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ABSTRACT 
 

Background: Eclampsia is a hypertensive disorder of pregnancy; it is major global health problem 
and a common medical complication of pregnancy among pregnant women residing in low and 
middle income countries. It is the development of convulsions and or coma that is not related to 
other cerebral conditions during pregnancy or in the postpartum period in women with signs and 
symptoms of preeclampsia. It is responsible for the majority of poor maternal and fetal outcomes 
globally. In many developing countries such as Nigeria, eclampsia remains a significant contributor 
to adverse maternal and perinatal outcomes despite all measures to reduce its incidence and 
impact.  
Aim: The aim of the study was to assess the knowledge of eclampsia among pregnant women 
attending a tertiary antenatal clinic in Ikenne Remo, Ogun state, Nigeria. 
Study Design: Quantitative cross-sectional descriptive survey design. 
Methodology: Ninety four (94) pregnant women attending antenatal clinic at a tertiary hospital in 
Ikenne Remo, Ogun state participated in the study. The level of knowledge was assessed by 
administering a quantitative instrument developed in a structured close ended questionnaire form. 
The questionnaire had two (2) sections; Section A: Socio demographic and Section B: Knowledge. 
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Results: Findings indicated that majority of the pregnant women, 41.5% had fair level of 
knowledge of eclampsia while 33% had high level of knowledge and 25.5% had poor level of 
knowledge of eclampsia. The study identified that age, religion, ethnicity and parity were 
significantly related with level of knowledge of the pregnant women while educational level of the 
pregnant women wasn’t significantly related with their level of knowledge about eclampsia. 
Conclusion: The study illustrates that knowledge of eclampsia are limited among pregnant women 
attending a tertiary antenatal clinic in Ogun state, Nigeria; there are gaps in knowledge regarding 
the causes, danger signs and risk factors of the condition. Therefore, health care providers should 
be equipped with appropriate skills and relevant materials to provide proper prenatal education and 
sensitization to improve maternal and perinatal health. 
 

 
Keywords: Eclampsia; morbidity; knowledge; preeclampsia; Nigeria. 
 

1. INTRODUCTION 
 
About ten per cent (10%) of all pregnancies are 
complicated by hypertension worldwide, with 
about half of these cases accounted for by 
eclampsia and preeclampsia worldwide [1]. 
Hypertensive disorder of pregnancy (HDP) are 
among the most common medical complications 
of pregnancy that affect about 7-10% of all 
pregnant women, and they are a significant 
cause of maternal and perinatal morbidity 
globally [2].  
 
Hypertensive disorders of pregnancy (HDP) have 
reported accounting for about 14% of maternal 
deaths globally, approximately 42,000 each year, 
with about 99% of these deaths occurring in low 
resource settings and less than 1% in high-
income settings [1,3]. Hypertensive disorder of 
pregnancy is an umbrella term for preexisting 
(chronic hypertension) and gestational 
hypertension, preeclampsia and eclampsia, with 
preeclampsia and eclampsia being responsible 
for the majority of poor maternal and fetal 
outcomes [1,3]. 
 
Maternal mortality is excessively high. An 
estimated 295,000 maternal deaths occurred in 
2017 globally, among which 94% occurred in 
low-resource setting countries with sub-Saharan 
Africa and southern Asia accounting for 
approximately 86% (254,000) of these deaths [4]. 
More than 70% of maternal deaths are due to 
five major complications: infection, hemorrhage, 
obstructed labor, unsafe abortion and 
hypertensive disorders of pregnancy (especially 
preeclampsia ad eclampsia) [5,6]. 
 

Eclampsia is considered a complication of severe 
preeclampsia during pregnancy, and it occurs 
after the 20

th
 week of gestation or in the 

postpartum period. It is the development of 
convulsions and or coma that is not related to 

other cerebral conditions during pregnancy or in 
the postpartum period in women with signs and 
symptoms of preeclampsia [7,8]. Eclampsia has 
been a threat to maternal survival in Nigeria, as it 
is one of the major causes of maternal mortality 
[9]. 
 
Eclampsia often results from wrong diagnosis 
(recognition) and improper management of 
preeclampsia. Preeclampsia is a condition that 
develops during pregnancy and is characterized 
by high blood pressure (hypertension) and 
protein in the urine (proteinuria). Monitoring and 
early diagnosis of preeclampsia in pregnant 
women and effective treatment can prevent 
eclampsia [10].  
 
Eclampsia is reported to have 0.3% prevalence 
globally [1]. It is associated with a risk of 0-1.8% 
for maternal death in developed countries. 
However, the maternal mortality rate may be as 
high as 14% in developing countries; it accounts 
for a significant number of maternal deaths in 
Africa and Asia. Each year approximately 63,000 
women worldwide die of eclampsia and 
preeclampsia, and 99% of these deaths occur in 
low-income countries [2,11].  
 
In 2017, Nigeria accounted for a significant 
proportion of maternal deaths globally. The 
maternal mortality ratio in Nigeria as of 2017 was 
estimated to be 917 per 100,000 live births. In 
many developing countries such as Nigeria, 
eclampsia remains a significant contributor to 
adverse maternal and perinatal outcomes 
despite all measures to reduce its incidence and 
impact [3,4]. In Nigeria, over 50% of maternal 
mortality is caused by hemorrhage and pre-
eclampsia/eclampsia. With progresses in 
preventing hemorrhage-related deaths, 
hypertensive disorders have become Nigeria’s 
leading cause of maternal mortality, accounting 
for 29% of these deaths in tertiary hospitals [12]. 
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Nigeria has a high prevalence of preeclampsia 
and eclampsia of between 2% to 16.7% [13]. The 
incidence of eclampsia reported varies in 
different parts of Nigeria. Eclampsia contributes 
31.3%-43.1% to maternal death in the Northern 
part of the country, with a maternal mortality ratio 
(MMR) of 1,200 per 100,000 live births. In the 
south-west and south-south parts of the country, 
the maternal mortality ratio is lower; it is about 
500 per 100,000 live births. Eclampsia accounts 
for 27.5%-40% of maternal deaths in this part of 
the country [9]. A study conducted in Ogun State, 
Southwestern Nigeria found that location, time, 
obstetric condition, and socio-cultural 
characteristics influence health-seeking 
behaviors among pregnant women [12]. A study 
carried out by Akadri et al., (2020) on the 
prevalence of hypertensive disorder of 
pregnancy in Babcock University Teaching 
Hospital, Ilishan-Remo, Ogun State, Nigeria, 55 
(4.9%) women had hypertensive disorders in 
pregnancy and Thirty-four (75.5%) of this women 
had preeclampsia/ eclampsia [14]. 
 
Previous studies carried out in a few countries in 
Africa indicate that eclampsia knowledge among 
women is generally low [15]. Eclampsia is a 
disease of signs which requires prompt attention. 
Early diagnosis and management can reduce the 
dangers of preeclampsia and eclampsia; most 
deaths associated with this condition are 
avoidable when care is given in good time. One 
major challenge in fighting eclampsia is women's 
late reporting to healthcare centers following a 
sign or symptom experience [15,16]. 
 
Avoiding delays and "blockages" currently 
occurring in diagnosis and management are 
critical. Three phases of delay have been 
identified; "phase one delay" relate to the time 
taken to decide to seek care, "phase two delays" 
involve problems in reaching care and "phase 
three delays" encompasses issues in the 
provision of care [17]. Inadequate knowledge is 
one of the problems hindering the reduction in 
maternal mortality. Maternal deaths could be 
prevented if women have adequate knowledge 
and use good quality services, especially when 
complications arise. Women equipped with 
knowledge that experience eclampsia would 
report early to the hospital, receive timely 
medical intervention and have fewer adverse 
outcomes [15,16]. This study is concerned with 
identifying potential “phase one delays” relating 
to levels of knowledge. Assessing the knowledge 
of eclampsia is therefore important among 
pregnant women attending antenatal clinic in 

order to identify gaps and limitation in 
knowledge. In addition, a better understanding of 
the knowledge level of eclampsia among 
pregnant women is necessary as it will facilitate 
the planning of adequate intervention for the said 
demographic, it will also inform health care 
providers on the best methods during antenatal 
clinic days. 
 

2. MATERIALS AND METHODS 
 
2.1 Study Design 
 
The study applied a quantitative cross-sectional 
descriptive survey research design. 
 

2.2 Study Setting 
 
The study was carried out in Babcock University 
Teaching Hospital, Ilishan Remo, Ogun state, 
South-western Nigeria. 
 
2.3 Study Population 
 
All pregnant women who attended antenatal 
clinic at Babcock University Teaching Hospital 
during the course of the study were invited to 
participate in the study. The study spanned over 
a period of 4 weeks. 
 

2.4 Sampling Technique / Recruitment of 
Participants 

 
A purposive Total Enumeration sampling method 
was adopted for this study. The technique helped 
to sample the entire population because of the 
relatively small size of the population. Over the 
period of the study 100 pregnant women 
attended antenatal clinic at hospital, only 94 
pregnant women gave informed consent and 
were enrolled in the study while six (6) women 
didn’t give informed consent to participate in the 
study due to personal reasons.  
 

2.5 Study Instrument 
 
The instrument was self-administered to all 
members of the target population. Included with 
the questionnaire was an informed consent form 
which comprised of the title, purpose, goal and 
procedure of the study as well as what was 
required of participants. Post research benefits 
and detailed contact information of the 
researchers were also included. The 
questionnaire was validated by ensuring that the 
items under each section of the questionnaire 
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measure the section. The contents of the 
questionnaire were strengthened through 
incorporating items plus variable identified from 
review of literatures related to the title. 
Feedbacks provided after pilot study by the 
respondents was incorporated into the 
instrument. Reliability of the questionnaire was 
determined by conducting a pilot test using 10% 
of the calculated sample size. A Cronbach’s 
alpha score of 0.874 was obtained which 
ensured the reliability of the instrument. 
 
Section A: This assessed pregnant women’s’ 
socio demographic factors which included their 
age, age at marriage, marital status, religion, 
parity, level of education, ethnicity and 
pregnancy history.  
 
Section B: This assessed pregnant women’s’ 
knowledge of eclampsia. It consisted of 30 items 
having a 90-point rating scale with Yes/No/I don’t 
know options (I don’t know meaning the 
respondent is uncertain) and also having options 
for respondents to pick. 
 

2.6 Data Collection 
 
The instrument developed and validated was 
taken to the field and permission was obtained 
from the Chief Medical Director of Babcock 
University Teaching Hospital. The questionnaires 
were self-administered by pregnant women. Data 
was collected by the research assistant over a 
period of 4 weeks. 
 

2.7 Data Analysis 
 
The data gathered from complete sets of 
questionnaires were collated, inputted and 
analysed using the 27

th
 version of the Statistical 

Package for Social Science (SPSS version 27). 
The socio-demographic details of respondents 
were reported using descriptive statistics 
(frequencies and percentages). Pearson’s 
correlation was used to test for significant 
relationship between specific socio demographic 
factors and knowledge level of eclampsia. 
Confidence interval was set at 95% and 
Statistical significance was considered at a p-
value less than 0.05. 
 

3. RESULTS 
 
After the questionnaire retrievals, all the ninety 
four instruments (94) questionnaires were 
completely filled. 

3.1 Socio Demographic Characteristics 
 
The distribution of pregnant women according to 
age showed that only 8 (8.5%) were within the 
age group of 45-49years while almost half 
47(50%) of the pregnant women were within the 
age group of 25-34years. The mean age of the 
women was 31.2 years (See Table 1). Two-third 
of the pregnant women 35 (37.2%) got married 
between the age 20-24years while 29 (30.9%) of 
the women got married above 29 years of age. 
Majority of the pregnant women 65 (69.1%) are 
married, 21 (22.3%) are separated while 8 
(8.5%) are single. Most of the pregnant women 
37 (39.4%) had secondary school education, 
while 30 (31.9%) had no formal education. In 
term of parity, about 13 (13.8%) had more than 
five children. The religious distributions within the 
study respondents showed that more than half of 
the pregnant women 57 (60.6%) were Christians, 
37 (39.4%) were Muslim. Majority of the pregnant 
women 78 (83%) were from the Yoruba ethnic 
group, 8 (8.5%) were igbo. 
 

3.2 Pregnancy History 
 
Majority of the pregnant women 76 (80.9%) 
reported they are not having their first pregnancy. 
Most of the women 56 (59.6%) reported to have 
attended antenatal care more than four times. 
Majority of the pregnant 56 (59.6%) are on their 
13-27weeks Gestational age. Most of the 
pregnant women 47 (50%) reported not to        
know if they have family history of 
preeclampsia/eclampsia while 28 (29.8%) of the 
women reported not to have any family history of 
preeclampsia or eclampsia (see Table 2). 
 

3.3 Knowledge of Eclampsia 
 
Majority of the pregnant women 58 (61.7%) had 
not heard of preeclampsia, most of the women 
45 (47.9%) had not heard of eclampsia while 67 
(71.3%) of the women reported to had heard 
about induced hypertension in pregnancy during 
lectures in antenatal care. Regarding the 
knowledge of pregnant women on the danger 
signs of eclampsia, 47 (50%) rightly identified 
persistent headaches as a danger sign, 47 (50%) 
rightly identified convulsion as a danger sign of 
eclampsia, 67 (67%) rightly identified abdominal 
pain as one of the danger signs of eclampsia, 33 
(36.2%) rightly identified dizziness as a danger 
sign of eclampsia, over sixty percent of the 
pregnant 57 (60.9%) were correct about leg and 
face edema being a danger sign of eclampsia, 65 



 
 
 
 

Makinde and Akinboye; AJMAH, 19(6): 9-19, 2021; Article no.AJMAH.69421 
 
 

 
13 

 

(69.1%) of the respondent also correctly 
identified sweating and visual disturbance as one 
of the danger signs of eclampsia while Majority of 
the pregnant women 66 (70.2%) wrongly 
identified nausea and vomiting as one of the 
danger signs of eclampsia and 56(59.6%)                    
of the pregnant women reported vaginal bleeding 
as one of the danger signs of eclampsia          
(Table 3). 
 

In terms of the causes or risk factors of 
eclampsia, majority of the women 87 (92.6%) 
rightly identified hypertension as a risk factor for 
eclampsia, 51 (54.3%) of the women identified 
prolonged exposure to cold a risk factor of 
eclampsia, 62 (66%) of the women identified 
depressive thoughts as a risk factor of eclampsia 
and over sixty percent 61 (64.9%) identified 
stress as a risk factor. 
 

Table 1. Socio-demographic characteristics of the pregnant women 

  

Demographic Characteristics Frequency (n= 94) Percentage (%) 

Age  

15-24 years 13 13.8 

25-34 years 47 50.0 

35-44 years 26 27.7 

45-49 years 8 8.5 

Mean Age =31.2   S.D= 5.93   

Age at Marriage   

15-19 years 16 17.0 

20-24 years 35 37.2 

25-29 years 14 14.9 

above 29 years 29 30.9 

Marital Status   

Single 8 8.5 

Married 65 69.1 

Separated 21 22.3 

Level of Education   

Non-formal education 30 31.9 

Primary education 20 21.3 

Secondary education 37 39.4 

Tertiary education 7 7.4 

Parity(Number of Children alive)   

0 6 6.3 

1-2 44 46.8 

3-4 31 33 

5 + 13 13.8 

Religion   

Christianity 57 60.6 

Islam 37 39.4 

Ethnicity    

Yoruba 78 83.0 

Igbo 8 8.5 

Others 8 8.5 
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Table 2. Pregnancy history of the pregnant women 
 

Pregnancy History   Categories Frequency (n= 94) Percentage 
(%) 

Is this your first pregnancy Yes 18 19.1 
No 76 80.9 

Antenatal care attended time One 18 19.1 
 Two  2 2.1 
 Three 18 19.1 
 ≥Four  56 59.6 
Gestational Age 1-12weeks 9 9.6 
 13-27weeks 56 59.6 
 > 27 weeks 29 30.9 
Family History of 
Preeclampsia/Eclampsia 

Yes  19 20.2 

 No  28 29.8 
 I don’t know  47 50 

 

Table 3. Knowledge of Eclampsia (n= 94) 
 

Knowledge of Eclampsia    Yes No I don’t 
know 

Have you heard of preeclampsia  19(20.2%) 58(61.7%) 17(18.1%) 
Have you heard of Eclampsia 25(26.6%) 45(47.9%) 24(25.5%) 
Have you had any formal lecture on pregnancy 
induced hypertension during your antenatal care 
activities? 

67(71.3%) 20(21.3%) 7(7.4%) 

What are Danger signs of Eclampsia  
Persistent headache 47(50%) 37(39.4%) 20(21.3%) 
Dizziness 33(36.2%) 34(36.2%) 27(28.7%) 
Nausea and vomiting 66(70.2%) 20(21.3%) 8(8.5%) 
Back pain 36(38.3%) 33(35.1%) 25(26.6%) 
Vaginal bleeding 56(59.6%) 13(13.8%) 25(26.6%) 
Abdominal pain 67(67%) 16(17%) 15(16%) 
Edema (face, hands or feet) 57(60.9%) 13(13.8%) 24(25.5%) 
Convulsion 47(50%) 25(26.6%) 22(23.4%) 
Sweating 65(69.1%) 20(21.3%) 9(9.6%) 
Visual disturbance 32(34%) 11(11.7%) 51(54.3%) 
What are some of the causes/risk factors of 
Eclampsia 

 

Prolonged exposure to cold 51(54.3%)  24(25.5%) 19(20.2%) 
Hypertension 87(92.6%) 0(0%) 7(7.4%) 
Depressive thoughts 62(66%) 11(11.7%) 21(22.3%) 
Stress 61(64.9%) 19(20.2%) 14(14.9%) 
Preexisting hypertension 72(76.6%) 11(11.7%) 11(11.7%) 
Malaria 58(61.7%) 17(18.1%) 19(20.2%) 
Lack or loss of blood 79(80.9%) 7(7.4%) 11(11.7) 
Evil spirits 13(13.8%) 70(74.5%) 11(11.7%) 
Sleeping on a cold floor 7(7.4%) 54(57.4%) 33(35.1%) 
Diabetes 60(63.8%) 27(28.7%) 7(7.4%) 
Taking cold food or drinks 9(9.6%) 62(66%) 23(24.5%) 
Eclampsia can only affect women with chronic 
hypertension 

62(66%) 9(9.6%) 23(24.5%) 

Eclampsia can only affect women who do not pray  13(13.8%) 64(68.1%) 17(18.1%) 
When is one likely to experience Eclampsia?    
Above 28 weeks of gestation 58(61.7%0 20(21.3%) 16(17%) 
Before 20 weeks of gestation 49(52.1%) 22(23.4%) 23(24.5%) 
Only after delivery 50(53.2%) 28(29.8%) 16(17%) 
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3.4 Pregnant Women’s Level of 
Knowledge 

 
This study asked 30 questions focusing on the 
level of knowledge of eclampsia among the 
pregnant women attending the antenatal clinic of 
Ikenne LGA. Maximum score obtainable was 90 
with Mean= 44.6±S.D=7.84. The score of the 
participants was categorized as follows: High 
(64-90), Fair (32-64) and Poor (1-31). Majority of 
the pregnant women, 41.5% had fair level of 
knowledge of eclampsia during pregnancy while 
33% had high level of knowledge and 25.5% had 
poor level of knowledge of eclampsia in 
pregnancy.   
 

3.5 Relationship between Specific Socio-
Demographic Factors and Level of 
Knowledge 

 
A Pearson Product Correlation analysis was 
used to determine the relationship between 
specific socio-demographic factors and the level 
of knowledge of the pregnant women on 
eclampsia. 
 
The result of showed that there is relationship 
between specific socio-demographic factors and 
knowledge of eclampsia among pregnant women 
attending antenatal clinic. However, there was no 
significant relationship between level of 
education and knowledge of eclampsia among 
pregnant women attending antenatal clinic (p> 
0.05). The result implies that age, religion, 
ethnicity and parity were significantly related with 
level of knowledge of the pregnant women while 
there was no significant relationship between the 
educational level of the pregnant women and 
their level of knowledge about eclampsia.  

 
4. DISCUSSION 
 
The result of this research revealed that Majority 
of the pregnant women had fair level of 
knowledge of eclampsia.  Most of the women in 
this study responded not to have heard of 
preeclampsia or eclampsia before this is similar 
to women presented in rural-urban communities 
of Ogun State [13]. A large percentage of the 
women have had formal lecture on pregnancy 
induced hypertension during their antenatal care 
visits. From the study most of the women did not 
have adequate knowledge on the danger signs 
and risk factors of eclampsia. A large percentage 
of women considered Nausea and Vomiting, 
sweating and Vaginal bleeding as major danger 

signs of eclampsia. This result is associated with 
the findings of what is obtainable from residents 
in Ogun State and Osun State [13,9]. A large 
percentage of the women considered lack or loss 
of blood, depressive thoughts, prolonged 
exposure to cold and diabetes a major risk factor 
of eclampsia, although majority of the women 
considered hypertension and preexisting 
hypertension a risk factor of eclampsia, this 
finding corroborates with the findings of another 
study carried out in Ogun state that the cause of 
hypertension in pregnancy was thought to be due 
to depressive thoughts as a result of marital 
conflict and financial worries while seizures in 
pregnancy were perceived to result from 
prolonged exposure to cold, thus, heat-related 
local medicines and herbal concoctions were the 
treatment options [13]. 
 
Generally, knowledge of preeclampsia or 
eclampsia is not common among pregnant 
women attending secondary and primary health 
care centre [13]. A similar result was reported 
among Caribbean American community of 
Trinidad and Tobago that there was average 
level of knowledge of eclampsia among pregnant 
women most possibly as a result of persistent 
antenatal education services [18]. In another 
region in the south-west Nigeria, Osogbo, 
average level of knowledge of eclampsia was 
also reported because of the entrenched cultural 
believes about treatment and prevention of 
eclampsia among pregnant women with 
secondary school education attending LAUTECH 
Teaching Hospital Osogbo [9], the study however 
reported a contrary opinion to this study that 
there was good level of knowledge of eclampsia 
among university educated pregnant women 
attending the teaching hospital [9]. Furthermore, 
the result is consistent with the findings of a 
study on the knowledge of eclampsia among 
women living in Makole ward, Tanzania, that 
eclampsia knowledge is significantly not 
predominantly common among pregnant women 
attending the community health centre [17]. 
Although the result of this study indicated 
average level of knowledge of eclampsia, 
however, this was significantly influenced by 
several supports from close family relations and 
health education for pregnant women residing in 
rural urban communities of low and middle 
income countries like Tanzania [17]. 
 
The study found that age, religion, ethnicity and 
parity were significantly related to level of 
knowledge of eclampsia among pregnant women 
while educational level was not significantly 
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related to the level of knowledge of eclampsia 
among the pregnant women in this study. The 
finding is in tandem with the findings of 
Chobanian (2013) that age, religion and ethnicity 

of mother influence the knowledge of eclampsia 
among pregnant women as it is a condition most 
often associated with severe maternal-fetal-
neonatal complications (including fatalities) [19].

 
Table 4. Distribution of the level of knowledge of pregnant women regarding Eclampsia 

 
Level of Knowledge of eclampsia  Frequency Percentage 
High  (64-90) 31 33 
Fair    (32-64) 39 41.5 
Poor   (1-31) 24 25.5 
Total 94 100.0 
Mean= 44.6±S.D=7.84   

 
Table 5. Relationship between socio-demographic factors and knowledge of Eclampsia among 

pregnant women 

 
Socio-demographic 
Characteristics  

   Knowledge of Eclampsia Total R  
p-value High Fair Poor 

Age      
0.881 
0.001** 

15-24 years 6 4 3 13 
15.4% 12.9% 12.5% 13.8% 

25-34 years 18 17 12 47 
46.2% 54.8% 50.0% 50.0% 

35-44 years 13 6 7 26 
33.3% 19.4% 29.2% 27.7% 

45-49 years 2 4 2 8 
5.1% 12.9% 8.3% 8.5% 

Level of Education      0.557 
0.010 No formal education 13 9 8 30 

33.3% 29.0% 33.3% 31.9% 
Primary education 12 13 12 37 
 30.8% 41.9% 50.0% 39.4% 
Secondary education 9 7 4 20 
 23.1% 22.6% 16.7% 21.3% 
Tertiary education 5 2 0 7 
 12.8% 6.5% 0.0% 7.4% 
Religion      0.728 

0.000** Christianity 26 17 14 57 
 66.7% 54.8% 58.3% 60.6% 
Islam  13 14 10 37 
 33.3% 45.2% 41.7% 39.4% 
Ethnicity     0.291 

0.000** Yoruba 33 25 20 78 
 84.6% 80.6% 83.3% 83.0% 
Igbo 2 4 2 8 
 5.1% 12.9% 8.3% 8.5% 
Others 4 2 2 8 
 10.3% 6.5% 8.3% 8.5% 
Parity      0.601 

0.000** 1-2 13 10 5 28 
 33.3% 32.3% 20.8% 29.8% 
3-4 16 18 15 49 
 41.0% 58.1% 62.5% 52.1% 
5 + 10 3 4 17 
 25.6% 9.7% 16.7% 18.1% 
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The result is also in tandem with the findings of 
[20] that age, religion, pregnancy history is 
associated with knowledge of eclampsia among 
pregnant residing in low and middle income 
countries. Similarly, Opie and Seedat, (2015) 
found a significant impact of age, religion and 
ethnicity on the knowledge of eclampsia or 
hypertension in pregnancy which is well known to 
vary from place to place, whereby, higher figures 
can be obtained in urban relative to rural 
settlements [21]. However, level of education 
was not significant associated with knowledge of 
eclampsia in this study, most of the women in 
this study have only secondary education. This 
finding is consistent with the findings of Adebayo, 
(2021) that women from lower educational 
background have limited knowledge of eclampsia 
as well as the prevention modalities of eclampsia 
[22]. The result is consistent with that of Kelani, 
(2019) that women without the basic level of 
education, they are high risk of having limited 
knowledge about eclampsia in pregnancy [23].  
 
5. CONCLUSION 
 
The study illustrates that knowledge of eclampsia 
are limited among pregnant women attending a 
tertiary antenatal clinic in Ogun state, Nigeria; 
there are gaps in knowledge regarding the 
causes, danger signs and risk factors of the 
condition. This study highlights the need for 
strengthening antenatal care services and 
increase in awareness about eclampsia during 
antenatal care activities. 
 

6. LIMITATIONS  
 
The study was limited to only one local 
government Area in the study area. Also, the 
study was limited to only tertiary hospital                     
in the study area and this was where the          
study population was derived. Furthermore, 
respondents may have been bias in their 
responses given to some items in the instrument 
since the data retrieved were based on self-
reported information from them. 
 

7. RECOMMENDATIONS 
 

1. Health care providers should receive basic 
and on-going trainings to facilitate dialogue 
and information for pregnant women. 

2. Health workers should embark on a more 
intensive education of pregnant women on 
the risk factors, danger signs of eclampsia 
and the dangers of late (delayed) 
presentation of cases at health facility. 

3. Specially organised health education 
should be provided for pregnant women 
with primary education and no formal 
education attending antenatal clinic on 
factors associated with eclampsia during 
antenatal care days. 
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