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Abstract

Background: Despite global discouragement of the practice of self-medication in pregnancy, available data 
showed that the practice still thrives in many parts of the world, especially the developing nations. Despite the 
major associated risk of potential harm to the mother and her fetus, self-mediation is believed to be a major 
driving force behind the increasing burden of anti-microbial resistance. In some parts of Nigeria like Awka city, 
self-medication in pregnancy is not well-understood due to lack of a comprehensive review study, hence the 
motivation behind this research. 

Objective: This study aimed at assessing the practice, risk perception and correlates of self-medication 
among the pregnant women residing at Awka, Anambra State of Nigeria. The outcome of this research is hoped 
to offer a springboard for improving the reproductive health of women in the area.

Methods: A prospective, cross-sectional study was conducted across the Awka city using the following loca-
tions: one hospital’s antenatal clinic, a town hall and a church hall for data collection. The data was collected 
when pregnant women gathered on the selected days at these locations. On each site, data was collected 
with a set of pretested, interviewer-administered, structured questionnaire. Following the returning of the 
questionnaires, data analysis was done using IBM SPSS version 20 statistical package, as well as Excel package.

Results: The practice of self-medication during pregnancy was very high, with more than half of the women 
(69.7%) admitted to having self-medicated during pregnancy. More than half of them (61.9%) perceived self-
medication in pregnancy as a good practice with little or no associated risks. A significant percentage (31.5%) 
of them reasoned that self-medication in pregnancy could be risky only to women who become pregnant for 
the first time (primigravida). Similarly, more than half of the participants opined that herbal remedies are very 
safe in pregnancy and hardly cause harm to the fetus or the mother. Over seventy percent (70.7%) admitted 
that self-medication in pregnancy saves time and money, and should be promoted. Among the participants 
that admitted practicing self-medication in pregnancy, the medications reported to be commonly used include 
antibiotics (30.7%), antimalarials (83.6%), herbal remedies (21.8%), anti-emetics (61.1%), antipyretics and anal-
gesics (90.2%), vitamins & minerals (95.5%), cold & allergy remedies (56.0%). The major correlates for the prac-
tice of self-medication in pregnancy in this study were pregnancy number [P=0.018], educational qualification 
(P=0.009), and occupation [P=0.007] of the respondents. The level of statistical significance was set at p<0.05.

Conclusion: Self-medication practice among pregnant women in Awka is substantially high, with a low level 
of risk perception. Because of the high Risk-Benefit ratio associated with self-medication in pregnancy, mea-
sures need to be implemented for a paradigm shift from self-medication to professional pharmacotherapy by 
the pregnant women. This will pave way for achieving a sustainable development goal on maternal-child health 
in Awka city in particular and Nigeria at large.

Keywords: Self-medication; Practices; Risk perception; Correlates; Antenatal care; Reproductive health;
 Nigeria.
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Introduction

Self-medication (a.k.a Auto-medication] has been defined by 
the World Health Organization as the “selection and use of 
medicines by individuals to treat self-recognized illness or 
symptoms, or the intermittent or continued use of medications 
prescribed earlier by a physician for chronic or recurrent dis-
eases or symptoms [1]. The practice of self-medication is com-
mon worldwide in both developed and developing countries 
and may even be more common than the use of prescribed 
medication. As a matter of fact, there is 32% estimated preva-
lence of self-medication globally reflecting the high level of this 
practice worldwide [2]. In a certain study, it was discovered that 
the prevalence of self-medication in Nigeria was as high as 
52.1% [3]. The importance of self-medication as a phenomenon 
has attracted the interest of health professionals including phy-
sicians and policy-makers, especially when drugs become de-
regulated and change from prescription status to be sold over-
the-counter (OTC). Generally, it is accepted that self-medication 
has an important role in the care of minor illness with many 
ascribed benefits [4]. In fact the role of self-care, of which self-
medication is a subset of, was emphasized by the World Health 
Organization [WHO] in (1978) in its “Health for all by year 2000” 
initiative, which was implemented in many countries of the 
world. It is good to note that WHO specifically promoted re-
sponsible self-medication in which the individual practicing self-
medication becomes well informed concerning the drugs he/
she takes for self treatment. Taking drugs without basic knowl-
edge of the medicines compromises the therapeutic outcomes 
of such drugs and also places the health of the individual at risk 
[5]. Pharmacists and the manufacturers of non-prescription 
medicines share the common goals of providing quality services 
to the public and encouraging responsible use of medicines. En-
suring that drug products are properly labeled with enclosed 
leaflet for safe use, are ways for promoting responsible use of 
medications. Advertising is helpful in informing people about 
medicines that are available without prescription, and it also 
offers some information on the advertised drugs especially as it 
concerns their indications [6]. In most cases, the public does not 
know which drugs are available for self-medication and the 
ones that are prescription only medication [POM], hence un-
derscoring advertisement benefits. At the pharmacies where 
the medications are purchased, the pharmacist has that vital 
duty of advising the public on drugs allowed to be purchased 
without prescription. Although self-medication has been pro-
moted by different healthcare delivery systems, the deleterious 
sequellae of such practice among pregnant women cannot be 
over-emphasized. Self-medication in pregnancy is a great risk 
irrespective of consumer’s perceived knowledge about the 
safety of the medicine or previous use history [7]. The negative 
outcomes of self-medication in pregnancy can be seen in differ-
ent degrees of congenital deformation observed in some indi-
viduals in our societies today [8,9]. History cannot forget the 
Thalidomide disaster of 1960’s where the pregnant women who 
ingested thalidomide gave birth to children with phocomalia 
[10]. Various other instances of teratogenic effects of drugs on 
newborns are also recorded. It has been documented that con-
genital abnormalities caused by human teratogenic drugs ac-
count for 2-3% of total congenital abnormalities. Self-medica-
tion by pregnant women can disturb the development of the 
embryo or fetus and may cause serious structural and function-
al adverse effects, including low birth weight, premature birth, 
feeding problems, respiratory problems, malformations, devel-
opmental fetal toxicity, and others [11]. Against this backdrop, 

the practice of self-medication in pregnancy should be entirely 
discouraged. One cannot ignore the fact that total avoidance of 
pharmacological treatment during pregnancy is not possible 
and may be dangerous because some women enter pregnancy 
with medical conditions that require ongoing and episodic 
treatment (e.g. asthma, epilepsy, and hypertension). Also dur-
ing pregnancy new medical problems can develop and old ones 
can be exacerbated (e.g. migraine, headache) necessitating 
pharmacological therapy. The fact that certain drugs given dur-
ing pregnancy can prove harmful to the unborn child is one of 
the classical problems in medical treatment. For these reasons 
pregnant women, when sick, should always seek medical atten-
tion only from professionals for rational drug prescriptions that 
will protect their lives and those of their unborn babies in the 
wombs. Findings have shown that pregnant women often come 
down with several symptoms due to the stress associated with 
pregnancy. Common symptoms frequently presented by this 
group of individuals include headache, fatigue, stomach upset, 
nausea, vomiting, edema, etc. These symptoms often push the 
pregnant women to self-medication, in a bid to restore their 
health status. Unfortunately, they engage in this practice with 
limited or no basic drug information or knowledge, thereby ex-
posing their unborn babies and their own lives to potential iat-
rogenic harm. Pregnant women often forget that some of these 
symptoms experienced during pregnancy are self-limiting and 
therefore do not require pharmacological treatment. With ad-
equate counseling and guided use of certain non-drug treat-
ment approaches, some of the symptoms are overcome, and 
such counseling can be obtained during ante-natal sessions by 
physicians and midwives. Greater emphasis should be placed 
on such non-pharmacological approach as a way of forestalling 
undesired outcomes of drug use during pregnancy. Beyond the 
symptoms presented above as the common health challenges 
that prompt self-medication among pregnant women, the fol-
lowing other various reasons have been tagged as responsible 
for promoting self-medication during pregnancy, and they in-
clude: the urge to self-care, feeling sympathy for the family 
members during illness, lack of health care services, poverty, 
ignorance, misconceptions, extensive advertisements on drugs 
and the availability of drugs in places other than pharmacies, 
high cost of patronizing doctors in the hospitals, ready access to 
drugs, greater availability of medicinal products and easy access 
to medicines, previous medication experience [12], previous 
maternal illness [13], and poor knowledge regarding medica-
tion use and its risks [14]. It is good to note that none of these 
mentioned reasons justifies self-medication in this set of vulner-
able individuals. The mechanisms through which certain drugs 
cause harm to the growing fetus and sometimes to the mother 
have been proposed. Some of the drugs can interfere with the 
genetic processes of the developing fetus thereby causing one 
form of defect or the other. Some other drugs may cause vaso-
constriction of the placenta, hence compromising blood and 
nutrient supply to the fetus. This event can result in some nega-
tive outcomes including abortion, malnutrition or death of the 
developing baby. Another proposed mechanism has to do with 
maternal hormone deficiencies and imbalances. Certain female 
hormones, majorly estrogen, progesterone, and luteinizing hor-
mone play vital roles both in getting pregnant and maintaining 
the pregnancy to a full term; any interference with the optimal 
functioning of these hormones can give deleterious effects [15].
For instance, if the progesterone level of the mother happens to 
be low at any stage of pregnancy, there is the risk of losing the 
pregnancy through abortion or still birth. Even at the first three 
months of pregnancy before the placenta takes over the role of 
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producing progesterone, the inability of the corpus luteum [the 
yellow body] to produce adequate amount of progesterone of-
ten results in abortion. Certain drugs are known to interrupt the 
normal hormonal functions of the body during pregnancy [16]. 
Drugs of abuse such as cocaine and amphetamines, when used 
by pregnant women, exert undesirable effects on the fetus. 
These drugs produce such effects through inhibition of the sero-
tonin transporter, nor-epinephrine transporter, and dopamine 
transporter. Normally, neurotransmitter transporters terminate 
the actions of the biogenic amines like serotonin (5-HT), dopa-
mine (DA), and nor-epinephrine by clearing them from the ex-
tracellular space and are the primary sites of action for many 
psycho-stimulants and antidepressant drugs [17]. Inhibition of 
these transporters in placenta could lead to elevation of sero-
tonin and nor-epinephrine in the intervillous space that may 
cause uterine contraction and vasoconstriction, resulting in pre-
mature delivery, decreased placental blood flow, and intrauter-
ine growth retardation. Again inhibition of neuronal norepi-
nephrine uptake system leads to increased sympathetic activity, 
resulting in cardiac stimulation and vasoconstriction with con-
sequent hypertension in the mother. This causes a significant 
decrease in blood flow in the uterine tissue, leading to de-
creased perfusion of the placenta. As a result, transfer of essen-
tial nutrients as well as oxygen from mother to fetus is compro-
mised (18). According to 16, blockade of uterine muscle 
norepinephrine uptake by certain drugs increases extracellular 
norepinephrine, which enhances uterine contraction. These ef-
fects on placental perfusion and uterine contraction were be-
lieved to be responsible for intrauterine growth retardation and 
premature delivery, which are often observed in women who 
abuse cocaine and amphetamines during pregnancy. In addi-
tion, these drugs were thought to cross the placenta, most 
probably via diffusion. Once inside the developing fetus, the 
drugs block the uptake of nor-epinephrine in sympathetic neu-
rons in the fetus, leading to cardiac stimulation and vasocon-
striction, actions similar to those seen in the mother. This causes 
hypertension in fetus, consequently affecting its growth and de-
velopment. Other mechanisms for drug damaging effects on 
both mother and child during pregnancy still exists, however, 
some are not clearly understood. This study determined the 
practice, risk perception, and correlates of self-medication 
among pregnant women.

Methods

Study location and study site: This study was carried out in 
Awka city which is the capital of Anambra state, Nigeria. Geo-
graphically, the city lies 300 meters above sea level in a valley 
on the plains of Mamu River. It is sited in a fertile tropical valley 
but much of the original Rain forest has been lost due to clear-
ing for farming and human settlement. Also, the city is located 
at 199.1 kilometres (123.7 mi), by road, directly north of Port 
Harcourt in the centre of the densely-populated Igbo heartland 
in South-East Nigeria. Awka city has an estimated population of 
301,657 as of the 2006 Nigerian census, and over 2.5 million as 
of a 2018 estimate. The inhabitants are predominantly traders, 
farmers and artisans, and their major languages are Igbo and 
English. 

Study design and participants: A questionnaire-based pro-
spective, cross-sectional study was carried out among preg-
nant women residing in Awka town. The catchment areas from 
where we drew participants were antenatal unit of a hospital, a 
church, and a town hall. Pregnant women who attended these 
areas during the time of our study (between September and 

November 2022) were eligible for the study. The hospital used 
was Anambra State University Teaching Hospital which is lo-
cated along Enugu-Onitsha express road. Pregnant women who 
came on ante-natal visit to the hospital on the selected days 
of our data collection participated in the study. St Michael’s 
Catholic Church was the church used for the study due to its 
strategic location at the entrance of the city. Pregnant women 
who attended the church service on the days (four different 
Sundays) of our study were available for the study. Announce-
ment was made by the end of the mass celebration demand-
ing all the pregnant women to stay behind for important health 
information, and through that means we got our study partici-
pants. Awka Central Town Hall was equally used for the study, 
and this hall is located at the heart of Awka city. Through the 
help of the town criers, announcement was made round the 
city demanding the presence of all pregnant women residing 
in the city. We were able to administer our questionnaires to 
the target audience. In all these locations, due consents of the 
respondents were obtained before participating in the exercise, 
and only the pregnant women who were resident in Awka city 
qualified for the exercise. Those who did not show interest for 
the exercise were excluded and double or multiple participation 
was discouraged. In other words, no pregnant woman partici-
pated in more than one location of the study. Those who had 
participated in any of the three chosen locations were not al-
lowed to double participate.

Study population: Available record at the time of our re-
search estimated that there were about 1500 pregnant women 
residing in Awka city. Based on this, calculations were made us-
ing Yamane’s statistical formula to establish the sample size for 
our study. 

Sampling method/Sample size determination: Random 
sampling method was employed, and sample size was deter-
mined using Taro Yamane’s formula for calculating sample size. 
Taro Yamane, a mathematical statistician developed a statistical 
formula for determining the sample size of the population un-
der study so that inferences and conclusions reached after the 
survey can be generalized to the entire population from which 
the sample was obtained. Taro Yamane’s statistical formula is 
stated as follows. 

n = N / (1 + Ne2) 

n= corrected sample size, 

N = population size (N=1500) 

e = Margin of error, e=0.03 based on the research condition.

Therefore, 

n = 1500 / 1 + (1500 x 0.032) 

n = 1500 / (1 + 1500 x 0.0009) 

n = 1500 / (1 + 1.35) 

n = 1500/ 2.35

n = 638

Additional number 12 was added to the figure to bring the 
sample size to a total of 650.

Inclusion criteria: All the pregnant women at any gestation-
al age who attended our selected locations [the hospital, the 
church, and the town hall] on the days we carried out our data 
collection were included in the research. Only those who gave 
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their informed consent for participating in the exercise, and are 
resident at Awka were included in the study. As English was the 
official language of instruction, only those pregnant women 
who could read and write in English participated in the exercise. 

Exclusion criteria: We excluded all the pregnant women who 
appeared at the sites of our data collection, but did not give 
their informed consent to participate in the study. We exclud-
ed double or multiple participations by making sure that any 
pregnant woman who had earlier participated in the exercise 
at one of the three selected locations did not participate in the 
other two locations. Those pregnant women who did not obtain 
any formal education, and so could not read and write in Eng-
lish language were excluded in the study. We also excluded all 
the pregnant women who reside outside the Awka city. Again, 
those pregnant women who were critically ill and could not give 
unbiased response were excluded from the study.

Data collection/processing: Relevant data for the analysis 
was collected through the distribution of structured and vali-
dated questionnaires among the participants under the study. 
A total of fifteen eligible pregnant women were used for the 
pilot survey. These fifteen pregnant women were excluded from 
the main study. The outcome of the pilot study helped us to 
make certain corrections and modification before carrying out 
the main survey.

Study period: Our study [both pilot survey and main study] 
took place within a space of 2 months, between the month of 
August and September 2022.

Data analysis: Data analysis was done using descriptive sta-
tistics. The data was subsequently analyzed electronically with 
the Statistical Package for Social Sciences (SPSS) software, and 
Excel package; the presentation of data was done using fre-
quency tables and charts. Research questions were answered 
using descriptive statistics of frequency tables.

Ethical approval: In each of the data collection points, a writ-
ten permission to carry out our research was obtained from the 
relevant authorities. Confidentiality was ensured and the values 
and norms of participants were well studied and respected to 
avoid any misconception during and after data collection. All re-
spondents were duly informed that the survey was voluntary 
and that they were not under compulsion to participate, and 
anyone was free to decline at any point during the study. All 
sources of data obtained in the course of the study were duly 
acknowledged and confidential.

Results 

Result on the socio-demographics: A total of 650 question-
naires were distributed and 632 questionnaires were returned 
properly filled making a response rate of 97.2%. From the re-
sults, the modal age bracket was 20-30 years (38.4%); the ma-
jority of the respondents were of Igbo extraction (85.1%). The 
dominant gestational stage of the participants was third trimes-
ter 255 (40.3%). Overall, 57(9.0%) had no formal education, 
with close to half of them 261(41.3%) obtaining tertiary educa-
tion. The greater number of the respondents was attempting 
their fourth pregnancy with a count of 127(20.1%). Details of 
the demographic characteristics are presented in the Table 3.

Table 1: Respondents’ demographic data.

S/N
Demographic  

variables
Description n (%)

P-values  
(at 95% C.I)

1. Age

Less than 20 yrs

20-30 yrs

31-40 yrs

41-50 yrs

More than 50 yrs

Total 

96(15.2)

234(38.4)

183(29.0)

99(15.7)

11(1.7)

632(100)

0.093

2. Marital status

Married 

Single 

Divorced 

Total

518(82.0)

76(12.0)

38(6.0)

632(100)

0.154

3. Pregnancy 
number

First 

Second 

Third 

Fourth 

Fifth 

More than fifth 

Total

97(15.3)

120(19.0)

117(18.5)

127(20.1)

98(15.5)

73(11.6)

632(100)

0.018

4. Educational  
qualification

No formal education

Primary education

Secondary education

Tertiary institution 

Total

57(9.0)

131(20.7)

183(29.0)

261(41.3)

632(100)

0.009

5. Gestational age

First trimester

Second trimester

Third trimester

Total

138(21.8)

239(37.8)

255(40.3)

632(100)

0.231

6. Occupation 

House wife

Civil servant

Business woman

Student 

Others 

Total

92(14.6)

187(29.6)

178(28.2)

136(21.5)

39(6.2)

632(100)

0.007

7. Tribes/Languages

Igbo

Hausa 

Yoruba 

Total 

538(85.1)

53(8.4)

41(6.5)

632(100)

0.143
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Table 2: Practice of self-medication.

Item
Not at all 

(n%)
Rarely (n%) Often (n%) Always (n%)

Do you take drugs on your own volition (i.e. not by 
doctor’s prescription) during pregnancy

192(30.4) 79(12.5) 217(34.3) 144(22.8)

If “Yes”, what is your major reason for practicing 
self-medication in pregnancy (thick only one op-
tion)

It saves time It saves money Lack of healthcare system near my area Having prior experience with the drugs

198(45.0) 283(64.3) 56(12.7) 95(20.0)

Table 3: Risk perception of the respondents on SM in pregnancy.

S/N Item description Yes n(%) No n(%) Not sure n(%)

1 Are you aware of self-medication in pregnancy 618(97.8) 9(1.42) 5(0.78)

2 Self-medication in pregnancy carries no serious risk to the fetus or the mother 391 (61.9) 147(23.3) 94(14.8)

3 Abortion or miscarriage can result from self-medication in pregnancy 239(37.8) 195(30.9) 198(31.3)

4 Self-medication can cause the death of a growing fetus in the womb, or harm the mother  281(44.5) 197(31.2) 154(24.3)

5 Self-medication could be risky only on women who become pregnant for the first time (i.e. the first timers). 199(31.5) 124(19.6) 309(48.9)

6 Self-medication in pregnancy is risky only during the first trimester (i.e. the first 3 months of pregnancy). 207(32.6) 147(23.3) 278(44.1)

7 Self-medication in pregnancy saves time and money and should be encouraged 447(70.7) 82(13.0) 103(16.3)

8 Herbal remedies are very safe in pregnancy and hardly cause harm to the fetus or the mother 296(46.8) 192(30.4) 144(22.8)

9 Have you heard or learnt about category X drugs and their use in pregnancy 569(90.0) 23(3.6) 40(6.4)

Table 4: Risk assessment of some selected drugs in pregnancy.

S/N Drugs Risk Assesment

Safe n(%) Unsafe n(%) Not sure n(%)

1 Paracetamol 236(37.3) 84(13.3) 312(49.4)

2 Ibuprofen & other NSAIDs 113(17.9) 90(14.2) 429(67.9)

3 Ciprofloxacin & other flouroquinolones 287(45.4) 79(12.5) 266(42.1)

4 Vitamin A & other oral retinoid medications 309(48.9) 63(10.0) 260(41.1)

5 Codeine 319(50.5) 75(11.9) 238(37.7)

6 Warfarin (Coumadin) 390(61.7) 86(13.6) 304(24.7)

7 Lorazepam & other benzodiazepines 428(67.7) 63(9.97) 87(22.3)

8 Thalidomide 218(34.5) 59(9.3) 355(56.2)

9 Chloramphenicol 198(31.3) 152(24.1) 282(44.6)

10 Lisinopril & Losartan 294(46.5) 112(17.7) 226(35.8)

11 Carbamazepine & other anti-seizure drugs 188(29.7) 97(15.3) 347(55.0)

12 Lithium 210(33.2) 116(18.4) 314(48.4)

13 Lipitor & other statins 276(43.7) 82(13.0) 274(43.3)

14 Tetracycline antibiotics 259(41.0) 58(9.2) 315(49.8)

15 Amphetamine 200(31.6) 119(18.8) 313(49.6)                                                                                

Table 5: Drugs commonly used in self-medication in pregnancy.

S/N Drugs N(%)

1 Antibiotics 135(30.7)

2 Anti-malarias 368(83.6)

3 Anti-emetics 269(61.1)

4 Cold & cough remedies 246(56.0)

5 Vitamins & Minerals 420(95.5)

6 Herbal remedies 96(21.8)

7 Antipyretics and analgesics 397(90.2)

8 Antihypertensive drugs 89(20.2)

9 Diuretics 136(30.8)

Discussion

Self-medication in pregnancy was found to be very high 
(69.7%) in Awka city of Anambra State, with a very low risk per-
ception of the respondents. This finding is in accordance with 
that of a similar work done in Sokoto, Nigeria by [19] where 
the prevalence of self-medication in pregnancy was found to 
be 67.9%. Another work with a similar high prevalence was 
done in Oyo, Nigeria by [20] with prevalence of 51.0%. High 
prevalence of self-medication in pregnancy has equally been 
reported in the research performed in Jos-North by 7 where 
62.9% practiced self-medication in pregnancy. Even outside 
Nigeria, a similar work carried out by [21] in Ethiopia yielded 
similar prevalence of 69.4%. However, a much lower prevalence 
was recorded in the work done in Umuahia, Nigeria by [22]; and 
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also in the work done in Port Harcourt by [2] in which a preva-
lence of 31.0% (95% CI=26.7-73.3) was recorded. On the other 
hand, in a similar work carried out in Nigeria recorded a very 
high prevalence of self-medication of 74.3% [23]; another simi-
lar work with high prevalence was carried out at Jos-Plateau, 
Nigeria in which 85% prevalence of self-medication in pregnan-
cy was reported [24]. This differences observed in the above 
published works could be due to the study setting, health poli-
cies regarding medication use, and the methods applied, such 
as the studied population and recording period considered to 
assess self-medication practice among pregnant women. Al-
though almost all the respondents (97.8%) were aware of self-
medication in pregnancy, they generally showed very low risk 
perception to the practice. For instance, up to 61.9% admitted 
that self-medication in pregnancy carries no risk to the devel-
oping fetus or the mother. A similar work in Sokoto reported 
a poor risk perception by the respondents on the practice of 
self-medication during pregnancy [19]. In our work, a signifi-
cant percentage (31.5%) of the respondents were of the opin-
ion that self-medication in pregnancy could be risky only on 
primigravida, an opinion that is false. Report by [25] in their 
work done in Tigra, Ethiopia showed that self-medication can 
negatively affect the fetus and its mother irrespective of the 
gravidity status. On the statement that “self-medication in preg-
nancy saves time and should be encouraged,” more than half 
of the participants (70.7%) responded in affirmative. They are 
ignorantly seeing the economic gain of such practice, without 
knowing the gravity of the potential danger associated with it. 
To confirm their ignorance of the negative humanistic outcomes 
of self-medication in pregnancy, almost of all of them (90%) ad-
mitted having not heard of category X drugs and their use in 
pregnancy. These are a group of medications that have shown 
positive evidence of fetal risk and should not be used during 
pregnancy; the risk to the fetus clearly outweighs any potential 
benefit to the mother [26]. Some examples of category X drugs 
and their effects on the fetus are (a) oral contraceptives, which 
can prevent normal implantation or cause hormonal imbalance 
that can terminate pregnancy; (b) Vitamin A and its derivatives, 
which can cause birth defects and miscarriages (c) Thalidomide, 
which caused a serious disaster in the 60s should not be taken 
by a pregnant woman. Even a single dose of thalidomide taken 
during pregnancy can cause severe birth defects or death of the 
unborn baby. On risk assessment of the respondents based on 
the intake of some selected drugs during pregnancy, the study 
showed low risk perception. This can be seen by the high per-
centage of “Not sure” ticked by the respondents against most of 
these drugs. Even most of the drugs they ticked “Safe” belonged 
to the category X group of drugs. For instance, nearly half of the 
respondents (48.9%) and (34.5%) indicated that vitamin A and 
thalidomide respectively are safe for medication during preg-
nancy. A significant percentage of them indicated that codeine 
(50.5%) and amphetamine (31.6%) were safe for use in preg-
nancy. Research findings have shown that such substances of 
abuse have the tendency to harm the developing fetus through 
different mechanisms, including reducing placental blood flow 
and nutritional supply to the fetus [27]. The most commonly 
self-medicated drugs shown in this study include vitamins & 
minerals (95.5%), perhaps due to the fact that pregnancy de-
mands much vitamins and minerals for the optimal develop-
ment of the fetus. Lack of certain trace elements during preg-
nancy often results in poor birth outcomes. For instance, lack of 
vitamin B9 [folic acid] can result in a severe structural deformity 
called neural tube defect, a birth defect that the brain and spi-
nal cord. According to [28], deficiencies of trace elements like 

zinc, copper and magnesium have been implicated in various 
reproductive events like infertility, pregnancy wastage, con-
genital anomalies, pregnancy induced hypertension, placental 
abruption, premature rupture of membranes, still births and 
low birth weight. Our study equally showed that antipyretics 
& analgesics are commonly implicated in self-medication by re-
spondents during pregnancy with as high as 90.2% count. This 
widespread use of this class of drugs may be linked to increased 
body production of prostaglandin, a chemical pain mediator. 
Another class of drugs found to be commonly implicated in self-
medication in pregnancy is antimalarials with up to 83.6% of 
the respondents admitted using it. In Nigeria, malaria disease 
is common in pregnancy, and can cause serious complications 
if not properly managed or prevented. Our study also showed 
that 61.1% of the respondents admitted that they self-medicate 
with anti-emetics. Especially in the first trimester, pregnant 
women often experience symptoms of nausea and vomiting. 
According to [29], nausea and vomiting are common experi-
ences in pregnancy, affecting 70-80% of all pregnant women. 
Drug classes discovered in our study to be commonly used in 
self-medication in pregnancy appear to be similar to findings 
in other studies [30,31]. About the major reason for practic-
ing self-medication in pregnancy, we discovered that “money 
saving” was the commonest reason given by the respondents 
with a count of 64.3%, followed by time saving (45.0%) having 
prior experience with the drugs (20.0%); and lack of healthcare 
facilities in the vicinity (12.7%). This trend is similar to the find-
ings from studies carried out by [19,32,33,22,7]. Major corre-
lates to self-medication in pregnancy discovered in this study 
include educational qualification [P-value=0.009; occupation 
P-value=0.007]; & pregnancy number (P-value=0.018). This is in 
line with the finding in a study carried by [11,34].

Study limitations and strengths: Finally, our study had some 
limitations. The study was a cross–sectional one suggesting 
that it cannot provide adequate evidence of causality regarding 
self-medication and its practice, risk perception and correlates. 
The study was limited to Awka city alone which will not give 
a precise reflection of what is happening to other parts of the 
country. Therefore, similar study needs to be replicated in some 
other parts of Nigeria. Again, the data, which is self-reported, 
is subject to recall bias. The strength of this study includes the 
high response rate of 97.2%, and large sample size of 632 which 
collectively accord higher precision to the results. Data collec-
tion for the study was not only based on a hospital facility, a 
church and a town hall were also used to give higher credibility 
to the study.

Conclusion

This study showed high prevalence and low risk percep-
tion among pregnant women residing in Awka city of Anambra 
State, Nigeria. Widespread sensitization of the members of the 
public, especially the womenfolk and provision of comprehen-
sive healthcare services in the city at subsidized costs for the 
pregnant women are crucial for combating the menace of self-
medication during pregnancy. The print and social media in-
volvement information creation will assist in creating awareness 
to this group concerning the associated risks in the practice of 
self-medication during pregnancy. As financial reason was part 
of the reasons for this practice, women empowerment should 
be promoted by creating employment opportunities to improve 
the economic status of women. Furthermore, the government 
should make and implement laws that will guide the sale and 
distribution of drugs and enforce existing ones. The present 
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coverage of the National Health Insurance Scheme should be 
extended to cover all pregnant women so that the economic 
burden of orthodox care will be ameliorated. 
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