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[bookmark: _TOC_250030]ABSTRACT
This study investigated access to information by primigravida on maternal health services in Fatima Village in Zaria Local Government Area of Kaduna State. The problem identified by the researcher is the under utilization of maternal healthcare services when there is a high rate of maternal mortality in Nigeria especially in the rural areas of northern Nigeria, hence the interest in Fatima village. The researcher focused on primigravida (first time pregnant women or women that delivered their first babies are less than forty two days). The aim of the study is to determine access to information on maternal healthcare services by these women. The objectives of this study are to identify the type of maternal healthcare services primigravida in Fatima village know about, to ascertain the sources of information on maternal health accessed by primigravida in Fatima village, to find out how primigravida in Fatima village accessed information on maternal health service, to find out the experiences of primigravida in Fatima villageand to identify barriers to access to maternal health services to primigravida in Fatima village in Zaria Local Government Area of Kaduna State. The research answered four questions:1. What are the experiences of primigravida in Fatima village on access to information on maternal health? 2. What maternal health services do primigravida in Fatima village know about? 3. What are the sources of information on maternal health services available to primigravida in Fatima village? 4. What are the barriers to primigravida in Fatima village to access to maternal health services? The methodology used for the research is hermeneutics (phenomenology) which investigated direct conscious experiences of phenomena as free as possible without theories, preconceptions and presuppositions. The population of the study is all reproductive women in Fatima village. Snowball sampling technique was used to find and recruit ten (10) primigravidas willing to participate in the study in their natural settings. The instruments for data collection were in-depth interview. An iterative analysis method was employed for coding the narratives which was manually done. This produced sixteen (16) categories, thirty- eight (38) sub-categories and ninety-three (93) open codes from the analysis. The study found out that primigravidas had challenges like irregular menstruation, spotting, cravings, altered sense of smell, morning sickness and frequent urination. Primigravida accessed information on maternal health services through informal sources which are their social networks and believed maternal health service are services accessed when there is complication in delivery. They rely on traditional birth attendants (TBAs) to deliver their babies and believed that maternal health services are for the elite. Sources of information on maternal health service they prefer are their social network and it is the only source they have access to. A major barrier to access to information on maternal health service that this study revealed is that primigravida do not know the benefits of maternal health services. The study recommended the use of information and communication technology (ICT) tools and posters by the ministry of health to disseminate information on the benefits of maternal health services to primigravidas in the rural areas.

[bookmark: _TOC_250029]CHAPTER ONE INTRODUCTION
1.1 [bookmark: _TOC_250028]Background to the Study
One of the characteristics of human beings is reproduction. In the process of reproduction, young ones are either reproduced successfully or not. Women who do not successfully give birth to babies, in many instances, end up having diseases (morbidity) due to massive bleeding which results to anemia (lack of quality or quantity of blood) while some end up in death (mortality). Morbidity, according to Merriam Webster Dictionary is a complication, a diseased state or symptom. Maternal mortality is defined by the World Health Organization (2012) as the death of women while pregnant or within forty-two (42) days of termination of pregnancy irrespective of the duration and site of the pregnancy from any cause related to, or aggravated by the pregnancy or its management but not from accidental or incidental causes. The maternal mortality rate (MMR) is the annual number of female deaths per 100,000 live births from any cause related to or aggravated by pregnancy or its management (excluding accidental or incidental causes) during pregnancy and childbirth or within 42 days of termination of pregnancy, irrespective of the duration and site of the pregnancy (World Fact Book 2010).
Maternal health is related not only to the health of a woman, it also has a direct bearing on the health of her newborn specifically and the society at large. In developing countries, when all pregnant women experience life-threatening complications as a result of their pregnancy, mortality can be prevented or minimized with early detection of problems and appropriate interventions. With international focus on decreasing maternal morbidity and mortality, there has been a shift from the emphasis placed on some traditional maternal health interventions to the use of modern maternal health services in

10

recent years. The use of quality maternal health services (MHS) is central to the achievement of the millennium development goals (MDGs), especially MDGs 5, which seeks to: (a) reduce the maternal mortality ratio by three quarters between 1990 and 2015 and (b) achieve universal access to reproductive health services by 2015 (Babalola, 2014). According to WHO (2014), the maternal mortality ratio in developing countries is unacceptably high (240 per 100 000 births versus 16 per 100 000) in developed countries. Nigeria ranks second in the world, after India, on the scale of maternal mortality with the rate of 560 deaths per 100,000 live births (World Bank, 2014) in 2010. An estimated 40,000 Nigerian women died during childbirth (Cooke and Tahir, 2013). Annually, an estimated 52, 900 Nigerian women die from pregnancy related complications out of a total of 529,000 global maternal deaths (United Nations Children‘s Fund Factsheet, UNICEF Factsheet, (2017). Cooke and Tahir (2013) affirm that the country accounts for an estimated 14 percent of the maternal deaths worldwide. A scenario aptly captured in the ratio of deaths in Nigeria where 1 out of 13 women die of pregnancy and childbirth related complications compared with 1 in 5000 births? in developed countries and only about 40% of the deliveries are attended to by skilled birth attendants ( Leo and Okafor, 2015). Nigeria remains one of the ten most dangerous countries in the world for a woman
to give birth (World Bank, 2012).

Significant disparity exists among regions in Nigeria. There are higher maternal mortality rates in the Northern Nigeria than in the Southern part of the country, perhaps because the southern region is wealthier and has abundant mineral and natural resources than the northern region. According to Abimbola et al (2012), the extremely poor North East has an estimated maternal mortality rate of 1, 549 and this is believed to be more than five times the global average. It is also believed that poverty, lack of investment in health systems, low educational levels and poor infrastructure have each contributed to

this disparity. Cultural factors in northern Nigeria gives women limited mobility and contact with the formal health care system in household and personal decision making unlike in most of Nigeria‘s southern states hence the interest in northern Nigeria.
Primigravida are the concern of the researcher because they are the most vulnerable and have not experienced childbearing at all as they are in the first stage of motherhood. Women of reproductive age are the direct consumers of these maternal health services and it is expected that pregnant women, especially the illiterate rural dwellers where maternal mortality is the highest when compared to the literate urban areas should be encouraged to enjoy maternal healthcare services.
But to achieve that, all interventions will have to be targeted by Health Care Service providers(Stakeholders and health care workers) to know how funds and resources are efficiently utilized in information dissemination to save a lot of lives, it is necessary that a full understanding of the socio-cultural practices, information access and use by the ―primigravida‖ towards maternal health services are ensured. This will provide a policy that will guide the dissemination of information on available services that are culturally acceptable, religiously conscious and gender sensitive in order to achieve equitable service delivery system. In order to curb the menace of high maternal mortality, there is the need to understand the socio-cultural factors that hinders ―primigravida‖ from utilizing maternal health services information.
Given the magnitude of the problem and the available intervention, much still needs to be done, hence the concern of the researcher to find out the experiences of primigravida (women who are pregnant for the first time or delivered babies that are less than forty-two days old) with regards to access to information on maternal health services because the researcher observed that most of the primigravidas do not utilize available maternal health services.

1.2 [bookmark: _TOC_250027]Statement of the Problem
Motherhood is often a positive and fulfilling experience, however, for so many women, it is associated with suffering, ill-health condition and even death. The major causes of maternal death include hemorrhage, infection, high blood pressure, unsafe abortion, and obstructed labor (Onasoga et al, 2014). Maternal death stems from absence, inadequacy or underutilization of the maternal healthcare systems. Maternal healthcare services are underutilized particularly among those who are in the greatest need, pregnant women in the rural areas in spite of the fact that there are available information on maternal health services in most of the hospitals in Nigeria.
In rural areas of many developing countries such as Kenya, Ghana, Senegal, Mali and Nigeria, over 80 percent of the deliveries occur at home, assisted by older household women and traditional birth attendants. This is exactly the situation in Fatima village. The researcher observed that women in Fatima village do not even attend antenatal clinics to obtain services. The unhygienic conditions under which rural deliveries usually occur often lead to infection in mothers and their newborns.
Even though facilities such as primary healthcare centers which provide basic healthcare and information to its immediate population exist, the researcher observed that the overwhelming majority of the people of Fatima are ignorant of the benefits of the services that are provided by the centers. The consequence of their ignorance is their non- use of the services leading to a high percentage of the death of child-bearing women between the ages of 13 and 49 years. According to Oyewole (2015), statistics has shown that mortality rate is higher among women in the rural areas than in the urban areas. The women in the rural areas are also at a higher risk of losing their lives during gestation period, childbirth or after birth of their children.

Furthermore, Adisse (2003) observed that women often lack access to relevant information. The lack of relevant health information and enlightenment result to poor health and high mortality rates. The researcher also observed that cultural attitude and practices impede women's use of available maternal services in their areas. According to Corraggio (2011) ―Studies show that dissemination of health information to the public is often uncoordinated.‖ Even though there are new technologies to assist in disseminating health information, the new products of the communication revolution have not equally reached the rural and more disadvantaged populations such as the rural areas (Case, 2007).
UNICEF (2015) documented that Nigeria is on the verge of not meeting the 5th millennium development goals (MDGs 5) of reducing maternal deaths by three quarter in 2015. According to the Global Health Council, ―The health of families and communities are tied to the health of women – the illness or death of a woman has serious and far- reaching consequences for the health of her children, family and community.‖ Yet every 100 seconds, a woman dies in pregnancy or during childbirth. Therefore, this research intends to investigate, first-hand, the challenges primigravidas encounter and how they access information to overcome the challenges, the sources of information they use and the barriers (if any) to their utilization of maternal health services with the view to finding lasting solutions to the problem thereby drastically reducing maternal mortality. The researcher targeted the primigravidas in Fatima village.
1.3 [bookmark: _TOC_250026]Research Questions
The study answered the following questions:

1. What maternal health services do primigravida in Fatima know about?

2. What are the available sources of information on maternal health services to primigravidas in Fatima?

3. How do primigravida access information on maternal health services?
4. What are the experiences of primigravida in Fatima?

5. What are the barriers to access to maternal health services primigravida in Fatima?

1.4 [bookmark: _TOC_250025]Objectives of the Study
The objectives of the study are to:

1. 	identify the type of maternal health services the primigravida in Fatima know about?
2. determine the sources of information on maternal health accessed by primigravida in Fatima village.
3. find out how primigravida in Fatima access information on maternal health services.
4. ascertain the experiences of primigravida in Fatima.

5. find out the barriers (if any) to information on maternal health services to primigravida in Fatima.
1.5 [bookmark: _TOC_250024]Significance of the Study
The study will be of immense benefit to government health ministries, departments and agencies, healthcare service providers, non-governmental organizations (NGOs) and other bodies that are concerned with healthcare delivery. It will be a reference material to students and researchers in addition to the contribution it will make to the growing literature in the field of phenomenology (hermeneutics) using information.
1.6 [bookmark: _TOC_250023]Scope of the Study
The Study in on the awareness and utilization of information on maternal health services among ―primigravida‖ in Fatima in Zaria Local Government Area of Kaduna State. It only covered phenomenology and primigravida. It is not extended to pregnant women generally neither is it extended beyond hermeneutics using information. It

therefore, does not accord any priority attention to other aspects of health care service other than maternal health care service information delivery system.
1.7 [bookmark: _TOC_250022]Operational Definition of Terms
1. Awareness of information: Awareness refers to the information seeker being aware of various aspects of the searching and sense-making processes, including the task and its context, past and present actions, and various attributes of the information objects and the system
2. CHWs: community health workers
3		Information access: Information access includes the ability to obtain information and use the information obtained.
4. Primigravida: A woman who is pregnant for the first time or delivered her first child that is not more than forty-two days old.
5. 	Traditional birth attendants (TBAs): Women who help pregnant women to deliver their babies without the western professional skill or training.

CHAPTER TWO

REVIEW OF RELATED LITERATURE

2.1 [bookmark: _TOC_250021]Introduction
This chapter focused on the following sub-headings:

i. The concept of maternal health,

ii. The significance of information on maternal health,

iii. Maternal health information,

iv. Types of maternal health information service,
v. Awareness of information on maternal health service,
vi. Sources of information on maternal health services,
vii. Access to information on maternal health service,
viii. Barriers to access to information on maternal health services.

In addition to the review of these topical issues, authorial review is also carried out in the chapter. Works that are relevant or related to the topic of the study are also reviewed with the view to establishing existing gap in the literature on access to information on maternal health services among primigravida.
2.2 [bookmark: _TOC_250020]Concept of Maternal Health
The health of mothers and children reflects the well-being of the society. Unfortunately, insufficient health care, poor nutrition and the general effects of ill-health have adverse effect on the mortality of these groups of people in the community. High maternal mortality rates remain a constant setback worldwide. World Bank (2011), reports that problems during pregnancy and deliveries are the major reasons for deaths among women of reproductive age in poor resource countries. Maternal mortality is defined as a death of a woman while pregnant or within 42 days of termination of pregnancy, irrespective of the duration and site of the pregnancy, from any cause related

to or aggravated by the pregnancy or its management, but not from accidental or incidental causes (WHO et al, 2012). Maternal mortality is high in the developing world and remains to be the main cause of death of women in the reproductive age group (González et al, 2006). Almost all the estimated half a million of maternal deaths that happened worldwide each year are believed to be in developing countries (González et al, 2006). Unlike men, women are vulnerable to risks related to maternal health (WHO, 2013).
The health of a nation is measured by the health of its people. WHO conceptualizes maternal health as the health of women during pregnancy, childbirth or during the postpartum period (WHO, 2010). Furthermore, maternal health combines the health status of women and how health services are adequate to provide the needs of women. Maternal health is concerned with health problems that can occur during pregnancy, childbirth, the immediate postpartum period and lactation (WHO, 2013). Pregnancy complication that poses a challenge for maternal health continues to hold a high risk of deaths. Maternal mortality, female genital cutting, child marriage, HIV /AIDS and cervical cancer are among the major health problems that account for most morbidity and mortality of women (Nour, 2008) in Umar (2016).
A recent estimate by the World Health Organization (WHO) indicates that more than half a million maternal deaths occur every year in pregnancy and childbirth complications. These deaths are, as Filippi et al (2006) in Ebeniro (2012) describes is only 'the tip of the iceberg'. This is indicates that for every woman who dies of pregnancy-related complications, there are more others who experience chronic morbidity due to this phenomenon annually. A total of 10-20 million women suffer in physical, sexual and mental illnesses and disabilities (Horton, 2010) in Hanson (2013).

Giving birth can pose many risks to a woman‘s health with their attendant physical, mental and social impacts. If these risks are not effectively managed in a timely manner they can create serious health problems for both mothers and children, and can even result to death (WHO, 2010). Maternal deaths occur predominantly during labour, delivery, or in the immediate postpartum period, often due to anaemia, infections, or hypertensive disorders. Roughly half of maternal deaths take place within one day of childbirth (Hogan, Goreman and Naghavi, 2010). Most of these deaths are preventable (Jowett, 2000) but prevention hinges on women being able to access the right maternal health information and services. Prevention of maternal death is also related to delivery in a health facility ensuring that women are close to emergency services and sufficient skilled care should the need arise (Campbell and Graham, 2006). Despite international efforts to improve maternal health, this remains one of the most threatening health challenges.
Pregnancy and birth-related complications are leading causes of death among women of reproductive age in developing countries. In 2008 alone, an estimated 358,000 women worldwide died from complications related to pregnancy or childbirth. The vast majority of maternal deaths occur in developing countries where haemorrhage, obstructed labour, eclampsia, abortion, sepsis and infection are the main causes of pregnancy-related complications (WHO et al, 2010).When adequate health facilities, proper treatment and emergency care are available, these complications should not lead to death. However, too often these essential maternal health care resources are not available or accessible to women in need. The fifth millennium development goal (MDGs 5) - to reduce maternal mortality by three-quarter between 1990 and 2015 is one of the prime objectives of countries struggling with poor quality of health care for women.

There have been instances of leadership on maternal health in the northern part of Nigeria. Kano was the first state in Nigeria to introduce free maternal care in 2003, but the care has not always been sustained. Currently, terror attacks by the extremist group Boko Haram have forced many health and development policy implementation personnel to shut down or scale back operations in the North, and public health experts are afraid that prolonged insecurity might destroy the gains and efforts made in the last decade.
2.3 [bookmark: _TOC_250019]Significance of Information on Maternal Health
The importance of information on maternal health cannot be over-emphasized. As a major component in health promotion, health information play an important role by encouraging individuals to adopt health behaviour, to use health care services and to make informed decision about their overall health. Health information can be defined as an information seeking activity which makes individuals to know, to be motivated and to maintain healthy practices, and to make informed decisions about their own health (Redmond et al, 2010) in Tsehay (2014).
Health information plays a big role on reproductive health, child health and promotes integrated management of childhood illness (IMCI), which includes management of five diseases of children under the age of five years: malaria, pneumonia, diarrhoea, measles and malnutrition (Silali, Maurice and Eunice (2013). Grason, Weisman and Silver (2002) noted that, individuals seek healthcare information from health professionals or community health workers, during chief‘s Barazas or health posters for reasons ranging from health awareness on primary health care, health promotion such as screening, curiosity to self-diagnosis and treatment. Clement et al (…) in Silali and Owino (2016) reported that ―Health information and capacity building help health seeking behaviours of individuals, the majority of maternal mothers feel empowered and more in control of their reproductive health and also address  both

unmated and psychological needs of women at specific time of need. In prevention of mother to child transmission attempt in this era of HIV & AIDS pandemic, Hibbard et al, in silali and Owino (2016) noted that ―Health information empowers women to make informed choices and increase their perceptions in satisfaction of health provision towards primary prevention. Providing appropriate maternal information will empower mothers to act in an informed manner and to make right decisions that can transform their lives during pregnancy and after pregnancy and that of their new born.
The provision of maternal health information during pregnancy is a compulsory and an important element of antenatal care (ANC) for every pregnant woman (Lincetto et al, 2006) in Nwangakala (2016). The basic maternal health information includes health information on nutrition and diet, family planning, pregnancy danger signs, breastfeeding, and labour and childbirth (WHO & UNICEF, 2003; Lincetto et al, 2006) in Nwangakala (2016). Hence, non-provision of health information to pregnant women limits their ability to manage pregnancy danger signs and up-keeping their health during pregnancy, childbirth and postnatal (Nwangakala, 2016).
Pregnant women‘s access to health information and services is pivotal for a healthier population as it helps them take responsibility of their health and make better informed decisions about their health and that of their families (Henwood et al, 2003). The research show that well informed individuals are likely to take responsibility for their health (e.g. doing regular health check-ups, compliance to treatment and immunizations) and stay healthy for longer than their uninformed counterparts (Ransom et al, 2005; Gray et al, 2005; Wathen and Harris, 2007). Hence, there is the need for pregnant women especially first timers to have access to maternal health information so as to enable them to take informed decisions about their health and that of the family in general.

2.3.1 [bookmark: _TOC_250018]Maternal Health Services
Childbirth, even though a normal physiological process, has been associated with risks, which sometimes lead to loss of life. This fact is recognized and acknowledged in all cultures. Since the introduction of modern medicine, significant concern has been raised regarding the issue of improving maternal health services (MHS) to reduce morbidity, disability, and mortality due to pregnancy and the process of delivery (Umar, 2016). It is increasingly evident that improving maternal health service quality at the point of care can save the lives of many women and newborns (Tuncalp et al, 2015 cited in Beith et al., 2017).
Maternal health is the health care that is provided to women during pregnancy, childbirth and the postnatal period. It also includes family planning, preconception, prenatal and postnatal care aimed at reducing maternal morbidity and mortality (WHO, 2010). The health care provided to a mother during pregnancy, delivery, and after delivery is important for the well-being and survival of both the mother and the child (Mungai and Oleche, 2016). Maternal health (MH) is therefore, a very important issue as women strive to live up to their potential as individuals, mothers, family members and citizens of a wider community.
According to WHO (2015) ―By the end of 2015, 303,000 women will die of complications during pregnancy or childbirth.‖ Most of these deaths can be avoided as the necessary medical interventions exist and are well known. The key obstacle is that pregnant women lacks access to information on healthcare services that would enable them to access quality care before, during and after childbirth. Motherhood is the most important position a woman can have in her life but can be a life threatening event as well (Mungai and Oleche, 2016). During pregnancy, any woman can develop serious, life- threatening complications that require medical care. However, it is well documented that

maternal morbidities and mortalities directly affect the well-being and survival of children and also contribute to poor family relationship (WHO, 2001). The risk of a woman in a developing country dying from a maternal-related cause during her lifetime is about 33 times higher compared to a woman living in a developed country (WHO, 2017). Some components of maternal healthcare Services, which have been found to have greatly reduced maternal morbidity and mortality, are described as antenatal care, postnatal care and delivery care.
Maternal health service refers to all curative and preventive health services provided during pregnancy, birth and the postpartum periods at the primary or referral level. Pregnant women in the developing countries are at higher risk of losing their lives as a result of pregnancy related complications compared to their counterparts in the industrialised countries partly due to adherence to cultural practices that can neither promote health nor prevent diseases. This is made worse by the weak healthcare system that disenfranchises the rural and urban slum population even though they account for the large proportion of high risk pregnancies that result in the loss of life. It is important to note that more than 80% of all these deaths could be averted by simple, cheap and effective high impact components of maternal health services (WHO, UNICEF, UNFPA, and World Bank, 2010).
Maternal health services (MHS) provide primary, secondary and tertiary levels of prevention to achieve better pregnancy outcomes. However, the use of prenatal and natal services among Nigerian women have been ranked among the lowest in the world and, consequently, the country is among the 10 countries with the highest maternal mortality ratio. Moreover, nationwide community-based studies on the use of maternal health services in Nigeria are limited (Umar, 2016). The function of the primary healthcare centre (PHC) is the provision of medical care and counseling services during pregnancy,

delivery and after birth that impacts on the survival of both mother and infant. Components of maternal health services include preconception care, antenatal care (ANC), intra-natal care, postnatal care and family planning. For the purpose of this study, the researcher concentrated on preconception, antenatal, intra-natal and postnatal care. Maternal health includes the health of women during pregnancy, childbirth and the postpartum periods. These services can be accessed from the primary, secondary or tertiary healthcare providers.
Primary health care denotes the first level of contact between individuals and families with the health system. According to Alma Atta Declaration of 1978 ―Primary healthcare was to serve the community it served; it included care for mother and child which included family planning, immunization, prevention of locally endemic diseases, treatment of common diseases or injuries, provision of essential facilities, health education, provision of food and nutrition and adequate supply of safe drinking water.
Secondary health care refers to a second tier of health system, in which patients from primary healthcare are referred to specialists in higher hospitals for treatment.
Tertiary health care refers to a third level of health system, in which specialized consultative care is provided usually on referral from primary and secondary medical care to specialized intensive care units (SICUs), advanced diagnostic support services (ADSS) to specialized medical personnel (SMP) on the key features of tertiary health care.
Most of these maternal deaths can be prevented. Research shows that approximately 80% of maternal deaths could have been averted if women had access to essential maternity and basic health-care services (UNICEF, 2008). One factor in the utilization of maternity care services, especially in Africa, is the cultural background of the woman. The cultural perspective on the use of maternal health services suggests that medical need is determined not only by the presence of physical disease but also by cultural perception of

illness (Onasoga, Osaji, Alade and Egbuniwe, 2014). In most African rural communities, maternal health services co-exist with indigenous health care services; therefore, women must choose between the options (Onasoga, 2014). The use of modern health services in such a context is often influenced by individual perceptions of the efficacy of modern health services and the religious beliefs of individual women.
Gaston (2014) is of the opinion that in rural communities, where a large component of the people originates from traditional societies (hereafter referred to as indigenous people), government and health workers tend to provide information on services that have been implemented successfully in other contexts. They emphasize the need for the sharing of such information in the belief that they could be applied to solve or alleviate similar problems in rural areas as well, but very often the context from which the information products or services originated tend to differ from the cultural context of the target groups. Contexts, as referred to here, can include cultural environments, organizations, tasks, circumstances, systems, technology, and formal or informal settings. The common factor that runs through all of them is that they have boundaries that exercise some form of control regarding the flow and use of information or the extent of interaction that is allowed between the context and the outside world. Within the boundaries, sets of rules regarding standards, norms and values govern the handling of information (Audunson, 1999) and determine what type of information is acceptable or whether resistance towards information will take place or not.Providing appropriate maternal information will empower mothers to act in an informed manner and to make right decisions that can transform their lives during pregnancy and after pregnancy and that of their new born.
Akaligaung (2015) noted that improving maternal healthcare service delivery (MHCSD) for better health outcomes for women of reproductive age and children under

the age of five is central in achieving MDG 4 and 5. It is globally acknowledged that the use of quality improvement (QI) is one of the key drivers to meeting these goals. Quality improvement (QI) in the provision of maternal and child health services such as the availability and accessibility of midwives, training of QI teams, incentive packages for providers and clients, community support groups, and PFA(Pension Fund Administrator) partners were key contributory factors.
The policy project (n.d) noted that services for safe motherhood should include:
· Family planning, counseling, information and services
· Health care before, during and after childbirth
· Skilled assistance during delivery
· Care for obstetric complications, including emergencies
· Health education for women, adolescents, and communities, and

· Services to prevent and manage the complications of unsafe abortion.

Maternal health services are provided so as to increase the proportion of births delivered under medical attention to reduce the health risk of pregnancy and childbirth. Basically, maternal health services are provided during antenatal care (ANC), delivery care (DC) and postnatal care (PNC). ANC refers to pregnancy-related healthcare provided by a health worker either in a medical facility or at home. In theory, ANC should address both the psychosocial and medical needs of women within the context of the health-care delivery system and the surrounding culture (WHO, 1996). ANC has two major functions. First, antenatal health check-ups facilitate early detection of several complications such as high blood pressure and malnutrition. Second, antenatal visits play a crucial role in preparing a woman and her family for birth by establishing confidence between the woman and the healthcare provider and by individualizing promotional

health messages (WHO, 1996). The aim of ANC is to identify and commence early management of high risk pregnancy.
The goal of ANC is to have healthy pregnancy, clean and safe delivery, and to give birth to a full term healthy baby. The components of ANC includes registration and record keeping, periodic examination (including laboratory tests, risk detection and management), immunization, referral as needed, emotional and psychological support, health education, nutrition care, dental care, home visiting and social care (MOHP, 2007) in Azza (2015).
The purpose of antenatal care is to:
· support and encourage psychological adjustment to pregnancy, childbirth, breastfeeding and parenthood
· promote awareness of the social and psychological components of childbearing and their influences on the family
· monitor the progress of pregnancy to ensure the health and wellbeing of mother and fetus
· monitor all women for signs of obstetric difficulties through close personal attention and diagnostic tests where essential and indicated
· recognize deviations from the normal, and treat or refer as required

· recognize that women who develop warning signs may return to normal following treatment and might not necessarily be continued to be regarded or treated as at risk
· build a trusting relationship between the woman and her care givers

· provide the woman with information with which she can make informed decisions

· actively involve relevant members of the woman‘s family or friends in the experience of pregnancy, encouraging the supportive role that they might play and recognizing that they too might need support.
Thus, the recommended content of ANC service provision has three main components:
1) Assessments – includes history-taking, physical examination and laboratory tests to identify problems of risk factors.
2) Health promotion – includes advice on nutrition, birth planning, information about danger signs and contingency planning, subsequent contraception and breastfeeding.
3) Care provision – includes iron and foliate supplements, tetanus toxic immunization, psycho-social support and record keeping. Antenatal care provides an opportunity for a variety of preventive interventions for pregnant women, including immunization, nutrition, education and counselling about their plans for delivery and postpartum family planning. It also allows women who meet known risk criteria to be identified and monitored and subsequently referred to the appropriate centres for delivery care. Ideally, pre-existing and new medical problems such as malaria, anaemia and syphilis can also be detected and managed during antenatal care visits. It is also during such visits that providers can develop rapport with women, making them more likely to seek assistance during labour and delivery, should an emergency occur.
The mother‘s health condition during pregnancy significantly determines the health outcome of the pregnancy as well as mother and child‘s health after delivery. Comprehensive utilization of antenatal care during pregnancy reduces the likelihood of adverse health outcomes caused by pregnancy related complications ((Bloom et al, 1999). Antenatal care is the type of preventive care that provides regular check-ups for pregnant women with the aim of preventing, detecting and treating pre-existing conditions and

potential health problems throughout the course of pregnancy (McDonagh, 1996; Bloom et al, 1999; Lawn and Kerber, 2006). Antenatal care services includes identification and management of obstetric complications e.g. preeclampsia, Tetanus toxoid immunization, intermittent preventive treatment for malaria and identification and management of infections such as HIV, syphilis and other STIs (Lawn and Kerber, 2006). Hence, the more the woman adhere to antenatal care visits, the higher her chances of having better pregnancy outcomes as she is more likely to deliver under skilled attendants and receive the required obstetric care (Chakraborty et al, 2003; Vanneste et al, 2000; Yanagisawa et al, 2006; Nikiéma et al, 2009) in Nwangakala (2016).
2.3.2.1 Preconception Care
Maternal health refers to the health of the mother during pregnancy, childbirth and the postpartum periods (Dairo and Owoyokun, 2010). The Centre for Disease Control has defined preconception care as ―Interventions that aim to identify and modify biomedical, behavioral and social risks to a woman‘s health or pregnancy outcome through prevention and management by emphasizing those factors that must be acted upon before conception or early in pregnancy to have maximal impact.‖ Preconception care is the care a woman receives before she gets pregnant to help promote a healthy pregnancy. Taking steps to make sure a woman is healthy and avoiding exposure to harmful behaviors and toxins before she conceives can decrease the chances of problems during pregnancy and improve the health of her child.
According to WHO (2013) ―Preconception care has a positive effect on a range of health outcomes. Among others, preconception care can reduce maternal and child mortality, prevent unintended pregnancies, complications during pregnancy and delivery, still births, preterm birth and low birth weight, birth defects, neonatal infections, underweight and stunting, vertical transmission of HIV/STI‘s. It also reduces the risk of

some forms of childhood cancers, type 2 diabetes and cardio-vascular diseases in later life.
Preconception care is the care that you receive before you get pregnant. It involves finding and taking care of problems that might affect you and your baby later, like diabetes or high blood pressure. It also involves steps you can take to reduce the risk of birth defects and other problems. For example, you should take folic acid supplements to prevent neural tube defects (Medline plus, 2015). Even where strong public health programs are in place across the life-course, they do not guarantee that women enter pregnancy in good health. Preconception care is defined as a set of interventions that aim to identify and modify biomedical, behavioral and social risks to the woman's health or pregnancy outcome through prevention and management. Certain steps should be taken before conception or early in pregnancy to maximize health outcomes. The American College of Obstetricians and Gynecologists (ACOG) recommends that all health encounters during a woman's reproductive years, particularly those that are part of preconception care, should include counseling on appropriate health behaviors to optimize pregnancy outcomes and prevent maternal mortality.
Schmitt (2012), is of the opinion that a woman should start taking care of herself before she starts trying to become pregnant. This is called preconception health. It means knowing how health conditions and risk factors could affect you or your unborn baby if you become pregnant. For example, some foods, habits, and medicines can harm your baby — even before the baby is conceived. Some health problems also can affect pregnancy. Talk to your doctor before pregnancy to learn what you can do to prepare your body. Women should prepare for pregnancy before becoming sexually active. Ideally, women should give themselves at least 3 months to prepare before getting pregnancy.

Prenatal Care: Prenatal care is perhaps the most important factor which determines the outcome of pregnancy. It has long been endorsed as a means to identify mothers at risk for delivering a preterm infant and to provide an array of available medical, nutritional, and educational interventions to reduce the risk of low birth weight and other adverse pregnancy conditions and outcomes. Today, prenatal care typically is initiated in the first trimester of pregnancy and has an increasing schedule of visits as the pregnancy progresses. The content of this care usually includes screening for a variety of medical conditions, physical examinations and educational or counseling services. Preconception care provides similar aspects, but instead targets all women of reproductive age, during adolescence and before the first pregnancy, and between pregnancies.
Prenatal care is the care a woman gets during pregnancy. Prenatal care should begin as soon as a woman knows or suspects that she is pregnant. Early and regular prenatal visits with a health care provider are important for the health of both the mother and the foetus. Prenatal care is important to help promote a healthy pregnancy. Women who do not seek prenatal care are three times likely to deliver a low birth weight infant and lack of prenatal care can also increase the risk of infant death (women‘s health 2012).
Prenatal care is an important part of basic maternal health care because these visits may be a woman‘s first interaction with the health system. They are an important opportunities to assess her overall health, and to speak with her about her sexual and reproductive health and rights. Even though a great majority of complications arise with little or no warning among women who have no risk factors (UNIFPA 2012), this particular care is not common to individuals even in the urban areas.
2.3.1.2 Antenatal Care (ANC)
Antenatal care is the care received during pregnancy from skilled health personnel such as the goal oriented model recommended by the WHO which include 4-5 visits for

pregnant women who are not having medical problems (Dairo and Owoyokun, 2010). There is documented evidence of a national policy and/or Ministry of Health (MoH) guidelines for a recommended minimum package of services to be provided by antenatal care (ANC) facilities. Variations exist among recommended essential and minimum care packages, and can be attributed to the types of health risks prevalent in different settings (for example, areas of endemic malaria or generalized HIV epidemic). For women whose pregnancies are progressing normally, WHO recommends a minimum of four ANC visits, ideally at 16 weeks, 24-28 weeks, 32 weeks and 36 weeks (USAID/Population Council,
2006).
It is recommended that expectant mothers would receive at least four antenatal visits, in which a health worker can check for signs of ill health – such as underweight, anaemia or infection – and monitor the health of the fetus (Schmitt 2012). During these visits, women are counseled on nutrition and hygiene to improve their health prior to, and following, delivery. They can also develop a birth plan laying out how to reach care and what to do in case of an emergency. Despite the importance of antenatal care to predict and prevent some complications, many are sudden from the onset, and unpredictable. In the primary health care settings, women learn the health benefits of spacing births and how to plan their families. They are also counseled on newborn care and the importance of birth registration. While antenatal visits may not prevent complications, women who receive antenatal care are more likely to deliver with the help of a skilled birth attendant, who can recognize and address these issues.
According to WHO, ―Preventing problems for mothers and babies depends on an operational continuum of care with accessible, high quality care before and during pregnancy, childbirth, and the postnatal period. It also depends on the support available to help pregnant women reach services, particularly when complications occur. An

important element in this continuum of care is effective ANC.‖ The goal of the ANC package is to prepare for birth and parenthood as well as prevent, detect, alleviate, or manage the three types of health problems during pregnancy that affect mothers and babies. These are:
· Complications of pregnancy itself
· pre-existing conditions that worsen during pregnancy and
· Effects of unhealthy lifestyles.
Antenatal care (ANC) is very vital because all pregnant women are at the risk of developing complications and because many of these complications are unpredictable, it is important to ensure that all pregnant women have access to preventive interventions, early diagnosis and treatment for problems, and emergency care when needed. It is now emphasized that ANC should focus on early detection and skilled, and timely interventions for factors having proven impacts on maternal and infant outcomes (Maternal and Neonatal Health Program, 2001a). The strength of ANC, therefore, lies in its role for early identification of complications; and provision of information on danger signs and how to handle them (Yuster, 1995, cited in Adamu, 2011). Antenatal care also makes it possible to screen for sexually transmitted diseases such as HIV infection, which is known to have taken its toll in much of the developing world (Adamu, 2011).
2.3.1.3 Delivery Care
The aim of global safe motherhood programme in 1987 was to ensure that the outcome of every pregnancy is a healthy mother and a healthy newborn. Attendance by a medically trained person during labour and delivery can facilitate such referral and is one goal of the safe motherhood initiative. An important indicator of health service coverage is the proportion of births delivered in a health facility where obstetric complications can be managed (Koblinsky et al., 1995; Maine et al., 1995).

There‘s a possibility that a delivery may have complications, the emphasis is to promote the use of skilled and trained delivery care providers and to ensure that all women have access to life-saving emergency interventions at the time of labor and delivery. In many countries, deliveries occur at home attended by traditional birth attendants (TBAs). Previously, there were extensive efforts and funds expended toward upgrading the skills of TBAs, but safe motherhood program initiatives have concluded that, in almost all cases, ―the level of skill among ‗skilled birth attendants‘ is lower than it is ‗safe‘ for safe motherhood. It is also noted that in-service training cannot improve the skill level of trained providers to the level of competency desired in all skills‖ (Maternal and Neonatal Health Program, 2001). With this conclusion, there is a shift in the definition of qualified delivery providers to ―Persons with midwifery skills who have been trained to proficiency in the skills necessary to manage normal deliveries and diagnose and manage or refer complicated cases‖ (Koblinsky, 2000).
2.3.1.4 Post Natal Care (PNC)
Post-natal care, provided in the six weeks following delivery, is as important as antenatal care. Bleeding, sepsis and hypertensive disorders can all take place after a woman has exited the health centre. And newborns are also extremely vulnerable in the immediate aftermath of birth (UNIFPA 2012). The post-natal period (or called post- partum, if in reference to the mother only) is defined by WHO as the period beginning one hour after the delivery of the placenta and continuing until 6 weeks (42 days) after delivery. According to WHO (1998), ―Postnatal care is the care of mom and the baby immediately after childbirth.‖ The period following the birth of the child is called the 'postnatal period'. Postnatal care is essential to save the life of the mother and her newborn. Knowledge on the determinants of postnatal care assists the policy makers to design, justify and implement appropriate interventions. Khanal, Adhikari, Kankee and

Gavida (2014) defined postnatal period as the time immediately after the birth of the baby and up to six weeks (42 days) after birth. It is a critical period for the newborn and the mother. Immediately after birth, bleeding and infection pose the greatest risk to the mother‘s life, while preterm birth, asphyxia and severe infections pose greatest risk to newborn.
According to Ugboaja, Berthrand, Igwegbe and Obi-Nwosu (2013), the days and weeks following childbirth called the postnatal period is a critical phase in the lives of mothers and newborn babies. Major changes occur during this period which determines the well-being of mothers and newborns. Yet, this is the most neglected time for the provision of quality services. Lack of appropriate care during this period could result in significant ill health and even death. Rates of provision of skilled care are lower after childbirth when compared to rates before and during childbirth.
Most maternal and infant deaths occur during this time. According to WHO (2014), postnatal care is among the major recommended interventions to reduce maternal and newborn deaths globally. This intervention enables skilled health professionals to dictate postpartum problems and potential complications and provide prompt treatment. Despite the beneficial impact of postnatal care, most women do not attend postnatal care services. It is, therefore, pertinent to understand the factors influencing the decisions not to seek postnatal care. A clear understanding of these factors will provide a policy tool for the development of community interventions that will increase the use of postnatal care services.
It is important for mothers to receive PNC within the first forty days after birth as it has been recorded that more than 60% of maternal deaths take place during the postnatal period (Gill et al, 2007). PNC also provides an opportunity to counsel the new mother on family planning and caring for herself and her newborn, as well as to assess the

newborn for any problems. In developing countries, the most common causes of maternal deaths during the postpartum period are hemorrhage, infections and hypertensive disorders (Li et al, 1996 cited in Adamu, 2011). However, accessing PNC is the only way of solving maternal death. More so, it has been reported by Population Council (2010) that less than 30% of women in developing countries access or receive care or medical follow-up in the period immediately following childbirth.
In December 2012, the UN General Assembly adopted a resolution urging governments to move towards providing all people access to affordable quality healthcare services, including primary care and maternal health services. Primary care saves lives from the provision of maternal care, immunizations and newborn health to a consistent supply of sexual and reproductive health services (United Nations, 2013).
According to WHO (2013), a woman reduces the risk of pregnancy related diseases and complications when she visits and utilizes antenatal healthcare services within the first trimester of her pregnancy. Averagely, the WHO (2013) suggests that every pregnant woman visits and receive ANC services from a qualified person (approved health professional) four times before delivery. This supports the assertion that the healthcare that a pregnant mother receives during pregnancy, at the time of delivery, and soon after delivery is important for the survival and well-being of both the mother and her child (GDHS, 2008). In this regard, utilization of antenatal healthcare services is paramount to reducing maternal mortality globally, within Sub-Saharan Africa and Northern Nigeria in particular.
Moreover, the access and use of MHS was reported to be low for women living in communities without appropriate health facility because of the interactions between transport fare, and cost of fees for services to be rendered (Fatso et al., 2008, 2009). Studies in Ghana (Hagman, 2013); Kenya (Desai et al., 2013 and Essendi et al., 2011) and

Nigeria (Babalola and Fatusi, 2009; Ebuehi and Akintujoye, 2012; Onah, Ikeako and Iloabachie, 2006) have indicated that the institutional and technical competence of a health facility that provides MHS services is a major consideration among women irrespective of their social status. The under use of MHS is commonly seen among rural women in developing countries generally and African countries in particular. Rural women are largely dependent on their spouse and other family members for financial support, and most of them do adhere to the norms and traditions that stressed the authority of husband over their wives (Adamu and Salihu, 2002; Idris et al, 2006; Magoma et al., 2010).
A community based study in Nigeria reported that nearly half of all participants cited the lack of use of modern health services, distance, and the need to have other members of the family to accompany the sick or pregnant women increase the overall cost in terms of transportation fare, feeding and hospital charges (Ayeni, 1987). Nnadi and Kabat (1984), in an extensive national survey on the choice of health services amongst the Igbos, Hausas and Yorubas; the 3 major ethnic groups in Nigeria, constituting about 50% of the Nigeria‘s population, reported that individuals who lived near modern health facilities have higher use rates for both urban and rural clients. Other factors reported in Nigeria, that are responsible for low ANC attendance and hospital deliveries include, the perceived quality of service and the supposed family members to take decision on health matters, particularly in the north-west(Harrison,1983;oche et al.2010,Umar et al 2011) South-West (Egunjobi,1983) and South- South(Abasiekang,1981) in geopolitical zones of Nigeria. This means that the use of antenatal and natal services depends on the social, cultural and economic disposition of women.

2.3.1.5 Family Planning
Family planning assists families in preserving maternal and child health, preventing unwanted pregnancies and reducing women‘s exposure to the complications of childbirth and abortion (United Nations, 1995) in Tilak (2013). It also offers women more time to care for their children and themselves. Family planning cannot help reduce risk associated with pregnancy and delivery once a woman is pregnant and is strictly a prior- to-pregnancy strategy. Access to family planning services that will guarantee spacing or limiting births can reduce the prevalence of unwanted pregnancies and poor pregnancy outcomes.
2.4 [bookmark: _TOC_250017]Types of Maternal Information Services
Audra Wellington (2017), noted that with the increasing number of chronic conditions such as obesity, hypertension and bad life-style choices many women do not start their pregnancy with a clean bill of health. These are the women who are in most need of case management, primary care and other services to bridge the gap between health and social disparities. This gap could be bridged with the provision of adequate maternal health information (MHI).
Mvula (2010), in an investigation of health and nutrition messages passed to pregnant women reported that all the nurses (100%) said that they measured the weight blood pressure as well as physically examined the women and conducted health talks. The nurses also said that they had personal chats with the women. In comparison, 58% of the women said they were physically examined on the belly and another 53% said they had their weight measured. The women also mentioned other services that were provided to them which included HIV testing and immunizations. Some women (37%) also said that they had attended health talks. Despite the fact that 93% of the pregnant women received iron supplements, only 7% mentioned it as part of routine service provided. These were

pregnant women who were between 15 to 19 years of age and were living within 1 to 5 km from the hospital.
2.5 [bookmark: _TOC_250016]Awareness of Information on Maternal Health
In an information-seeking situation, awareness refers to the information seeker being aware of various aspects of the searching and sense-making processes, including the task and its context, past and present actions, and various attributes of the information objects and the system. Awareness is one of the most important issues that is identified and addressed in the computer-supported cooperative work (CSCW) literature. One of the questions often asked about awareness in CSCW is ―The awareness of what?‖ (Schmidt, 2002) argued that we should talk about awareness not as a separate entity, but as somebody‘s being aware of some particular occurrence. In other words, the term awareness is only meaningful if it refers to a person‘s awareness of something. Heath, Svensson, Hindmarsh, Luff and Lehn (2002) suggested that awareness is not simply a state of mind or a cognitive ability, but rather a feature of practical action, which is systematically accomplished within developing course of everyday activities.
Shefner-Rogers and Sood (2004) reported that the involvement and participation of the community in maternal health activities, increases their knowledge and awareness of danger signs in pregnancy. Community awareness of maternal health problems was evident following exposure to maternal health education (Manandhar 2004; Ogwang et al. 2012). Most community members obtained their maternal health education through health campaigns and activities in the community. Maternal health campaigns usually provide education through multimedia and support from health workers within the community. Multimedia campaigns (television, radio, print leaflets and posters), impart new knowledge about maternal health and the danger signs in pregnancy (Shefner-Rogers and Sood, 2004).

Perreira (2002) also suggests that education, communication and information from health professionals, either in the community or in health the centres, increased the knowledge of the community and engages them in being alert to maternal health problems and carrying out birth preparation activities in order to reduce maternal death. Perreira‘s (2002) case study identified those women who were exposed to maternal health education both in maternity clinics and in the community who successfully improved their knowledge and awareness of the danger signs in pregnancy. Although the study did not provide information on which of these two settings was more effective in imparting information, education and communication on maternal health and the danger signs in pregnancy, the campaign during maternal health programmes effectively increased the knowledge and awareness of maternal health in the community.
Some studies were carried out on the involvement of the community in maternal health activities and the impact on the increase in knowledge and awareness of maternal health. The involvement of family members and participation of the community in maternal activities increased knowledge (Mullany et al. 2006; Abdulkarim et al. 2008), and increased awareness of the danger signs and obstetric problems in pregnancy (Perreira 2002; Manandhar 2004; Shefner-Rogers and Sood 2004; Ogwang et al. 2012). Most of the studies related to this topic were conducted in various countries, including Indonesia. These studies highlighted the knowledge gained after the involvement of the community in maternal health activities.
The involvement of family members such as husbands in antenatal care increased their knowledge of maternal health and birth preparation (Mullany et al. 2006; Steen et al. 2012). Engaging the community could also contribute to help the women to access maternal health services, improve knowledge on the causes of maternal mortality and prevent maternal deaths in the community (Abdulkarim et al. 2008; Ogwang et al. 2012).

Studies conducted by Mullany et al. (2009) identified the importance of involving husbands during pregnancy and childbirth in order to successfully improve women‘s knowledge and awareness of their maternal health. A randomised controlled trial (henceforth RCT) by Mullany et al. (2009) on the impact of including husbands in antenatal health education in maternity practice in Nepal provided strong evidence in the intervention group. This group was made up of women and their partners who reported making birth preparations, and being more likely to attend the antenatal and postnatal care during pregnancy and childbirth; compared to the control group whose husbands were not included. This study provided a strong and thorough analysis of each step of the intervention. One of the main challenges in an RCT study is having an adequate intervention, as a lot of effort is required to transfer knowledge into action (Jadad, 1998). Once the interventions were applied in the group, the study outcome showed the positive impact of involving male partners in antenatal health education during maternal healthcare.
These studies (Perreira 2002; Manandhar 2002; Shefner-Rogers and Sood 2004; Ogwang et al. 2012) also indicate that an increase in birth preparation activities follows an increase in knowledge of maternal health. An evaluation study conducted by Ogwang et al. (2012) observed that the community emergency support intervention programme on maternal health in Uganda had successfully created awareness in the community about maternal health, and further actions were undertaken when obstetric emergencies occurred. These actions included the provision of transportation and the referral of women to the nearest health facilities. This study provided a clear explanation of the community context, which was beneficial for the sustainability of the programme. Some other studies on maternal health programme evaluations (Perreira 2002; Manandhar 2004; Shefner-Rogers and Sood 2004) have also successfully provided evidence about actions

to promote maternal healthcare after the health programmes were implemented. However, most of these studies were conducted only a few months after the maternal health campaign was carried out and education was provided. This short period after the campaign may not have been enough to fully capture changes in the knowledge and behaviour of the community and family members (Shefner-Rogers and Sood, 2004). Further research into how this knowledge and behaviour could be applied in the community during pregnancy and childbirth is still to be carried out.
Mullany et al (2006) and Steen et al (2012) in their studies reported that the involvement of family members such as husbands, in antenatal care increased their knowledge of maternal health and birth preparation. This study provided a strong and thorough analysis of each step of the intervention. One of the main challenges in an RCT study is having an adequate intervention, as a lot of effort is required to transfer knowledge into action (Jadad, 1998). Once the interventions were applied in the group, the study outcome showed the positive impact of involving male partners in antenatal health education during maternal healthcare.
2.6 [bookmark: _TOC_250015]Sources on Maternal Health Information
In recent years there has been increased interest in both developed and developing countries on population‘s access to health information (Anasi, 2012). More people are searching for health information on different health issues (Fox, 2005 in Nwangakala (2016). Patients‘ lack of adequate health information from their care providers caused them to seek information from other sources such as internet and printed materials.
Maternal and child health information forms the cradle of human right that allows mothers to access quality and reliable health care hence, decrease morbidity and mortality rates, aimed to be achieved in global goals number 3 and 17 of 2015 by 2030. Globally, over 80% of community households have limited access to effective, reliable, efficient

and quality maternal and child health information, especially in Sub-Saharan Africa. They depend solely on health professionals and community health workers (CHWs) as their main sources of health information, with large diversified society of demographic, socio- economic and socio-cultural factors.
Studies indicate that individuals engaging in health information-seeking are more likely to have better health knowledge, feel more comfortable and confident when dealing with personal issues with health professionals and they demonstrate higher levels of health promotion activities than people who do not look out for health information (Shieh et al.2001; Buseha et al., 2002) in Tsehay (2016). Providing health information is considered to be an important component by maternal health information providers and the maternity information may guide women in their decision making processes towards their health and the health of their children (Shieh et al, 2001 in Tsehay, 2016). To this end, knowing their information needs and sources of maternity information plays a paramount role. Research documents such as books,journals, videos on maternal health that pregnant women have various information needs and sought various kinds of information sources to satisfy their health information needs during pregnancy.
Currently, there is a wide range of health information resources produced by different types of providers to disseminate health care information to consumers and to guide health behaviours (Nicholson et al., 2003). When seeking specific kinds of information, some women are engaged in a range of channels. Whereas others confine themselves to a more restricted few channels, others do not. Relatively speaking, as Grimes et al (2014) contended, the woman's ability to access wide range of variety sources can be highly impacted by the access she has to different sources and her ability to comprehend the available information. Thus, beyond creating access to information, knowing their choices and understanding their health literacy level could play a vital role

in meeting their information needs effectively (Grimes et al, 2014). Roxanne (2004) in a study is of the view that individuals who receive information from multiple sources have a better chance of paying attention to the information being provided and taking actions to improve their health status. The pregnant women reported that TBAs and mother-in-laws were their primary sources of maternal health information. However, because there were health facilities in the study population that offers maternal healthcare services, the researcher wanted to know if the women also sought maternal health advice/information from the skilled care providers or if they were offered the health information when they went for ANC visits. Majority of the women claimed that they were not offered any maternal health information or health education at the health facilities.
Interestingly, in a survey carried out by Wafula (2007) in Silali and Owino (2016), in Kenya in Trans-Nzoia and Umlalazi districts in South Africa on the sources of health information among rural women, results showed that family and friends were the main sources of maternal health information in Kenya. In contrast, Silali and Owino (2016) in their study found out that family and friends were the least sources of maternal health information.
Aaronson et al, (1988) in Uloma and Adedotun (2013) revealed that women in the United States of America often look for pregnancy related information from health care providers and books. As their investigation indicates, health care providers and books were preferred by the majority of women as their first and second most important sources of information. The research also examined the relationship between information sources and the socio-economic status of pregnant women and revealed that women of higher socio-economic status relied more on books and less on family than did women of lower socio-economic status.

Similarly, Lewallen (2004) examined the health behaviour and sources of health information of low-income pregnant women living in the South Eastern United States of America in the research and confirmed that women learn more about health behaviour from interpersonal sources. That is, among family members while mothers were identified as a single and a major information source about health pregnancy issues. Additionally, other interpersonal sources like health professionals and physicians were sources often consulted by women. The study further mentioned written and audio as information sources were also sought by women.
An investigation by Davis and Flannery (2001) on the health information delivery systems for Puerto Rican women reported that health information was accessed through informal and formal settings. These wide ranges of information obtaining settings were regarded as major sources of health information for Puerto Rican Women.
Among the selected information obtaining channels, obtaining information from friends, remedies handed down through word of mouth, childbirth classes and health care settings are few to mention (Davis and Flannery, 2001). Interestingly, the research showed how cultural values were enshrined in the Porto Rican health information seeking culture and the meaning of health information was developed through the lens of Puerto Rican culture. A Puerto Rican family member who spoke in Spanish was perceived as a trustworthy source of health information (Davis and Flannery, 2001). Whereas interpersonal sources that do not speak the language and were strangers to them were considered to be non trustworthy sources (Davis and Flannery, 2001).Any source of information that doesn‘t use the language of the recipients to fully express the particular information, then the recipient can‘t accept it as credible. There are also researches that documented the maternal information needs and sources of information on women residing in Africa (Tsehay, 2016).

Nwagwu and Ajama (2011) examined the health information needs, sources and information seeking behaviour of women living in rural Nigeria. Using data collected through focus group discussion and a questionnaire, the research revealed that women owned and used radios more than other sources, and they sought health information mainly for themselves and their children. Providers often disseminate health information using the health education sessions and pregnancy follow-up visits in which most of the women participated (Naanyu et al., 2013).
Davies and Bath (2002) explored the interpersonal sources of health and maternity information for Somali women living in the UK. The study revealed that women referred and used information from a wide range of interpersonal sources. Accordingly, most of the women highly relied on information from general practitioners and from information sought during health visits as their primary sources and they also consulted information sources like friends and neighbours. However, the women preferred community health forums organized by health professionals whereby professionals were invited to address different kinds of health issues. Furthermore, informal interpersonal health sources which were considered to be an easily accessible way by women provided the means through which further information were consulted and referred. Although information on maternal health issues were provided by a wide range of channels, the ability to chose and the tendency to use sources of maternity information can be determined and affected by different factors.
Carol Shieh et al., (2009) examined the influence of health literacy on health information seeking behaviour of low income pregnant women in the United States. The study noted that low health literacy in childbearing women affected the women‘s pregnancy knowledge and potentially the health of their babies. Pregnant women who had low health literacy level were found to have had more personal barriers to information

seeking than women who had high literacy level. Thus, using interventions that promotes the information-seeking skills and creates an access to information may be helpful for women who have low health literacy (Shieh et al., 2009) in Tsehay (2016).
Owino (2016) reported that respondents who were educated up to secondary and tertiary levels mostly preferred health professionals at (59.0.0%) and (50.0%), respectively, as their main source of information followed by Community Health Worker and at (25.6%) and (25.0%), respectively. Level of education, statistically, significantly influenced the choice of source of quality maternal and child health information (P value
.0.5, 95% CI 3.3, 8.1). Silali and Owino (2016) in their study reported that most of the women who delivered in hospitals got information from posters (77.8%), followed by those who got information from the churches (76.9%). Those who got information from health facility were (74.2%) whereas those who obtained the information from community health workers were (59.4%). Media source was used by (58.8%) of the respondents, the least source used by women who delivered in hospital (50%) was mobile publicity events. The chance of getting information from place of delivery was more reliable with (P value 0.3, 95% CI 2.0, 3.8)
Ogunmodede (2013) submitted that health information is a vital resource for individuals who seek information for as varying reasons as mere curiosity, self-diagnosis and analyzing and evaluating treatment for health. In the past, formal sources of information were books and newspapers which dated back to nearly a century but nowadays means of transmitting information has increased with a variety of electronic media for interactive health communication (for example, the Internet, CD-ROMs, and personal digital assistants [PDAs]) which can serve as sources of individualized health information, reminders and social support for health behaviour change (Case, 2007). These new technologies may also connect individuals with similar health concerns around

the world. Then there are also informal sources such as family and friends whereby people interact verbally to get information about some health issues.
Although government is aware that information can lead to the understanding of rural women on maternal health services, its focus seemed to be more on the provision of the service itself rather than knowing the information needs, seeking and using health information by the mothers who are supposed to utilize these services. A project of this kind will only be successful when cultural and religious values of the beneficiaries are being respected. It is in this regard that Idris et al (2013) states that there is the need for local studies to generate information that is necessary for planning and implementation of public health programs in manners that take individual local peculiarities into consideration. The researcher wants to use the skill of collecting, organizing, storing, retrieving and disseminating information to solve these problems, thereby using information as a resource that can be applied to improve the quality of people‘s lives and avert these maternal deaths.
2.7 [bookmark: _TOC_250014]Access to Information on Maternal Health
For nearly half a century it has been said that we inhabit a knowledge or information society. Today‘s information society is different from the industrial society of the early 1900s in that the global economy is now heavily affected by information whereas 100 years ago it was primarily influenced by production of goods. As information and information services have taken on an increasingly important role in this economy, in order for individuals and groups to fully participate we require access to the kind of information that grants full enfranchisement and economic integration. This information access includes not only the ability to obtain information but also the ability to use the information obtained Whitely (1994).

Information access according Thompson and Afzal (2011) can be thought of as a continuum beginning with information acquisition and culminating at information use. Information access begins at a point where a user comes into contact with information. Lack of information access will greatly determine the extent to which a group can be considered information rich or poor. It can be argued that information access and information poverty have a close association; thus information poverty has been defined by chatman (1996) as ―A lack or scarcity of information about resources or opportunities available within and outside one‘s community‖ and information-poor as individuals who
―perceive themselves to be devoid of any sources that might help them.‖
Access means that information and services are available and within the reach of women who need them. Clients need to receive information and counselling on their health and health needs in order to make timely informed decisions about their reproductive health. Wolfson (2006) reported that studies has shown that access to quality health care information leads to real improvements in reproductive health.
Solid information and positive interaction between client and provider can contribute to client confidence and compliance. Evidence supports the idea that women who are given the power and information to make decisions can save their own lives in cases of obstetric emergencies. For example, in India, the Rural Women‘s Social Education Centre undertook an intensive health education campaign covering more than 20,000 rural poor agricultural labourers. The campaign identified pregnant women, who were then given health advice and encouraged to deliver in the hospital. A series of workshops and pamphlets explained the process of childbirth, appropriate self-care and danger signals in pregnancy. As a result, three-quarter (76%) of those with complications such as prolonged or obstructed labour, heavy loss of blood during labour or postpartum, and hypertensive disorders of pregnancy, delivered in the hospital (Sundari, 1993). In

rural Bangladesh, pictorial cards were used to raise community awareness about the complications of pregnancy and childbirth and to encourage women to use health facilities in emergencies. Pregnant women who received a pictorial card were more likely to use institutional facilities for the management of their obstetric complications compared to those who did not receive the cards (Khanum et al., 2000).
When information practices are understood to be shaped by social context, privilege and marginalization alternately impact not only access-to but also use-of information resources. People respond to information by seeking for more information, also by sharing or spreading information, creating documents, telling other people (krikelas 1983; wilson 1994;haythornthwaite 1996; Williamson 1998; Pettigrew; roux) and also by taking mental notes.Avoiding or ignoring information, hiding and/or destroying information, disputing or disbelieving information (Chatman, 2000 in Godbold, 2006)
Good quality services require health care providers to have adequate clinical skills and to be sensitive to women‘s needs. Facilities are required to have necessary equipment and supplies, and referral systems to function well enough to ensure that women with complications get essential treatment. Advocates can work to increase women‘s access to information or work to remove operational constraints in providing effective services.
Services for safe motherhood should include:

· Family planning counseling, information, and services;

· Health care before, during, and after childbirth;

· Skilled assistance during delivery;

· Care for obstetric complications, including emergencies;

· Health education for women,	adolescents, and communities; and

· Services to prevent and manage the complications of unsafe abortion.

Studies have shown that women of reproductive age in Africa are still not given opportunity to make their own decisions as most of them have low education level and considered low status in the society compared to men.( UNICEF 2008) This has made it difficult for the women of reproductive age from Sub-Saharan Africa to access maternal health information effectively hence the lack of knowledge on maternal health services and these justifies reasons for high maternal mortality in most of the African countries (Magadi, Madise and Rodrigues, 2000 in Sila and Owino, 2016). Erica (2008) in Sila and Owino (2016) in a study reported that low status of girls and women denied them the power to make decisions that affected their reproductive health.


2.8 [bookmark: _TOC_250013]Barriers to Information on Maternal Health
Illiteracy and access to knowledge are two of the key problems that inhibit socio- economic development in developing countries. Rural women of reproductive age lack the vital or basic maternal health information they need to improve their health, and because most of them are illiterate, they cannot benefit from many educational methods. Furthermore, lack of electricity and poor roads isolate them in accessing various sources of maternal health information. In Ghana according to a non-governmental organization which conducted a pilot test on the use of talk book in accessing health information in rural area in northern Ghana observed that most of these Organizations travel to villages where they share knowledge about health but fail to consider the population reached
The method of delivering information is expensive it cost US$20-$40 per trip. It is also inefficient because each visit occurred infrequently and covers various topics causing many community members to forget information that is not immediately applicable to them. This scenario calls for improvement to access to health knowledge to the rural

woman, due to the fact that the rural woman of reproductive age has low or no education hence higher percentage in poor health status compared to urban women. In Nigeria one in 10 women read newspaper weekly compared with three in ten men . This implies that most women of reproductive age have limited access to sources of maternal health information.
Poverty can inhibit or is a barrier to non utilization of maternal health services. For instance National Partnership for Women and Families (2018), reported on maternal health that, Black women in the United States experienced unacceptably poor maternal health outcomes, including disproportionately high rates of death related to pregnancy or childbirth. Both societal and health system factors contribute to high rates of poor health outcomes and maternal mortality for Black women, who are more likely to experience barriers to obtaining quality care and often face racial discrimination throughout their lives.
Due to racism, sexism and other systemic barriers that have contributed to income inequality, Black women are typically paid just 63 cents for every dollar paid to white, non-Hispanic men. Median wages for Black women in the United States are $36, 227 per year, which is $21,698 less than the median wages for white, non-Hispanic men. These lost wages mean Black women and their families have less money to support themselves and their families, and may have to choose between essential resources like housing, childcare, food and health care.
Erasmus (2017) carried out a research on the barriers to access for maternal health care among pregnant adolescents and the results showed that Negative perceptions included expected mistreatment by nursing staff and expected long waiting times. Many participants also reported poor knowledge of maternal health care services, which was a barrier to access to maternal health care services.

Akaliagung (2015) noted that key challenges inhibiting success in accessing maternal health services in Ghana were staff turnover, inadequate supervision, cultural practices and inadequate infrastructure. Barriers cited by Edu et al (2017) were poor knowledge of service, economic barriers (indirect cost and transportation cost), geographical barrier, drug stock outs, poor referral system, no means of transportation during labour, religious and cultural beliefs, women‘s low status in the society, poor quality of service, poor planning, monitoring and sustainability of programs.
Poverty, low education levels, cultural practices and women‘s lack of decision making power significantly contributed to limited access and non-utilization of skilled maternal services which aggravates the effect of direct causes (WHO, 2012). However, maternal deaths are preventable provided that the pregnant women effectively utilize skilled healthcare services during pregnancy, childbirth and postnatal period (Chou et al, 2012 in Silali and Owino, 2016). Ogunmodede et al (2013) noted that ignorance, illiteracy, lack of health centres, power supply, attitude and perception towards information providers and language were found to be the major bottlenecks in the course of looking, accessing and utilizing sources of maternity information. Naanyu et al (2013) in a study on maternity relation information on mothers who were living in the western Kenya reported that women use church, public media and health care providers as their major sources of information for family planning issues.
In conclusion, the researcher found a gap in literature that identified experiences of primigravida and how they access information on maternal health care services in Fatima community. The researcher didn‘t come across any literature that found that primigravida can‘t openly say they are pregnant because it‘s the first pregnancy, they believe a missed period can be translated to pregnancy but don‘t believe any intervention can prevent

mortality also grudges and rivalry can prevent a woman from accessing maternal health information.


2.9 [bookmark: _TOC_250012]Summary of the Review
Studies have found out that maternal mortality has been a constant setback in the world, unlike men, women are the vulnerable ones at risk of maternal mortality. The health of a nation is measured by the health of its people, studies have indicated that half a million women die every year from pregnancy related complications and in spite efforts to curb maternal mortality the problem still persist. Among the researches that have been carried out in previous studies, the perspective from which the problem of maternal mortality has been viewed is from lack of infrastructure, services, staffing and even funding. There is no research that viewed the problem from the perspective of the primigravida whose life is at risk of pregnancy complications, which if neglected could lead to death. The primigravida is in the highest need of information on maternal health services hence where the Gap was identified in literature.
Findings from other studies have identified the importance of health education to pregnant women but without identifying the context and culture of the rural women, therefore information that may be accepted in other context may not even make sense to rural women. Government and health workers do not take into consideration the role of culture and context when disseminating information to rural women but they play a very vital role because literature have also found out that culture hinders promotion of healthcare to prevent diseases. The Research is qualitative using hermeneutics phenomenology because the research was interested in investigating the ‗experiences of primigravida‘ and how they access information on maternal health.

CHAPTER THREE RESEARCH METHODOLOGY
3.1 Introduction
The chapter discussed the research methodology and design that was used in the study, population of the study, sample and sampling techniques, instruments for data collection and procedure for data analysis, while explaining the stages and processes involved in the study, phenomenology was used.

3.2 Research Method Adopted
This study adopted qualitative research methodology. The reason for choosing qualitative method is because the study aimed at interpreting human experiences and qualitative method is a better method of interpreting events, opinions and experiences.
3.2.1 Research Design
The researcher employed hermeneutical/interpretative phenomenology to achieve the objectives of the study. Qualitative research is suitable for the research because it is concerned with developing explanations of social phenomena. That is to say, it aimed to help us to understand the social world in which we live and why things are the way they are. According to Hancock, Okleford and Windridge (2009), ―Qualitative research method understood the experiences and attitudes of patients in the community to answer questions about the ‗what‘, ‗how‘ or ‗why‘ of a phenomenon (Patton and Cochran, 2002).
Furthermore, the employment of hermeneutical/interpretative phenomenology to is because the study aimed at investigating the experiences of primigravida in Fatima village with respect to access to information on maternal health services. Also the hermeneutics (interpretative) phenomenology study was suitable because it directly investigated and described a phenomenon consciously experienced and as free as possible from unexamined preconceptions and presuppositions (Biemel, 2015). This ‗experience‘

is a conscious process and development of interpretations of these experiences is the essence of the research. It is a process whereby the researcher is concerned with the understanding of what it is like from the point of view of the respondents (Ballad and Bawalan, 2012).
Phenomenology encompasses narratives which is a story of the day in the lives of individuals as told by these individuals. Interpretative phenomenology concentrates on interpreting the meaning in the phenomenon that is concealed and thus not immediately revealed to direct investigation, analysis and description.While using this type of phenomenology, the researcher applied the skill of reading texts (text of transcripts ) and spoken accounts of personal experience. In the application of hermeneutic phenomenology the requirement is to examine the text, to reflect on the content to discover something ‗telling‘, something ‗meaningful‘, something ‗thematic‘ (van Manen, 1997).

3.3 Population of the Study
The population of the study consists of all reproductive women between the ages of 13-49 years in Fatima village of Zaria Local Government in Kaduna State. The study was conducted among Hausa speaking women and it is a homogeneous setting, a dominant ethnic group in northern Nigeria. The choice of this ethnic group was largely predicated on the traditional character of this group and its negligence towards the use of maternal health services. The number of productive women in this community is high and was not favourable for an in-depth interview because it is time consuming. Therefore, a sample which constituted first pregnant women, women who have delivered their babies for the first time or whose first babies were less than 42 days old were the selected participants.

3.4 Sample and Sampling Techniques
Snowball sampling was considered as the most appropriate kind of non-probability purposive sampling to identify participants. The selection of the sample was based on the purpose of the research. That is, searching for those who ―have experienced being pregnant for the first time or have delivered a baby that was less than 42 days old.‖ Snowball sampling technique was used for this study because primigravida in Fatima village do not easily disclose first pregnancy. Any woman who openly accepts that she was pregnant when it was her first pregnancy is regarded as not having a good home training. Snowball is a special non-probability method used when the desired sample characteristic is rare, participants with whom contact had already been made used their social networks to refer the researcher to other people to participate and contribute to the study. Snowball sampling is often used to find and recruit ―hidden populations,‖ that is, groups not easily accessible to researchers through other sampling strategy.
Boyd (2001) regards 2-10 participants or research subjects as sufficient to reach saturation while Creswell in Groenwald (2004) recommended ―long interviews with up to 10 people‖ as been sufficient for a phenomenological study. Therefore, a sample size of 10 primigravida was recruited because the important point was to describe the meaning of a phenomenon for a small number of individuals who have experienced the phenomenon.
One subject gave the researcher the name of another subject, who in turn provided the name of a third, and so on (Vogt, 1999) in Cohen (2007) and added that in snowball, researchers identify a small number of individuals who have the characteristics in which they are interested. These people are then used as informants to identify, or put the researchers in touch with others who qualify for inclusion and they, in turn, identify yet others – hence the term ―snowball.‖ This method is useful for the selection from a population where access is difficult, when it is a sensitive topic (e.g. teenage solvent

abusers) or where communication networks are undeveloped. This procedure was appropriate for the study because primigravida in the rural communities were shy and were only identified by their peers or those relating with them such as their spouses. Interviews continued until the topic was exhausted or saturated, that was when respondents introduced no new perspectives on the topic.

3.5 Instrument for Data Collection
The instrument used for data collection was the interview. The researcher with the aid of an interview guide went to Fatima village and interviewed primagravida face to face. The interview had five broad questions with sub-questions. The questions were open-ended so as to allow primigravida the opportunity to express themselves fully in the manner they wanted (see appendix (―A‖ for a sample of the questionnaire). It was a face- to-face interview because, according to Englander (2012), ―The face-to-face interview is often longer and richer in terms of nuances and depth.‖ The interview was recorded with the aid of a tape recorder for verbal narrations using open-ended questions to allow respondents to express themselves fully and to share their stories in their own words (Sloan and Bowe, 2014). In hermeneutic phenomenology, the interview serves very specific purposes. First, it is used as a means for exploring and gathering narratives (or stories) of live experiences. Second, it is a vehicle by which we develop a conversational relationship with the participant about the meaning of an experience. This may be achieved through reflection with the participant on the topic at hand (Manen, 1997). This data gathering technique afforded the researcher data for transcript analysis. Creswell (2013) describes in-depth interviews as the primary means of collecting information for a phenomenological study.

3.6 Procedure for Data Collection
The researcher went to the participants in their natural settings. The researcher introduced herself with an introductory letter from her department with a consent form to the village head of Fatima and informed the village head about her mission to the vicinity. The assistance and co-operation of the village head for a successful research was sought. The assistance needed from him, which involved being familiar with females from that village who took us to different houses to recruit participants was solicited and obtained. The village head was clearly informed about the criteria for selection of participants; the nature and the benefits of the study. The researcher interviewed the respondents with the help of an assistant who helped in recording the interviews with the aid of a recorder and notebook using the interview guide.
The researcher went to individual homes of participants and engaged them in general discussions about child bearing and pregnancy to have a good rapport since she is also a mother. The duration of the interview varies from one respondent to the other but approximately the interview run time was 50 minutes per participant. The researcher was a fluent speaker of the language of the participants. This made it easier to understand them without the need to constantly ask for clarification. The researcher became very familiar with the respondents and there was follow up once in a while during this period if there was a response that was ambiguous during transcription.
3.7 Procedure for Data Analysis
The interviews were analyzed using a systematic method of thematic data analysis as informed by Clark and Brauwn (2015). According to this method which allowed for systematic identification of participants‘ interpretations and constructs which were then aligned with the researchers‘ own understanding, interpretation and constructs. The thematic approach that was developed involves a six-phase process as enumerated below:

1. Familiarization with the data: The researcher started by reading and re-reading the data, to become immersed and intimately familiar with its content.
2. Coding: The researcher then created tables with columns and rows generating codes that identified important features of the data that might be relevant to answering the research questions. It involved coding the entire data set, and after that, collating all the codes and relevant data extracts together for later stages of analysis.
3. Searching for categories: This phase involved the transcripts being examined to ensure that the codes identified were significant for broader patterns of meaning. It then involved collating data relating to each category.
4. Reviewing categories: This phase involved checking the related categories against the data set to ensure that they tell a convincing story of the data that answer the research questions. At this phase, categories are typically refined, which sometimes involved them being split, combined or discarded.
5. Defining and naming categories: This phase involved developing a detailed analysis of each category, working out the scope and focus of each category, determining the ‗story‘ of each. It also involved deciding on an informative name for each category.
6. Writing up: finally this phase involved weaving together the narrative and data extracts, and contextualizing the analysis in relation to this thesis.
Although these phases are sequential, and each builds on the previous, analysis is typically a recursive process, with movement back and forth between different phases. So it is not rigid, it is iterative.

3.8 Rigor in quality research
Rigor of the instrument is the ability of the instrument to measure what it is designed to measure. Olaofe (2010) states that validity is the ability of the research instrument to measure (as adequately as possible) the variables purported to be measured. Afolabi (2011) explains that, in any research it is necessary to provide a means of establishing the content validity of the instrument used.

3.8.1 Trustworthiness of the Study
Trustworthiness in qualitative research refers to the process whereby the researcher justifies and demonstrates that the evidence for result reported in the study is strongly sound and debatable (Guba, 1981). In order to achieve trustworthiness in qualitative research, Guba (1981) proposed four constructs of trustworthiness: credibility, transferability, dependability and confirmability.
3.8.2 Credibility
Credibility refers to the confidence researchers have for proving the truth of their findings. It can be proved by various methods such as triangulation, member checking and negative case analysis (Bowen, 2005).
3.8.3 Member checking
Member checking for ensuring credibility of a qualitative research is the process whereby the researcher involves the study participants to confirm and validate the accuracy of the researcher‘s interview and other observations made towards their behaviours. It also involves requesting them to comment on whether the research findings and interpretations of the data extracted from them are true and meaningful to them (Bowen, 2005). In order to ensure credibility, participants were presented with research findings to comment on. This process helps investigators to ―check their own subjectivity and ensure the trustworthiness of their findings.‖

3.8.4 Transferability
This is the generalization of the study findings to other situations and contexts. Transferability is not considered a viable naturalistic research objective. The outcome of this study can be adopted by other researchers or institutions. This result is not transferable because the method used is phenomenology which is demanding to know direct experience of individuals cannot be objective
3.8.5 Dependability
Dependability deals with the ability of a researcher to provide facts and evidence that would indicate that if the same study is conducted with similar or same respondents in the same or similar context his/her findings could be similar, same or even be repeated (Bowen, 2005).
3.8.6 Confirmability
This questions how the research findings are supported by the data collected in a qualitative study. It is an identification process. As such researchers are expected to indicate the relationship of each data collected and its relationship to the study and connection to the research problem (Bowen, 2005). It allows external researchers to pass judgment on a particular empirical study to know whether the researcher was bias or not.
3.8.7 Ethical Considerations
The study purpose, objectives and the whole research process will be explained to the participant before obtaining their consent to participate. All responses will be treated as confidential. Moreover, should a participant want to discontinue during the course of the research he/she will be free to do so. Confidentiality and anonymity will be ensured by providing privacy and not exposing the participant‘s name at any stage in research instead pseudonyms would be used.

CHAPTER FOUR

DATA PRESENTATION, ANALYSIS AND DISCUSSION OF RESULTS

4.1 Introduction
This chapter presents the data collected and the analysis of the narratives in relation to the questions raised to explain the experiences and access to information on maternal health services by ―primigravida‖ in Fatima village.
4.2 Interview Analysis
The interview average run time per session was 50 minutes per participant. The interview was conducted with ten participants, amounting to 500 minutes in total which is approximately nine hours, in respect of participants‘ experiences on the issues discussed and narratives from audio tapes which were converted to transcribed text.
An iterative analysis method informed by Clark and Brauwn (2015) employed a series of steps for coding the highlighted narratives. This method allowed for systematic identification of participants‘ interpretations and constructs which were then layered with the researcher‘s understanding, interpretations and constructs. Following these steps, the researcher read through the narratives looking for differences and similarities in the one hundred open codes that were derived from the entire narratives. This is shown in the data table in Appendix ―B.‖ The researcher ensured that the narratives have been reviewed and there is a general understanding of the scope and contexts of key experiences under consideration. It was coded manually to increase familiarity of content by the researcher and to provide the researcher with a formal system to organize the data, uncovering and documenting links, within and between concepts, and experiences in between described in the data (Huberman and Miles, 1994).

4.3 Description of Interview Participants
As at the time this study was conducted, the narrations were tape-recorded as the participants (primigravida) spoke in their natural environments and speech contexts. The participants in Fatima village were within the ages of 14-17 and were pregnant for the first time except for three (3) of them who just had babies that were less than 42 days old. They all practiced Islam and all spoke Hausa. It was an in-depth one-on-one face-to-face interview, the findings of which will be discussed according to the emergent categories. The map of Fatima village is shown in Appendix ―C‖ of this work and the distance (29 km) to the nearest hospital which is Gambo Sawaba General Hospital is also indicated on the map.
4.4 [bookmark: _TOC_250011]Description of the Emergent Categories.
This section of the study describes the categories and subcategories that emerged from the open codes and it is illustrated in the appendix B .The category and subcategory are discussed below which is in relation to question asked about the experiences of mothers being pregnant for the first time is as follows.
4.4.1 Experiences of Primigravida in Fatima Village on Access to Information on Maternal Health Services
This section of the study described the 4 categories and six 6 sub-categories that emerged from the 28 open codes (see Appendix ―C‖). The categories and sub-categories are discussed below in relation to the questions asked about the maternal health services the primigravida in Fatima village knew about. Four categories emerged as follows:
1. Antenatal care services.

2. Delivery care services.

3. Postnatal care services.

4. Ignorant

The sub-categories and quotation were arranged based on the questions asked in the process of data collection so as to describe, as accurately as possible, the experiences of the ―primigravida.‖
Maternal Health Services Primigravida in Fatima Village Know About
Four Categories emerged in relation to the question on the awareness of available services in the Maternal Health Centers among primigravida in Fatima. The categories are
1.Antenatal care services.2.Delivery care services.3.Postnatal care services and 4.Ignorant Primary health centers‘ are built in every community to ease the problem of transportation to help provide maternal care to individuals, but the closest health facility to Fatima was Gambo Sawaba General Hospital which is about 29 km from the village using Google map. Apart from distance, for the maternal health services to be utilized by the primigravida, they had to know which services were provided and how beneficial they were to them.
Category 1: Antenatal Services Available (14/28, 50%): fifty percent of the narratives indicate that respondents knew about one aspect or the other about antenatal services but never went for the services available in the hospital. One participant went to the hospital because she was experiencing severe stomach pain and her husband works in the hospital. The other participants did not go for reasons ranging from long distance to not seeing any reason to go to the hospital as pregnancy is not sickness. There is this widespread perception that pregnancy and delivery are normal life events that require no special preventive measures or care so they do not regard going to hospital when they are pregnant to be an important thing to do.
Blood Testing: Ten point seven percent (10.7%) of the narratives showed that blood testing was known among primigravida in Fatima. When pregnant women go for

antenatal check-up their blood was usually tested to ensure they do not have any infection which could affect the mother or baby before or during delivery.
Maternal Check-up: Twenty-three point four percent (23.4%) of the respondents narratives showed that the women knew that when a woman go for antenatal services her wellbeing is checked; the state of the mother and the unborn. They, however, cannot explain how it is done because they do not go to the hospital. One of the respondents, for instance, said ‘‘I know that when women go for antenatal visits the nurses check their blood and check whether their babies are fine or not but, I only went to the hospital once in my life to check my blood pressure (BP).‘‘
Drug Prescription and Administration: Seventeen point seven percent (17.7%) of the narratives of the primigravida pointed to drug prescription and administration as the antenatal care service they know about but have no firsthand experience of it. The second respondent to the question –Respondent ‗2‘ said:
According to what I have heard they test blood and give drugs to be taken daily, they also offer delivery services where they help women to deliver then they give the baby injections in their later visit, but pregnancy is not sickness so there is no need to go to the hospital.

Category 2: Delivery Services: Five out of twenty-eight of the narratives (representing 17.9%) of the respondents showed that primigravida knew that delivery services are provided in the hospital but they have the belief that there has to be a complication in delivery before a pregnant woman can go to the hospital. Therefore, they do not utilize this service except when they have complications. Most of these women have never been to the hospital at all in their lives. They do not see any reason why they should go to the hospital when there are no deliveries that cannot be handled by the local midwives so most of the time they deliver at home. One of them responded ―I never went to the hospital even once so I do not even know what services they render apart from the help

they render to women who go there when they have complicated issues during delivery. Another respondent said ―They help people that cannot deliver on their own and give drugs to mothers and babies. That is all that I know, but I have never been there.‖ Category 3: Postnatal Services: Five out of twenty-eight of the narratives (representing 17.9%) of the respondents acknowledged knowing some aspects of postnatal services that were offered to women which involves taking care of the new mother and the new born baby. They claimed ―They help women that cannot deliver themselves and give drugs and injections to the mothers and babies that is all that I know. I have never been there.‘‘ Category 4: Ignorance of Services: Four out of twenty-eight of the narratives (representing 14.3%) of the respondents interviewed by the researcher showed that they did not even have an idea of information on maternal health care services.
Discussion of Findings from Research Question 1
The services available and provided in the hospital include pre-natal care, antenatal care, delivery and postnatal care. From the responses of the primigravida, it is obvious that non of them (0%) heard about the prenatal services. About antennal care services, 50% of them heard about it, 17.9% heard about postnatal care services and 17.9% acknowledged knowing about delivery services even though they believed that it is only when there is a complication that a woman can go to the hospital to deliver her baby. It was only one participant that claimed to have been to the hospital for antenatal care.
The participants‘ narratives showed that only 28% of them were informed about maternal health services and primigravida actually did not know the main services that are rendered at maternal health care centres and the benefits of the services. This implies that despite high awareness of maternal health services, there is lack of in-depth knowledge of some services such as preconception care, antenatal care and postnatal care that are rendered. This may have influenced their non utilization because for these women to

utilize the maternal health services, they must be knowledgeable about their existence. The study also revealed that none of the respondents mentioned preconception care as part of services rendered. This is not surprising, since many women in Nigeria do not see the necessity of preconception care. According to WHO (2012), there is growing evidence that extending the maternal, newborn and child health to include prenatal care which is a woman's health before she becomes pregnant can increase the well-being of women and improve subsequent pregnancy and child health outcomes. Only 17.9% of the respondents mentioned postnatal care as part of the services that are rendered. Postnatal care is regarded as one of the most important maternal healthcare services which is crucial for monitoring and treating complications in the first six weeks after delivery. Postnatal services are primarily comprised of physical examination, immunization, health education and family planning services (Safe Motherhood, 2002; NPC, 2004; United Nations, 2002). According to Safe Motherhood (2002), the majority of women in developing countries receive almost no postpartum care after delivery; only about 5% of women receive postnatal care in the Sub-Saharan Africa.(Onasoga et al, 2013). In Fatima, 14.3% of the narratives showed that there were primigravida without any form of information on maternal health care services.
4.4.2 [bookmark: _TOC_250010]Sources of Information on Maternal Health Services Available to Primigravida in Fatima
Two categories emerged from the question on sources of information on maternal health services by primigravida in Fatima: Social Network and No Source.
Primigravida in Fatima‘s sources of information on maternal health services are very homogenous because respondents said their source was informal which implies that formal sources were not regarded. When asked about information from the media such as posters and radio jingles they all affirmed they never had access to such sources. So all

the information they get is from direct sources which is face-face. The categories that emerged are as follows
Category 5: Social Network: This category emerged as a result of responses from the respondents when asked about the sources they consult for information on maternal health. Nine out of 10 of the women, representing 90% of the narratives from the participants showed that sources of information on maternal health care services of primigravida in Fatima were their social networks. A social network can be described as a conglomerate of people connected by a shared set of social expectations often representing inclusion through regular interaction, shared support and personal disclosure (Garton, Haythorathwaite and Wellman, 1997 in schuemann, 2014).
The social networks include the followings:

The spouse: Fifty percent (50%) of narratives of the participants in Fatima claimed that their husbands were their sources of information on maternal health care services.
Blood relatives: Another category of primigravida in Fatima which comprised 30% of the narratives asserted that their sources of information on maternal health services were their relatives; step daughters and mothers.
Friends: Friends also played a significant role in the lives of the participant because 10% of the narratives indicate that their sources of information on maternal health care services were their friends.
Category 6: No Source: One out of 10 (representing 10%) of the respondents‘ narratives showed that primigravida are not informed about maternal health services at all hence no source.
4.4.2.1 Discussion of Findings on Question Two
When participants were asked about their sources of information on maternal health, 90% of the narratives indicated husbands, relatives and friends were the sources of information

to primigravida. When the researcher demanded to know their reason for the preference and choice of the sources of information on maternal health, the participants said they prefer information on maternal health services from those who are either family or friends who had similar experiences or women of their age-grade who had experience as first time mothers this agrees with (Davis and Flannery,2001).
Another reason that made primigravida in Fatima to receive information on maternal health services from their friends, according to them, was because they trusted them and were confident that they will not be misled. Another category sourced for information from their spouses because of their position as the family heads. These respondents said they prefer information on maternal health services from their husbands because if anything happens to them their husbands would be held totally responsible.
The 10% of the respondents narratives indicates that there was no source to information on maternal health services they sought and did not divulged any information at all. This study found out, from all indications, that disseminating information on maternal health services to the male gender, elderly women, and traditional birth attendants would go a long way in increasing awareness to the primigravida on the availability of maternal health services which will increase the utilization of maternal health services and reduce maternal deaths.
4.4.3 [bookmark: _TOC_250009]Access and Use of Information on Maternal Health Services by Primigravida in Fatima

The primigravida in Fatima were interviewed on how they obtained reliable information they used since they became pregnant and this categories emerged.
Category 7: Eight out of 10 (representing 80%) of narratives indicated that primigravida obtained information on maternal health care services they used from their family and friends.

Category 8: Formal Sources: One out of 10 (representing 10%) of the narratives indicated from the study subjects showed preference for formal sources. This category accessed information from resource persons working in the hospital.
Category 9: No-Access: Like in the case of category 8, narratives from ―No access‖ participants where 1 out of 10 participants said she does not access information on maternal health services at all. According to her, information on maternal health was too sensitive and is a confidential issue that does not call for discussion with anybody aside ones‘ spouse.
The Experience and challenges of Primigravida
Eight categories emerged from the twenty five open codes and the eleven sub-categories from the narratives. The categories that emerged are as follows:
(1) Periods

(2) Cravings

(3) Pains

(4) Altered sense of smell

(5) Morning sickness

(6) Body Changes

(7) Spitting

(8) Frequent urination

The analyses of primigravida responses indicated the challenges they encountered since realizing that they were pregnant. It was their first experience so expressing themselves was quite tasking because of their culture which makes first pregnancy an issue that could not to be discussed openly. The narratives are attached with pseudonyms for identification instead of their real names. Their challenges and experiences are presented in the categories that emerged from the sub-categories as follows:

Category 10: Periods: it is expected that every reproductive female experiences period unless she has reached menopause.The periodic discharge of blood and mucosal tissue from the uterus, occurring approximately monthly from puberty to menopause in non pregnant women and females of other primate species (Merriam Webster‘s dictionary).
Missed Periods: Nine out of 25, representing 36% of narratives showed that the participants experienced missed period which is response from 90% participant‘s response. Whenever the time came for a sexually active reproductive woman to menstruate and she did not menstruate, the first thing she suspected was pregnancy. In the hospital too, if a woman complained of not menstruating, pregnancy test was conducted to ascertain whether or not she was pregnant. The study found out that most of the women interviewed were within this category, they missed their periods when they were pregnant. Respondent RS9 claimed ―I do not experience my monthly flow anymore‘‘ Spotting: 10 % participant experienced spotting. That is, contrary to other pregnant women, a respondent continued to menstruate while she was pregnant. When she confided in her husband he made her to understand that it happens sometimes. The respondent -RS1‘s response ―Even when I found out that I was pregnant I was still seeing my monthly blood flow. The only difference I observed was that the blood was not much. I experienced that for the first two months.‘‘
Category 11: Cravings: Three out of 25 narratives of the participants representing 8% of the narratives claimed that they experienced craving. Craving, for clarity purpose, is a very strong desire for something and when that desire is not fulfilled a person feels completely dejected. People crave for different things. While some crave for sleep, some crave for food.
Food cravings: Four percent of the narratives claimed to have experienced food craving, This Category emerged from the experiences resulting from excess food intake.

Primigravida craved for food continuously, even when she ate she still felt hungry. It was another sign of pregnancy that has been observed by the participant (RS2). Her own words ―I eat so much, even when I eat, within a short time I feel like eating again. Eating so much is my worry.‖
Sleep disorder: Eight percent (8%) narratives for the women in this category experienced craving of another kind which is sleep, lots of sleep the signs encountered by the participants which prevents them from doing their basic chores and living their normal lives since the inception of the pregnancy.RS1‘‘ Getting up in the morning was a serious struggle, the sleep was never enough, I feel sleepy all the time ‗‘leading to sleep disorder while, another respondent added RS3‖ I feel tired most times and sleep a lot.‖
Category 12: Pain: Two naratives out of 25, representing 8% of the primigravida experienced body pain they never felt prior to their becoming pregnant. The pain varies as explained below:
Stomach pain: Four percent (4%) of the participants‘ narratives complained of prolonged acute stomach pain. That the pain was so unbearable that she had to go to hospital and undergo scanning to know the actual cause of it. This was the first experience of visiting a hospital in the life of respondent. The respondent (RS4) asserted ―I usually had very serious stomach pain.‖
Severe headache: While 4% of the narratives from the respondents claimed to have experienced stomach pain, the remaining percent experienced unbearable headache which they had never experienced until they were pregnant. This can be seen in the excerpt from RS5, ―I was having stomach pain continuously for a very long time and had to go to the hospital which was not a common practice Fatima.‖
Category 13: Altered Sense of Smell: Again, 1 out of 25 of the primigravida, representing 4% claimed that they experienced altered sense of smell as a result of

pregnancy. Prior to being pregnant the respondents tolerated all kinds of smell easily from cooking, washing soaps, perfumes or deodorants but they could no longer do so during pregnancy.
Irritation from cooking aroma: A respondent (RS6) narrated her ordeal that whenever she was cooking some kinds of food, she had to hold her breathe intermittently so as not to perceive the aroma of the food to avoid vomiting. She said ―I usually get irritated easily by the aroma of some foods that made me to vomit.
Smells: Another respondent claimed that whenever she was washing clothes, she used different kinds of soap because the fragrance of particular soaps irritated her resulting to vomiting. Her words, ―And I found out that the smell of soap or some particular perfumes irritated me too much.‘‘
Category 14: Morning Sickness: Four out of 25 narratives of the respondents, equivalent to 16% claimed that the common signs of early pregnancy usually affected them anytime of the day. even though it is called morning sickness. It could be nausea, vomiting, feeling sick or queasiness. It usually started from the 6th week of pregnancy or even before depending in other women. One of the respondents (RS7) narrated ―When I was pregnant in the early months I vomited violently. I vomited whenever I ate or even drank water, I vomited. Whenever I wake up in the morning, I started my day with vomiting, whether I ate or not.‘‘
Category 15: Body Changes: Two out of the twenty five narratives amounting to 8% informed the researcher that when they conceived their bodies tend to change within six weeks and the change occurred in different parts of the body while some experienced swollen breast, swollen nose, increased shoe length and swollen tummy. The respondents experienced changes also in their energy level.

Weakness during pregnancy: Weakness of the body during pregnancy is noticed by a respondent (RS3) who said she felt very weak and tired all the time which was not so prior to her pregnancy. ―I felt tired and weak time all the time‘‘
Energized during pregnancy: While one of the respondents experienced body weakness when she was pregnant another experienced renewed energy during the period. The respondent (RS8) claimed ―I felt very energetic since I became pregnant‖.
Category 16: Spitting: One out of 25 of the narratives, representing 4% informed the researcher that she experienced spitting continuously and spitted when talking. That she was not talking, saliva would gather in her mouth, so she had to get something to chew just to avoid spitting. The researcher herself observed that the informant (RS9) had saliva in her mouth during the interview. Utterance from her excerpts ―I usually poured out too much saliva, you can see my mouth is never dried. I always chew something to avoid spitting.‘‘
Category 16: Frequent Urination: Two of the 25 participants narratives (representing 8%) experienced frequent urination in the third trimester which is the last three months of pregnancy. They urinated constantly as if the bladder could not hold urine for a long time. One of the 2 respondents‘ (RS7) narrative ―At a later stage I wee continuously since my bladder was always full.‘‘
When the primigravida where asked how they overcame their maternal health challenges, most of them said they relied on unorthodox medication. One of the respondents said they had plants that are used as herbs for drinking or burnt and inhaled called turare. They rubbed it on their heads to cure the ache called shafi and sometimes the religious kamu helped them a lot.‖

4.4.1.3 Discussion of Finding on Research Question 4
The study found out that the ―primigravida‖ that were interviewed shared similar characteristics. All of them were very shy, young and from a common cultural background. They were below 17years and had little or no western education. Because of these, eliciting responses from them was not easy because as far as their culture was concerned any woman talking freely about her first pregnancy or delivery was not properly brought up or irresponsible. According to Doctor and Aradeon (2016), ―A virtuous wife is secluded within the residential compound and possesses kunya, which translates roughly as modesty, shame, or deference. this trait is very common among primigravida in Fatima.‖ The high value placed on kunya inhibited women from soliciting timely assistance in the event of maternal complication. This influenced a large number of women to deliver alone and reject maternal services to be provided by male health workers‖(Doctor and Aradeon,2016)
The primigravida had different pregnancy challenges such as missing their monthly menstruation and altered sense of smell for the first time. The low level of literacy among them compounded the negative effects of their normative dependency on their husbands for health-care expenses and decisions (Aradeon and Doctor 2016).
4.4.4 [bookmark: _TOC_250008]Barriers to Access to Maternal Health Services Against Primigravida in Fatima

Two categories emerged from the responses obtained from the informants with respect to their reasons for non-utilization the maternal health services available at the PHC. To some of them, it was inconvenience, immobility and belief system.
When asked if there are any personal reason(s) why primigravida do not go for maternal health services at the clinics, they gave reasons thus:

Category 18: Inconvenience and immobility: Two out of the 11 informants that participated in the study, representing 3% complained of not having any means of transportation apart from motorcycle which is not convenient for a woman who is in labour to embark on. One of them complained ―I delivered at home because I had a very big tummy it was not convenient for me to embark on motor bike especially as I was in labour. We do not have any car vehicle in the whole village. So I did not have any option.‖
Category 19: Belief: Eight out of 11, representing 72.7% of the narratives have different beliefs that prevented them from visiting the primary health centre. Some of them refused to go to the health centres for personal reasons as can be observed in the narrative excerpt of RSP 8, ―I did not deliver in the hospital because my co-wife suggested to our husband to take me to the hospital but I refused because I believed that she hated me and would not want anything good for me. So as prolonged as the labor was I endured it at home and eventually the baby died. I believed that the baby was not destined to live so I cannot take such an advice from my co-wife.‖
Category 20: No hindrance: One out of 11 narratives of the participants in the study, representing 9.1% said she was shy! According to narratives, she cannot expose her nudity to strangers, so going to the hospital means exposing her body to strangers, what she cannot do. The idea of going to the hospital to deliver her baby was not welcomed,
―How can I go to the hospital to expose my nakedness to the people that I do not know? I preferred to have my baby at home. I have been praying very hard and insha Allah, I will have my baby at home because going to the hospital means there are complications so I do not want any complications. Insha Allah I would be delivered of the baby safely at home.‖

RSP 6 asserted ―At home is more likely because we have local midwives who assist in the delivery at home. Who am I to go there?‖ RSP 5 said ―Everyone around here delivered at home when it was time so why should mine be different.‖
Other researchers identified poverty, cost, illiteracy, lack of electricity. Poor roads, racism, sexism and other systematic barriers have contributed to maternal mortality. While other researchers identified fear of disclosing pregnancy, negative response to pregnancy disclosure, and feelings of shock and disbelief in response to pregnancy served as barriers to access to maternal health care services among pregnant adolescents: Negative perceptions of maternal health care services also served as a barrier to access to maternal health care services among pregnant adolescents.
Also another study found staff turnover, inadequate supervision, cultural practices and inadequate infrastructure. Barriers cited by another study were poor knowledge of service, economic barriers (indirect cost and transportation cost), geographical barrier, drug stock outs, poor referral system, no means of transportation during labour, religious and cultural beliefs, women‘s low status in the society, poor quality of service, poor planning, monitoring and sustainability of programs. It means these barriers are very frequent when pregnant women want to access information from reviewed literature.

4.4.4.1 Discussion of Findings on Question 5
This study found out that there were good roads in Fatima but no motor vehicles to transporting women during labour to the hospitals. The researcher also observed that there were socio-cultural factors that hindered them from delivering their babies in the hospitals. Socio-cultural practices that relied on traditional birth attendants to assist women to be deliver their babies. It was also compulsory to seek their husbands‘ permission to seek maternal care according to their religion. Religion played a very significant role in the lives of those who practiced it.
Education was also another important factor that hindered mothers especially in the rural areas from seeking maternal health from primary health care centres. All the participant mothers were not educated up to secondary school level and had no orientation or knowledge about the western medicine. They, therefore, relied more on traditional birth attendants (TBAs) and their social network for information. They also believed that the hospital is for the elite like in the case of the respondent who asked
―Who am I to go to the hospital?‖ They even believed that only complicated deliveries were to be taken to the hospitals.
4.5 [bookmark: _TOC_250007]Implication of Findings
The study discovered that ―primigravida‖ (participants) in Fatima had never heard about prenatal care services. Prenatal care is an important factor that determines the outcome of a pregnancy. The content of this care encompasses screening for a variety of medical conditions such as physical examinations, laboratory tests and medical counseling services. There are serious implications if primagravida are not aware of the importance of physical examinations, laboratory tests and medical counseling services because there would be complications if the primagravid have diabetes, HIV or even high blood pressure that could metamorphose into critical situations while pregnant or during

delivery. Prenatal services involve steps taken to reduce birth defects, morbidity or mortality. That is why there is the need to design a special information program that lays emphasis on prenatal care services using information and communication technologies conceptualized, designed and implemented to create awareness on prenatal care in Fatima.
Another finding in the study is that the primigravida (participants) in Fatima are aware that a missed monthly period could be a sign of pregnancy. However, they do not believe in antenatal care. Antenatal care services include the management of pregnancy related conditions such as underweight baby or mother, anemia, infection and the monitoring of the health of mother and fetus. It is recommended that expectant mothers should go for four antenatal care visits, during which a health worker can check for signs of ill health. The importance is to predict and prevent unforeseen pregnancy related problems, even though some complications can suddenly occur, some complications might show warning signs.
Despite the importance of antenatal care to primigravida, in the study setting, the primigravida do not seek antenatal health services because they do not know the benefit of it. The implication of not going for the visits is that they were left out of counseling on hygiene to improve their health prior to, during and after delivery. This was as a result of poor pregnancy related decisions such as taking medications that could be harmful to mother and child, neglecting iron and blood regiment given to pregnant women during every visit. Others include missing out on birth plans developed for them and how to reach out for care, and what to do in case of emergency or avoiding nutritious meals that could benefit mother and child. All this happened because they do not know its value even though they have what it takes to make the meals in their homes. There are also harmful practices that can complicate delivery. In order to improve the use of antenatal

care service and avoid complications during pregnancy and child birth, a well packaged antenatal health care service information program that is suitable to the context and situation of primigravida in the rural areas has to be evolved.
The study also found out that the participants do not go to the primary health centre to deliver their babies rather they solely depend on traditional birth attendants (TBAs). Participants believed that delivery services at the primary health centre were for the elites while other participants believed it was only when there was a complication that one would go for the services. This TBAs are generally not formally trained neither are they licensed. The implication of TBAs handling the responsibilities of delivery services could lead to premature delivery, sepsis, hypertensive disorders, excessive bleeding or death because they do not have the skill to assess the progress of labour neither do they have the tools needed to monitor the fetal heartbeat leading to martenal morbidity and mortality. This mortality and morbidity would have been averted if the TBAs and the primagravida were aware of the benefits of delivery health care services. All their assumptions were due to lack of proper enlightenment on the benefits of delivery health services. It is, therefore, only programs involving awareness on delivery care information dissemination that would change their orientation. For this reason, it is pertinent to enlighten the participants through well designed information packages on maternal health services.
Postnatal care is the service that is dedicated to caring for the mother and baby that has just been delivered from the time of the birth of a child to six weeks (42 days) after delivery. It is a critical phase in the lives of the newborn and mothers because major changes such as bleeding and infections which pose a major threat to the mother occur during that period. During postnatal care, mothers are sensitized about the benefits of

hygiene and nutritious food that would make them to heal internally. They also get counseling service on maternal information.
The study revealed that prima gravid (participants) knew about child vaccination which is just one aspect of postnatal care. They do not know about the implication of neglecting postnatal health care services during this period as it can result to significant ill health and even the death of mother or child. In order to avoid mortality, proper dissemination of information on postnatal health care services through posters and other communication technologies would help to educate the prima gravid.
Finally, the study revealed that there was a communications gap among
―primigravida‖ (participants) in Fatima on maternal health services. The participants‘ sources of information were their husbands, mothers or friends (their social network).This sources play a very significant role in the lives of the participants by helping them make choices concerning their health and pregnancy. The information they gave directed the decisions taken by the prima gravid whether they were helpful or not because they were not even aware of the maternal health services from trained and skilled staff. It was just from hear say or their personal experiences which were in most cases deadly!
This implies that there is the need to generate programs on awareness of maternal health information that is necessary for planning and implementation in manners that take individual local peculiarities into consideration. The generated information on maternal health services should be designed in a way that the social network would be aware of maternal health services especially the men since in this rural area most respondents said their spouses were their source of information.

CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATIONS

5.1 [bookmark: _TOC_250006]Introduction
This chapter presented the summary, contribution to knowledge, conclusion and recommendations for the study which is ―Access to Information on Maternal Health Services by Primigravida in Fatima in Zaria Local Government Area of Kaduna State.

5.2 [bookmark: _TOC_250005]Summary of the Study
Chapter one of this work discussed the introduction, background of the study, problem statement, research questions, objectives, significance and scope of the research which aimed at knowing the experiences of primigravida and their access to information on maternal health services. To know how much they know about the services available and the sources that they prefer to get information on maternal health services from.
Chapter two of the work reviewed literature which helped the researcher to identify the gap in literature using variables concerned such as primigravida, maternal health, information and services.
Chapter three discussed the methodology used in the study. The researcher used the qualitative research methodology with the interpretative (hermeneutics) phenomenology research to achieve the aim of the study. The population of the study was all reproductive women who were pregnant for the first time or just had babies of less than 40 days old in Fatima in Zaria Local Government Area of Kaduna State. The researcher used the snowball sampling technique to find the respondents and used the open ended questions while interviewing the ―primigravida‖ to collect data. The researcher personally went to their natural setting to conduct the interview.

Chapter four presented, discussed and analyzed data that were obtained from the interview with the primigravida. The narratives collected using a tape recorder were transcribed and coded manually, categorized and presented in chapter four.
Chapter five systematically presented the findings of the research based on the questions asked, contribution to knowledge and recommendations.
5.3 [bookmark: _TOC_250004]Summary of the Major Findings
1. None of the participants in Fatima heard about prenatal services. They do not seek antenatal health care service. They also do not know that delivery health care services were offered to everybody.
2. The source of information of the primigravida in Fatima was their social network.
3. Primigravida in Fatima accessed information on maternal health from their husbands, mothers and friends who have experienced pregnancy before them.
4. The study participants experienced missed period, spotting, increased energy levels, cravings, vomiting, altered sense of smell, morning sickness, spitting or frequent urination during pregnancy.
5. Study participants refused to go to the hospital to deliver babies because of their beliefs, rivalry and socio-cultural practices.

5.4 [bookmark: _TOC_250003]Contributions to Knowledge
1. The participant believed that safe delivery and death were natural occurrences that come from God. Therefore, they do not need to utilize the maternal health services to avoid morbidity and mortality.
2. The study revealed that the participants refused to go to the hospital because of personal belief, sentiments, grudges and rivalry.

5.5 [bookmark: _TOC_250002]Conclusion
Findings of the research revealed that primigravida were ignorant about information on maternal health services; the benefits and what it entails. Therefore, they do not utilize the primary health centres. The sources of information on maternal health services of primigravida in Fatima were their social network: mothers, spouses and friends. Primigravida access information on maternal health services through their social network. The study identified the experiences of ―primigravida‖ in Fatima and the challenges they encounter while pregnant, and how they access information on maternal health services to overcome them, only to discover that maternal health services mean nothing to them. They had a very low understanding of maternal health services. They were used to unorthodox medication and traditional birth attendants helping them during delivery.
The study also discovered grudges, sentiments and belief were the barriers to the primigravida in obtaining maternal health services. The researcher discovered that a primigravida could endanger her life and the child‘s due to rivalry than accept going to the hospital because the person that suggested the maternal health center was her co-wife.
The research is a step to understand direct experiences of primigravida and how they make sense of information on maternal health services to create awareness to stakeholders and researchers. It is imperative to introduce health information programs suitable in context and situation of the rural people using information and communication tools. This will encourage the use of the maternal health centers available to them and reduce maternal mortality rates in the country considering individual peculiarities and using best practices of information dissemination.

5.6 [bookmark: _TOC_250001]Recommendations
Below are the recommendations made by the researcher:

Posters and other information and communication tools (ICT) should be used to create awareness by health workers as a medium of transmitting information on the dangerous signs of pregnancy, prenatal, antenatal, postnatal and delivery services.
1. An awareness program on the benefits of maternal health services should be designed in a way that community gatekeepers and all men should be involved based on traditional concepts taking their context into consideration since they are the sources of information for the primigravida.
2. Understanding how primigravida access information on maternal health services helps state actors (ministry of health, government, health workers) and non state actors (non-governmental organizations) to device a means of creating relevant information that primigravida can use.
3. Interventions are needed from both state and non-state actors to assist in health information awareness programs that are designed on maternal health services available and the way it can be used to overcome the challenges they go through as primigravida to enlighten the rural people.
4. Information programs on maternal health information will expose different methods of accessing information on maternal health services so that petty sentiments would not prevent primigravida from utilizing the maternal health services.
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Appendix A Interview guide
1. What do the primagravida in Fatima know about among the following maternal health services provided in the community?
a. Preconception services
b. Delivery services
c. Post-natal services
2. What source/sources of information on maternal health do the primigravida have access to?
a. Can you tell me your source of information on prenatal services?
b. Now tell me your source of information on delivery services?
c. Then tell me your source of information on antenatal services?
d. Finally your source of information on postnatal services?
e. In your experience which source do you consult most often for reliable information?
f. On maternal health?
g. Why do you prefer that source?
3. What are the challenges that primgravida encounter in accessing information on maternal Health?
a. How do you access information to overcome the challenges?
b. What information do you trust and use?
4. What are the Experiences being a primigravida?
5. Is there any personal reason(s) or barrier(s) that prevent you from accessing Maternal health information service now that you are pregnant?

APPENDIX B ANALYSIS DATA TABLE



	Table	1:	Data AnalysisQuestion
	Response/ Narration
	Open Code
	Related Code
	Sub-Category
	Category

	Question    1:
Please share with me what type of maternal health services you know about in the primary health centre and if you have been there before.
	RS1 I know that when women go for antenatal visits the nurses check their blood and check whether the baby is fine but, I only went to the hospital once in my life to check my blood pressure(bp).
· Sincerely I don‘t know.
(1) So can you describe how they checked your blood pressure?

(B) How do they check the wellbeing of the baby? I don‘t know how, that‘s just what I have heard
	· The nurses check your blood.
· 	check whether the baby is fine.
· 	I only went to the hospital once in my life to check my blood pressure (BP).
· When I went they just used one instrument to tie my hand and read something and gave me drugs.

They used
· to test blood.
· 	they give drugs you take daily.
· delivery
	· -check your blood.RS1.
· Test blood.RS2
· Take blood from finger to test.RS7

· -check the wellbeing of the baby.RS1
· 	Listen to sound from the stomach.RS7

· Check my BP.RS1
· Check Bp .RS7 Check pregnant women.RS4
· Check weight and height.RS7
· Antenatal checks RS4
· -drug prescription to pregnant women RS2.
· Give pregnant women drugs RS4
· Give
them(women) drugsRS6
· Give drugs and injections to mothers.RS8
· Give women drugs and injections in the hand.RS9

87
	

Blood testing.











Maternal checkup


















Drug prescription and administration for pregnant women.
	













Antenatal Care




	
	some people saying. When I went they just used one instrument to tie my hand and read something and gave me drugs.

R2 according to what I have heard they used to test blood and give drugs you take daily then delivery services where they help women to deliver then they give the baby injections in their later visit but pregnancy isn‘t a sickness so no need going to the hospital

R3 I never went to the hospital even
	services where they help women to deliver
· they give the baby injections in their later visit
· 	So I don‘t even know what services they give. except they help complicated issues during delivery.
· 	went because of the pains in my stomach
· l went for antenatal checks.
· 	I know they check the pregnant women and give them drugs.
· 	They deliver
	
· Delivery services.RS2.
· help complicated issues during deliveryRS3
· -deliver

· womenRS6
· Help those that can‘t deliver themselves.RS8

· Give babies injectionRS2
· Give children polio.RS4
· Give children injection.RS4
· -vaccination of infants.RS6
· Give drugs to babies.RS7


· i never went to the hospital.RS3
· -I don‘t know. never tried to know.RS5
· I have never been to the hospital.RS8
· I never bothered to know.RS10
	





-.Delivery services










Postnatal care












No idea.
	





Delivery services










Postnatal services












Ignorant	about services
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	once. So I don‘t even know what services they give except they help people who go there when they have complicated issues during delivery.

R4 I went because of the pains in my stomach not because of the pregnancy,and for antenatal checks I know they check the pregnant women and give them drugs sometimes they deliver women, give the children polio and injections once in a while.
R5 truthfully I don‘t know
and I never
	women; give the children polio and injections once in a while.
· I don‘t know and I never tried to find out.

· 	Know they deliver women and give them drugs.
· 	Deliver mothers and give the children injections when they are born. drugs.
· 	They deliver women; give the children polio and injections once in a while.

· I don‘t
	
	
	



	
	tried to find out.

R6 I know they deliver women and give them drugs, deliver babies and give the children injections when they are born. never been there.
R7 Since I went and was given an appointment to come back I decided not to go back and I was given traditional medicine and then I started feeling better because the vomit reduced gradually and I became stronger. I know they take blood from your finger to test,
then they
	know and I never tried to find out.
· 	Know they deliver women and give them drugs.
· 	Deliver mothers and give the children injections when they are born.

· I went and was told to come back.
· they take blood from your finger to test,
· 	then they check your blood pressure.
· 	they put something on top of your stomach to listen to the stomach,
· 	check your weight and
	
	
	



	
	check your blood pressure if you go for antenatal they put something on top of
your stomach to listen to the stomach, check your weight and height and even your urine they check but I don‘t know what they are looking for then they give you drugs.
R8 They used to help people that can‘t deliver themselves and give drugs and injections to the mothers and babies
that‘s all I know but I have never being there. R9 I don‘t really know
but they give
	height. 51) even your urine they check
· They used to help people that can‘t deliver themselves.
· and give drugs and injections to the mothers and babies.
· I have never being there.

· Don‘t really know but they give women
· drugs and injections in the hands.

· 	Know they have services to offer but never been interested to know what it is.
	
	
	



	






















Question 2: Can you tell me your sources	of information on maternal health services?
	women drugs and injections in the hands. never been there.
R 10 I know they have services to offer but never been interested to know what it is.




R1 My step daughters. R2 My
husband. R3 Nobody R4 My
husband who works at the hospital.
R5 My aunt. R6 My
mother. R7 My
husband. R8 My
husband. R9My friends. R10 My
husband.
	






















· My step daughters.
· My
husband.
· Nobody I don‘t know about the services delivered there.
· My
husband who works at the hospital.
· My aunt.
· My mother.
· My
husband.
· My
husband
· My friends
· My
husband.
	























· -Spouse.RS2
· -Spouse.RS4
-Souse RS7
· -Spouse.RS8
· -Spouse RS10

· Relations.RS1
· -Blood relationsRS5
· -Blood relations.RS6

· -Friends.RS9


· -NIL.RS3
	

























Spouse






Blood relations




Friends
	


































Social network







No source



	

Question 3: How do you get information on maternal health service you use?
	

R1 I had a safe delivery so there was no need to even ask further than my step daughters.
R2 health personnel at Rimindoko (primary health centre) in Zaria
.Because they know much about maternal health.
R3 I don‘t consult anybody can‘t discuss that with anybody R4 My
husband because he is a learned personnel.
R5 My aunt because we are almost same age but she has a
 baby already
	

· I had a safe
-delivery so there was no need to even ask further than my step daughters.
· Health personnel at Rimindoko (primary health centre) in Zaria. Because they know much about maternal health.
· I don‘t consult anybody.
· don‘t consult anybody can‘t
discuss that with anybody
· My
husband because he is learned personnel.
My aunt because we
· are almost same age but she has a baby already and she‘s my friend.
· My mother
	


· -Health personnel
· experience on maternal health.RS2
· -my husband.
A learned personnel.RS4

· -step daughters.
-more
experienced.RS1
· -my aunt:
An experienced mom and friend.RS5
· -my mum. Shes experienced
RS6
experienced mothers.RS1

· -my friends with children.
· I-trust them.RS9
· -my friends. ExperiencedRS7


· -My husband.
· -I‘m his responsibilityRS 8
· -MY
husbandRS1

· -nobody too difficult to divulge.RS3
	





formal sources, Learned persons













Informal sources I trust and They are experienced mothers.











Informal sources
responsibility










NOBODY
	






Formal sources














Social network



















No access



	
	and she‘s my friend.
R6 My
mother because of her experience
R7 My friends or husband since we all live together and trust each other
R8 My
husband because he is responsible for me.
R9 My friends because they are experienced they have children already.
R10 I can consult my husband but if there is a need I will just consult those with experience like mothers (those with babies.)
	her experience.
· My friends or husband since we all live together and trust each other.
· 	My husband because he is responsible for me.
· My friends because they are experienced they have children already.
· 	I can consult my husband but if there is a need I will just consult those with experience like mothers (those with babies.
	
	
	



	

Question 4:.what is your experience being pregnant for the first time?
	

R1 when I found out I was pregnant i still saw little blood in the first two months then getting up in the morning was a serious struggle, especially because the sleep was never enough so I feel sleepy all the time.
When I feel sleepy I just sleep Whenever I wake up I do my chores. R2	I missed my monthly flow completely but what I am experiencing now is that I eat so much, even when I eat, within a
short time I
	

· I still saw blood in the early months.
· Getting up in the morning was a serious struggle.
· The sleep was never enough.
· I feel sleepy all the time.
· I missed my monthly flow completely
· I eat so much.
· 	when I eat, within a short time I feel hungry again.
· Eating so much is my worry.
· I feel tired at times.
· Sleep a lot.
· my period has gone too.
· don‘t see my monthly flow anymore.
· 	Having stomach pain continuousl y for a very long time.
· 	The period disappeared
	

· I still saw blood in the early months.RS1


· I missed my monthly flow completelyRS2
· My period has gone too.RS3
· don‘t see my monthly flow anymore.RS4
· The period disappeared.RS5
· I stopped seeing my monthly flow.RS6
my monthly flow stopped.RS7
· first my period disappeared.RS8
· I stopped seeing my monthly flow RS9
· my period stopped.RS10

· -Struggles to wake up in the morning due to pregnancyRS1
· -wanting more sleep.R1.
· - I sleep a lot RS3
· -so much food consumption.RS2
.
· -excess food intake.RS2
· -always hungry.RS2
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cravings



	
	feel hungry again. even when I eat, within a short time I feel hungry again. Eating so much is my worry, I don‘t feel sick at all. R3	I don‘t really feel any different or change at all except I feel tired at times, sleep a lot and my period has gone too.
R4 I don‘t see my monthly flow anymore and another experience I was having is stomach pain continuously for a very long time. I went to the hospital (rimindoko) from there I was referred to Gambo
Sawaba
	· 	i usually had headaches very serious headaches.
· 	I stopped seeing my monthly flow.
· 	Usually get irritated easily from aroma of some food, which makes me throw up.
· 	Found out that the smell of soap or some particular foods irritates me too.
· 	my monthly flow stopped.
· in the early months I would vomit violently.
· 	When I ate it will be vomited and sometimes even when I sip water I still vomit
· 	I start my day with vomiting whether I eat or not.
· at the later stage I wee continuousl y as if my bladder was always full.
	

· -Having prolonged stomach ache RS4
· -Having unbearable headachesRS5

· -Often irritated from aroma of food.RS6
· -irritated from smell of soap
.RS6

· -Vomits due to pregnancyRS7
· -vomits in the early stage of pregnancyRS7
· -vomits as a result of food intake.RS10
· -Nausea .RS10
· -Easily vomits as a Result of irritation/smellsR S6
· -energetic when pregnantRS8
· sometimes weak due to pregnancyRS3
-keeps mouth busy by chewing to avoid spittingRS9
· -always pouring out too much
saliva. RS9. I

· wee continuously as if my bladder was always full.RS7
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	general hospital for a scan where they detected a growth in my stomach and gave me drugs for it. R5The period disappeared. When I was pregnant I usually had headaches very serious headaches to cure the headaches we have plants that are used as herbs for drinking or burnt and inhale the smoke called
―turare‖ we also have herbs that we rub on the head to cure the ache
called ―shafi‖ and sometimes the religious
―kamu‖ also
helps a lot.
	· 	first my period disappeared
· 	felt much energized when I was pregnant.
· 	I stopped seeing my monthly flow
· 	usually pour out too much saliva.
· 	I always chew to avoid spitting

· my period stopped,
· I Feel nausea.
· I vomit a lot
	
	
	



	
	R6 I stopped seeing my monthly flow, I usually get irritated easily from aroma of some food, which makes me throw up. And I found out that the smell of soap or some particular foods irritates me too.
R7 my monthly flow stopped then when I was pregnant for the early months I would vomit violently.
When I ate it will be vomited and sometimes even when I sip water I still vomit. When I wake up in the morning I start my day
with vomiting
	
	
	
	



	
	whether I eat or not. Then when I eat it also comes
out. I did‘nt do anything about it until it‘s about four months then I was given herbs (tazargaje) to drink. But at a later stage I wee continuously as if my bladder was always full.
R8	at first my period disappeared, then I noticed I really felt energized when I was pregnant then I urinate a lot when the pregnancy was older. I had the baby peacefully until we lost him.
R9  I stopped
seeing my
	
	
	
	



	
	monthly flow. I usually pour out too much saliva as you can see my mouth is never dry. I always chew. I went to the hospital but they did not have any thing that could stop the saliva so I just take lime and lick continuously that‘s how we prevent the saliva locally. R10 my period stopped,I feel nausea, and vomit a lot. I went to the hospital and got drugs.
	
	
	
	



	

QUESTION 5:
share with me any reasons that can hinder you from utilizing the services available at the PHC when having your baby
	

R1I delivered at home I had a very big tummy and so couldn‘t even comfortable sit on the motor bike and especially with labour. We don‘t have any vehicle in the whole village. So I didn‘t even have any option.
R2 I have been praying very hard and INSHA
ALLAH I will have my baby at home because going to the hospital means there are complications so I don‘t want any complications. insha Allah I would be
delivered
	

· I delivered at home I had a very big tummy and so
couldn‘t even comfortable sit on the motor bike and especially with labour.
· We don‘t have any vehicle in the whole village so I didn‘t even have any option.
· 80)I have been praying very hard and insha ALLAH.
· 81) I will have my baby at home because going to the hospital
	

· -very large tummy.
-lack of vehicle.
Sitting on a bike not convenient.
in labor painsRS1
· at home by Allah‘s will to avoid going on a bike.RS9

· it has to be the hospital .RS4
· Going to the hospital means complication.RS 2
· -delivery is easier at home.RS3
· -everyone delivers at home.RS5
· -we have local midwives.
· -I will deliver at home.RS6
· -when God brings an easy delivery it‘s at home.RS7
· -praying fervently
· -will have the baby at home.RS2
· suggested by co- wife not acceptable.
· -delivered at home.
· -lost the baby.RS8
· -to avoid strangers looking
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Prefers to Deliver at home because believes it‘s easier and everyone does so. Believes only God can
Bring relief through prayers not the PHC.
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	safely at home.
R3 At home of course because delivery is easier at home.
R4 it‘s the hospital definitely. because already I have issues
R5 Everyone around here delivers at home when it‘s time to deliver so why should I go to the hospital.
R6 when the time
Comes, but at home is more likely because we have local midwives who assist in the delivery.
R7 when God brings an easy delivery why should you go
to the
	means there are complicatio ns.
· 	insha Allah I would be delivered safely at home.
· At home of course because delivery is easier at home.



· 	It‘s the hospital definitely.

· 	Everyone around here delivers at home .
· 	At home is more likely because we have local midwives who assist in the delivery.
· 	when God brings an easy
	at her nudity.RS10.
	
	



	
	hospital?
R8  I didn‘t deliver in the hospital because my comate suggested it and I believe she can‘t want anything good for me,actually the labor was prolonged
that‘s why she suggested the hospital but I refused even though eventually the baby died immediately after birth‖.
R9 if Allah brings safe delivery I will prefer home. The trouble of going to the hospital on a bike is the reason I won‘t want to go to the hospital. R10 how can I go to the
hospital to
	delivery why should you go to the hospital?
· 	I didn‘t deliver in the hospital because my co wife suggested it.
· 	If Allah brings safe delivery I will prefer home.
· 	The trouble of going to the hospital on a bike is the reason I won‘t want to go to the hospital.
· 	How can I go to the hospital to expose my nudity to people I don‘t know? I prefer to have my baby at
	
	
	



	
	expose my nudity to
people I don‘t know? I prefer to have my baby at home.
	home.
	
	
	



Appendix C
Themes, Categories and Subcategories by Frequency and Percentage frequency.

	Research question 1
	Theme 1
	categories
	subcategories
	frequency
	Percentage%

	What services available at the  hospital
do	the
primigravida know about?
	Services
	Antenatal services
	Blood testing
	3
	10.7

	
	
	
	Maternal
checkup
	6
	21.4

	
	
	
	Drug prescription and
administration
	5
	17.9

	
	
	Group total
	14
	50%

	
	
	Delivery
services
	Complicated
deliveries
	5
	17.9

	
	
	Group total
	5
	17.9%

	
	
	Postnatal
services
	Vaccinate
babies
	5
	17.9

	
	
	Group total
	5
	17.9%

	
	
	No idea
	
	4
	14.3

	
	
	Group total
	4
	14.3%

	
	
	Groups total
	28
	100.1%




Table 2: Themes, Categories and Subcategories by Frequency and Percentage frequency.
	Research question 2
	Theme 2
	categories
	Sub categories
	frequency
	percentage

	which sources of information on	maternal health	are
available	to primigravida in	Fatima village
	source	or
sources	of information on	maternal health services
	Social network
	spouse
	5
	50%

	
	
	
	relatives
	3
	30%

	
	
	
	friends
	1
	10%

	
	
	
	No one
	1
	10%

	
	
	Groups total
	
	10
	100%

	Research question 3
	Theme 3
	categories
	Sub categories
	frequency
	percentage



	How do you get information on	maternal health	you use
	Access	to information
	Informal sources
	Family	and friends
	8
	80%

	
	
	Formal source
	Learned Personnel
	1
	10%

	
	
	No access
	No access
	1
	10%

	
	
	Group total
	
	10
	100%






Table 4: Themes, Categories and Subcategories by Frequency and Percentage frequency.
	Research question 4
	Theme 4
	categories
	Subcategories
	frequency
	Percentage
%

	What		are experiences of	mothers pregnant for the		first time?
	Symptoms
	Periods
	Missed periods
	9
	36

	
	
	
	Spotting
	1
	4

	
	
	Group total
	10
	40%

	
	
	cravings
	food
	1
	4

	
	
	
	sleep
	2
	8

	
	
	Group total
	3
	12 %

	
	
	Pains
	Stomach pains
	1
	4

	
	
	
	Headaches
	1
	4

	
	
	Group total
	2
	8 %

	
	
	Altered  sense
of smell
	irritation
	1
	4

	
	
	Group total
	1
	4%

	
	
	Morning
sickness
	vomits
	4
	16

	
	
	Group total
	4
	16 %

	
	
	Body changes
	Energized
	1
	4

	
	
	
	weak
	1
	4

	
	
	Group total
	2
	8%

	
	
	Spitting
	
	1
	4

	
	
	Group total
	1
	4%

	
	
	Frequent
urination
	Urinating
continuously
	2
	8



	
	
	Group total
	2
	8 %

	
	
	Groups total
	25
	100%

	
	1b) How do you overcome	your pregnancy challenge concerning maternal health?
	
medication
	Orthodox medication
	1
	10

	
	
	
	Unorthodox medication
	8
	80

	
	
	indifferent
	Adamant
	1
	10

	
	
	Group total
	10
	100%




Table 5: Themes, Categories and Subcategories by Frequency and Percentage frequency.
	Research question 5
	Theme 5
	Categories
	Subcategories
	frequency
	Percentage
%

	Reasons that hinder primigravida from utilizing maternal health services
available
	Barriers
	Inconvenient mobility
	Absence of vehicles in the village
	2
	18.2

	
	
	Belief/sentiments
	Hospital	is
only	for
complicated deliveries
	8
	72.7

	
	
	No hindrance
	Hospital	only option
	1
	9.1

	
	Group total
	
	
	11
	100 %



Appendix D
Map Showing the Distance to the General Hospital in Fatima

[image: ]

This is a map showing the distance from Fatima to the general hospital. It is the nearest hospital to the village and there is no primary health centre within a distance of less than 10 km.
Source: Google maps
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