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ABSTRACT

Background: The World Health Organization states that about 15% of anticipated births worldwide will result in life-
threatening complications during pregnancy, delivery, or postpartum. Because of the erratic nature of childbirth, emergency
obstetric care has been called the bedrock in the arch of safe motherhood. Health workers are expected to possess good
knowledge and appropriate practices to offer the signal functions that are the interventions for treating major causes of maternal
complications and resuscitation of the newborn after delivery. Aim: This study aimed to determine the knowledge and practice
of basic emergency obstetric and newborn care (BEmONC) among health workers in primary health facilities in Sokoto State,
Nigeria. Methods: A cross-sectional study was conducted among 216 randomly selected health workers in the primary health
facilities in Sokoto State, Nigeria. A structured self-administered questionnaire was used to collect data on the research variables.
Data were analyzed using the IBM SPSS version 25 statistical computer software package. Results: Less than half of respondents
had good knowledge (46.3%) and adequate practice (49.3%) of BEmONC with cadre being the sole predictor. Unskilled health
workers were 99.2% less likely to have good knowledge of EmONC (aOR: 0.008; 95% CI: 0.002 - 0.027; p < 0.001) and 78.0% less
likely to have adequate practice of EmONC (aOR: 0.022; 95% CI: 0.008 - 0.057; p < 0.001) as compared to the skilled health
workers. Conclusion: This study showed that less than half of the respondents had good knowledge and adequate practice of
basic EmONC with cadre being the sole predictor. The Sokoto State Primary Health Care Development Agency in conjunction
with the Sokoto State Ministry of Health should provide a sufficient number of skilled health workers for the primary health
facilities in the state in addition to organizing periodic on-the-job training for them.
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INTRODUCTION

Mothers give and protect lives; they encourage the
growth or development of potentials and render support
to their communities in various ways based on their
capabilities. However, for many women worldwide,

countries from highly preventable causes.? It is because
of the erratic nature of childbirth that emergency
obstetric and newborn care (EmONC) has been called
the bedrock in the arch of safe motherhood.*

bringing children into the world can be at the detriment
of their lives because of the uncertainty of the birth
outcome.! The high number of maternal and neonatal
deaths in some areas of the world is evidence of
inequities in access to health services and highlights the
wide gap between the rich and poor.! About 2.7 million
newborn babies die every year; in addition to this,
another 2.6 million are stillborn, most of which die at
home due to lack of skilled care that could greatly
increase the possibility of them staying alive.2 Most of
these newborns die in rural areas of underdeveloped

The EmONC care package addresses the main causes of
maternal and eatly neonatal deaths.> The World Health
Organization (WHO) estimates that at least 88—98% of
maternal and neonatal deaths can be averted with timely
access to existing EmONC interventions.The quality of
care in EmONC institutional and staff
preparedness in the provision of appropriate emergency
services while responding to the needs and rights of the
clients. These include having skilled staff, functional
equipment and supplies, and adequate
infrastructure.”Health workers’ preparedness to provide

involves
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EmONC is the most critical element in the provision of
quality care, in that they must have the knowledge and
adequate skills to recognize an obstetric emergency and
then respond appropriately.” Health workers” knowledge
and practice in EmONC services are important,
especially in primary health facilities in countries with a
high burden of maternal and neonatal mortality, because
for most people, the primary healthcare centres (PHCs)
are the only health facilities they can access.”

There are pieces of evidence from studies that in
developing countries at least 15% of all pregnancies are
expected to require emergency intervention, and the
outcome of the majority of the attendant complications
are unpredictable.$Hence, deliveries should occur in
facilities where health workers can provide appropriate
management for complications during delivery.!? Almost
100% of births in developed countries occur with skilled
birth attendants (SBAs), but more than half of births in
sub-Saharan Africa still take place without the aid of
SBAs.1112 According to NDHS 2018, only 39% of births
in Nigeria and 7.8% of deliveries in Sokoto State,
Nigeria take place in health facilities. Only 43% of births
in Nigeria and 9.2% of deliveries in Sokoto State,
Nigeria are assisted by an SBA.1"There are more SBAs in
secondary and tertiary healthcare facilities than primary
healthcare facilities.!” The majority of health workers in
PHC facilities across all states in Nigeria are Community
Health Extension Workers (CHEWS).1314  When
complications occur, a timely diagnosis and appropriate
intervention, both of which require good knowledge,
practice and skills can prevent death, morbidity, and
severe disability.'>!SMany of the health workers in the
primary health facilities lack the knowledge and skills
that are necessary to prevent, recognize and manage the
major causes of maternal and newborn deaths.!”-8

A cross-sectional study in Banke, Nepal, found that the
majority (89%) of auxiliary nurse midwives had good
knowledge of maternal and newborn care.!” A study in
Ethiopia showed that 88% had poor knowledge of
danger signs and complications in pregnancy.?’ A study
in southwest Nigeria showed that 91% of health workers
had poor knowledge of EmOC.2! Another study in
Rivers State, Nigeria showed that 28.9% urban and
16.4% rural health workers had good knowledge of
EmONC.2 A study in Nigeria showed the most
common signal function performed in the primary
health care centers was manual removal of placenta
(66.7%), followed by administration of parenteral
oxytocics (65.0%) and antibiotics (63.3%0).23

Due to the shortage of skilled manpower in Sokoto
State, Community Health Extension Workers (CHEWS)
are trained alongside Community Health Officers
(CHOs), nurses, and midwives through the modified
life-saving skills to conduct deliveries and perform the
basic EmONC signal functions.?*?> Despite the need to
proffer solutions to the health workforce shortage, it is
important to have providers with good knowledge and
adequate practice providing basic EmONC services,
particularly in places with a high burden of maternal and
newborn mortality like Sokoto State. This study will
provide data on the level of knowledge and practices of
health workers in offering EmONC services, especially
as the majority of the health workers in the primary
health facilities in the state are not statutorily expected to
take deliveries but are now part of the workforce in the
maternity units of these facilities. This study was
conducted to determine the knowledge and practice of
basic emergency obstetric and newborn care among
health workers in primary health facilities in Sokoto
State, Nigeria.

MATERIALS AND METHODS

Study Design and Population

This cross-sectional study was carried out in Sokoto
State, Nigeria from April to June 2019. The state is made
up of twenty-three Local Government Areas (LGAs) of
which four are metropolitan.?The study population
comprised midwives, nurses, CHOs, SCHEWSs and
JCHEWSs offering maternity services in the primary
healthcare facilities in the state. All those who have been
in the maternity unit of the respective facilities for at
least 6 months before the commencement of the study
were considered eligible and enrolled into the study,
while those who were on leave at the commencement of
the study were excluded.

Sample Size Estimation and Sampling Technique
Two hundred and sixteen eligible participants were
selected by a two-stage sampling technique and enrolled
into the study following sample size estimation. In stage
1, two of the three senatorial zones in the state were
selected by simple random sampling using the balloting
option. In stage 2, four of the eight LGAs in each of the
selected senatorial zones were selected by simple random
sampling using the balloting option. All the 10 primary
health facilities in each of the selected LGAs (making a
total of 80) were used as study centers. Also, all the
eligible health workers in the maternity unit of the
selected primary health facilities were enrolled into the
study.
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Data Collection and Analysis

A structured interviewer-administered questionnaire was
adapted from the instrument used in previous
studies!>!%27-31 and used to obtain information on the
respondents’ socio-demographic characteristics, and
their knowledge and practices regarding EmONC. The
questionnaire was reviewed by senior researchers in the
Department of Community Health, Usmanu Danfodiyo
University Sokoto, Nigeria to ascertain content validity.
Ten Community Health Officers (CHOs) 20d year
students were recruited as research assistants and trained
on the objectives of the study, selection of study
subjects, field activities and questionnaire administration.
The questionnaire was pretested on 12 health workers in
Wurno LGA (being one of the LGAs that were not
selected for the study) by the principal researcher and
the research assistants (after their training).

Knowledge of EmONC was assessed on a 69-item scale,
one point was awarded for a correct response, while a
wrong response or none response received no point; this
gives a minimum of 0 and a maximum of 69 points.
Those who scored = 35 points were graded as having
good knowledge, while those who scores < 35 points
were graded as having poor knowledge. Practice of
EmONC was assessed on a 30-item scale, one point was
awarded for observing a practice, while zero was
awarded for not observing it; this gives a minimum of 0
and a maximum of 30 points. Those who scored = 15
points were graded as having adequate practice, while
those who scores < 15 points were graded as having
inadequate practice. Data were analyzed using the IBM
SPSS  version 25.0 statistical software package.
Quantitative variables were summarized using mean and
standard deviations, while qualitative variables were
summarized using frequencies and percentages. Binary
logistic regression analysis was used to determine the
predictor of good knowledge and adequate practice of
EmONC. All levels of statistical significance were set at
» <0.05.

Ethical Consideration

Ethical approval for the study was obtained from the
Research and Ethics Committee of Sokoto State
Ministry of Health, Sokoto, Nigeria. Permission was
obtained from the State Primary Health Care
Development Agency before proceeding with the study,
while informed consent was obtained from the
participants.

RESULTS

Socio-demographic characteristics of respondents
The ages of the respondents ranged from 20-62 years
with a mean age of 34.6 * 8.9 years and majority of
them 133 (61.6%) were aged 30-49 years. Majority of the
216 respondents were females 179 (82.5%) and married
176 (81.4%). Most of the respondents 200 (92.6%) were
Moslems, and the majority of them were Community
Health Extension Workers 135 (62.5%) and have being
in practice for less than 10 years 128 (59.3%). Less than
a half of respondents 95 (44.0%) attended a training
program on EmONC in the past one year [Table 1].

Table 1: Socio-demographic characteristics of

respondents
Variables Frequency (%) n =216
Age group (years)
20-29 67 (31.0)
30-39 85 (39.4)
40-49 48 (22.2)
50-59 13 (6.0)
=60 3(1.4)
Sex
Male 37 (17.1)
Female 179 (82.9)
Religion
Islam 200 (92.6)
Christianity 16 (7.4)
Marital status
Single 34 (15.7)
Married 176 (81.4)
Separated 1(0.5)
Divorced 4(1.9)
Widowed 1(0.5)
Cadre
Midwife 19 (8.8)
Nurse 15 (6.9)
CHO 47 (21.8)
SCHEW 64 (29.6)
JCHEW 71 (32.9)
Years of practice
<10 128 (59.3)
210 88 (40.7)
Attended training on EmONC 95 (44.0)

in the past one year

Respondents’ knowledge of types and components
of EmONC

None of the respondents knew the types of EmONC.
Although, the majority of the 216 respondents knew
parenteral oxytocin 138 (63.9%), assisted vaginal delivery
134 (62.0%) and manual removal of placenta 128
(59.3%) as a component of EmONC, only about a third
of them knew neonatal resuscitation 65 (30.1%), blood
transfusion 85 (39.4%), and caesarean section 69 (31.9%)
as components of EmONC (Table 2).
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Table 2: Respondents’ knowledge of
components of emergency obstetric and
newborn care

Variables Correct responses
Frequency (%) n =216

Types of EmMONC 0 (0)

Components of EmONC
IV antibiotics 109 (50.5)
IV anticonvulsants 121 (56.0)
IV oxytocin 138 (63.9)
Assisted vaginal delivery 134 (62.0)
Manual removal of placenta 128 (59.3)
Removal of retained product 53 (24.5)
Neonatal resuscitation 65 (30.1)
Blood transfusion 85 (39.4)
Caesarean section 69 (31.9)

Respondents’ knowledge of causes of maternal
mortality and complications averted by EmONC
Whereas, the majority of the 216 respondents knew
postpartum haemorrhage 138 (63.9%), eclampsia 147
(68.1%) and obstructed labour 131 (60.6%) as direct
causes of maternal mortality, only 51 (23.6%) knew that
malaria is not a direct cause of maternal mortality, and
the most commonly identified complications that can be
averted by EmONC were haemorrhage 136 (63.0%) and
pre-eclamppsia/eclampsia 134 (62.0%) [Table 3].

Table 3: Respondents’ knowledge of causes of
maternal mortality and complications averted by
EmONC

Variables Frequency (%) n =216

Causes of maternal mortality

Postpartum haemorrhage 138 (63.9)
Postpartum psychosis 50 (23.1)
Eclampsia 147 (68.1)
Prepartum migraine 36 (16.7)
Sepsis 116 (53.7)
Obstructed labour 131 (60.6)
Septic abortion 100 (46.3)
Malaria 51 (23.6)
Anaemia 90 (41.7)
Multiple gestation 115 (53.2)
Seizures 67 (31.0)

Complications  averted by

EmONC
Haemorrhage 136 (63.0)
Pre-eclampsia/Eclampsia 134 (62.0)
Malaria in pregnancy 81 (37.5)
Prolonged obstructed labour 113 (52.3)
Sepsis 100 (46.3)
Foetal distress 103 (47.7)

Respondents’ knowledge of management of the
commonest causes of maternal and neonatal
mortality

The majority of the 216 respondents knew that oxytocin
is used in the management of post-partum haemorrhage
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142 (65.7%). Depressed breathing was the most
commonly known sign of birth asphyxia 171 (79.2%),
while weakness was the least known sign of birth
asphyxia 107 (49.5%). Less than a half 100 (46.3%) of
them had good knowledge of the management of the
commonest causes of maternal and neonatal mortality

(Table 4).

Table 4 Respondents’ knowledge of
management of commonest causes of maternal
and newborn mortality

Variables Frequency (%) n
=216
Eclampsia
IV fluids 134 (62.0)
IM MgSO, (5g on each buttock) 134 (62.0)
IV MgSO, (59) 39 (18.1)
IM MgSO, (5g on alternate 54 (25.0)
buttock)
Postpartum haemorrhage
IV fluids 98 (45.4)
Oxytocin 142 (65.7)
Antibiotics 98 (45.4)
Refer 106 (49.1)
Obstructed labour
IV fluids 131 (60.6)
IM MgSO, (5g on each buttock) 67 (31.0)
Oxytocin 125 (57.1)
Antibiotics 151 (69.9)
Caesarean section 116 (53.7)
Refer 161 (74.5)
Birth asphyxia signs and
management
Depressed breathing 171 (79.2)
Weakness 107 (49.5)
Increased heart rate 154 (71.3)
Cyanosis 142 (65.7)
IV fluids 101 (46.8)
Suctioning 166 (76.9)
Use of face mask/ambu bag 174 (80.6)
Refer 165 (76.4)
Overall knowledge grade
Good knowledge 100 (46.3)
Poor knowledge 116 (53.7)

Respondents’ practice of basic EmONC signal
functions and routine observation and practices
during labour

Only 79 (36.6%) of the 216 respondents often looked
out for convulsion in pregnant women. About half of
the respondents 115 (53.2%) often looked out for high
blood pressure in pregnant women. Also, half of the
respondents 109 (50.5%) often looked for oedema in
pregnant women (Table 5).

Sixty-eight (31.5%) of the respondents routinely use
partograph to monitor the progress of labour. The most
commonly performed signal function was patrenteral
oxytocic 153 (70.5%), less than half 91 (42.1%) had
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performed manual removal of placenta in the past 3
months, and less than half, 106 (49.1%) of the 216
respondents had adequate practice of basic EmONC
signal functions (Table 06).

Table 5: Respondents’ routine observation for
danger signs in pregnant women
Danger signs Frequency (%) n =216

Vaginal bleeding 109 (50.5)
Prolonged labour 104 (48.1)
Convulsion 79 (36.6)
Oedema 109 (50.5)
Anaemia 111 (51.4)
High blood pressure 115 (53.2)
Fetal heart rate 89 (39.4)
Malpresentation 76 (35.2)
Severe headache 91 (42.1)
Severe vomiting 91 (42.1)
Offensive vaginal discharge 101 (46.8)
High fever 111 (51.4)
Low blood pressure 91 (42.1)
Blurred vision 79 (36.6)
Abdominal pain with fainting 77 (35.6)
attack

Burning epigastric pain 74 (34.3)
Premature rupture of 82 (38.0)
membrane

High pulse rate 85 (39.4)

Predictor of knowledge and practice of EmONC
among respondents

The only predictor of good knowledge and adequate
practice of basic EmMONC among the respondents was
their cadre. Unskilled health workers (i.e., SCHEWSs and
JCHEWs, as they were not statutorily trained to perform
EmONC functions) were 99.2% less likely to have good
knowledge of EmONC (aOR: 0.008; 95% CI: 0.002 —
0.027; p < 0.001) and 78.0% less likely to have adequate
practice of EmONC (aOR: 0.022; 95% CI: 0.008 —
0.057; p < 0.001) as compared to the skilled health
workers [Table 7].

DISCUSSION

This study assessed the knowledge and practice of basic
emergency obstetric and newborn care among primary
healthcare workers in Sokoto State, Nigeria. Majority of
the health workers in this study were CHEWS, and this
is similar to finding in a study conducted in the
southwestern part of Nigeria,?! but differs from the
finding in a study conducted in Rivers State?? where
most of the respondents were midwives/nurses.

Table 6: Respondents’ practice of basic
emergency obstetric and newborn care signal
functions and routine observation and practices
during labour
Danger signs

Frequency (%) n =216

Used partograph routinely 68 (31.5)
Parenteral antibiotics 145 (67.1)
Parenteral oxytocics 153 (70.8)
Manual removal of placenta 91 (42.1)
Removal of retained products 122 (56.5)
Newborn resuscitation 99 (45.8)
Inadequate dilatation of the 158 (73.1)
cervix
Irregular uterine contraction 164 (75.9)
Discharge of bloody mucus 154 (71.3)
Breaking of water/rupture of 150 (69.4)
membrane
Immediate oxytocin 202 (93.5)
Controlled cord traction 212 (98.1)
Overall practice grade
Adequate practice 106 (49.1)
Inadequate practice 110 (50.9)

The preponderance of CHEWSs in this study and among
the health personnel of the state may be because their
emolument is less than those of nurses/midwives,
making it economically expedient for government to
employ more CHEWSs as compared to the other health
workers in the state’s health workforce.

Within the past one year, less than half of the
respondents in this study had received training on
EmONC, implying that their exposure to in-service
training on EmONC was inadequate. It is therefore not
surprising that none of them could mention the types of
EmONC, and most of them did not know the
components of basic EmONC. This contrasts with the
findings from a study in Rivers State, Nigeria where
most of the respondents could mention the types and
identify the components of EmONC.22 The dissimilarity
may be attributed to the frequency of training, and the
cadre of respondents. Not knowing the types and
components of EmONC means they would not also
know what complications they are expected to manage
and the ones to refer to the next level of care. This is
dangerous because a woman who needs to be referred
may be retained at the PHC level where they lack the
facilities and skills to manage her condition which could
result to death, thereby increasing maternal and neonatal
deaths. These findings underscore the need for the State
Primary Healthcare Development Agency to organize
petiodic on-the-job training particulatly on EmONC for
the primary healthcare workers in the state in
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Table 7: Predictor of knowledge and practice of EmMONC among respondents

Variables Knowledge Practice
aOR 95% ClI p-value aOR 95% ClI p-value
Lower upper lower upper
Age
0.700 0.235 2.080 0.520 1.417 0. 516 3.896 0.499
(<40 vs > 40%)
Sex
0.633 0.229 1.750 0.378 0.965 0.364 2.557 0.943
(Female vs Male*)
Marital Status
. . 0.730 0.256 2.086 0.557 0.991 0.367 2.677 0.985
(Unmarried vs Married*)
Religion
o 0.573 0.097 3.391 0.540 1.655 0.442 6.203 0.455
(Islam vs Christianity*)
Cadre
. . 0.008 0.002 0.027 <0.001* 0.022 0.008 0.057 <0.001**
(Skilled vs Unskilled*)
Years of practice
0.958 0.556 1.650 0.878 0.958 0.556 1.650 0.878

(<10yrs vs 210yrs*)

aOR = adjusted Odds Ratio;

conjunction with the State Ministry of Health, Non
Governmental Organizations, and other stakeholders
who are involved in promoting maternal and child

health.

The most identified major cause of mortality by the
respondents in this study was eclampsia followed by
postpartum haemorrhage; this is similar to the finding in
a study in south-south Nigeria which reported
haemorrhage topping the list followed by pregnancy-
induced hypertension.?? The risk factors for
haemorrhage are common in the study area; hence the
health workers are faced with many cases of
haemorrhage. Majority of the respondents did not know
that malaria is an indirect cause of maternal mortality.
This is a direct contrast from the finding in a similar
study in southern Nigeria, where 69.9% of respondents
could identify malaria as an indirect cause of maternal
mortality.?? Since malaria is endemic in Nigeria, it’s a
common presentation of pregnant women at various
health facilities, it is erroneously assumed by many to be
a major direct cause of maternal mortality. The majority
of the respondents knew that haemorrhage and
eclampsia could be averted by BEmONC. This may not
be surprising as they knew that haemorrhage and
eclampsia were major causes of maternal mortality. Their
knowledge of this may improve their response when
they encounter patients with these conditions, which
may help in reducing deaths as a result of haemorrhage
and eclampsia.

Cl = Confidence Interval; * Reference group; **Significant (p < 0.05)

The least reported assessment from a partograph by the
respondents in this study was dehydration in mother,
this is also similar to the finding of the study conducted
in Ethiopia.?? The majority of the respondents did not
know the correct dosage of intravenous MgSOy for the
management of eclampsia. The dosage was changed to
5g and the majority of the respondents still considered it
to be correct. An overdose of drugs could result to other
complications which may affect the newborn’s health,
hence, prolonging their hospital stay. Only a quarter
knew that the drug should be given on alternate
buttocks. This may be because they only administer a
loading dose of MgSOy and refer. This increases the
workload for health workers at the next level of care. It
is imperative for midwives and nurses to acquire the
basic knowledge and skills that are required to manage
eclampsia. To achieve this, training institutions should
pay sufficient attention to it in their training curriculum,
while heads of institution and policymakers should
facilitate periodic on-the-job training on how to carry
out this function effectively when the need atises.

More than half of them thought antibiotics should be
given as part of the management for postpartum
haemorrhage and obstructed labour. The severity of an
illness is perceived to be higher when a patient receives
intravenous fluids and antibiotics. Many health workers
often consider a management regimen incomplete when
antibiotics are not administered. Studies have shown
there is an over-prescription of antibiotics by health
workers, and overuse by the public.333+
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This has contributed to the abuse of antibiotics in
Nigeria; it is also a contributing factor to antibiotic
resistance which could also increase the duration of
hospital stay, increase medical cost, and result to more
deaths.3* About half of them did not know that the
caesarean section is a part of the management for
obstructed labour. This is similar to the finding in a
study in Malawi where only (56.0%) of the respondents
could identify the right management for pre-eclampsia
and eclampsia.’> Not knowing the right management for
certain conditions is endangering the lives of pregnant
women and their newborns; especially when the wrong
management is given, resulting in very devastating
consequences.

Regarding the practice of EmONC, most of the
respondents in this study do not routinely monitor
labour with a partograph. This is less than the finding in
Ethiopia where 57.3% of respondents routinely use a
partograph to monitor a woman in labour.?’For a
woman with prolonged or obstructed labour a timely
decision could save her and her baby with the use of a
partograph. A woman with obstructed labour may die
within 72 hours in the absence of timely intervention.3¢
The most performed signal function by the respondents
in this study was the administration of parenteral
oxytocin, probably because it requires little skill. This is
similar to the finding in a study conducted in six
countries including Nigeria but slightly different from
the finding in a study conducted in Oyo State Nigeria
where the most performed signal function was manual
removal of placenta, followed by administration of
parenteral oxytocin.?>3” Oxytocin has been identified as
the best drug for the prevention of postpartum
haemorrhage, WHO recommends it as the first-line drug
for active management of the third stage of labour.3
Life-threatening conditions may develop spontaneously,
often in previously uncomplicated pregnancies.* Hence,
the need for SBAs to have the capacity to identify
danger signs during pregnancy, labour and delivery; and
provide timely interventions and referral when the need
arises.3

Just about half of the respondents check for bleeding in
their patients. Bleeding remains the number one cause of
death among pregnant women, and all SBAs should
always lookout for it. Without prompt treatment, those
with postpartum and antepartum haemorrhage may die
within 2 and 12 hours respectively.’® Only a third of the
respondents often lookout for convulsion in pregnant
women. Oedema, severe headache, epigastric pain,
blurred vision, and high blood pressure ate
accompanying warning signs for pre-eclampsia and

eclampsia; therefore, they should not be ovetlooked.
Women with eclampsia could die within 2 days if
appropriate and timely intervention is not given.’¢There
is a need for training and retraining of health workers;
also, on the job supervision is necessaty to help improve
their practices.

Less than half of the respondents in this study often
lookout for severe vomiting in pregnant women. Nausea
and vomiting are usual signs in pregnancy, but when it is
severe, it could lead to dehydration, and if it is not
propetly managed can result in shock and possibly death.
Only half and less than half of the respondents were in
check for high fever offensive and vaginal discharge
respectively, these may be pointers to sepsis. Pregnant
women with infection if not given appropriate medical
intervention could die within 6 days.?® All these deaths
are preventable, but if the health workers cannot identify
and manage them properly then women will keep dying
because of sepsis.

Less than half and only a third of the respondents in this
study assess their patients for low blood pressure and
high pulse rate. These are indicators that the patient is in
shock, but most of the respondents overlook these signs.
A patient in shock may be missed because the signs were
not observed and the consequences could be
devastating. Most of the signs that were listed earlier
(hemorrhage, severe vomiting, sepsis, anemia, prolonged
labor, etc.) could lead to shock. A similar study in Nepal
showed that the respondents had good knowledge of the
danger signs, but only 26.0% of them check for and
manage the danger signs seen in  pregnancy
appropriately.!?

The labour practices of the respondents in this study
were fair as most of them often lookout for inadequate
dilatation of the cervix, irregular uterine contraction,
discharge of blood and mucous, and rupture of
membrane. The majority of the respondents gave
oxytocin and performed controlled cord traction as part
of active management of the third stage of labour
(AMTSL), which is ideal. This is similar to the finding in
a study in Rwanda where 80.0% of the respondents gave
oxytocin to women in labour, but the proportion of
respondents who performed controlled cord traction
was low (40.2%).% A study in Nepal showed that check-
up and management when danger signs were seen during
delivery was 11.0%, and during the postnatal period, it
was 15.0%.1° This is different from the findings in this
study where labour practices were better than during
pregnancy.
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While the finding of cadre being the sole predictor of
good knowledge and adequate practice of basic
EmONC in this study with unskilled workers (i.e.,
JCHEWSs and SCHEWS) being less likely to have good
knowledge of EmONC and adequate practice of
EmONC is not surprising as they were not statutorily
trained to perform EmONC functions, it brings to the
fore the need for the state government to ensure that the
maternity units in the primary health facilities across the
state are adequately staffed with skilled birth attendants
in addition to organizing periodic on-the-job training on
how to carry out EmONC functions for them.

CONCLUSION

This study showed that less than half of the respondents
had good knowledge and adequate practice of basic
EmONC with cadre being the sole predictor. The
Sokoto State Primary Health Care Development Agency
in conjunction with the Sokoto State Ministry of Health
should provide a sufficient number of skilled health
workers for the primary health facilities in the state in
addition to organizing periodic on-the-job training for
them.
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