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Abstract 
Background: The success of life-saving interventions in neonatal emergencies often depends on maternal perception and consent, particularly when procedures such as exchange blood transfusion are required to treat conditions like neonatal sepsis and severe anaemia. This study was designed to examine how maternal perception and decision-making factors influence the willingness of mothers to consent to exchange blood transfusion for their neonates at the University of Port Harcourt Teaching Hospital.
Methods: A cross-sectional survey design was adopted, involving a population of 150 mothers whose babies were admitted into the Special Care Baby Unit of University of Port Harcourt Teaching Hospital. Data were collected using a validated questionnaire, with Cronbach’s alpha coefficients of 0.81, 0.84, and 0.86 for perception, decision-making, and willingness scales, respectively. Data obtained were analyzed using descriptive statistics, Chi-square tests, and binary logistic regression. 
Results: The findings showed that perception-related misconceptions such as fear of death (χ² = 21.06, p < .001), belief that EBT is harmful (χ² = 20.01, p < .001), and spiritual interpretations (χ² = 9.57, p = .008) significantly reduced maternal willingness to consent. Regression analysis revealed that mothers who believed EBT could kill the baby were 22.81 times less likely to give consent (OR = 22.81, p < .001), while fear of fatal outcomes (OR = 17.64, p = .001) and metaphysical beliefs (OR = 10.83, p = .003) were also strong deterrents. Decision-making factors such as religious opposition (χ² = 22.77, p < .001), cultural beliefs (χ² = 17.96, p < .001), and lack of information (χ² = 39.04, p < .001) significantly influenced maternal consent. Mothers who had cost-related for concerns EBT procedure were 10.75 times more likely to approve (OR = 10.75, p < .017). Additionally, education level had a strong effect: mothers with tertiary education were 17.61 times more likely to consent than those with primary education (OR = 17.61, p < .001).
Conclusion: Maternal willingness is shaped by a complex interaction of cognitive, cultural, spiritual, and experiential factors. We recommend that healthcare providers should intensify efforts on antenatal health education, increase engagement with religious and community leaders to create awareness through campaigns, establish peer-support platforms for the mothers, subsidizing EBT costs, and training healthcare providers on culturally sensitive communication strategies.
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Introduction 
Exchange blood transfusion (EBT) is one of the indispensable clinical intervention in the treatment of severe neonatal conditions such as hyperbilirubinemia, haemolytic disease of the newborn, glucose-6-phosphate dehydrogenase (G6PD) deficiency, and sepsis (Okulu et al., 2021). In many resource-limited contexts, access to intensive phototherapy or immunoglobulin therapy may be inconsistent and unavailable in some cases. As a result, EBT is still highly relied upon as a first-line of clinical action in life-saving measure (Olusanya & Imam, 2016). In clinical settings such as the Special Care Baby Unit (SCBU) of the University of Port Harcourt Teaching Hospital, the role of maternal perception has proven to be crucial in shaping decision outcomes for newborns whose health condition may require EBT (Chawanpaiboon et al., 2025; Mabogunje et al., 2016). In situations where urgent consent is needed, a mother who views EBT as safe and effective life-saving measures is more likely to approve the procedure without delay, thereby giving the medical team timely clearance to act and save the baby.
Maternal perception of medical procedures, such as exchange blood transfusion (EBT), is significantly influenced by cultural beliefs, religious doctrines, and personal experiences. In Nigeria, studies have shown that misconceptions about blood transfusion are prevalent among pregnant women. For example, Adesina et al. (2018) found that despite 93.0% of pregnant women having a positive belief about the practice of blood donation, many of them were reportedly hesitant to give consent to blood transfusion due to unverified fears and misconceptions
The decision-making process regarding EBT is not solely based on individual perception but is also affected by external factors such as the influence of family members, particularly spouses, and the level of trust in healthcare providers. Baird et al. (2017) revealed that in southeastern Nigeria, the mean decision-to-transfusion interval for emergency obstetric procedures was unacceptably long. According to Pickens (2005), human thoughts and behaviours are often framed by interactions with one’s environment. In addition, emotional distress during neonatal emergencies may in effect compound perception-based resistance to the idea of transfusion, especially in environments where strong health communication systems are lacking. Esan (2016) documented cases in which mothers at Nigerian tertiary hospitals refused EBT for their infants due to fear and spiritual concerns.
Decision-making in neonatal care is rarely an isolated event for mothers, particularly in sub-Saharan African settings where familial influence, communal values, and gender norms play a significant role in decision–making, including healthcare decisions. Kusfa et al. (2019) identified these as recurrent barriers to timely EBT uptake. Other institutional barriers such as procedural ambiguity, lack of structured counselling, and inconsistent communication from healthcare providers have also been implicated as confounders complicating maternal decision-making (Adedayo et al., 2021; Yaya et al., 2018). As highlighted by Kliegman et al. (2016), maternal cooperation is often highest when communication is empathetic and clear. Recent empirical evidence has reinforced the clinical and socio-behavioural dimensions surrounding maternal decision-making for exchange blood transfusion (EBT). In a three-year cross-sectional study in Kelantan, Malaysia, Wan Mohd Hanafi et al. (2021) found that 19.7% of neonates with severe jaundice underwent EBT, with statistically significant predictors including ABO incompatibility, low birth weight, and neonatal infection.
The theoretical foundation for this study draws upon the Health Belief Model (HBM), which explains how individuals’ perceptions of susceptibility to a health condition, the severity of its consequences, the perceived benefits of taking preventive action, and the perceived barriers to such action collectively influence health-related decision-making (Rosenstock, 1974; Becker et al., 1974). This implies that mothers’ beliefs about the necessity and safety of EBT procedure can significantly influence their willingness to provide timely consent, as their perceived risks and benefits may either facilitate or obstruct prompt health-seeking behaviour (Seake & Velaphi, 2022).
Studies have consistently shown that higher maternal education is positively correlated with informed decision-making and timely utilisation of maternal and neonatal services (Yaya et al., 2018). Similarly, religious convictions have been found to influence women’s acceptance or refusal of medical interventions, especially when perceived to conflict with spiritual values (Odeyemi et al., 2019). Prior negative encounters with healthcare providers can significantly undermine trust and discourage future engagement with hospital-based services (Okonofua et al., 2020). Moreover, fears surrounding transfusion complications, including infection risks or perceived impurity, have been documented as deterrents to voluntary consent (Adediran et al., 2022). Exposure to antenatal counselling, on the other hand, has been shown to reduce anxiety and foster informed consent behaviours in emergency situations (Fekadu et al., 2021).
Another critical factor influencing maternal decisions is previous exposure to healthcare settings. Mothers who encountered long waits, miscommunication, or poor treatment may develop distrust. According to Gulucu and Uzun (2022), negative encounters often deter timely acceptance of medical procedures. Spiritual interpretations have also been reported as a notable factor shaping how mothers perceive EBT. Oriyomi et al. (2015) reported that in some Nigerian communities, transfusion is rejected not on medical grounds, but because prayer is seen as the sole acceptable remedy. Frigo et al. (2021) observed that, in the absence of timely and reliable access to screened blood, some families are often left with no option but to seek informal or unregulated blood sources, thereby increasing the risk of transfusion-related complications and infectious disease transmission. This study, therefore, examined how mothers understand, perceive, and respond to the clinical procedure of exchange blood transfusion, with the aim of generating evidence to inform policy and clinical practice guidelines that promote safer, timely, and more culturally acceptable neonatal interventions, particularly in high-risk cases. To address this study concern, the following research questions guided the study.
Research Questions 
1. What is the level of mothers’ perception of exchange blood transfusion among mothers whose babies were admitted into the Special Care Baby Unit of the University of Port Harcourt Teaching Hospital?
2. What decision-making factors influence mothers’ willingness to consent to exchange blood transfusion for their neonates in the Special Care Baby Unit of the University of Port Harcourt Teaching Hospital?
3. To what extent does mothers’ perception of exchange blood transfusion influence their willingness to consent to exchange blood transfusion for their neonates in the Special Care Baby Unit of the University of Port Harcourt Teaching Hospital?
4. To what extent do maternal decision-making factors influence mothers’ willingness to consent to exchange blood transfusion for their neonates in the Special Care Baby Unit of the University of Port Harcourt Teaching Hospital?
3.0 Methodology
This study adopted a cross-sectional survey design in the Special Care Baby Unit (SCBU) of the University of Port Harcourt Teaching Hospital (UPTH). A sample size of 150 mothers whose babies were admitted into the SCBU of UPTH during the two months period of data collection. Sample size was calculated using Cochran’s formula for a single proportion, n₀ = (Z² × p × q) / e², where Z = 1.96, p = 0.50, q = 1 − p, and e = 0.08. Substitution gave n₀ = (1.96² × 0.50 × 0.50) / 0.08² = 150.06, which was approximated to 150. Mothers were selected using a non-probability consecutive sampling technique, in which all eligible, consenting mothers whose babies were admitted into the SCBU during the data collection period were approached until the sample size was attained, rather than restricting participation only to mothers whose babies ultimately required exchange blood transfusion. Data were collected using a structured, self-administered questionnaire developed by the researcher. The questionnaire was structured and close ended, and it was designed to measure the study variables in line with the study objectives. It covered socio-demographic information and the key constructs of perception of exchange blood transfusion, decision-making factors, and willingness to consent, using dichotomous response options, Yes or No. The items were reviewed for clarity and content relevance before the main survey and were pretested, and where a mother had limited literacy the researcher administered the items verbally in simple English and recorded responses exactly as provided. The instrument was divided into four sections as follows: Section A was used to obtain Socio-Demographic Characteristics, while Section B contained items used to measure Perception of Exchange Blood Transfusion. The Section C measured Decision-Making Factors, while Section D was used to measure the mothers' Willingness to Consent to EBT. No translation was required because English is the routine language of communication in UPTH, however where a mother could not read or had difficulty completing the questionnaire, the researcher administered the questionnaire verbally in simple English and recorded responses exactly as provided. The instrument was pilot tested with 10 mothers at Rivers State University Teaching Hospital to assess its internal consistency. Reliability analysis was conducted separately for each construct. The Cronbach’s alpha values obtained were 0.81 for the perception scale, 0.84 for the decision-making scale, and 0.86 for the willingness scale. These results confirmed that each section of the instrument measured up to acceptable internal consistency level and was suitable for measuring the respective variables in the main study. Data collection was conducted over a two-month period, following formal ethical clearance obtained from the University of Port Harcourt Research Ethics Committee. An introductory letter from the School of Post Basic Paediatric Studies supported the ethics application and facilitated institutional access. Permission to conduct the study was granted by the Assistant Director of Nursing Services at the University of Port Harcourt Teaching Hospital, and approval was also received from the Chief Nursing Officer of the Special Care Baby Unit. The study was introduced to prospective participants, and verbal informed consent was obtained after explaining the purpose and procedures of the study. The study was introduced to prospective participants, and verbal informed consent was obtained after explaining the purpose and procedures of the study. Verbal informed consent was obtained due to varying literacy levels among participants and the clinical context of neonatal admission, while questionnaire responses were recorded by the researcher to ensure accurate documentation of participants’ decisions. Participation was voluntary, and respondents were assured of strict confidentiality and anonymity. Participation was voluntary, and respondents were assured of strict confidentiality and anonymity. Questionnaires were administered and retrieved only from consenting individuals, with the researcher providing guidance as needed. Collected data were analysed using descriptive statistics (frequencies and percentages) and inferential statistics, specifically chi-square test and binary logistic regression. The Chi-square test was used to examine the association between categorical variables such as maternal perception, decision-making factors, and willingness to consent to exchange blood transfusion, while binary logistic regression was applied to predict the likelihood of consent based on significant variables identified in the Chi-square analysis.
Results and Discussion
Table 1 presents the socio-demographic distribution of 150 mothers whose infants were admitted to the SCBU of UPTH All participants were female and married, with majority (34%) aged between 30 and 34 years. Most of the respondents (96.7%) were in monogamous marriages. In terms of education, 52% had attained tertiary education, indicating a relatively educated respondent pool.
Table 1: Socio-Demographic Characteristics of Respondents (N = 150)
	Variable
	Frequency (N=150)
	Percentage (%)

	Age: 
	20–24
	10
	6.7

	
	25–29
	39
	26.0

	
	30–34
	51
	34.0

	
	35–39
	45
	30.0

	
	40+
	5
	3.3

	Marital
	Married
	150
	100.0

	
	Single 
	0
	0

	Marriage Type
	Monogamous
	145
	96.7

	
	Polygamous
	5
	3.3

	Education
	Primary
	10
	6.7

	
	Secondary
	62
	41.3

	
	Tertiary
	78
	52.0

	Occupation: 
	Housewife
	25
	16.7

	
	Civil Servant
	45
	30.0

	
	Business
	65
	43.3

	
	Others
	15
	10.0

	Religion: 
	Christianity
	130
	86.6

	
	Muslim
	20
	13.4

	Ethnicity
	Yoruba
	15
	10.0

	
	Ibo
	75
	50.0

	
	Hausa
	10
	6.7

	
	Others
	50
	33.3


The occupational distribution shows that 43.3% were engaged in business, followed by 30% civil servants and 16.7% were housewives. Regarding religious affiliation, Christianity was predominant at 88.6%, while 13.3% each identified themselves as Muslim. In terms of ethnicity, half (50%) were Ibo, followed by 33.3% from other ethnicities, 10% Yoruba, and 6.7% Hausa. These data provide context for interpreting maternal perception and decision-making towards exchange blood transfusion in this clinical setting.
Table 2: Chi-Square Test of Association between Mothers’ Perception and Willingness to Consent to Exchange Blood Transfusion (N = 150)
	Questionnaire Items
	Positive 
n (%)
	Negative 
n (%)
	Total
	df
	χ²
	P-value

	
	
	
	
	
	
	

	1
	Exchange blood transfusion is transfer of someone’s life to the baby.
	25 (16.7)
	125 (83.3)
	150
	1
	9.570a
	0.008

	2
	The baby will die if exchange blood is given.
	15 (10.0)
	135 (90.0)
	150
	
	21.060a
	0.000

	3
	Exchange blood transfusion is only necessary when all other treatments have failed.
	38 (25.3)
	112 (74.7)
	150
	1
	7.013a
	0.030

	4
	Exchange blood transfusion will kill the baby
	18 (12.0)
	132 (88.0)
	150
	1
	20.011a
	0.000

	5
	Exchange blood transfusion is a painful and dangerous procedure for babies.
	28 (18.7)
	122 (81.3)
	150
	1
	16.312a
	0.000

	6
	I do not trust the safety of donor blood used in exchange transfusion.
	40 (26.7)
	110 (73.3)
	150
	1
	6.361a
	0.420


The results in Table 2, most notable associations were observed in items, where most of the women expressed fear-based beliefs regarding EBT. In particular, only 10.0% of the respondents agreed with the statement that “the baby will die if exchange blood is given” (Item 2), while 90.0% disagreed, and this association was statistically significant (p < 0.001). A similar pattern was observed in Item 4, where only 12.0% agreed that “exchange transfusion will kill the baby,” while 88.0% disagreed (p < 0.001). In addition, 18.7% of the mothers agreed that exchange transfusion is a painful and dangerous procedure (Item 5), while 81.3% disagreed, and this too showed a strong association with willingness (p < 0.001). However, mistrust in donor blood safety (Item 6) did not show a statistically significant association, as 26.7% agreed and 73.3% disagreed (p = 0.420). 

Table 3: Binary Logistic Regression Predicting Willingness to Consent to Exchange Blood Transfusion from Maternal Perception Variables (N = 150)
	
	B
	S.E.
	Wald
	df
	Sig.

	Exp
(B)
	95% C.I.for EXP(B)

	
	
	
	
	
	
	
	Lower
	Upper

	1
	Exchange blood transfusion is transfer of someone’s life to the baby.
	2.38
	.79
	9.09
	1
	.003
	10.83
	2.30
	50.92

	2
	The baby will die if exchange blood is given.
	2.87
	.89
	10.45
	1
	.001
	17.64
	3.10
	100.50

	3
	Exchange blood transfusion is only necessary when all other treatments have failed.
	1.27
	.63
	4.05
	1
	.044
	3.57
	1.03
	12.30

	4
	Exchange blood transfusion will kill the baby
	3.12
	.86
	13.12
	1
	.000
	22.81
	4.20
	123.88

	5
	Exchange blood transfusion is a painful and dangerous procedure for babies.
	1.87
	.90
	4.293
	1
	.038
	6.54
	1.10
	38.67

	6
	I do not trust the safety of donor blood used in exchange transfusion.
	.171
	.66
	.07
	1
	.796
	1.19
	.33
	4.32

	
	Constant
	-7.99
	1.78
	20.08
	1
	.000
	.000
	
	


The analysis in Table 3 showed that among the six predictors, Item 4, which examined fear of harm resulting from the procedure, produced the highest odds ratio (OR = 22.81, p < .001), indicating a strong negative influence on consent. Similarly, Item 2, which assessed fatalistic beliefs about the outcome of EBT, also showed a high predictive value (OR = 17.64, p = .001). Item 1, which focused on spiritual or metaphysical beliefs, significantly lowered the odds of consent (OR = 10.83, p = .003). However, Item 6, which explored mistrust in donor blood, was not a significant predictor (p = .796), and its negligible odds ratio of 1.19 suggests that it has a minimal impact on maternal willingness to endorse her consent.
Table 4: Chi-Square Test of Association between Maternal Decision-Making Factors and Willingness to Consent to Exchange Blood Transfusion (N = 150)
	S/ No.
	Item Description
	Positive n (%)
	Negative n (%)
	Total
	χ²
	p-value

	7
	Exchange blood transfusion is not accepted in my religion
	26 (17.3)
	124 (82.7)
	150
	22.768
	0.000

	8
	Exchange blood transfusion is an abomination in my village
	21 (14.0)
	129 (86.0)
	150
	17.958
	0.000

	9
	My pastors and husband will not accept exchange blood transfusion
	25 (16.7)
	125 (83.3)
	150
	11.032
	0.001

	10
	The cost of exchange blood transfusion is expensive
	72 (48.0)
	78 (52.0)
	150
	7.657
	0.006

	11
	Lack of information about exchange transfusion affects my decision
	53 (35.3)
	97 (64.7)
	150
	39.038
	0.000

	12
	I will only accept exchange transfusion if I see another baby survive it first
	60 (40.0)
	90 (60.0)
	150
	30.714
	0.000


The results presented in Table 4 indicate that all the six items assessing maternal decision-making were significantly associated with mothers’ willingness to consent to exchange blood transfusion. In terms of religious beliefs in item 7, 17.3% of the mothers agreed that exchange blood transfusion is not accepted in their religion, while 14.0% perceived it as an abomination within their cultural setting. With regard to economic concerns, 48.0% of the mothers agreed that the cost of the procedure is expensive, and this perception showed a statistically significant relationship with willingness to consent (p = 0.006). Also, 40.0% of the mothers expressed readiness to consent for transfusion for their newborn, only after seeing another baby survive the procedure (item 12). This highlight the role of reassurance through observed outcomes (p = 0.000). 
Table 5: Binary Logistic Regression Predicting Willingness to Consent to Exchange Blood Transfusion From Maternal Decision-Making Factors (N = 150)
	S/ No.
	Item Description
	B
	S.E.
	Wald
	Sig.
	Exp
(B) 
	95% C.I.for EXP(B)

	
	
	
	
	
	
	
	Lower
	Upper

	7
	Exchange blood transfusion is not accepted in my religion
	2.25
	1.02
	4.88
	0.030
	9.45
	1.29
	69.38

	8
	Exchange blood transfusion is an abomination in my village
	1.89
	0.90
	4.42
	0.040
	6.66
	1.14
	39.02

	9
	My pastors and husband will not accept exchange blood transfusion
	1.87
	0.91
	4.26
	0.039
	6.48
	1.10
	38.28

	10
	The cost of exchange blood transfusion is expensive
	2.38
	0.99
	5.69
	0.017
	10.75
	1.53
	75.66

	11
	Lack of information about exchange transfusion affects my decision
	1.93
	0.92
	4.41
	0.040
	6.92
	1.14
	42.03

	12
	I will only accept exchange transfusion if I see another baby survive it first
	0.06
	0.90
	0.17
	0.910
	0.96
	0.22
	2.11


The result in Table 5 shows that cost-related concerns (Item 10) had significantly influenced willingness, with a coefficient of B = 2.38 and an odds ratio of 10.75 (p < 0.05), suggesting that economic factors play an important role in maternal decision-making. Similarly, religious objection to exchange transfusion (Item 7) recorded B = 2.25 and an odds ratio of 9.45 (p < 0.05), confirming the strong influence of faith-based values on consent behaviour. Cultural beliefs that EBT is an abomination (Item 8), external influence from husbands or pastors (Item 9), and lack of adequate information (Item 11) were also statistically significant, with odds ratios ranging between 6.48 and 6.92. Since all the decision-making variables except item 12, produced p-values below the 0.05 threshold, hence the null hypothesis two is considered rejected.
Table 6: Chi-Square Test of Association between Educational Qualification and Mothers’ Willingness to Consent to Exchange Blood Transfusion (N = 150)
	S/N
	Item Statement
	Willing 
n (%)
	Not willing 
n (%)
	Total
	df
	χ²
	P-value

	13
	I am willing to approve exchange blood transfusion for my baby if recommended by a medical doctor.
	85 (56.7)
	65 (43.3)
	150
	2
	12.454a
	0.000

	14
	I will only approve exchange transfusion after trying all other options.
	48 (32.0)
	102 (68.0)
	150
	2
	20.125a

	0.000


	15
	I would never give consent for exchange transfusion, no matter the condition.
	28 (18.7)
	122 (81.3)
	150
	2
	15.301a
	0.000


	16
	If a trusted health worker explains it to me, I would approve exchange blood transfusion.
	75 (50.0)
	75 (50.0)
	150
	2
	8.976a
	0.009

	17
	I would approve exchange blood transfusion only if I see another baby survive it.
	61 (40.7)
	89 (59.3)
	150
	2
	17.652a
	0.000


	18
	I am afraid to give consent for exchange transfusion even if it may save my baby’s life.
	42 (28.0)
	108 (72.0)
	150
	2
	32.067a
	0.000



Table 6 presents the Chi-square test results examining the association between mothers’ educational qualification and their willingness to consent to exchange blood transfusion. The analysis revealed statistically significant associations for all items at the 5% level of significance. A total of 56.7% of mothers agreed to approve exchange blood transfusion if such request is recommended by a medical doctor, while 43.3% disagreed (χ² = 12.454, p = 0.000). For the item measuring conditional approval after trying other options, 32.0% agreed and 68.0% disagreed (χ² = 20.125, p = 0.000). In response to the statement “I would never give consent no matter the condition,” only 18.7% agreed while 81.3% disagreed (χ² = 15.301, p = 0.000). An equal split was observed for the item measuring reliance on a trusted health worker’s explanation, with 50.0% agreeing and 50.0% disagreeing (χ² = 8.976, p = 0.009). These results demonstrate that mothers’ responses to all six willingness items varied significantly with their educational background. Since all the p-values were less than 0.05, the null hypothesis three is rejected.

Table 7: Logistic Regression of Educational Qualification and Willingness to Consent
	Variable
	B
	S.E.
	Wald
	df
	Sig.
	Exp(B)
	95% CI for EXP(B)

	
	
	
	
	
	
	
	Lower
	Upper

	Secondary Education
	1.346
	0.431
	9.744
	1
	.002
	3.840
	1.650
	8.938

	Tertiary Education
	2.869
	0.643
	19.918
	1
	.000
	17.614
	4.997
	62.085

	Constant
	-0.821
	0.362
	5.149
	1
	.023
	0.440
	
	


The results presented in Table 7 show that both secondary and tertiary education levels significantly increased the likelihood of maternal consent when compared to primary education. Mothers with secondary education were nearly four times more likely to consent (Exp(B) = 3.840, p = .002), while those with tertiary education were over seventeen times more likely to consent (Exp(B) = 17.614, p < .001). These effects were both statistically significant, as indicated by confidence intervals that excluded 1. The intercept was also significant, and indicates that the baseline probability of consent was relatively low among the reference group.
Result and Discussion 
The findings from this study showed that maternal perception significantly influences the willingness to consent to exchange blood transfusion for the newborn. Constructs measuring fear, such as the belief that the baby would die from the procedure or that it is painful and dangerous, were strongly associated with reduced consent. These findings are consistent with Alomair et al. (2020), who established that deeply held cultural and religious misconceptions about reproductive procedures significantly constrained women’s decisions across several Muslim-majority settings. In the present study, fear-based interpretations, especially among mothers viewing transfusion as metaphysically dangerous, resulted in substantial number of the respondents demonstrating low willingness to sanction exchange blood transfusion for their baby. This mirrors Al-Mujtaba et al. (2016), who found that many Nigerian women’s decisions in respect to neonatal care were largely determined by certain religious doctrines and household gender norms, which often displaced individual medical judgment. Such beliefs appear to transform transfusion from a medical procedure into a spiritual dilemma, where the risks are not just physical but also moral and existential in nature.
In addition to fear and spirituality, the study showed that the mothers’ perception was shaped by conditional acceptance also of transfusion procedure. A notable proportion of mothers stated that EBT should only be considered after other treatment options fail, indicating a hierarchical nature of care acceptance by the mothers. This belief pattern demonstrates a lack of familiarity with the urgency that severe neonatal jaundice often requires. It also accentuates what Okonofua et al. (2017) reported concerning some Nigerian referral hospitals, in which the mothers reportedly described a lack of adequate information from the caregivers and expressed strong reservations about approving high-risk procedures when not given thorough and reassuring explanations. Apparently, such beliefs are reinforced by low exposure to clinical education and a general distrust in procedural necessity. The implication is that interventions like EBT are perceived not as routine medical responses, but as desperate last resorts, which undermines their timely administration. This finding calls for earlier and better-targeted health education, particularly during antenatal visits.
Maternal decision-making variables further reinforced the complexity of consent behaviour. All six decision-related items ranging from religious beliefs to economic and informational concerns were significantly associated with willingness to consent. Among these, the strongest predictor was cost-related concerns for exchange blood transfusion. This reliance on visual proof reveals how trust in health interventions is often built through observation and community experience rather than abstract assurance. Ezeaka et al. (2014) highlighted a similar theme in their multi-centre study, where prior awareness and correct recognition of neonatal jaundice were more common among educated and urban-based mothers who had previously encountered such conditions. In both cases, observational reassurance is a key to building trust among the mothers. Moreover, this indicates that personal testimony and peer modelling could serve as powerful tools in promoting acceptance of EBT within communities with sceptical view to such medical procedures.
Economic constraints also significantly influenced consent among the mothers, with nearly half of the mothers identifying cost as a barrier. This corroborates Yaya et al. (2018), who established that maternal healthcare utilisation was consistently higher among women from wealthier households. The association between poverty and reduced service uptake, as shown in this study, suggests that financial perceptions are not just about affordability but about value and risk. When a procedure like EBT is framed as expensive, mothers may question whether it is worth the potential risk, especially if they lack confidence in the outcome. This is particularly concerning because it implies that even when the procedure is medically necessary and potentially life-saving, cost-related anxiety can deter mothers from consenting. Hence, improving transparency about hospital subsidies and implementing counselling on the urgency of EBT may help to neutralise this form of resistance.
Another layer of influence emerged from religious and cultural values, which were shown to significantly reduce the likelihood of consent. The study found that mothers who believed EBT was unacceptable in their religion or considered it as an abomination within their cultural setting were markedly less willing to give consent for exchange blood transfusion. This finding aligns with the conclusions drawn by Umar (2017), who demonstrated that religious and ethnic affiliations strongly influenced maternal health service uptake in Nigeria, particularly among women in northern regions. While religious belief alone was not always a direct deterrent, when such belief was fused with rigid gender roles or communal norms, it shaped decisions more profoundly than medical advice (Chawanpaiboon et al., 2025; Umar, 2017; Odeyemi et al., 2019).  Similarly, Al-Mujtaba et al. (2016) found that some women avoided maternal health services when religious practices conflicted with exposure to perceived invasive medical procedures. This suggests that improving the acceptance of exchange blood transfusion may require close and deliberate engagement with religious leaders and community heads, who can serve as bridges between clinical explanations and cultural values in a way that facilitates acceptance and ultimately helps to save lives.
Chi-square and logistic regression results showed that education was a powerful determinant of consent among the mothers. Mothers with secondary and tertiary education were significantly more willing to approve exchange transfusion than those with only primary education. This directly supports the findings of Yaya et al. (2018), who showed that higher education improves awareness, enhances maternal autonomy, and facilitated health service utilisation. In the current study, educated mothers may have better understood the clinical urgency of EBT in respect to saving their baby's life. Such enhanced understanding leads to greater trust in medical recommendations. This group was also less influenced by metaphysical fears or patriarchal gatekeeping, likely because education had fostered independent judgment and exposure to health information. Gulucu and Uzun (2022) and Ezeaka et al. (2014) similarly noted that maternal education was among the strongest predictors of appropriate care-seeking behaviour for neonatal jaundice. Thus, investment in girl-child education has the potential to not only improve literacy but also have the capacity to build future maternal generations who are more responsive to life-saving interventions.
Trust in healthcare providers also played a role in shaping maternal consent. The finding that an equal proportion of mothers agreed and disagreed with consenting to exchange blood transfusion for their newborns only after receiving an explanation from a trusted health worker highlights a pivotal opportunity for intervention. This aligns with Adedayo et al. (2022) and Okonofua et al. (2017), who noted that respectful and informative communication was often lacking in referral hospitals, leading to maternal dissatisfaction and avoidance. In the current study, the split response to this item suggests that some mothers already place trust in professional guidance, whereas others were hesitant due to previous experiences or a lack of understanding. This gap reveals the importance of strengthening provider-client communication, particularly during antenatal and early postnatal encounters. When explanations are delivered with empathy, cultural sensitivity, and clarity, the mother’s confidence in medical recommendations is enhanced, and misconceptions are more likely to be corrected before time-sensitive medical procedures requiring patients consent emerges. 
Conclusion
This study finding revealed that maternal perception and decision-making factors significantly affect maternal willingness to consent to exchange blood transfusion (EBT) for newborns. Misconceptions driven by fear, cultural beliefs, and religious interpretations were factors discouraging maternal consent, while financial concerns and limited access to accurate health information further reduced the willingness of mothers to approve exchange blood transfusion for their newborns. Conversely, mothers with higher educational attainment and prior exposure to reliable health guidance demonstrated greater openness to acceptance of EBT. These findings necessitate an urgent need for structured antenatal counselling and community-based health education for families. They also call for the active involvement of religious and family decision-makers in educational campaigns aimed at enlightening the public and building their confidence in the healthcare system. This approach can serve as a pathway to improving maternal consent and ensuring prompt life-saving interventions for neonates requiring exchange transfusion.
Recommendations
Based on the findings, the following recommendations are provided;
1. Health facilities should ensure that all antenatal clinics include structured health talks on exchange blood transfusion, with nurses and midwives tasked with simplifying the procedure and addressing common fears among expectant mothers.
2. Religious and community leaders should be sensitized by public health educators to openly support exchange blood transfusion during community meetings and worship gatherings, so as to influence cultural perceptions positively.
3. The Ministry of Health should implement financial support policies to subsidize the cost of exchange blood transfusion, particularly for low-income families accessing care in public hospitals.
4. Hospitals should create mother-to-mother support platforms where women who have approved exchange transfusion can share their testimonies and encourage others to give timely consent for the procedure. 
5. Medical professionals should undergo regular training in culturally sensitive communication, with hospital administrators to ensure that such training is mandatory for all staff interacting with mothers in neonatal units.
Limitations of the Study
This study was facility based and cross sectional, so it identified relationships between maternal perception, decision making factors, and willingness to consent to exchange blood transfusion, but it could not establish causality. Data were collected in a single tertiary centre, the Special Care Baby Unit of UPTH, using consecutive recruitment within two months, so generalisation to other settings may be limited. The questionnaire relied on self-reported responses, which may be affected by recall limitations or socially desirable answers. For mothers with limited literacy, items were read aloud and responses were recorded, which could have introduced interviewer influence.
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