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Men are the major decision makers in the home; thus, this study was designed to assess the knowledge
and practice of married men towards safe motherhood in Ibadan North Local Government Area, Oyo
State, Nigeria. A descriptive cross-sectional study was adopted using a multi-stage and proportionate
sampling technique to recruit three hundred and ten married men. A semi-structured questionnaire
used to solicit information on socio-demographic characteristics, knowledge and practice of safe
motherhood among respondents. Knowledge were measured on 35-point and knowledge scores of <11,
12-23, 224 were rated poor, fair and good respectively. Descriptive statistics and Chi-square test were
conducted at 5% level of significance. Respondents’ age was 43.7+7.9 years, 85.5% were Yoruba and
54.5% were Muslims, 47.1% of the respondents had secondary education. A good number of the
respondents (64.2%) had safe motherhood awareness but the knowledge of safe motherhood was poor
(74.8%). About one-third (33.1%) understood safe motherhood as taking care of women throughout
pregnancy. The overall mean knowledge score was 8.97+3.48. Level of education and occupation were
statistically significant with respondents' knowledge of safe motherhood. There is need to enlighten
married men about safe motherhood and involvement in maternal health.
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INTRODUCTION

The lifetime risk of maternal mortality of women in sub-
Saharan Africa is 1 in 39 live births, which is the highest
when compared to other world regions (Tilahun et al.,
2013). The World Health Organization (WHO) estimated
in 2012 that 287,000 maternal deaths occurred in 2010;

sub-Sahara Africa (56%) and Southern Asia (29%)
accounted for the global burden of maternal deaths
(World Health Organization, UNFPA and World Bank,
2012). Most developed countries have made considerable
progress in addressing maternal mortality, but it appears
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that countries with high maternal mortality burdens like
Nigeria have made little progress in improving maternal
health outcomes despite emphasis by the Millennium
Development Goals (MDGs) (Okereke et al., 2013).
Nigeria accounts for 1 in 6 maternal deaths globally.
Approximately 50,000 Nigerian women die each year
from largely preventable pregnancy-related complications
(Erim et al., 2012). Certain avoidable factors (biomedical,
reproductive, health service factors, socioeconomic and
cultural factors) increase the risks of severe
complications or maternal death (Somé et al., 2013).

A majority of the deaths related to pregnancy and
childbirth can be prevented if the women receive
adequate and timely medical care at the crucial
moments, evidence suggests that providing expectant
mothers with adequate maternal care, birth supervision
by skilled attendants, and access to emergency obstetric
care in pregnancy and delivery can save lives (Oyeyemi
and Wynn, 2012). He further stated that complications
that can potentially lead to death exist in about 9-15% of
pregnancies, 75% of maternal deaths are as a result of
direct causes from severe haemorrhage (bleeding),
maternal sepsis (infection), obstructed labour, high blood
pressure with fits in pregnancy (eclampsia) and unsafe
abortion (Oyeyemi and Wynn, 2012).

Most cultures, especially in Africa, regard all issues
related to pregnancy or childbirth as a female domain;
therefore, men are often not expected to be involved in
any health seeking behaviour during pregnancy
(Kwambai et al., 2013). Safe motherhood has been
conceptualized as a means of ensuring women's
accessibility to needed care through antenatal programme
in order to facilitate their safety and optimal health
throughout pregnancy and childbirth (Igbokwe and
Adama, 2011). Safe motherhood is a means of saving
the lives of women and improving the health of millions of
others (Jatau, 2014).

In a study conducted in rural Tanzania, involvement
men in antenatal care service are identified as important
in maternal health. Maternal mortality has decreased
worldwide in the last ten years; however, in the Sub-
Saharan countries it is still high. The World Health
Organization (WHO) estimates that, currently, 287,000
women a year die of preventable complications related to
pregnancy and childbirth; the majority of these (99%)
occur in developing countries and, out of those, 51%
occur in the Sub-Saharan region (August et al., 2015).

Safe motherhood is aimed at preventing maternal and
prenatal mortality and morbidity. It also enhances the
quality and safety of women'’s life through the adaptation
of combination of health and non-health strategies (Jatau,
2014). The importance of safe motherhood to the overall
development of a country or a nation cannot be over-
emphasized and it has to be acknowledged at the highest
levels. Therefore, this study is aimed at assessing the
knowledge, attitude and perception of married men on
issues related to safe motherhood and by implication, this
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will help in understanding men’s disposition and serve as
a guide in designing targeted programs and in the long
run contributing to the reduction of the country's maternal
mortality and the realization of MDGs-5. The broad
objective of this study is to investigate the knowledge,
attitude and perception of married men towards Safe
Motherhood Initiatives in Ibadan North Local Government
Area of Oyo state, Nigeria.

MATERIALS AND METHODS

The study was a cross-sectional descriptive study. The study
accessed the knowledge, attitude and perception of married men
towards safe motherhood. The study was carried out in Ibadan
North Local Government Area, Ibadan North Local Government is
situated in Ibadan metropolis which was carved out of the defunct
Ibadan Municipal Government by the Federal Military Government
of Nigeria on 27th September 1991. The local government is
bounded by Akinyele Local Government in the North, in the east, it
is bounded by Ibadan North East and Lagelu Local Government, it's
bounded by Ido Local Government, Ibadan South West and Ibadan
South-East Local Government in the West.

Three hundred and ten married men using a five-stage multi-
stage sampling technique to select respondents for the study. A
semi-structured interviewer administered questionnaire which
comprised open and closed ended questions was used to collect
data from respondents. Four research assistants were recruited for
the study and were trained a day prior to commencement of data
collection to ensure that they have good understanding of the
instrument. They were trained on the objectives and importance of
the study, sampling process, how to get respondent's informed
consent, detailed review of the questions to ensure familiarity and
interviewing techniques.

Instrument for data collection

A semi-structured interviewer administered questionnaire which
comprised open and closed ended questions was used to collect
data from respondents. Related information from literatures guided
the development of the research instrument.

Procedure for data collection

Four research assistants were recruited for the study since
interviewer administered questionnaire was used for the study.
They were trained a day prior to commencement of data collection
to ensure that they have good understanding of the instrument.
They were trained on the objectives and importance of the study,
sampling process, how to get respondent's informed consent,
detailed review of the questions to ensure familiarity and
interviewing techniques. Data collection commenced on 7th
September 2015 and ended 6th October; it lasted for approximately
4 weeks. Approval to interview respondents was gotten from the
head of each community after explaining to them the purpose and
benefits of the research. Thereafter informed consent was sought
from the participants before being recruited into the study and the
guestionnaires were administered to them in seclusion to give room
for privacy. Respondents were selected from every third house, in
houses where there were more than one household, balloting was
done to select a household where the respondent was picked.
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Table 1. Socio-demographic characteristics of respondents (N=310).

Socio-demographic characteristics Frequency Percentage
Age (grouped) in years

<34 33 10.6
35-44 142 45.8
45-54 100 32.3
55-64 35 11.3
Mean age 48.6+7.9

Religion

Christianity 141 45.5
Islam 169 54.5
Ethnicity

Yoruba 266 85.8
Igho 20 6.5
Hausa 18 5.8
Others 6 1.9
Level of Education

None 9 29
Primary 37 11.9
Secondary 146 47.1
Tertiary 118 38.1
Type of marriage

Monogamy 271 87.4
Polygamy 39 12.6

Ethical consideration

Ethical approval was obtained from the ethical committee of Oyo
State Ministry of Health Ethical Review Committee prior to the
commencement of the study. At the community level, community
leaders granted permission to conduct the study. The respondents
gave verbal consent prior to being interviewed. Respondents were
assured of confidentiality of information as there was no form of
identifier on the questionnaire.

Data management and analysis

All questionnaires were reviewed after completion for accuracy and
serial number were written on each for easy identification and
recall. Coding guide was then developed to facilitate the entry of the
responses into the computer. The responses were then entered into
the computer after coding using the SPSS software. Data analysis
were carried out using descriptive statistics and inferential at 5.0%
level of significant.

RESULTS

The ages of respondent ranged from 25 to 64 years with
a mean age of 43.7+7.9 years. Almost half (45.8%) fell
between the 35 to 44 years age group. More than half of

the respondents (54.5%) were Muslims and majority of
the respondents were Yoruba (85.8%). The highest
educational qualification of almost half of the respondents
(47.1%) was secondary education, (38.1%) acquired
tertiary education, 11.9% completed primary education
while 2.9% did not acquire any formal education. A
greater percentage of the respondents (43.9%) have
spent between 10 to 19 years in their marriage (Table 1).
On respondents occupation, (35.2%) were traders,
(29.3%) were civil servants followed by artisans (23.9%).
More than half of the respondents (51.6%) make a joint
decision with their wives about where they seek maternity
care while (38.4%) of the respondents make the sole
decision about where the wife seeks maternity care,
(8.7%) of the respondents wives decides where she
wants to deliver and family decides for the remaining
(1.3%). Majority of the respondents (87.4%) has just one
wife while (12.6%) are polygamous with (89.7%) having
two wives and 10.3% married to three wives.

Knowledge about safe motherhood

Majority of the respondents 199(64.2%) have heard
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Table 2. Respondents’ understanding of safe motherhood.

Understanding of safe motherhood Frequency Percentage
Taking care of a woman throughout pregnancy 124 33.1
Going to the hospital for ANC/checkups 66 17.6
Less stress for a woman 64 17.1
Good nutrition 42 11.0
Less chores 33 8.8
Others* 46 12.4

Multiple responses included. *Others: Taking prescribed drugs, adequate rest after delivery,
exercise, lot of sex, no violence, exclusive breastfeeding, safe delivery, financial assistance, family

planning.

Table 3. Respondents’ knowledge of safe motherhood practices.

Safe motherhood practices Frequency Percentage
Family planning 83 14.6
Ante natal care 149 26.3
Safe and clean delivery 55 9.7
Essential obstetric care 35 6.2
Good Nutrition 108 19.0
Use of medication 49 8.6
Good exercise 30 5.3
Others* 58 10.3

Multiple responses included; *Others includes: Not walking in the sun**, less stress,
counselling, i don't know**, post natal care, less chores, monitoring, wellbeing and safe
practice in pregnancy, no tight cloth**, adequate rest, avoiding local herbs**, prayer**, scan,

regular sex**, shelter**, ** wrong answers.

about safe motherhood. According to the respondents,
safe motherhood was understood as taking care of a
pregnant woman throughout pregnancy by 33.1% of
respondents, going to the hospital for antenatal checkups
(17.6%), less stress for a woman (17.1%), good nutrition
(11.0%), less chores (8.8%). Other responses (12.4%)
include taking prescribed drugs, adequate rest after
delivery, exercise, lot of sex, no violence, exclusive
breastfeeding, safe delivery, financial assistance, family
planning (Table 2). The two highest source of information
of the respondents are Media (37.7%), Hospital (21.9%)
among others. Concerning safe motherhood practices,
(26.3%) mentioned Ante natal care, 19% mentioned
nutrition, 4.6% mentioned family planning (Table 3).

Majority of the respondents (91.0%) were sure that their
wives take their medications regularly during pregnancy
and most of the respondents’ wife (96.8%) seeks care in
the hospital during pregnancy. Majority (86.1%) of the
respondents reported correctly that problems related to
pregnancy and childbirth can endanger the life of a
woman. On the danger signs in pregnancy, 16.0% of
respondents mentioned bleeding, 15.3% said weakness
and tiredness, 12.8% mentioned swollen legs and faces,

9.8% mentioned malaria, other responses are
represented on the Table 4 while about one-third (61.9%)
of respondents affirmed that a woman can die from any
of the problems.

On danger signs during labour, 21.9% reported severe
bleeding, 10.6% mentioned severe headache, 9.9% said
prolonged labour while 16.1% admitted they do not know
the danger signs in labour, others are represented on
Table 5. Test of associations indicated that there is
relationship between respondent's level of education
(°=13.35; p-value=0.04) and occupation (;*=15.4; p-
value=0.000) and knowledge about safe motherhood.

Knowledge of safe motherhood was calculated for each
respondent using a 35-point knowledge scale assessing
understanding of safe motherhood, knowledge of safe
motherhood practices, and knowledge of danger signs in
pregnancy and labour, knowledge about whether a
woman can die from the pregnancy and labour related
dangers. Each correct answer was scored 1 and incorrect
answers were scored 0, then each respondent's score
was summed up to give the total knowledge score for
each respondent. The scores were categorised into poor,
far and good knowledge. A score above 24 was
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Table 4. Knowledge of danger signs in pregnancy.

Danger signs in pregnancy Frequency Percentage
Bleeding 106 16
Weakness/tiredness 102 15.3
Swollen legs and face 85 12.8
Malaria 65 9.8
Severe headache 55 8.3
Wrong position of baby 46 9.6
Back pain 33 5.0
| don’t know** 39 5.9
Hypertension 26 3.9
Preterm labour 18 2.7
Others* 72 10.7

Multiple response included. *Others =malnutrition, loss of appetite**, stomach pain,
low PVC, miscarriage, ectopic pregnancy, severe pain/discomfort, dizziness, stillbirth,
insomnia, diabetes, hard breathing, prolonged pregnancy, no foetal movement,
overweight baby, infection, anaemia; ** Wrong answers.

Table 5. Knowledge of danger signs in labour.

Danger signs in labour Frequency Percentage
Severe bleeding 132 29.1
Severe headache 48 10.6
Convulsion 15 3.3
High fever 38 8.4
Loss of consciousness 35 7.7
Obstructed labour 6 1.3
Prolonged labour 50 10.9
Placenta previa 8 1.8
Delayed placenta 8 1.8
Weakness/tiredness 8 1.8
| don't know** 73 16.1
Wrong position of baby 11 2.4
Severe pains** 6 1.3
Others* 22 3.5

*Multiple responses included. Others= pushing when cervix is not fully dilated; low
PCV, outburst of fluids, preterm labour, inadequate pelvis, restlessness, high
blood pressure, no foetal heartbeat, hard breathing; ** Wrong answers.

categorised as good knowledge score, while a score from
12-23 was categorised as fair and scores below 12 was
categorised as poor. Most of the men (74.8%) had poor
knowledge of safe motherhood (Table 6).

DISCUSSION

The ages of respondents ranged from 25-64 vyears,
greater number of the study participants were within the
range of 35-44 years, those within the 45-54 age bracket

were the next most numerous. The mean age of 43.6+7.9
found in this study was observed to slightly vary from an
earlier study carried out in Northern Uganda conducted
by (Jatau, 2014). The implication of this mean age is that
majority of the men are still in their reproductive ages and
they are agile enough to participate in safe motherhood.
It is therefore necessary to enlighten men of this age
group on the importance of participation in safe
motherhood.

More than three quarter of the respondents were from
the Yoruba ethnic group as revealed from the study, this
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Table 6. Knowledge categorisation of the respondents.

Category Range Frequency %
Poor knowledge 1-11 232 74.8
Fair knowledge 12-23 78 25.2

is expected since the study is carried out in Ibadan North,
a local government in the South-western part of Nigeria.
The proportion of the respondents who practised Islam is
higher compared to those who practiced Christianity and
traditional religion which was similar to a research
conducted in Osogbo (Adelekan et al., 2014) where more
than three quarter of the respondents were Muslims. The
educational status of men in the community can be
considered to be less than average since less than half of
them had at least secondary education. Respondent's
with secondary education were the highest followed by
tertiary education, this can be attributed to the fact that
the study was carried out in a community setting where
all categories of people can be found. A higher
percentage of the respondents were self employed, this
is expected since most people in the local government
are in the private sector.

Knowledge of the about safe

motherhood

respondents

Safe motherhood means different things to different
people, respondents understood safe motherhood as
different things; taking care of pregnant woman
throughout pregnancy, going to the hospital for antenatal
check-up, less stress and chores during pregnancy, good
nutrition. The finding from this study shows that there is
poor knowledge of safe motherhood initiative/ practices
while some of the respondents understood it as taking
prescribed drugs, exercise, adequate rest after delivery
and lot of sex. Few of the respondents recognised
antenatal care as a safe motherhood practice, fewer said
nutrition while even fewer recognized family planning,
safe and clean delivery and essential obstetric care as
safe motherhood practices. Majority of the respondents
agreed that problems related to pregnancy and childbirth
can endanger the life of a woman. Despite the high level
of awareness, only few of the respondents could identify
the danger sign in pregnancy and danger signs during
labour.

However, on birth preparedness, few of the respondents
were able to identify items needed to put in place before
delivery that is, birth kits as cotton wool, gloves, spirit and
sanitary pads. This agrees with a study among similar
respondents in Tanzania. Respondent's overall mean
knowledge score about safe motherhood was 8.97+3.48
out of a 35 point knowledge scale which accessed
understanding of safe motherhood, knowledge of safe
motherhood practices, knowledge of danger signs in

pregnancy and labour and materials needed for birth
preparedness (Butawa et al., 2010). This implies a poor
knowledge of safe motherhood, however to ensure
effective and increased participation, men should
possess relevant knowledge of safe motherhood. This
finding (high awareness, poor knowledge) is consistent
with several similar studies; among men and women of
reproductive age in Zaria, Kaduna state (Butawa et al.,
2010), Nigeria; among men in Ungogo, a community in
Northern Nigeria (lliyasu et al., 2010); in a study carried
out in Osun state among men of reproductive age
(Adenike et al., 2013). The respondents' major source of
information on safe motherhood is the media, followed by
the hospital.

From this study, there is significant relationship
between respondent's level of education and knowledge
of safe motherhood. This agrees with the findings from
the study conducted in Kaduna, Nigeria where more than
50% of men and 43% of women gave answers that fell
into the category of “poor® knowledge (lliyasu et al.,
2010). Men’s knowledge was considerably worse than
women’s. Respondents with tertiary education showed
more knowledge of safe motherhood; this is expected
because of the training and exposure in the tertiary
institution. Those with secondary and primary education
showed lesser knowledge; this could be as a result of
school curriculum at that level is been limited to.

Implication for health promotion and education

The findings from this study provide important information
on the knowledge, attitude and perception of married
men towards safe motherhood initiatives. The study
revealed poor knowledge among married men in lIbadan
North Local Government which indicates the need to
strenghten existing health education programs. Men need
to be enlightened on the issue of safe motherhood and
the importance inherent in it. The health promotion
strategies that could be useful to improve levels of
knowledge of married men towards safe motherhood
initiatives are through training and public enlightenment.

Conclusion

This study highlights the need for men in lbadan North
Local Government to have more knowledge about safe
motherhood and involvement in safe motherhood
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practices as their knowledge about the issue has been
found to be deficient. It is obvious that a huge knowledge
gap exist that needs to be filled in terms of understanding
of the concept of safe motherhood, knowledge about safe
motherhood practices, knowledge about obstetric danger
signs (danger signs during pregnhancy and during labour).
Married men should be knowledgeable about issues
relating to maternal health such as safe motherhood so
that they can have a happy and healthy family because
when women in the households are incapacitated, the
whole household would be affected since women have
an enormous impact on their families's welfare.

Recommendations

It was recommended that men should be educated about
safe motherhood and the importance of male
participation in safe motherhood starting from an early
age. There is need for increased media advocacy to
promote maternal health and enlighten the public on safe
motherhood and the importance of male involvement in
safe motherhood.

Limitations

This study faced certain limitations which should be
acknowledege. It was difficult to verify some of the
information given by the respondents. Their responses
may also have been influenced by socio cultural beliefs
about role of men in taking care of their wife(ies) and
children right from conception stage.
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