibiotic and
thrombo-prophylaxis have made caesarean sectior mafer; for the average woman the difference sk between a
vaginal and caesarean delivery is very small. Lalzoual vaginal delivery has been shown to have rherefits for the
average woman and her baby compared to pre-lalz@msacean section — PLCS (Mary et al 2012 and Amjital 2011).
Studies have shown that even at term, PLCS babies & increased risk of respiratory morbidity
(respiratory distress syndrome, RDS, or transigechypnoea of the newborn) compared to CS precegéabbur and this

increases with decreasing gestational age.

Such babies were also more likely to require intatigte or intensive nursery care at admission awgdire
greater respiratory support than neonates who wathiérdabor (Mary et al 2012). CS has been assatiaith an increased
risk of neonatal asthma hospitalization, in patticin premature infants, which confers the regpmaadvantages of
labour to neonates. Furthermore, a number of epaegical publications suggest that PLCS is relatettigher chances
of the child having type-1 diabetes or adolescdr@sdy compared to vaginal delivery, which may adtstantially to
poor population health. Also, it has been shown thaternal mortality and morbidity is 2-3 times a@d times higher,
respectively, in CS than vaginal delivery and C3-B&times more expensive than vaginal deliverys then possible that
the general public has shown increased acceptdnz@esarean delivery without being aware of itseas@ consequence
(Chuks et.al 2011; Mary et al 2012 and Anjital le2@11).

However, despite the increasing CS rates, most womeleveloping countries are still averse to C8ictv is
perceived as a curse on an unfaithful woman anteatot of the weak women (Hall et al 1999). Alpatients in Nigeria
have aversion to the procedure for many socio-mlltteasons, among which is the feeling that caesaisection
represents a form of failure of the woman’s repaiidie capability (Aboyeji 1997). Hence CS in Nigeis viewed with
suspicion, misconception, fear, guilt, misery amgjef*and very few women in Nigeria would, therefore, eqtcthe
procedure even in the face of obvious clinical éatibns (Behaque 2002). This negative view andgpian of CS by
women in the developing countries has led to growderutilization of the procedure compared to tnge burden of
Obstetric morbidity requiring resolution by CS (@kdua 2001).

There are few data on knowledge and perceptionmgoafen in Nigeria about CS but limited data on krexge
and perceptions of Nigerian women about vaginalvde}. Although it is important to determine pati€rknowledge of
CS, it is also important to access their knowledgttudes and beliefs about vaginal delivery. Eff@re, this study aims at
determining the knowledge and attitude of pregnemmen in Ladoke Akintola University of TechnologyAUTECH)
Teaching Hospital Ogbomoso, Nigeria in a bid teed®aine the factors that might affect the pregnamtnen’s acceptance

of a mode of delivery and refusal of the other als® help to define strategies for reducing ca@sedelivery rates.
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MATERIALS AND METHODS

This study was carried out at LAUTECH Teaching Htap Ogbomoso, South-west Nigeria. The study
population was all 284 consentedpregnant women pvhsented at the booking clinic (first antenatalic) for routine
antenatal care betweefiNovember, 2012 and 80une, 2013.1t was a cross- sectional descriptiveyst

The data collection instrument is a multi-item stumed questionnaire consisting of 3 sections. iG@ch was
used to determine socio-demographic characterisfitse women, section B sought relevant informatidout obstetric
and gynaecological characteristics and sectionrGisted of closed-ended questions for evaluatimmydedge and attitude
of the women to either of the modesof delivery. Elarity, the questionnaire was pre-tested on paagmwomen at the
General Hospital, Ogbomoso, after which it wastreesured and ambiguous questions were re-phradesl strength of
the questionnaire was endorsed by 3 Obstetric Gmmési in the Department. The questionnaire wasagkrhinistered by
the literate women, while the illiterate women hhdirs administered by the research assistantsredmb the questions to
them and chose the answers based on their opifilma.exclusion criteria for the study were non-conisg pregnant

women who presented for booking for their antenzaaé.

The consent of the respondents was sought verdatipg the health talk at the counseling sessiansg the
visits. The questionnaires were also introducedi witequest for consent and freedom of participatias duly stressed to
the women. The women that did not consent to ppétie in the study were in no way discriminatedisgtawith regards
to medical treatment of their conditions. Also, apgl for the study was obtained from LAUTECH TeiachHospital
ethics review committee.

The raw data from the field was screened for insbescies and duly edited. For the questions oniedge
assessment, correct answer was scored 1 whilerdat@nd don’t know answers were scored 0 eachrayvknowledge
statements were scored as follows:Good knowled@e7titermediate knowledge 4-6 and Poor knowledg8. O-
The reliability of coefficient of the knowledge wment was 0.65 using the Kuder-Richardson test
(Kuder and Richardson 1937). The attitude statesnemete scored on a 5-point Likert scale (5-1), fistnangly agree to
strongly disagree (Wuensch 2005). Final Attituderscwas graded as: Positive 21-60; Neutral 13-20 ldagative
1-12. The Cronbach coefficient (Cronbach 1951)diitude statement was 0.7. Analysis of data wasdygputer using
SPSS (Statistical Package for Social Sciences) S&fon 16 for Windows evaluation version. Dataevpresented
using tables and graphs. Cross-tabulation of vkesalvas performed and chi square was used to isstadthtistical

association between variables. The level of stegilssignificance was set at p < 0.05.
RESULTS

The demographic characteristics of the participargee as shown in Table 1. The mean age of thenegmts
was 28.8 £+ 5.1years and age ranged between 17-at4.ajority (86.9%) being between the ages oh2d 35 years
while 3.5% were between 15 and 20 years, 7.7% Wwetereen 36 and 40 years and the least proporti@¥a)lwere
between 41 and 45 years. Majority of the women4%3.had tertiary level of education while the le@stl%) had no
formal education. Most (89.4%) of the respondergsevof Yoruba ethnicity, 4.9% were |bo, 1.4% werubh and 4.2%
were of other ethnic groups. About three-quarte4 201.8%) of the respondents were Christians wBileB% were
Muslims and only 0.4% belonged to other religioAbout one-third of the women were unemployed (ugdetuates -
20.8%, applicants - 4.6%, housewives - 2.1%).
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Table 2 shows the obstetric performance of theigiaaints. Majority (62.3%) of the women were mudtip
and 90.1% of the participants had no previous caasadelivery. Of the women who had caesareaneatgliv.7%, 1.8%

and 0.4% had one, two and three caesarean defivespectively.

Figure 1 shows the knowledge scores of the paaitipabout modes of delivery. Only 14.4% of thdigipants
had good knowledge of the modes of delivery. Figtireevealed that most of the respondents had neattiaude to
Caesarean section (CS) (64%) and vaginal deliwéB) (54%) and more respondents had negative a#itadCS (37%)
than VD (3%). Also, only 0.4% of the respondentd pasitive attitude to CS as opposed to 45% withitpe attitude to
VD.

Table 3 compares the participant’s knowledge witiuae to vaginal and caesarean delivery. Of thibaéscored
good knowledge on the modes of delivery, 7.7% hasitpe attitude, 6.3% had neutral 0.4% had negatittitudes
towards vaginal delivery while none had good, 8/18d neutral and 6.3% had negative attitudes tow@gisMajority of
those women with poor knowledge had neutral atittmvards VD (27.1%) and CS (33.5%). Age, pariguaational
status, occupation, religion, previous miscarriagel previous vaginal delivery or caesarean sedlidnnot prove to

determine the knowledge and attitude of the wornghea modes of delivery as seen in Table 4.
DISCUSSIONS

There is some evidence that the information anviddal has, to a significant extent, affects thétuate and
perception of the individual, and on the modesalivéry, it may have a significant role in the witiness to consent to a
procedure and refuse the other (Coulter et al 20@BMould et al 1996). Other previous studies hehawvn that patients
who are knowledgeable about their conditions arde atb actively participate in shared decision-magkin
(Coulter et al 2008). The information women recdivere from diverse sources and may vary in thetusscy and
reliability. Failure to ensure patients receive uate information may result in inappropriate petcn and attitude of
some women leading to refusal of a CS or VD, whieky be necessary to prevent both maternal andrfetebidity and

mortality.

In this study, it was discovered that the knowledfenost (85.6%) of the participants was low abihat two
modes of delivery as similarly discovered by Aalia amongst the women in Kerman, Islamic Republiclran
(Aali et al 2005 and Mungrue et al 2010), althodgiiken M. et al 2007 found that the women attendimaternity care at
the University of Benin Teaching Hospital in Nigerhad good knowledge of CS and this may be dueulwral
difference. This study also revealed that moshefrespondents had neutral attitude to CS (64%V&n{b4%) and more
respondents had negative attitude to CS (37%) Wia(3%) but only 0.4% of the respondents had pesitttitude to CS
as opposed to 45% with positive attitude to VD #mnid was associated with the perception of safetstérnal or fetal
death), difficulty (complications to mother and paland pain. This finding was similar to the fingsnby Aboyeji et al
1997, Orji et al 2003and Adeoye et al 2011in whiclas affirmed that a significant proportion oftematal clients are
averse to CS and that the negative cultural pememphay have further reinforced this aversion. Aléaiken M. et al
2007 found that only 6.1% of his studied populatizere willing to accept CS as a method of delivevigile 81% would
accept CS if needed to save their lives and th#heaif babies but up to 12.1% of women would natept CS under any
circumstances, a decision that was also linkedutturally biased misconceptions about CS. Karlstrénet al 2011
however, found that negative birth experience lateel to a future preference for caesarean seeatnghthis should be

considered by caregivers providing intrapartum care
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Also, in this study majority of the women with pdarowledge had neutral attitude towards VD (27.HtJ CS

(33.5%) further establishing the indecision asdediavith lack of knowledge. However, age, paritgueational status,

occupation, religion, previous miscarriage and joes vaginal delivery or caesarean section didpmove to determine

the knowledge and attitude of the women to the marfedelivery. This is in contrast to the findin§ Aali et al 2005

where Housewives had higher scores for vaginavesliprobably due to economic factor that more tavi® than CS,

younger age group women in their study also hadipesttitude to CS than older women possible seageduced was

families believes that young women have a smallipé¢hat is not proper for VD.

CONCLUSION AND RECOMMENDATIONS

This study further reinforced that it is imperatitleat information on CS and VD forms a componentaof

structured antenatal education programme suchptieginant women get first-hand information from kmewledgeable

health care provider. Also, there is need for palognes to increase the understanding of women ancottmnmunity about

CS as a method of delivery in Ogbomoso, south wedeeria
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Table 1: Socio-Demographic Status of the Participas

Characteristic Number (284) | Percentage (%)
Age group
15-20 10 3.5
21-25 65 22.9
26-30 118 41.5
31-35 64 22.5
36-40 22 7.7
41-45 5 1.8
Religion
Christians 204 71.8
Muslims 79 27.8
Others 1 0.4
Educational Status
None 6 2.1
Primary/Arabic 11 3.9
Secondary 87 30.6
Tertiary 180 63.4
Occupation
Business 85 34.9
Civil Servant 34 12.0
Artisan 29 10.2
Undergraduates 59 20.8
Professional 58 20.4
Applicant 13 4.6
Housewife 6 2.1
Ethnicity
Yoruba 254 89.4
Ibo 14 4.9
Hausa 4 1.4
Others 12 4.2
Total 284 100.0
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Table 2: Obstetric Performance of the Participants

Primigravida 93 5.0
Multigravida 177 62.3
Grand multigravida 14 32.7
0 228 80.3
1 38 134
2 11 3.9
3 6 2.1
4 1 0.4
0 256 90.1
1 22 7.7
2 5 1.8
3 1 0.4
® Good

B Intermediate
= Poor

Figure 1: Knowledge Score about Mode of Delivery
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Figure 2: Attitude about Mode of Delivery

Table 3: Crosstabulation of Participants KnowledgeScore with Attitude to Vaginal and CS Delivery

Good 1(0.4) 18 (6.3) 22 (7.7) 18 (6.3) 23 (8.1) 0
Intermediate 2 (0.7) 56 (9.7 39 (13.7) 35 (12.3)2 (B1.8) 0
Poor 44| 77271 65 (22.9) 49 (17{3) 95 (33.52(0.7)

Anova test= 2.3, df=4, p value = 0.52 Arntegh= 3.3, df=4,p value = 0.68
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Table 4: Crosstabulation of Participants’ Characterwith Knowledge and Attitude Scores

Knowledge Score Attitu_de Scor_e For Attitude Score _For
Character Vaginal Delivery Caesarean Delivery
F DF | P-Value F DF | P-Value F | DF | P-Value
Age group 10.85| 10 0.37 8.81L 10 0.55 4120 |10 0.94
Parity 3.16 4 0.53 8.76 4 0.07 357 4 0.47
Educational status 8.68 6 0.19 465 |6 0.6( 236 | 6 .880
Occupational status 2153 14 0.08 22|10 |14 0.0 8 0.94 0.76
Religion 1.72 4 0.79 1.69 4 0.80 280 4 0.60
Miscarriage 5.54 8 0.70 6.08 § 0.64 283 |8 0.94
Previous vaginal delivery 10.7 16 0.83 131 [16 0.66 13.6| 16 0.63
Previous CS delivery 2.3 g 0.89 8 § 0.24 166 |6 50.9

F= Anova test df= degree of freedom
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