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Abstract
Birth Preparedness and Emergency Readiness (BPER) are vital aspects of antenatal care aimed at reducing maternal and neonatal morbidity and mortality by ensuring women are well-prepared for childbirth and emergencies. This study assessed BPER plans among pregnant women attending antenatal clinics in selected public secondary and tertiary hospitals in Port Harcourt metropolis, Rivers State, Nigeria. A comparative cross-sectional design was used, involving 1,084 participants selected through multi-staged clustered sampling. Data were collected using structured questionnaires and analyzed to explore associations between socio-demographic factors and BPER knowledge, attitude, and practice. Findings showed that the majority of secondary facility respondents were aged 25–29 years (54.45%) compared to 45.2% in tertiary facilities (p = 0.0001). Most had secondary education—63.3% in secondary and 69.0% in tertiary facilities (p = 0.0001). Unemployment was higher in tertiary facilities (42.4%) than secondary (35.6%) (p = 0.0001). Christianity was the predominant religion in both groups, with no significant difference (p = 0.509). Regarding BPER knowledge, 83.4% of secondary and 86.7% of tertiary respondents had good knowledge (p = 0.125). Attitudes were more favorable in tertiary facilities (96.9%) than secondary (89.7%) (p = 0.0001). However, BPER practice was poorer in secondary facilities (84.9%) compared to tertiary (77.1%) (p = 0.001). Factors such as miscarriage history, pregnancy complications, and multiple pregnancies were significantly associated with BPER practice (p = 0.0001). Despite high knowledge and attitude levels, BPER practice remained suboptimal, especially in secondary facilities. The study recommends enhanced education for healthcare providers on key BPER components, skilled birth attendants, emergency transport, financial planning, and blood donation, particularly in secondary healthcare settings.
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Introduction
Birth Preparedness and Emergency Readiness (BPER) is a technique that assists women in considering all available maternal health care services and preparing for any difficulties during pregnancy (Azeze et al, 2019).
Globally, Maternal mortality is unacceptably high. About 260 000 women died during and following pregnancy and childbirth in 2023 (WHO, 2025). Sub-Saharan Africa alone accounted for around 70% of maternal deaths (182 000) (WHO, 2025).
A global report revealed that Nigeria has the highest estimated maternal death rate, accounting for over one-quarter (28.3%) of all estimated global maternal deaths, with approximately 8,200 maternal deaths and a maternal mortality ratio of 1,047 per 100,000 livebirths (WHO, UNICEF, United Nation Population fund and World Bank, 2023). 
Globally, the much attention directed towards reducing maternal mortality yielded some positive fruits during the era of the Millennium Development Goals (MDGs) resulting in about 44% decrease in maternal mortality (WHO, 2016), while the Sustainable Development Goals (SDGs) targets ending preventable maternal mortality by reducing the maternal mortality ratio (MMR) by two-thirds (75%) in 2030 (UNICEF, 2010; WHO, 2014). One of the ways to achieve this could be by the application of the Birth preparedness and emergency (complication) readiness (BPER) approach.
BPER which is among other strategies developed within the framework of Safe Motherhood Initiative (SMI) and Prevention of Maternal Mortality (PMM) programmes of the United Nations (UN) has been recognized as a key component in the reduction of maternal and neonatal mortality (Karkee, Lee & Binns, 2014; Ijang et al., 2019). BPER is a comprehensive package included in the Focused Antenatal Care (FANC) recommended by the WHO in 2002, as an individualised, goal oriented and evidence-based approach to care for pregnant women, with emphases placed on quality of services rendered during visits rather than the number of such visits (JHPIEGO, 2004). It is a process of planning that encourages women and families to make timely decisions before the onset of labour and in case of obstetric complications during pregnancy and delivery (Furaha et al., 2015; Hailu et al., 2011; Ijang et al., 2019). It has a matrix that entails the process of planning for normal birth and anticipating the actions needed in case of an emergency by raising awareness of danger signs, identification of a mode of transport, skilled attendant, where to go in case of complications, and identifying a blood donor (WHO, 2010). All these actions are geared towards improving problem recognition and reducing delays in deciding to seek care (WHO, 2010; Ekabua et al., 2011). It also provides information on appropriate sources of care (promoters and facilities) as well as encourages households and communities to set aside money for transport and service fees, avoiding delays in reaching care caused by the search for funds (Ekabua et al., 2011). 
Maternal mortality remains one of the most pressing public health challenges globally, with disproportionately higher burdens borne by low- and middle-income countries (LMICs). An estimated 300 million women worldwide face the risk of death or complications related to pregnancy and childbirth, with outcomes ranging from immediate health crises to long-term medical conditions. Sub-Saharan Africa records the highest lifetime risk of maternal mortality, with estimates showing 1 in 36 women dying from pregnancy-related causes compared to 1 in 4,900 in developed regions (Olaogun, 2017).
[bookmark: _Hlk206951032]The unequal burden of maternal deaths is primarily due to high fertility rates, inadequate access to skilled birth care, and weak health systems unable to effectively handle pregnancy-related complications. Sub-Saharan Africa accounts for more than two-thirds of global maternal deaths, with an average maternal mortality ratio of 500 per 100,000 live births. Nigeria, as part of Sub-Saharan Africa, has one of the highest MMRs in the world, second only to India. Despite accounting for just 2% of the global population, Nigeria contributes about 19% of global maternal deaths (Olonade et al., 2018). In 2015, Nigeria’s national MMR was estimated at 814 (596–1180) deaths per 100,000 live births, with higher figures reported in regions lacking skilled obstetric care (Olonade et al., 2018). Regional variations within Nigeria highlight stark disparities: reported MMRs include 532 in Ilorin, 772 in Enugu, 1359 in Abakaliki, 2151 in Sokoto, 2420 in Kano, and as high as 2735.6 in Port Harcourt (Ambe, 2022). These deaths predominantly occur during labor and the immediate postpartum period, with causes varying across regions depending on health service availability and utilization.
The situation in Nigeria is particularly alarming, as women are estimated to be 500 times more likely to die during childbirth compared to women in developed countries (Ambe, 2022). Lagos State, despite performing somewhat above the national average, continues to record a maternal mortality ratio of 545 deaths per 100,000 live births—an alarmingly high figure for a major city with comparatively better access to healthcare. Preventable factors such as inadequate antenatal care, limited access to skilled birth attendants, and poor emergency obstetric services continue to fuel maternal mortality in Nigeria. Addressing these challenges through strengthened maternal health systems, equitable healthcare access, and targeted interventions remains essential to reducing maternal deaths and improving overall maternal health outcomes.
Birth preparedness and Emergency Readiness is a vital element of safe motherhood efforts, commonly acknowledged in global health strategies. It focuses on proactive planning throughout pregnancy to minimize risks to both mother and child, especially those associated with three key delays: deciding to seek care, accessing a healthcare facility, and receiving timely and adequate treatment upon arrival. The approach is grounded in the understanding that early identification of complications, timely access to skilled birth attendants, and prompt utilization of professional health services can significantly reduce maternal deaths and adverse outcomes.
BPACR functions as a framework of shared responsibility that involves pregnant women and their families, communities, healthcare providers, and policymakers. Because complications during pregnancy, childbirth, and after delivery can only be confirmed after they occur, birth preparedness and Emergency Readiness allows individuals and communities to anticipate possible emergencies and take proactive measures in advance. For women, key components of BPACR include identifying a skilled birth attendant and delivery facility, arranging transportation, saving financial resources, and identifying a potential blood donor. At the community and policy levels, BPACR encourages systems strengthening to ensure timely access to emergency obstetric care.
The effectiveness of BPACR lies in its capacity to address preventable causes of maternal morbidity and mortality. Studies show that maternal deaths in low- and middle-income countries are often linked to delays in recognizing obstetric danger signs, reaching appropriate facilities, and accessing quality care once at the facility (Saaka & Alhassan, 2021). By improving knowledge of danger signs and encouraging readiness at both household and system levels, BPACR reduces these delays and promotes safer delivery outcomes. 
Despite efforts made by government and other health stakeholders at curtailing maternal mortality, it remains a major public health challenge, with sub-Saharan Africa accounting for the highest burden globally. In countries such as Nigeria, weak health systems, poor infrastructure, and socio-economic disparities exacerbate the risk of maternal death. Many of these deaths are preventable through effective birth preparedness and Emergency Readiness strategies (Ambe, 2022). The loss of a mother not only devastates families but also has profound implications for child survival and overall household well-being. Strengthening BPACR remains an urgent public health priority in order to reduce preventable maternal deaths and improve maternal and child health outcomes.
Statement of the Problem
Maternal mortality remains high in Nigeria, accounting for 14% of global deaths, with a ratio of 576 per 100,000 (NPC & ICF, 2014). These deaths often result from unpredictable obstetric complications that can be fatal within hours. While such complications cannot always be foreseen, evidence shows they are preventable if pregnant women and their families are prepared to respond (JHPIEGO, 2004). Nsemo (2019) asserts that most maternal deaths can be avoided with Skilled Birth Attendants (SBAs), whose presence within functional health systems is key to reducing mortality (Nyamtema et al., 2011). However, SBA utilization and BPER practice remain low (Henry et al., 2013; Ibrahim et al., 2014). Lack of awareness about obstetric danger signs and BPER contributes to delays in seeking care, especially in rural areas (Ekabua et al., 2011; Nsemo & Offiong, 2016). Systemic, socioeconomic, and cultural barriers such as cost, distance, perceived irrelevance of institutional delivery, and sudden labour also hinder BPER and skilled attendance (NPC, 2009; 2014). This study aims to assess the awareness and practice of BPER among pregnant women in Port Harcourt Metropolis, Rivers State, Nigeria.
Aim and Objectives of the Study
[bookmark: _Hlk206857553]This study aimed to assess and compare the levels of knowledge, attitude, and practice regarding Birth Preparedness and Emergency Readiness (BPER) among pregnant women attending antenatal clinics in secondary and tertiary healthcare facilities. The following specific objectives guided this study; 
1. To assess and compare the level of knowledge of BPER and key danger signs among antenatal clinic attendees in secondary and tertiary healthcare facilities
2. To assess and compare the attitude of pregnant women attending antenatal clinics towards BPER in secondary and tertiary healthcare facilities
3. To determine and compare the level of practice of BPER among antenatal clinic attendees in secondary and tertiary healthcare facilities
Research Questions
The following three research questions guided this study:
1. What is the level of knowledge of BPER and key danger signs among antenatal clinic attendees in secondary and tertiary healthcare facilities?
2. What is the attitude of pregnant women attending antenatal clinics towards BPER in secondary and tertiary healthcare facilities?
3. What is the level of practice of BPER among antenatal clinic attendees in secondary and tertiary healthcare facilities? 
Methods and Materials 
This comparative cross-sectional study was conducted in Rivers State, Nigeria, to assess and compare the levels of knowledge, attitude, and practice regarding Birth Preparedness and Emergency Readiness (BPER) among pregnant women attending antenatal clinics in secondary and tertiary healthcare facilities. The population of the study comprised pregnant women attending antenatal clinics of the selected secondary and tertiary healthcare facilities in Port Harcourt metropolis. The pregnant women in Port Harcourt Metropolis, Rivers State, represent a diverse and dynamic group that plays a key role in the overall maternal health landscape of Nigeria. Consenting pregnant women and women who have attended at least three antenatal clinic visits with a gestational age of ≥12 weeks were included, while first-time pregnant women who are attending ANC visits for the first time were excluded because they have no previous experience. Also excluded were pregnant women who were critically ill during the period of the study. The sample size of this study was calculated using a comparative cross-sectional study design for two proportions by Cochrane;
[bookmark: _Hlk142343296] 	
Where;
n= minimum sample size required for each group 
Zα = standard normal deviation (at confidence level of 95% =1.96) 
Zβ = standard normal deviation for statistical power (at 80% = 0.84) 		
P1 = 46.8% (proportion of pregnant women who had good practices of BPER in a tertiary facility by Deji et al., 2021). 
P2 = 44.9%% (proportion of pregnant women with Emergency Readiness in secondary facility by Anikwe et al., 2020).
P1-P2= difference between the two proportions.
 
 
 
 = 261
Considering 10% non-response rate, 
	n = 261 + 26.1 = 287
Applying the design effect of 2, approximately, the minimum sample size for this study 
	n = 287 x 2 
	n = 574. 
Hence, a minimum of 574 participants each were recruited from the selected secondary and tertiary healthcare facilities. Therefore, a total of 1148 respondents were recruited.
This study employed a multi-stage clustered sampling technique to select secondary and tertiary healthcare facilities in Port Harcourt Metropolis. First, the metropolis was stratified into two LGAs. Then, four secondary facilities (two per LGA) were randomly selected by balloting, while the two public tertiary facilities were purposefully chosen. Respondents within these facilities were selected using systematic sampling, with the sampling interval (K) calculated as K=N/nK = N/n, where N is the average daily clinic attendance and n is the estimated sample size. The first participant was randomly chosen from the initial n attendees, and thereafter, every nth consenting patient was recruited. A semi-structured interviewer-administered questionnaire, as adapted from the studies of Wright, et al. (2024), Limenih et al. (2019), and Agba (2022), was used for data collection. The questionnaire was made to suit the scope of the study and was used to collect data on the sociodemographic characteristics and reproductive history of the respondents (Section one). Section two of the instrument was divided into two parts: Part A, which assessed knowledge of BPER and Part B, which assessed the practice of BPER. The questionnaire was designed to reflect the study’s focus and was peer-reviewed by Public Health experts to ensure clarity and relevance. Its reliability was tested on 5% of the sample size, randomly selected from antenatal attendees at a primary healthcare facility in Ikwerre LGA. Data collection spanned six months. Before this, research assistants were selected for their research knowledge, communication skills, and familiarity with the study areas and were trained for two weeks on the study’s objectives, target population, and questionnaire administration. Interviewer-administered questionnaires were distributed to eligible pregnant women attending ANC on designated study days. Completed questionnaires were retrieved immediately and checked for completeness. The data were coded and entered into a Microsoft Excel Spreadsheet, where it was sorted appropriately before being transferred to SPSS version 25 software for analysis. The level of awareness and practice of BPER was determined from a simple frequency distribution. Chi-square was used to test for association between the dependent variable BPER (preparedness and unpreparedness) and the independent variables (socio-demographic factors – age, level of education, marital status, religion, residence, income – and reproductive health factors – parity, gestational age at first ANC, and number of ANC visits). Factors were considered significant at p<0.05.
Results
[bookmark: _Toc206245786]Table 1a: Socio-Demographic Characteristics of Respondents
	
	Facility
	
	
	X2

	[bookmark: _Hlk202264792]Variables
	[bookmark: _Hlk202264580]Secondary Health Facility (n(%)
	Tertiary Health Facility (n(%)
	Total
	df
	(p-value)

	Age (years)
	
	
	
	
	

	18-24 years
	205(37.8)
	271(50.0)
	476(43.9)
	
	

	[bookmark: _Hlk173055807]25-29 years
	[bookmark: _Hlk202264551]295(54.4)
	[bookmark: _Hlk202264733]245(45.2)
	540(49.8)
	2
	17.546
(0.0001)*

	30-34 years
	[bookmark: _Hlk200625430]42(7.7)
	[bookmark: _Hlk200628562]26(4.8)
	68(6.3)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	Education
	
	
	
	
	

	No formal education
	22(4.1)
	11(2.0)
	33(3.0)
	
	

	Primary school
	89(16.4)
	13(2.4)
	102(9.4)
	
	

	Secondary school
	[bookmark: _Hlk202264962]343(63.3)
	[bookmark: _Hlk202265034]374(69.0)
	717(66.1)
	3
	75.152
(0.0001)*

	Tertiary school
	88(16.2)
	144(26.6)
	232(21.4)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	Marital Status
	
	
	
	
	

	Single
	         523 (96.5)
	513(94.6)
	1036(95.6)
	1
	2.180

	[bookmark: _Hlk173055640]Married
	[bookmark: _Hlk202266148]19(3.5)
	29(5.4)
	48(4.4)
	
	(0.140)

	Total 
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	Occupation
	
	
	
	
	

	Employed (Skilled)
	193(35.6)
	[bookmark: _Hlk202267509]230(42.4)
	423(39.0)
	3
	26.501
(0.0001)*

	Employed (Unskilled Business)
	151(27.9)
	191(35.2)
	342(31.5)
	
	

	Unemployed
	[bookmark: _Hlk202267397]198(36.5)
	121(22.3)
	342(31.5)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	Religion
	
	
	
	
	

	[bookmark: _Hlk173056024]Christianity
	[bookmark: _Hlk202266921]533(98.3)
	[bookmark: _Hlk202267198][bookmark: _Hlk200626303]530(97.8)
	[bookmark: _Hlk173056080]1063(98.1)
	1
	0.437
(0.509)

	Muslem 
	9(1.7)
	12(2.2)
	21(1.9)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	If Christian
	
	
	
	
	

	Catholic
	136(25.1)
	91(16.8)
	227(20.9)
	3
	77.259
(0.0001)*

	Protestant
	[bookmark: _Hlk202267907]166(30.6)
	[bookmark: _Hlk202267932]306(56.5)
	472(43.5)
	
	

	Pentecostal
	231(42.6)
	133(24.5)
	364(33.6)
	
	

	African churches
	9(1.7)
	12(2.2)
	21(1.9)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	Gravidity 
	
	
	
	
	

	1
	18(3.3)
	239(44.1)
	257(23.7)
	
	

	2
	206(38.0)
	85(15.7)
	291(26.8)
	
	

	3
	[bookmark: _Hlk202268159][bookmark: _Hlk200627606]286(52.8)
	[bookmark: _Hlk202268302][bookmark: _Hlk200627663]19(35.8)
	480(44.3)
	3
	259.132
(0.0001)*

	4 or more
	32(5.9)
	24(4.4)
	56(5.2)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	


P≤0.05 (statistically significant), Fischer’s exact

Table 1a shows that over half of secondary facility respondents (54.45%) were aged 25–29, compared to 45.2% in tertiary facilities, with a significant difference (p=0.0001). A majority in both groups had secondary education—63.3% in secondary and 69.0% in tertiary facilities—also statistically significant (p=0.0001). Marital status showed no significant difference, with most respondents married. Unemployment was higher in secondary facilities (35.6%) than tertiary (42.4%), with a significant difference (p=0.0001). Christianity was the predominant religion in both groups (98.3% vs. 97.8%), with no significant difference (p=0.509). Among Christians, more tertiary respondents were Protestants (56.5%) compared to 30.6% in secondary facilities (p=0.0001). Additionally, 52.8% of secondary respondents had three gravidities, versus 35.8% in tertiary facilities, with a significant difference (p=0.0001).
[bookmark: _Toc206245787][bookmark: _Hlk206860195]Table 1b: Socio-Demographic Characteristics of Respondents
	
	Facility
	
	
	

	Variables
	Secondary Health Facility (n(%)
	Tertiary Health Facility (n(%)
	Total
	df
	(p-value)

	Parity 
	
	
	
	
	

	None
	9(1.7)
	215(39.7)
	224(20.7)
	
	

	1
	346(63.8)
	217(40.0)
	563(51.9)
	2
	238.967
(0.0001)*

	2
	[bookmark: _Hlk200627685]187(34.5)
	[bookmark: _Hlk200627705]110(20.3)
	297(27.4)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	Gestational age 
	
	
	
	
	

	1st trimester
	91(16.8)
	156(28.8)
	247(22.8)
	
	

	2nd trimester
	288(53.1)
	264(48.7)
	552(50.9)
	
	

	3rd trimester
	163(30.1)
	122(22.5)
	285(26.3)
	2
	24.047
(0.0001)*

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	


P≤0.05 (statistically significant), Fischer’s exact
Table 1b shows that majority 346(63.8%) of the respondents in the secondary health facility compared to a lesser number 217(40.0%) of the tertiary health facility participants has 1 parity with a statistically significant difference at p=(0.0001). More than half 288(53.1%) secondary health facility participants compared to many 264(48.7%) of the tertiary health facility participants are in there second trimester with a statistically significant difference at p=(0.0001). 
[bookmark: _Toc206245790]Table 2a: Knowledge of Birth Preparedness and Emergency Readiness
	
	Facility
	
	
	

	Variables
	Secondary Health Facility (n(%)
	Tertiary Health Facility (n(%)
	Total
	df
	(p-value)

	[bookmark: _Hlk202335812]Birth preparedness involves identifying a skilled birth attendant
	
	
	
	
	

	Yes
	102(18.8)
	72(13.3)
	174(16.1)
	1
	6.161
(0.013)*

	No
	[bookmark: _Hlk202335835]440(81.2)
	[bookmark: _Hlk202335863]470(86.7)
	910(83.9)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	[bookmark: _Hlk202336251]Saving money for delivery and emergencies is a part of birth preparedness
	
	
	
	
	

	True
	49(9.0)
	38(7.0)
	87(8.0)
	1
	1.512
(0.219)

	False
	493(91.0)
	[bookmark: _Hlk202336374]504(93.0)
	997(92.0)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	[bookmark: _Hlk202336612]Arranging transportation in advance is unnecessary for birth preparedness
	
	
	
	
	

	True
	57(10.5)
	47(8.7)
	104(9.6)
	
	1.064
(0.302)

	False
	[bookmark: _Hlk202336516]485(89.5)
	[bookmark: _Hlk202336553]495(91.3)
	980(90.4)
	
	

	Total 
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	[bookmark: _Hlk202336706]Identifying a blood donor before delivery is not part of emergency readiness.  
	
	
	
	
	

	True
	[bookmark: _Hlk202336832]461(85.1)
	[bookmark: _Hlk202336893]455(83.9)
	916(84.5)
	1
	0.254
(0.615)

	False
	81(14.9)
	87(16.1)
	168(15.5)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	[bookmark: _Hlk202336955]Vaginal bleeding during pregnancy is a danger sign.
	
	
	
	
	

	True
	[bookmark: _Hlk202336991]542(100.0)
	[bookmark: _Hlk202337032]504(93.0)
	1046(96.5)
	1
	39.380
(0.0001)*

	False
	0(0.0)
	12(2.2)
	21(1.9)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	[bookmark: _Hlk202337127]Severe abdominal pain is normal during pregnancy and not a cause for concern
	
	
	
	
	

	True
	79(14.6)
	49(9.0)
	128(11.8)
	1
	7.973
(0.005)*

	False
	[bookmark: _Hlk202337207]463(85.4)
	[bookmark: _Hlk202337247]493(91.0)
	956(88.2)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	


[bookmark: _Hlk203456003]P≤0.05 (statistically significant), Fischer’s exact

[bookmark: _Toc206245792]Birth preparedness was recognized as involving identification of a skilled birth attendant by 81.2% of secondary facility respondents and 86.7% of tertiary participants, with a significant difference (p=0.013). Saving money for delivery and emergencies was acknowledged by 91.0% in secondary and 93.0% in tertiary facilities, with no significant difference (p=0.219). Similarly, arranging transportation was recognized by 89.5% in secondary and 91.3% in tertiary facilities, with no significant difference (p=0.302). Identifying a blood donor was not considered part of emergency readiness by 85.1% in secondary and 83.9% in tertiary facilities (p=0.615). All secondary respondents (100%) and 93.0% of tertiary participants identified vaginal bleeding as a danger sign (p=0.0001), while 85.4% in secondary and 91.0% in tertiary facilities recognized severe abdominal pain as abnormal, with a significant difference (p=0.005).
Table 2b: Assessment of Knowledge of BPER
	
	Facility
	
	
	

	Variables
	Secondary Health Facility (n(%)
	Tertiary Health Facility (n(%)
	Total
	df
	(p-value)

	Level of Knowledge of BPER
	
	
	
	
	

	Good
	452(83.4)
	470(86.7)
	922(85.1)
	
	
2.351
(0.125)

	Poor
	90(16.6)
	72(13.3)
	162(14.9)
	1
	

	Total 
	542(100.0)
	542(100.0)
	1084(100%)
	
	


[bookmark: _Hlk203459207]P≤0.05 (statistically significant), Fischer’s exact
Table 2b reveals that lesser number 452(83.4%) of the respondents in the secondary health facility compared to more 470(86.7%) of the tertiary health facility participants have a good level of knowledge while more 90(16.6%) of the correspondents in the secondary health facility compared to a lesser number 72(13.3%) of the participants in the tertiary health facility have poor knowledge of BPER with no statistically significant difference at p=(0.125). 
[bookmark: _Toc206245793]Table 3a: Attitude towards Birth Preparedness and Emergency Readiness
	
	Facility
	
	
	

	Variables
	Secondary Health Facility (n(%)
	Tertiary Health Facility (n(%)
	Total
	df
	(p-value)

	[bookmark: _Hlk202340850]A woman should plan ahead of time where she will give birth to her baby
	
	
	
	
	

	Agree
	29(5.4)
	58(10.7)
	87(8.0)
	
	10.510
(0.0001)*

	Strongly agree
	[bookmark: _Hlk202340792]513(94.6)
	[bookmark: _Hlk202340815]484(89.3)
	997(92.0)
	1
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	[bookmark: _Hlk202340883]A woman should plan ahead of time how she will get to the place where she will give birth.
	
	
	
	
	

	Agree
	18(3.3)
	28(5.2)
	46(4.2)
	
	2.270
(0.132)

	[bookmark: _Hlk202341005]Strongly agree
	[bookmark: _Hlk202340925]524(96.7)
	514(94.8)
	103(95.8)
	1
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	[bookmark: _Hlk202341139]When women do not go to a health facility to give birth, it is mainly because it is too expensive
	
	
	
	
	

	Strongly disagree
	5(0.9)
	25(4.6)
	30(2.8)
	
	34.416
(0.0001)*

	Disagree
	17(3.1)
	31(5.7)
	48(4.4)
	
	

	Maybe
	3(0.6)
	20(3.7)
	23(2.1)
	4
	

	Agree
	28(5.2)
	35(6.5)
	63(5.8)
	
	

	Strongly agree
	[bookmark: _Hlk202341084]489(90.2)
	[bookmark: _Hlk202341109]431(79.5)
	920(84.9)
	
	

	Total 
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	[bookmark: _Hlk202341269]When women do not go to a health facility to give birth, it is mainly because it is too difficult to get there
	
	
	
	
	

	Strongly disagree
	5(0.9)
	21(3.9)
	26(2.4)
	4
	39.913
(0.0001)*

	Disagree
	17(3.1)
	35(6.5)
	52(4.8)
	
	

	Maybe
	3(0.6)
	28(5.2)
	31(2.9)
	
	

	Agree
	28(5.2)
	27(5.0)
	55(5.1)
	
	

	Strongly agree
	489(90.2)
	431(79.5)
	920(84.9)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	


[bookmark: _Hlk203473333]P≤0.05 (statistically significant), Fischer’s exact
Most secondary facility respondents (94.6%) strongly agreed that women should plan where to give birth, compared to 89.3% in tertiary facilities, with a significant difference (p=0.0001). Planning how to reach the birth location was supported by 96.7% in secondary and 94.8% in tertiary facilities, with no significant difference (p=0.132). Cost was cited as a major barrier to facility delivery by 90.2% in secondary and 79.5% in tertiary facilities (p=0.0001), and difficulty in accessing facilities was similarly noted by 90.2% in secondary and 79.5% in tertiary respondents, also with a significant difference (p=0.0001).
[bookmark: _Toc206245794]Table 3b: Attitude towards Birth Preparedness and Emergency Readiness
	
	Facility
	
	
	

	Variables
	Secondary Health Facility (n(%)
	Tertiary Health Facility (n(%)
	Total
	df
	(p-value)

	[bookmark: _Hlk202341403]When women do not go to a health facility to give birth, it is mainly because the staffs there do not treat women well
	
	
	
	
	

	Strongly disagree
	14(2.6)
	17(3.1)
	31(2.9)
	4
	15.830
(0.003)*

	Disagree
	27(5.0)
	36(6.6)
	63(5.8)
	
	

	Maybe
	8(1.5)
	30(5.5)
	38(3.5)
	
	

	Agree
	26(4.8)
	28(5.2)
	54(5.0)
	
	

	Strongly agree
	[bookmark: _Hlk202341353]467(86.2)
	[bookmark: _Hlk202341373]431(79.5)
	898(82.8)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	[bookmark: _Hlk202341564]I understand the importance of regular blood pressure monitoring during pregnancy.
	
	
	
	
	

	Strongly disagree
	10(1.8)
	22(4.1)
	32(3.0)
	4
	19.397
(0.001)*

	Disagree
	24(4.4)
	34(6.3)
	58(5.4)
	
	

	Maybe
	8(1.5)
	28(5.2)
	36(3.3)
	
	

	Agree
	26(4.8)
	27(5.0)
	53(4.9)
	
	

	Strongly agree
	[bookmark: _Hlk202341491]474(87.5)
	[bookmark: _Hlk202341520]431(79.5)
	905(83.5)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	[bookmark: _Hlk202341721]Routine blood pressure checks can help detect potential complications.
	
	
	
	
	

	Strongly disagree
	16(3.0)
	18(3.3)
	34(3.1)
	
	

	Disagree
	26(4.8)
	35(6.5)
	61(5.6)
	
	

	Maybe
	9(1.7)
	31(5.7)
	40(3.7)
	
	

	Agree
	26(4.8)
	27(5.0)
	53(4.9)
	4
	14.855
(0.005)*

	[bookmark: _Hlk202341613]Strongly agree
	465(85.8)
	[bookmark: _Hlk202341641]431(79.5)
	896(82.7)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	[bookmark: _Hlk202341827]Participate in educational sessions about BPER helps in safe delivery
	
	
	
	
	

	Strongly disagree
	19(3.5)
	20(3.7)
	39(3.6)
	
	

	Disagree
	30(5.5)
	35(6.5)
	65(6.0)
	4
	11.760
(0.019)*

	Maybe
	9(1.7)
	29(5.4)
	38(3.5)
	
	

	Agree
	31(5.7)
	27(5.0)
	58(5.4)
	
	

	Strongly agree
	[bookmark: _Hlk202341776]453(83.6)
	[bookmark: _Hlk202341798]431(79.5)
	884(81.5)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	


P≤0.05 (statistically significant), Fischer’s exact
[bookmark: _Toc206245795][bookmark: _Hlk203474821]Table 3b shows that 86.2% of secondary facility respondents, compared to 79.5% in tertiary, strongly agreed that poor staff treatment discourages facility births, with a significant difference (p=0.003). A similar proportion of respondents in both groups agreed on another unspecified item, with no significant difference (p=0.852). Understanding the importance of regular blood pressure monitoring was higher in secondary facilities (87.5%) than tertiary (79.5%), with a significant difference (p=0.001). Likewise, 85.8% in secondary and 79.5% in tertiary facilities agreed that routine checks help detect complications (p=0.005). Participation in BPER education was supported by 83.6% in secondary and 79.5% in tertiary facilities, also with a significant difference (p=0.019).
Table 3c: Assessment of Attitude towards BPER
	
	Facility
	
	
	

	Variables
	Secondary Health Facility (n(%)
	Tertiary Health Facility (n(%)
	Total
	df
	(p-value)

	Level of Attitude towards BPER
	
	
	
	
	

	Poor
	[bookmark: _Hlk202375698]56(10.3)
	[bookmark: _Hlk202375732]17(3.1)
	73(6.7)
	
	
22.340
(0.0001)*

	Good
	[bookmark: _Hlk202375784]486(89.7)
	[bookmark: _Hlk202375830]525(96.9)
	1011(93.3)
	1
	

	Total 
	542(100.0)
	542(100.0)
	1084(100%)
	
	


P≤0.05 (statistically significant), Fischer’s exact
[bookmark: _Hlk203476238]The table indicates that more 56(10.3%) of the respondents in the secondary health facility compared to lesser number 17(3.1%) of the tertiary health facility participants have poor attitude towards BPER while fewer 486(89.7%) of the correspondents in the secondary health facility compared to most 525(96.9%) of the participants in the tertiary health facility have good attitude towards f BPER with a statistically significant difference at p=(0.0001). 
[bookmark: _Toc206245796]Table 4a: Practice of BPER
	
	Facility
	
	
	

	Variables
	Secondary Health Facility (n(%)
	Tertiary Health Facility (n(%)
	Total
	df
	(p-value)

	[bookmark: _Hlk202340206]Identified a skilled birth attendant for delivery
	
	
	
	
	

	Yes
	[bookmark: _Hlk202340178]399(73.6)
	[bookmark: _Hlk202340192]493(91.0)
	892(82.3)
	
	55.927
(0.0001)*

	No
	143(26.4)
	49(9.0)
	192(17.7)
	1
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	If No, why haven’t identified one
	
	
	
	
	

	Lack of awareness
	21(14.7)
	6(12.2)
	27(14.1)
	
	

	Financial constraints
	37(25.9)
	12(24.5)
	49(25.5)
	
	

	No access to skilled birth attendants nearby
	10(7.0)
	3(6.1)
	13(6.8)
	4
	1.354
(0.852)

	Prefer traditional birth attendants
	32(22.4)
	9(18.4)
	41(21.4)
	
	

	None
	[bookmark: _Hlk202340255]43(30.1)
	[bookmark: _Hlk202340320]19(38.8)
	62(32.3)
	
	

	Total
	143(100.0)
	49(100.0)
	192(100%)
	
	

	[bookmark: _Hlk202340400]Decided where to give birth
	
	
	
	
	

	Yes, a hospital or health facility
	[bookmark: _Hlk202340358]458(84.5)
	[bookmark: _Hlk202340376]495(91.3)
	953(87.9)
	
	36.378
(0.0001)*

	Yes at home with a skilled attendant
	75(13.8)
	25(4.6)
	10(9.2)
	3
	

	Yes at home without a skilled attendant
	2(0.4)
	15(2.8)
	17(1.6)
	
	

	Not decided yet
	7(1.3)
	7(1.3)
	14(1.3)
	
	

	Total 
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	If not a health facility, what is the reason for the choice
	
	
	
	
	

	Cultural/traditional beliefs
	18(24.0)
	4(16.0)
	22(22.0)
	4
	3.030
(0.553)

	Distance to the facility
	9(12.0)
	2(8.0)
	11(11.0)
	
	

	Cost concerns
	9(12.0)
	2(8.0)
	11(11.0)
	
	

	Previous negative experience at a facility
	9(12.0)
	2(8.0)
	11(11.0)
	
	

	[bookmark: _Hlk202340557]None
	30(40.0)
	[bookmark: _Hlk202340616]15(60.0)
	45(45.0)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	



[bookmark: _Hlk203478083]Table 4a reveals that lesser 399(73.6%) of the secondary health facility correspondents compared to more 493(91.0%) of the tertiary health facility participants have Identified a skilled birth attendant for delivery with a statistically significant difference at p=(0.0001).  No reason was stated by more 43(30.1%) of the secondary health facility respondents compared to fewer 19(38.8%) of the tertiary health facility participants with no statistically significant difference at p=(0.852). A lesser number 4458(84.5%) of the secondary health facility respondents compared to more 495(91.3%) of the tertiary health facility participants have Decided where to give birth with a statistically significant difference at p=(0.0001). Majority 30(40.0%) of the secondary health facility respondents compared to lesser number 15(60.0%) of the tertiary health facility participants had no reason for not choosing a with no statistically significant difference at p=(0.553).
[bookmark: _Toc206245797]Table 4 b: Practice of BPER
	
	Facility
	
	
	

	Variables
	Secondary Health Facility (n(%)
	Tertiary Health Facility (n(%)
	Total
	df
	(p-value)

	[bookmark: _Hlk202339267]Arranged transportation to the health facility for delivery
	
	
	
	
	

	Yes
	[bookmark: _Hlk202339222]482(88.9)
	[bookmark: _Hlk202339246]521(96.1)
	1003(92.5)
	1
	20.294
(0.0001)*

	No 
	60(11.1)
	21(3.9)
	81(7.5)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	If No, what are the main barriers
	
	
	
	
	

	No access to transportation
	3(5.0)
	4(19.0)
	7(8.6)
	4
	5.564
(0.234)

	Financial constraints
	[bookmark: _Hlk202339413]46(76.7)
	[bookmark: _Hlk202339394]12(57.1)
	58(71.6)
	
	

	Do not think it is necessary
	3(5.0)
	2(9.5)
	5(6.2)
	
	

	Others
	1(1.7)
	1(4.8)
	2(2.5)
	
	

	None
	7(11.7)
	2(9.5)
	9(11.1)
	
	

	Total
	60(100.0)
	21(100.0)
	81(100%)
	
	

	[bookmark: _Hlk202339720][bookmark: _Hlk202339570]Saved money for delivery-related expenses
	
	
	
	
	

	Yes
	[bookmark: _Hlk202339530]466(86.0)
	490(90.4)
	956(88.2)
	1
	5.103
(0.024)*

	No
	76(14.0)
	52(9.6)
	128(11.8)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	If No, what is the reason
	
	
	
	
	

	Financial difficulties
	33(43.4)
	21(40.4)
	54(42.2)
	
	

	Did not consider it necessary
	5(6.6)
	5(9.6)
	10(7.8)
	2
	0.432
(0.806)

	Expect family support
	[bookmark: _Hlk202339649]38(50.0)
	26(50.0)
	64(50.0)
	
	

	Total
	76(100.0)
	52(100.0)
	128(100%)
	
	

	[bookmark: _Hlk202339895]Identified an emergency contact person in case of complications
	
	
	
	
	

	Yes
	21(3.9)
	29(5.4)
	50(4.6)
	
	1.342

	No
	[bookmark: _Hlk202339843]521(96.1)
	[bookmark: _Hlk202339877]513(94.6)
	1034(95.4)
	1
	(0.247)

	Total
	76(100.0)
	52(100.0)
	128(100%)
	
	

	[bookmark: _Hlk202340022]Know where to go in case of a birth-related emergency? 
	
	
	
	
	

	Yes
	[bookmark: _Hlk202339970]501(92.4)
	[bookmark: _Hlk202339997]524(96.7)
	1025(94.6)
	1
	9.482
(0.002)*

	No
	41(7.6)
	18(3.3)
	59(5.4)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	


P≤0.05 (statistically significant), Fischer’s exact
[bookmark: _Toc206245798]Table 4b shows that fewer secondary facility respondents (88.9%) than tertiary (96.1%) had arranged transportation for delivery, with a significant difference (p=0.0001). Financial constraints were the main barrier, cited by 76.7% in secondary and 57.1% in tertiary facilities, with no significant difference (p=0.234). Saving money for delivery was reported by 86.0% in secondary and 98.3% in tertiary facilities (p=0.024), while half of both groups (50.0%) cited reliance on family support as the reason for not saving (p=0.806). Most secondary respondents (96.1%) and slightly fewer tertiary participants (94.6%) had not identified an emergency contact, with no significant difference (p=0.247). However, 92.4% in secondary and 96.7% in tertiary facilities knew where to go during a birth-related emergency, with a significant difference (p=0.002).
Table 4c: Practice of BPER
	
	Facility
	
	
	

	Variables
	Secondary Health Facility (n(%)
	Tertiary Health Facility (n(%)
	Total
	df
	(p-value)

	[bookmark: _Hlk202337878]Identified a blood donor in case of an emergency
	
	
	
	
	

	Yes
	11(2.0)
	10(1.8)
	21(1.9)
	1
	3.610
(0.165)

	[bookmark: _Hlk202337823]No
	531(98.0)
	[bookmark: _Hlk202337862]532(98.2)
	1063(98.1)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	If No, why not
	
	
	
	
	

	Did not think it is necessary
	[bookmark: _Hlk202338271]460(86.6)
	[bookmark: _Hlk202338292]448(84.2)
	908(85.4)
	
	3.610
(0.165)

	Did not know how to find one
	48(9.0)
	66(12.4)
	114(10.7)
	2
	

	None
	23(4.3)
	18(3.4)
	41(3.9)
	
	

	Total 
	531(100.0)
	532(100.0)
	1063(100%)
	
	

	Prepared any essential delivery items 
	
	
	
	
	

	Yes, everything is ready
	135(24.9)
	167(30.8)
	302(27.9)
	2
	5.175
(0.075)

	[bookmark: _Hlk202338431]Yes, but not everything
	347(64.0)
	[bookmark: _Hlk202338466]313(57.7)
	660(60.9)
	
	

	No, not yet
	60(11.1)
	62(11.4)
	122(11.3)
	
	

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	[bookmark: _Hlk202338732][bookmark: _Hlk202338811]Spouse or family involved in your birth preparedness plan
	
	
	
	
	

	Yes
	[bookmark: _Hlk202338694]506(93.4)
	[bookmark: _Hlk202338714]449(82.8)
	955(88.1)
	1
	28.588

	No
	36(6.6)
	93(17.2)
	129(11.9)
	
	(0.0001)

	Total
	542(100.0)
	542(100.0)
	1084(100%)
	
	

	If No, why not
	
	
	
	
	

	He is not supportive
	[bookmark: _Hlk202338912]22(61.1)
	[bookmark: _Hlk202338937]55(59.1)
	77(59.7)
	
	0.042
(0.838)

	Not married
	14(8.9)
	38(40.9)
	52(40.3)
	1
	

	Total 
	36(100.0)
	93(100.0)
	129(100%)
	
	

	Discussed birth preparedness with a healthcare provider during antenatal visits
	
	
	
	
	

	Yes
	72(13.3)
	117(21.6)
	189(17.4)
	
	12.977
(0.0001)

	No
	470(86.7)
	425(78.4)
	895(82.6)
	1
	

	Total 
	542(100.0)
	542(100.0)
	1084(100%)
	
	


[bookmark: _Hlk203506870]P≤0.05 (statistically significant), Fischer’s exact
Table 4c shows that most respondents in both secondary (98.0%) and tertiary (98.2%) facilities had not identified a blood donor, with no significant difference (p=0.302); the main reason was perceiving it as unnecessary (86.6% vs. 84.2%, p=0.165). While 64.0% in secondary and 57.7% in tertiary facilities had partially prepared essential delivery items, 93.4% in secondary and 82.8% in tertiary facilities reported spouse or family involvement in birth preparedness, with a significant difference (p=0.0001). Among those without support, the reason was unsupportiveness (61.1% vs. 59.1%, p=0.838). Additionally, 86.7% in secondary and 78.4% in tertiary facilities had not discussed birth preparedness with a healthcare provider during ANC visits, with a significant difference (p=0.0001).


[bookmark: _Toc206245799]Table 4d: Practice of BPER
	
	Facility
	
	
	

	Variables
	Secondary Health Facility (n(%)
	Tertiary Health Facility (n(%)
	Total
	df
	(p-value)

	Main barriers that have prevented you from fully preparing for childbirth
	
	
	
	
	

	Lack of financial resources
	470(86.7)
	455(83.9)
	925(85.3)
	
	
9.060
(0.029)*

	Lack of information
	12(2.2)
	31(5.7)
	43(4.0)
	3
	

	Cultural beliefs and practices
	39(7.2)
	3(7.2)
	78(7.2)
	
	

	Distance to healthcare facilities
	21(3.9)
	17(3.1)
	38(3.5)
	
	

	Total 
	542(100.0)
	542(100.0)
	1084(100%)
	
	


P≤0.05 (statistically significant), Fischer’s exact
[bookmark: _Hlk203507122][bookmark: _Toc206245800]Table 4d showed main barriers that have prevented more 470(86.7%) of the secondary health facility respondents from fully preparing for childbirth is lack of financial resources compared to fewer 455(83.9%) of the tertiary health facility participants with a statistically significant difference at p=(0.029). 
Table 4e: Assessment of Practice of BPER
	
	Facility
	
	
	

	Variables
	Secondary Health Facility (n(%)
	Tertiary Health Facility (n(%)
	Total
	df
	(p-value)

	Level of Practice of BPER
	
	
	
	
	

	Good
	[bookmark: _Hlk202376044]82(15.1)
	[bookmark: _Hlk202376069]124(22.9)
	206(19.0)
	
	
10.572
(0.001)*

	Poor
	[bookmark: _Hlk202376138]460(84.9)
	[bookmark: _Hlk202376194]418(77.1)
	878(81.0)
	1
	

	Total 
	542(100.0)
	542(100.0)
	1084(100%)
	
	


P≤0.05 (statistically significant), Fischer’s exact
[bookmark: _Hlk203507957]The table 4e above shows that a small number 82(15.1%) of the secondary health facility participants compared to more 124(22.9%) of the tertiary health facility participants have good practice of BPER. Whereas, most 460(84.9%) of the respondents in the secondary health facility compared to majority 418(77.1%) of the participants in the tertiary health facility have poor practice of BPER with a statistically significant difference at p=(0.001). 

Discussion of Findings
 Level of knowledge of BPER and key danger signs among antenatal clinic attendees in secondary and tertiary healthcare facilities
This study revealed significant gaps in Birth Preparedness and Emergency Readiness (BPER), particularly among respondents in secondary health facilities. Fewer secondary participants identified key BPER components like skilled birth attendants and transport arrangements, contrasting with higher awareness reported by Abah et al. (2021) and Aduloju et al. (2017). Okunola et al. (2021) also found relatively high BPER knowledge (59.9%) in other regions, suggesting regional disparities. Low identification of blood donors in both facility types aligns with Aduloju et al.’s findings on limited awareness of Emergency Readiness. Mixed awareness of obstetric danger signs was observed: while all secondary respondents recognized vaginal bleeding—similar to Tamang et al. (2021)—fewer identified signs like severe abdominal pain, blurred vision, and headaches. This reflects Tamang’s report of poor recall of certain signs. Tertiary facility respondents showed higher awareness, consistent with Aduloju et al. (2017), likely due to better antenatal education and staffing. The disparity in knowledge between secondary and tertiary facilities mirrors findings from Moni (2025) and Tamang et al. (2021), emphasizing the influence of facility type and education on preparedness. While some danger signs are widely recognized, knowledge of emergency components like blood donor identification remains low across studies. The current study’s lower awareness, especially in secondary facilities, contrasts with the 72–84.3% good knowledge reported in earlier research. These findings highlight persistent gaps in maternal health education and call for targeted interventions in secondary healthcare settings to improve BPER awareness and maternal outcomes.
[bookmark: _Toc206245805]
Attitude of pregnant women attending the clinic towards BPER in secondary and tertiary healthcare facilities
[bookmark: _Toc206245806]The current study found that most respondents in secondary health facilities strongly agreed on the importance of planning for delivery location and transport, reflecting a positive attitude toward BPER logistics. This contrasts with Efrance (2022), where many women lacked delivery guidance and preferred home births. Acharya et al. (2015) also reported moderate levels of planning, though the current study shows stronger agreement among secondary care users. However, many secondary respondents cited cost, distance, and poor staff treatment as barriers to facility births, aligning with Efrance (2022) and Robinson-Bassey et al. (2016), who noted negative perceptions and poor preparedness. In contrast, Onwuka et al. (2023) found that respectful care encouraged postnatal attendance and preparedness. Respondents in secondary facilities also showed strong agreement on the importance of regular blood pressure checks, indicating good awareness in some areas. This supports findings by Acharya et al. (2015) and Adamu et al. (2020), who emphasized the role of health education in improving BPER knowledge and attitudes. Despite agreement on specific components, overall attitudes in secondary facilities remained poor, possibly due to mistrust, economic hardship, or cultural norms—echoing Robinson-Bassey et al. (2016) and Ordinioha and Brisibe (2015), who reported low preparedness and harmful behaviors. While the current study highlights awareness of key BPER elements, systemic and behavioral barriers persist. Compared to studies showing more positive attitudes and preparedness, these findings underscore the need for targeted health education, respectful care, and improved access—especially in secondary facilities—to bridge gaps and enhance maternal outcomes.
Practice of BPER among antenatal clinic attendees in secondary and tertiary healthcare facilities
The current study shows significantly lower BPER practice among secondary facility respondents compared to tertiary, with fewer identifying skilled birth attendants or planning delivery locations. This contrasts with studies by Teekhasaenee & Kaewkiattikun (2020) and Abah et al. (2021), which reported higher preparedness in tertiary and urban settings. Fewer secondary respondents arranged transport due to financial constraints, though many had saved money or relied on family support—less than the levels reported by Okusanya et al. (2016) and Abah et al. (2021). Most secondary participants had not identified emergency contacts or blood donors, reflecting poor emergency readiness, unlike better-informed tertiary respondents and those in Abah’s study. Despite these gaps, many secondary respondents knew where to go during emergencies and had partially prepared delivery items, echoing moderate BPER levels found by Anikwe et al. (2020) and Orwa et al. (2020). Family involvement was higher in secondary facilities, though lack of support was a common barrier. Many had not discussed BPER with healthcare providers, unlike in studies where provider engagement improved preparedness (Adah et al., Teekhasaenee & Kaewkiattikun). Financial limitations were the main barrier, consistent with findings from Okusanya, Rustagi, and Orwa, highlighting the impact of poverty and limited insurance. Overall, women in secondary facilities were less prepared for birth and complications than those in tertiary care, with significant gaps in planning, transport, and skilled attendance. While some awareness exists, comprehensive BPER practice remains low, driven by financial, educational, and systemic barriers. These findings underscore the need for targeted health education, stronger community support, and improved antenatal services to close the preparedness gap.

Conclusion
This study offers detailed insights into BPER knowledge, attitudes, and practices among ANC attendees in secondary and tertiary health facilities. Tertiary facility respondents showed greater preparedness, better awareness of obstetric danger signs, and more positive attitudes. In contrast, fewer secondary facility participants identified key BPER components or recognized critical danger signs like vaginal bleeding and reduced fetal movement. Poor attitudes and practices were more common in secondary facilities, often linked to financial barriers, limited family support, and negative perceptions of healthcare providers.
Recommendations
Based on the findings of this study, the following recommendations are proposed to improve knowledge, attitude, and practice of Birth Preparedness and Emergency Readiness (BPER), particularly among women attending secondary health facilities:
[bookmark: _Hlk206946745]1.The study revealed lower BPER knowledge among secondary facility attendees, highlighting the need for enhanced education by healthcare providers on key components like skilled birth attendants, emergency transport, financial planning, and blood donation, particularly in secondary facilities. 
2. Local health authorities should partner with community leaders, TBAs, and women’s groups to promote birth preparedness, danger sign awareness, and timely care-seeking, using radio, SMS reminders, and social media to disseminate maternal health information.
3. Financial constraints were a major barrier to BPER; thus, government and NGOs should expand maternal health financing schemes to support low-income women and establish community-based emergency transport systems, especially in rural and hard-to-reach areas.
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