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ABSTRACT

Antenatal care (ANC) 1s the care a woman receives from healthcare professionals during
pregnancy. In Afnica, about 25% of matemnal death occur during pregnancy which could be as a
result of unsafe abortion, but mostly inadequate care during pregnancy. Studies have not really
compared the sources of ANC with the factors affecting the utilisation of ANC and to what
extent does these factors influence the source of ANC used. This study was based on the

relationship between the factors affecting the utilisation of antenatal care and how these factors

influence the choice of antenatal care used compared to non-utilisation.

This study was based on a cross-sectional study with data obtained from the 2013 Nigeria
Demographic and Health Survey (NDHS). The NDHS data consists of 31, 482 women, there
were 2 flles extracted: the children and couples files. Chi-square and Binary Logistic Regression
were used to measure the relationship between the socio demographic factors and utilisation of
ANC among women of premenopausal age and Multinomial Logistic regression was applied to
investigate factors influencing the sources of antenatai care taken compared with non-utilisation

of antenatal care.

Out of all that interviewed, over 70% utilised antenatal care: health profcssionals. health
assoclate professionals. Majority were-young mothers (52%) and were from the North West
(31.5%). Almost half had little education and almost 70% lived in the rural areas. Factors that
were significantly associated with utilisation of ANC ivere religion, level of cducation and
region. Furthermore, factors that were significantly associated with sources of ANC were Age,
level of Education, Marital status, wealth index, region, place of residence, religion, and parity.
However, there was a“strong association bectwceen religion, region and antenatal care utisation
(p<0.001). Also, there=was a strong association between sources of ANC and education as no
educated . respondents will rather not utilized ANC compared to the educated
(OR=18.53:95%CI=11.27-30.47), also a strong with parity as uniparous women are less likely
not to utilise ANC compared to great grand multiparous wommen (OR=0.69:95%CI=0.58-0.81),
there is also association with region as non-utilisation is higher in the South South region
(OR=5.69:95%CI|=4.65-6.97) and less likely in the South East (OR=0.53:95%CI=0.39-0.72), and

place of residence was also significantly strong as women in the rural areas are more likely to not

utilise ANC (OR=1.87:95%CI=1.67-2.09).
vii
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Religion, wealth index, level of education, region and type of residence are factors affecting
utilisation of ANC. However, religion and region have a strong association with ANC utilization.
Level of education, parity, place of residence and region have a strong association with sources

of Antenatal care available and this association is statistically significant. Which means they can

influence choice of Antenatal care to use.

Word Count: 437

Keywords: Multinomial Logistic Regression, Antenatal Care Utilisation, Parity-.
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CHAPTER ONE
INTRODUCTION

1.1  Background of the study

Pregnancy stage s a very important stage in every woman'’s life, a lot of things are needed and
expected of the woman during this period. Pre-menopausal women are women of reproductive
age which has been defined according to WHO as those between 15-49, and these constitute
more than one fifth of the world's population. This is a major concern to many developing coun-

tries and international organizations. To ensure safety and good health of mother and baby, there

1s a need for antenatal care.

Antenatal care also known as prenatal care is the care a woman receives from healthcare profes-
sionals during pregnancy; it 1s the routine health control of presumed healthy pregnant women
with the aim 1s to provide regular check-ups that allow doctors or midwives to treat and prevent
potential health problems throughout the course ol the pregnancy while promoting healthy life-
styles that benefit both mother and child. (*Prenatal care™ .S National Library Medicine. 22
February 2012)

Antenatal care coverage helps us access health care during pregnancy. Antcnatal care traditional-
ly involves a number of routine visits for assessment to a variety ol healthcare prolessionals on a
regular basis throughout the period of pregnancy. This approach to antcnatal care evolved as an
art in an era that preceded the current, evidence-based approach to medicine. Essential interven-
tions from complications like pre-eclampsia that affects about S percent ol pregnant women with
no noticeable symptoms, it shows up after 37 weeks and 1t starts developing at the first 48 hours.
It can-affect many organs and the baby would have to be delivered early. In addition, the baby

may suffer the effects of prematurity for the need to deliver early to protect the health of the

mother.
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. The World Health Organization (WHO) reported in 2015 that almost 830 women died every day

from pregnancy and childbirth problems. Majority of the women who died lived in low income

countries, only 5 of the women lived in high income countnes.

Antenatal care is the entry point for many evidence-based interventions designed to improve the-

se health outcomes (WHO/UNICEF, 2004; Bergsje and Villar 1997). In low income countnes
where morbidity and mortality burdens are greatest. almost all antenatal care (ANC) 1s delivered
by midwives- Therefore, midwives offering ANC can make a major contrntbution on achieving
the Millennium Development Goals (MDGs). This is true for sub-Saharan Africa where half of
all child and matemal deaths and 75% of mother-to-child HIV transmission infections occur
(Kinney et al., 2010; UNAIDS, 2012). There was a review done by the World Health Organiza-
tion and after the review of the evidence, a randomized clinical trial was conducted (Bergsje and
Villar, 1997; Majoko et al. 2007; Munjanja et al. 1996; WO, 2001), almost all African coun-

tries have changed their antenatal standard of care from a 10-visit model to Focused Antenatal

Care (FANC) or a 4-visit, patient centered model.

In Eastern Africa, Rwanda precisely, antenatal services are offered for free 1n public hospitals
and health centers, in the past pregnant women-often did not make use of them mainly due to ig-
norance and carelessness. Also in South Africa, the maternal mortality rate stands at 269 deaths
per 100,000 live births Antenatal care is.free in South Africa's public health system and almost
all pregnant women and girls attend an antcnatal clinic at least once during their pregnancy.
However, most pregnant women do not access antenatal care until the latter stage of pregnancy.

Such delays have been associated with ncarly a quarter of avoidable matcrnal deaths i South

Africa.

Utilisation of antenatal care simply means having made at least one antenatal visit before deliv-

ery. There are different types of Antenatal care and they are as follows:

I). Midwife care: One-on-one care or teams of imid wives care,

2) Shared care: Most women are cared for by their General Practitioner (family doctor) and

community mid wife during pregnancy and little visits to hospitals, they only go for scans

2
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and problems. She is then transferred to the hospital for birth, after this, she 1s returned back

to her doctor and midwife when she has given birth.

3) Consultant care: Women with pre-existing medical problems may have regular checks with a

Health Professionals on consultant and all their care may need to be carried out in the hospi-

tal. Conditions like diabetes which requires the care of 2 specialists: a medical expert and an

obstetrician.

4) Independent Midwives: Some women prefer to be cared for by an independent midwife who
charges a fee for care given during pregnancy. at birth and after birth. Appointments depend

on the situation of the individual involved. At least10 appointments for first births‘and 7 for

pregnant mothers with children.

1.2  Multinomial Logistic Regression

Multinomial Logistic Regression also known Multiclass Logistic regression is a classification
method that generalizes logistic regression to more than 2 possible discrete outcomes. It is an
extension of binomial logistic regression but allows the dependent variable to have more than

two categories.

Multinomial Logistic Regression can eithcr have nominal or continuous independent variables
and can have interactions between indcpcndent variables to predict the dependent variable. It
shows a model used to predict the probabilitics of the difterent possible outcomes of a categori-
cal dependent variabie.and a set of indepcndent variables. It is used when the dependent variabie

falls into a set of categories.

Multinomial logistic regression is sometimes considered an attractive analysis, this 1s because; it
does not assumeé normality, linearity. or homoscedasticity. Multinomial logistic regression as-
sumes. independence among the dependent variable choices. This assumption states that the
choice of or membership in one category is not related to the choice or membership of another

category (1.e., the dependent variable).
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1.2.1 Assumptions:

1) Multinomial Logistic Regression assumes that data are specific, that is, each independent

variable has single values which it can be broken down into more than 2 levels.

T S M L e e e Y 1

2) Multinomial Logistic Regression also assumes that the dependent variable cannot be per-

fectly predicted for any case of the independent variables.

3) The odds of preferring one class over another does not depend on the presence of other

irrelevant alternatives.

1.3 Problem statement:

Good knowledge of ANC links the woman and her family with the formal health system, this
increases the chance of using a skilled attendant at 'birth and contributes to good health through

the life cycle. Inadequate care during this time breaks a critical link in the continuous care.

Every year, over half a million women-die from pregnancy related causes and most of these
deaths occur in sub-Saharan Africa. (WHO. Reproductive Flealth. Report of the fifty-seventh
World Health Assembly, 2004, WIIO. Geneva).

In Africa, about 25 percent of maternal death occur during pregnancy (WI10O 2005), well. this
could be as a result of unsafe abortion, violcncc and diseases. but most maternal deaths are due

to causes whichare directly related to inadequate care during pregnancy (Ornella et al., 2013),

Furthermore, among wonien who had given birth in the last 5 years; 65% received antenatal care
during their last pregnancy. Considering urban and rural areas, the proportion that received ANC
was higher among urban (82%) compared to rural areas (57%). South East geographic zone had
the highest proportion (86%) of pregnant women who received ANC in their last pregnancy,
while the lowest proportion was recorded in the North West (49%) (NARHS, 2012). The highest
| proportion that received ANC from traditional birth attendants (TBA) was recorded in the South

West and South-South zones (NARHS 2012). This is encouraging but compared to reports from

4
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'NAHRS 2005 where less than two-thirds of pregnant women received antenatal care, only about

half were attended to at pregnancy delivery by skilled attendants (FMOH, 2006a). Things have

“not really changed as shown in the 2008 NDHS which revealed that 58% of women age 15-49
- years received antenatal care (ANC) from a skilled provider (doctors, nurses/midwives or auxil-

iary nurses ) during their last pregnancy. Thirty pervent of women received ANC services from a nurse or

midwife, while 23 percent received ANC services from a doctor, Three percent of women received

ANC services from TBA, and 36% did not receive ANC at all (NPC [Nigeria] & ICF Macro, 2009).
1.4  Justification:

The health care given to a mother during pregnancy to the time of delivery and.afierwards is very
important for the survival and well-being of both the mother and her.child. Therefore, achieving
a greater improvement in the health of women is providing maternal health services, such as an-
tenatal care (ANC) during pregnancy. Indeed the Fifth Millennium Developinent goal recognizes
this and therefore aimed at reducing maternal deaths by three-quarters by 2015 (to achieve a ma-
ternal mortality ratio of 54 per 100,000 live births) by improving the preventive health care de-

livered to women during pregnancy.

In a global view of antenatal care, in 2007, it was estimated at 71 percent (Omella et al., 2013).
In Nepal, they have high maternal mortality ratio (MMR) compared to many developed countries
(Hogan et al., 2010). According te a survey conducted in 2008 and 2009, the¢ MMR in Nepal was
estimated to be 229 per 100,000 live births. which accounted tor over 10% of all deaths among

women of reproductive age (15-49 years) (Pradhan et al.. 2010).

For women in developed countries, its 95 percent while 1in the Sub-Saharan Africa, 69 percent of

pregnant women had.at least one antenatal care visit (Ornellaet al., 2013).

In Gambia, the level of maternal mortality in the Gambia are relatively high and ranked among

the highest in Africa, estimated at 1,050 per 100,000 live births and are higher in rural than in

urban areas (Oelman, 1991).

WHO recently reported the MMR in South Sudan as 2,054 per 100,000 (World Health Organiza-
tion; South Sudan Country Cooperation Strategy at a glance. WHO - Regional Office for Africa:
World Health Organization: 2014). These high levels of maternal mortality in Southern Sudan

are associated with poor access to quality reproductive health services, including ANC services,

5
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trained heaith personnel at delivery and family planning services (Ministry of Health. National
‘Bureau of Statistics. The Republic of South Sudan., 2013, Government of Southern Sudan Min-
istry of Health, Southern Sudan Commission for Census. 2007, South Sudan National Bureau of

- Statistics. National Baseline Household Survey 2009 -Report for South Sudan. Juba, South Su-

dan: National Bureau of Statistics; 2012).

The MMR s also high in Ghana. According to the Reproductive and Child Health-unit of the

Public health division, the matermal mortality ratio in Ghana is 230/100.000 live births (Repro-
ductive and Child Health Unit. 2007).

The above statistics show how many mothers are lost during birth due to.non-utilisation of ANC.
These studies show the great importance of ANC to the world at large. Studies have being done
on ANC looking at the factors affecting the utilisation and also its greater importance to pregnant
women in Nigeria (e.g Fagbamigbe, [demudia, 2015; lyaniwura. Yusuf. 2009 etc.). these studies

looked at how ANC affects child birth and also the patterns of use of matemnity services. Further

studies done on antenatal care in Nigeria helped identify that there is a rural-urban difference in
the use of antenatal care. (Dairo and Owoyokun, 2010).This study is looking at women of repro-

ductive age considering the factors alfecting the sources of antenatal care and how i1t influences

. their decision on which type of ANC to use or not usc at all.

However, looking at studics on ANC, limited studies have compared the sources of ANC and the

factor associated with them using multinomial logistic regression. This study wants to know how

R EEEEEESSSS—— e e paman ol pan

to improve the utilisation ol antenatal care among pregnant women based on how some common
factors inform their utilisation of antenatal care and to know if there i1s a relationship between

these factorsand the type of antenatal care utilised by pregnant women,

1.5 General objective:

To test a theoretical model that investigates the relationship between the reasons for non-

utilisation of Antenatal care considering the sources of antenatal care given.

1.5.1 Specific objectives:

6
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1) To investigate the level of antenatal care utilisation among premenopausal women i Ni-

geria.

2) To identify factors associated with utilisation of antenatal care among premenopausal

‘women in Nigeria.
3) To identify factors associated with sources of Antenatal care used.

4) Investigating association between selected factors and sources of Antenatal care used.

. RS — s — g~
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CHAPTER TWO

LITERATURE REVIEW

2.1 Introduction

~ Antenatal care is a clinical assessment of mother and fetus during pregnancy, for the purpose of

obtaining the best possible outcome for both the mother and child. Antenatal care‘involves ‘rou-
tine’ visits for assessment, to a variety of healthcare professionals, regularly throughout the

pregnancy period. This approach to antenatal care evolved as an art in an era that preceded the

current, evidence-based approach to medicine.

Early monitoring and on-going care during pregnancy is associated with more favorable birth
outcomes. Some antenatal care has a beneficial effect on adverse factors such as preterm deliv-
ery, low birth weight, maternal and perinatal mortality. Antenatal care is not only centered on
clinical assessment, with emphasis on the regularity of visits. rather. there is focus on what can

be achieved at key visits during the antenatal period.

2.2 Overview of antenatal care

Antenatal care (ANC) is simply care given to a woman during pregnancy. The primary aim of
ANC is to protect and promote good health for the women and their unborn babies during preg-

nancy so as to achieve at the end of the pregnancy a HEALTHY MOTHER and a HEALTHY
BABY .

The major goals are:

1) To.reduce the mortality and morbidity of mothers and children by ensuring that pregnant

women understand the complications of pregnancies which may lead to death and how to

prevent these complications.

2) To improve the physical, mental, and social well-being of women, children, and their fami-

lies.

8
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Antenatal care provides an essential link between pregnant women and the health systems and

also offers essential health care services in line with national policies, including:

1) Counseling about the dangerous signs of pregnancy and complications during delivery and
where to seek care in case of any emergency.

2) Counseling on birth preparedness, emergency readiness, and also the development of a birth
plan.

| 3) Providing advice on proper nutrition during pregnancy.
4) Detecting complications that influence choice of birthing location.

- 5) In certain settings, providing treatment for conditions that affect pregnant women, such as

malaria, tuberculosis, hookworm infection, iodine deficiency, and sexually transmitted infec-
tions, including HIV/AIDS.

6) Providing information about breastfeeding and contraceptives.

2.3 Brief history of antenatal care:

Antenatal care has involved some kind of relationship between three clements in society: wom-
en, the state and the medical profession. It represents the attempt to control the behavior of wom-
en's bodies. Some aspects of the relationship between women's situation and the practice of ante-
natal care have already been discussed; for example the continuing high rate of maternal mortali-
ty in the 1920s and early 1930s focused the attention of antcnatalists - of both the state and the
medical profession (The captured womb: A history of the medical care of pregnant women

(1984), Chapter 1 1).

According to WHO (2003), pregnant women should visit health care facility at least
four times during pregnancy based on the risks identified with the pregnancy on the first contact.
These“wisits (four) have different matcrnal and child health goals, these goals revolve around

confirmation of the pregnancy and expected date of delivery (Lincetto et al., 2006).

The World Health Organization recommends at least four ANC visits for pregnant women with-
out complications. The Federal Ministry of Health in Nigeria recommends four ANC visits as

part of its national strategic health development plan 2010 — 2015.
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The World Health Organization (WHO) estimated that about 580,000 women of reproductive

age die yearly as a result of complications associated with pregnancy. and a large proportion of

W N

these deaths occur in the Sub-Saharan Africa. This region has a maternal mortality of about 686

per 100,000 live births, which is one of the highest in the World (World Bank, 1994).

World Health Statistics further showed that ANC coverage, between 2006 and 2013, was indi-
rectly correlated with matermal mortality ratio (MMR) worldwide. This indicates that countries

with low ANC coverage are the countries with very high MMR (Lincetto. 2010, Bustreo; 2013.
Osungbade, 2011, Doctor HV ., 2011, Ashir, 2013).

In India, a study was done by Nomita et al., 1n 2006 to determine antenatal care utilisation in ru-
ral areas and to analyze possible factors contributing to women obtaining antenatal care. In this
study, 5433 pregnant women were studied and 73.9% had at least one antenatal contact with an
auxiliary nurse midwife (ANM) or had a visit to a Government Health Facility for antenatal ser-
vices. There was a statistically significant reduction in the proportion of women obtaining ante-
natal care services with increasing age, parity, and number.of living children. The study further

showcd that there was no association with outcome of previous pregnancy and presence of health

facility in the village.

Pairo et al., 2010 studied factors affecting the utilisation of antenatal care services in Ibadan,
Oyo State, Nigeria. In this study, 400 respondents interviewed, 92 sought traditional antenatal
care while 24 neither sought modern nor traditional antenatal care. Respondents that attended
ANC chinic at least once during their last pregnancy were 307, out of these, 86 attended a private
hospital for their ANC-clinic, 75 attended a PIHC center, 48 attended a state specialist hospital,
43 attended a general hospital, 27 attended a maternity home, 26 attended a teaching hospital and
2 attended a missionary hospital for their antenatal care. Respondents who neither sought mod-
ern nor traditional antenatal care during pregnancy gave various rcasons for not seeking ANC
care atwall. Fourtcen respondents said they could not afford cost of antenatal care as the reason
for not ebtaining antenatal care at all. The other reasons reported from the women who did not
seek antenatal care at all included the attitude of care givers (14.8%), 8 respondents said their
reason was that the long time that they were going to spend before obtaining antenatal care while
16 respondents did not think antenatal care was even important, 6 respondents said distance to

the place where they could access antenatal care was there reason, one person said religious rea-

10
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sons while the remaining 8 respondents claimed they had no chance to attend. After considering

all these, we can see the major factors affecting antenatal care utilisation. These factors differ

due to the development of the country.

2.4  Factors affccting utilisation of antenatal care

Tukur and Oche, 2015 studied determinants of antenatal care, institutional delivery and postnatal
care scrvices utilisation in Nigeria. In this study. about 54% of the women had at least fourr ANC
visits dunng their last pregnancies five year period before the survey. Women in the younger age
group of 15-24year were more likely to have four ANC visits compared to women in other age
groups- Women 1n the South of the country utilised ANC services more.compared to those in the
northern of Nigeria. Women who are resident in urban area had more. ANC visits than women
residing in rural areas (79% against 40%). Increasing level of women's education as well as their
husband's level of education increased linearly with use of ANC;81% of women with secondary
level of education and above. About 84% of rich women had at least four ANC visits while only
28% of women in the poor households have had up to four ANC visits. Christian women have
highcr utilisation rate of ANC than women of other religions. Also having health insurance cov-
erage increascd the utilisation (92%). Women with at least four ANC visils were more likely to
deltver in health facilities (56% of women who had at lcast four ANC wisits delivered in health

facilitics compared to 40% of women with less than four ANC visits).

2.4.1 Patterns of antenatal care usage:

Patterns of Antenatal Carc utilisation were studied in the south-cast with relation to age. educa-

tion, and socioeconomic status. This study was donc by ljeoma et al., 2016.

1) Socio-demographic characteristics of respondents from the houschold survey. The
mean age of respondents was 30 ycars and the majority of these respondents (96.8%)
were married with over 30% having primary education and more than hall of the re-

spondents having completed secondary education.

11
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2) Health seeking pattern for antenatal care. The results also showed that the mean gesta-
tional age at booking was 4.29 (1.86) months, mean ANC attendance was 5.21 (1.38) vis-
its, and the facility that was mostly used was either a private clinic or a hospital.

3) Relationship between age and health seeking pattern of antenatal care. There 1S a
significant relationship between the age of respondents and the number of ANC visits:

However, there was no significant relationship between age of respondent and the facili-
ties used for ANC.

4) Relationship bhetween cducational level and health seeking pattern for antenatal
care. Educational level showed a strong relationship with the number. of ANC visits in
therr last pregnancy. Majority (91.7%) of rcspondcnts with tertiary education attended an-
tenatal clinic 4 times and above. There were significant relationships between respond-
ents’ level of education and the use of PHC. teaching haspital..and matcmity home.

S5) Relationship betwcen socioeconomic status and antenatal care secking pattern
showcd that there was a significant rclationship betveen socioeconomic status of the re-
spondcnts and the number of ANC wisits an.their last prcgnancy. Similarly, significant re-

lationships existed between thc rcspondents. In this study, 65.6% of the rcspondcnts

bookcd latc for ANC.

lyaniwura ct al., 2009 studied utilisationwof antcnatal care and dclivery services in Sagamu,
South western Nigceria. A total of 392 womcn werce involved in this study. Married women were
380 (78.8%), while 2.3% “werc singlc. Amongst thc 351 who indicated their typc of marriage.
61.8% werc in monoganious union. Christians in this study werc 58.9%. 34.4% werc Muslims
and 6.6% practiced thc traditional religion. Morc than four fifths wcre Yorubas, 9.9% werc Igbos
while 7.1% wecre Hausas. Respondents with no forinal education were 56 (14.3%), 55.1% had
morc than primary school cducation. The highcst considcration for their chotce of facility for
Antenatal‘care was that thc servicce was good (71.5%). Whilc 8% used the facility of their hus-
band's _choicc, 6.9% chose thc facility because of the closencss to their house. Women who uscd
governinent facilitics for ANC were most likcly to indicatc that their services werc good
(83.9%). Constdcrations for choosing private clinics were good service (64.6%), privacy (12.7%)
and nearness (10.1%). Irrespcctive of their primary consideration, 94.3% still sought their hus-
band’s permission bcforc using any facility. Compared to uscrs of other facilitics, niorc women

who used traditiona! birth attendant (TBA) facilitics (36.1%) and spiritual homes (19.1%) did
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this to please their husbands. A higher proportion of the women who were aged less than 20
years (19%) did not use ANC facilities compared to women in the older age groups. The propor-
tion of the women that had ANC increased with respect to respondent’s educational status and

the husband’s educational level. The traditional worshippers were less likely to have received

ANC compared to Chnstians and Muslims.

2.4.2 Perception of antenatal care:

The knowledge and utilisation of antenatal care was studied among women of child bearing age
in the North Central of Nigeria, llorin-East local Govermment. In this study, 355 of the respond-
ents were aware of antenatal care. Perception of ANC amongst the 355 respondents were 248.
There was high antenatal care attendance, 311 of the respondents attended antenatal care with

high patronage of government health facilities. (Adewoye et al;; 2013).

2.4.3 Region and wealth index:

Also looking at another study on the determinants of the demand for antenatal care in Colombia.
The 1nportance of region was considered, Pacific region was studied. Women living in Pacific
region were compared to women living in Bogota. There were poor infiastructure and inaccessi-
bility to public health services. Women living here had no chailenges with; Place of residence
and time in months of living in the place as regards utilisation of antenatal care. Education of
Mothers had a strong positive effect in both first visit and further consultations. Age of delivery
was a relevant variable only in determining the first visit. Multiple pregnancies were important
factors which increased the number of consultations. Parity was also strongly related with small

antenatal care visits. (Andrés I. Vecino Ortiz:, 2007).

Also in Ghana. a study was done on the effect of wealth as a factor determining the utilisation of
antenatal care. The study was focused on the introduction of the free maternal heaith care policy
i~ April 2005 in Ghana with the aim of reducing financial barrier on the use of maternal health
care services and to help reduce high rate of matermal deaths. Before this policy was introduced,
studies had shown that wealth has a positive and significant intluence on the use of Antenatal

care. [t is thus expected that with the policy, wealth should not influence the use of matemnal
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health care significantly. The results revealed that wealth still has a significant influence on ade-
quate use of Antenatal care. Age, Education, Parity, Transportation and health insurance amongst
others were factors found influencing the utilisation of Antenatal care in Ghana. Women 1n high-
er wealth index are more likely to make more ANC visits than women in the lowest wealth 1n-
dex. They inferred that even though the service is provided freely, it may come with costs either

directly or indirectly and those with the resources are more likely to afford it. (Eric Arthur..
2012).

There was also another study on determinants of antenatal care in rural Nigena. The Sentinel
Survey of the National Population Programme Baseline Report of 2007 showed: that about 48%o
of the women reported saw somebody for Antenatal Care. The report further showed that only
42% of women dwelling in the rural area received antenatal care from doctors. Traditional Birth

Attendants (TBAs) is highest in the South-South geopolitical zone of the country. (National Pop-

ulation Commission, Abuja 2009).

In Uganda (Eastern Africa), a study was done on pattcms of sccking antcnatal carc among
women in reproductivc age of Masaka district, Uganda. WHO (2006) indicated that therc was
stagnation at 44% in the sccking of antcnatal care.in the African region. In 2006. only 60% of the
mothcers in developing countries attcndcd antcnatal carc from a qualitied medical worker (WHS,
2008). Furthcrimorce, according to World Hecalth Statistics (WHS, 2008), about 50 million of
women who were mcant to attend antenatal carc, did not attend or scck assistance from mcdical
personnel during pregnancy and childbirth. Somc pregnant women reported latc while others re-
ported for less than the four visits rccommended. Many more others sought assistance from tradi-

tional birth attcndants. (Pcter and Kenncth, 2014).

Also in the South-Eastern part of Nigcna, there was a comparative study which wanted to know
if thcre is-any.diffcrence between rural and urban communitics based on utilisation of antcnatal
care.among womcn of reproductivc age. Most of thc respondents 1n both urban, 286 and rural,
272;.areas were Christians with Catholic denomination having thc grcater number in both arcas,
148 respondents and 136, rcspectively. Also. married respondcents in urban were 262 and in rural
were 245, with a greater proportion of them having at least two or morc deliveries prior to this
survey. Respondcnts that were tradcrs in urban areas werc 116, public servants were 92, and

farmers were 77, while the unemployed were 110. Farmers were known commoners in the rural
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areas. Also the level of education was higher in the urban areas than the rural areas, with 112 re-
spondents having tertiary education in the urban and 20 in the rural while 20 respondents in the
urban areas had no formal education and 53 1n the rural. In the urban area, 132 respondents re-
ceived ANC setvices in govermnment hospitals, 66 respondents received from private hospitals
while 1n the rural areas, most of the clients received theirs from the Primary health care. Re-
spondents that attended up to 4 visits to ANC centers in the urban were 140 while in the rural
area, there were 102 respondents. Many women in the rural, 107 and urban 101 areas had some

degree of problems during the course of their last pregnancy. (Duru et al., 2014).

2.4.4 Type of antenatal care given:

Study of Oligbo Community in the South-south zone of Nigeria, Osubor et al., 2005 observed
that private matemity center was the most preferred place for child birth, followed by traditional
birth attendant (TBAs) while the least preferred was Govemment health facilities. Matemal
health services are essentially preventive and they provide ways for early detection of mothers
and infants at high risk of illness and reduce mortality. Majonty of the patients utilising such

services arc usually not 1ll.

2.4.5 Religion and litcracy:

Furthermore, another study was donc on barricrs to utilisation of antcnatal care services in Nepal
which showed that religion, cducation status of husband, wealth indcx of the {amily, women au-
tonomy and‘mcdia cxposurc has an effcct on the utilisation of ANC. This study suggestcd that

women from advantaged ethnicity having higher lcvel of autonomy and with higher wealth index
had higher.chancc of using at least 4 ANC services compared to women who were from disad-
vantaged ethnic groups. with low lcvcl of autonomy and from poor families, respectivcly. Look-
mg into religion, 77% of womcn werc Hindu. Mothers who were multiparous were 72% and
over 6% of the women became a mothcr below thc age of 20 years. Respondents from disadvan-

taged cthnic groups were 48%. Women who were literate were 94% (9 of 10). (Krishna et al.,

2015)
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2.4.6 Wives and husbands socio demographics:

A systematic review of studies identified women's and their husbands’ education, economic sta-
tus, parity, place of residence and accessibility to health services as major detetminants of use of
ANC services. To this effect, a cross-sectional study was done in two states in Nigeria: The two
surveys showed that the proportion of pregnant women who had not attended any ANC services
in Nigeria were 33.9% and 34.9% respectively. The majority of the women who'didn’t utilise
ANC during the peniod covered were rural dwellers at 82.5%, 57.3% of themhad no education
and 93% of the non-users werc either currently inarried or living with-sexual partners. North East
was the geographical zone in Nigeria that had the highcst number. of non-uscrs (42.1%) com-
pared with 3.6% in the South East. Of all thc respondents from the North East. 96.5% of them,
were employed while 50.6% werc of Hausa/Fulani tribe. Also'd43.3% of mothers were urban area
dwellers, 61.7% among these mothcrs are in the poorest wealth index and thcy did not use ANC
comparcd to 8% among those urban dwclling.mothers in the wealthiest index. The problcm of
gctting permission from the respondents’ husbands to attend ANC werc cited by 22.0% of the
respondents, 14.3% had a problem getting permission from parents or guardian and 14.6% had a
problem in getting permission from other family mcmbers, cultural or religious leaders. Rec-
spondents who were non-users that rcportcd having a problem with getting money to go for the
ANC scrvices were 56.:4% while 44.1% claimed that they did not go becausc transport facilitics
to the scrvice providers were not available. The rcasons given were significantly associated with
most socio-demographic characteristics of thc respondents cxcept employment status. Respond-
ents who wereof the non- users were 48.8%, the rcason given was that providers werc far from
them. This problemm was significantly associatcd with lower cducational status, poorer wealth in-
dex, Northern geopolitical zones, cthnicity and cmploymecnt status of the respondents. Some non-
users. (21.4%) did not utilise ANC bccausc “the servicc providers were of the opposite sex”.
Based on facility related factors, 25.5% did not attend ANC clinic because the clinics did not

have skilled health workers, 24.1% did not utilise ANC because of poor attitudes of the workers

while 20% did not because the nonusers could not trust the workers with their personal infor-
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mation, and 22.6% did not because the facilities did not have good drugs for the attendees. (Sm-
khada et al., 2008).

2.5 Parity

To the obstetrics: this is the classification of women by the number of live-bormn children and
still-births she has delivered at more than 20 weeks of gestation. Commonly parity is noted with
the total number of pregnancies and represented by the word para. In epidemiology, Parity is
referred to as the classification of a woman by the number of live-bomn children she has deliv-
ered. (Mosby's Medical Dictionary, 9th edition. 2009). Another definition says Parity refers to a
woman who has produced one or more viable offspring, regardless of whether the child or chil-
dren were living at birth. Roman numerals are used to designate the number of such pregnancies,
as para () (none—nullipara), para I (one—pnimipara), para II (two—secundipara), etc (Dorland's

Medical Dictionary for Health Consumers. 2007)

2.5.1 Types of Parity

1.) Nulliparous women (nullip): these arc women who has not given birth previously (re-

gardless of outcomne).
2.) Primiparous womcen (primip): these arc women who has given birth once.
3.) Multiparous women (multip): these arc women who has given birth more than once.

4.) Grand multipara: this s a woman who has already delivercd five or morc infants who

have achieved a gestational age of 24 wceks or more.

5.). Great grand multipara: this refers to women who has delivered seven or more infants

beyond 24 weeks of gestation. (paticnt.info/doctor/gravidity-and-parity-definitions-and-

their-implications-in-risk- Assessment).

Some literatures suggested the effect of Great Grand Multi-Parity on the health of a mother. A

study was done to compare antenatal and intra-partum complications among women dclivering

for the 10" time and to compare them with women of lower parity. Great Grand Multi-Parity
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women were more susceptible to diseases compared to women with children 2-5 children. (Abu-
Heija and Chalabi., 2009).

In TanZania, a cross-sectional study was done to look at the effect of Grand Multi-Parity on
pregnancy. The term *“grand multipara” was introduced in 1934 by Solomon, who called grand
multtparas the “the dangerous multiparas” (Lyrenas, 2002). Grand-multiparity 1s one of the ma-

jor contributing factor to increasing matemal mortality (Abro et al., 2009). This study showed us

that Grand Multi-Parity women predominantly gave birth through Caesarian Section; and has

serious complications such as diabetes mellitus and there was a prevalence of neonatal loss. (An-
drew et al., 2013).

Another study looked at Grand Multi-Parity as a risk factor during pregnancy. Grand Multi-
Parity 1s from 5 and above (Fuchs et al., 1995). In this study, women of Grand Multi-Parity
didn’t attend antenatal care which affected them at dclivery, some had ruptured uteruses and

some complications such as anemia, hypertension and diabetes. (Rita et al., 2015).

In Nigeria, another study was done to further look at the effect of Grand Multi-Panty on preg-
nant women. This study showcd us that women with'Grand Multi-Panty were likely to have pre-

labor fetal membrane, hypertcnsion and other medical 1llnesses. (Adcola and Adewale. 2013).

A lot of other studies has becn done on panty and its effccts, and they all corroboratcd that more
children has an adversc effcct on children and mothers. (Eidclman ct al., 1988, Tat et al., 1991,

Nassar et al., 2006, Nicholson ct al., 2006, Ogbc ct al., 2010, Andrc jevic et al., 201 1. Agrawal
ct al., 2011.)

After considering-all thesc litcraturcs, we can scc the major factors affecting antenatal care utili-
sation,. These factors differ duc to the dcvclopment of the country. In Nigcria, these factors has
being looked into and conclusions have being drawn to help increase utilisation. This study

wants to explore a better way to analyze thc non-utilisation of antcnatal care.

2.6  Multinomial logistic regression
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Multinomial logistic regression considers the independent variables by the dependent vanables at
different levels. Multinomial logistic regression is a predictive analysis, It is used to describe da-
ta and also to explain the relationship between one dependent variable and one or more continu-

ous-level (interval or ratio scale) independent variables. Multinomial regression is a multi-

equation model, similar to multiple linear regression.

Determinants of timing of the first antenatal care visit was studied using multinomial logstic re-
gression analysis. A bivariate mode] was first used where women with unwanted pregnancy re-
mained more likely not to receive ANC compared to those who reported their pregnancy as
wanted/timed. With the use of multinomial logistic regression, characteristics of women were
looked 1nto to determine if there is any relationship. Educational background was first compared

amongst the women. As expected, women with no education were more likely not to receive

ANC while those with at least secondary education were less likely not to receive ANC com-
pared to those with primary education. Furtherrmore, Women from middle and rich houscholds
were less likely not to receive ANC, while, women from rich households were less likely not to
reccive ANC late compared to those from poor-households. Also, never married women were 4.3

times more likcly not to receive ANC while those aged 25-34 years werce less likely not to re-

ceive ANC compared to those undcr 25 years.

Another study was donc using multinomial logistic regression. The effect of daily activities on
prenatal care utilisation in thc rural part of South Africa (Talia M, M., 2004). In this study, pat-
terns of utilisation was studicd, where participants jointly affccted utilisation levels. The outcome
variable werc multiple unordered catcgorics. Standard multinomial logit model was used to
mcasure study participants at different levels of utilisation. Even though the responsc variablc
appears to_be an ordered responsc, which revcaled the ordinal restrictions are invalid for thcse. A
high p-valuc was desired for a cumulative logit modcl, which is appropriatc for ineasuring or-

dered responses. In the case of three responsc catcgorics (J=3), thercfore,

Pr(yi=1lx)= P = exp(x; f1)

l +exp(x; B1) + exp(x; B2)’
Pr(y; = 2Jx;) = P = exp(x; f2)
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| + exp(x; B;) + exp(x; )’
Pr(yi=3xi) = P = .

I + exp(x; B1) + exp(x; 82)

Where Py indi i : '
e Ly Indicates the probability of the ith person being in the jth category (i=1 to n, =1 to J),

and P; and B; indi : : l
B B2 indicate the covariate effects specific to the first and second response categones
with the thi : A
e third category used as the reference category. Estimation of the parameters for €ach co-
ariate was carried out iteratively using maximum likelihood. The results from the multinomaal

logit model were expressed as odds and odds ratios (OR). The odds between categories j and the
last category (/= 3) for a given { are;

Piy ]
iy CXP (x; By, j=1,2,...J-1

The log odds, or logit, can be seen as a linear function of xa:

Pij | .
Log (P—::;- =xiB;. J=1,2,..]-1

Therefore, for any given explanatory variable, xi. ; the difference in cocfficients (B,i- {3+ ) de-
termined the direction of the change.in thc odds between categories j and j° : Since [, werc all
constraincd to bc zero, we have ( ﬁ, - ,)= B, where the cocfficients gave the comparison between
category j and the last category. The positive difference told us that as xy increased, there was a

greater odds of obscrving altcrnative ;j rather than ;" Since wc have chosen the third category

(low) as the baselinc category, obscrvations of a change 1n odds between alternatives becomes

high (1) versus low(3) and avcrage (2) versus low (3).

Very few women started attending their prenatal care appointments during the third trimester and
only two individuals did not utilise prenatal carc. The three women who began their prenatal care
appointments during the third trimester were five or more times likely to have had complications
with their pregnancy. The lcast, low utilisers, resided outside the S km buffers surrounding the

clinics Many more of the high and average utilisers resided within the 5 km buffers than the low

utilisers.

20

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



P R R — T eme—

Bolajoko and Olumuyiwa, (2009) studied matemal and neonatal factors associated with mode of

delivery under a universal newborn hearing screening programme in Lagos, Nigeria. Pattern of

delivery and the associated matemnal factors were established. Infant factors or neonatai out-
comes associated with mode of delivery were determined as well as identification of possible

links (direct or indirect) between mode of delivery and developmental deficits in early infancy

under a UNHS programme in a developing country. There are three categories of delivery (vagi-
nal, elective and emergency caesarean section) as specified in this study, they are sufficiently
distinct to satisfy the assumption of independent alternatives. Unconditional univariable multi-
nomial logistic regression analysis was first used to analysc each independent variable against
the dependent variable (mode of delivery) to examine the unadjusted association with the three
modes of delivery. In all, 2584 mothers had vaginal dclivery, 1590 -emergency caesarean section
and 441 elective caesarean section. A total of 4615 out of 5636 consenting mothers with live
births recorded deliveries (including perinatal deaths) at the hospital over the study penod were

enrolled. In all, 2584 mothers had vaginal delivery, 1590 emergency caesarean section and 441

elective caesarean section.

1.) Emergency cacsarean section compared with vaginal deliveiry: Older mothers and those
who were first-time mothers or‘who are in thc middle social class had increascd odds of
emcrgency caesarcan section although lower odds were observed among Yoruba mothers
(24%). As cxpccted, all the obstetric factors incrcased the odds of emergency caesarean
section with antepartum hacmorrhage, cephalopelvic disproportion, prolonged or ob-
structed labour, previous caesarcan scction and fetal distress showing the highest odds.
Although maternal 11V was associated with ecmergency cacsarcan section as the odds in-
creased by 40%, the diffcrence was only marginally significant. Mothers who used herbal
medications in pregnancy werc found to have 24% lower odds for emergency cacsarcan
section.

2.)-Emergency caesarean section compared with elective caesarean section: Maternal age
and occupation were the only socio-demographic factors associated with emergency cac-
sarean section among thosc who required surgical intervention. Fetal distress was associ-
ated with the largest odds for emergency caesarean section while HIV-positive status and
previous caesarean section were associated with emergency caesarean section as the odds

decreased to over 50%. Hypertensive disorders, cephalopelvic disproportion, precmature
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rupture of membranes and mal-presentation were not discriminatory among mothers Who
had caesarean section.

3.) Vaginal delivery compared with elective caesarean section: Compared to women in the
active childbearing age (20-35 years), older women (over 35 years) had 56% lower odds
of vaginal delivery while being a Yoruba woman or having no occupation was associated
with increased odds of vaginal delivery. Similarly, the odds of vaginal delivery for wom-
en living in owned residential accommodation increased by two-fold compared to those
in rented accommodation while expectedly, living in an apartment without shared sanita-
tion facilities influenced vaginal delivery by decreasing the odds to 26%. Almost all the
obstetric factors including multiple pregnancies but excluding premature rupture of
membranes which were associated with the decrease in the odds of vaginal delivery. Lack
of antenatal care and use of herbal drug in pregnancy were not significantly associated

with vaginal delivery. Overall, there was no significant relationship between marital sta-
tus, rcligion and education with any mode of delivery while matcrmal age was a con-

sistent socio-demographic predictor associated with vaginal delivery or caesarcan section.

Looking through this studics, the need to analyze factors affccting non-utilisation of antenatal
carc using Multinomial logistic rcgression is the rcason for my study. My dependent vanable 1s

typc of antenatal care. This has a way of affccting non-utihisation of antenatal carc among pre-

mcnopausal.
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CHAPTER THREE
METHODS

3.1 Research design

This study will be using a secondary data set. The data was obtained from the 2013 Nigeria De-
mographic and Health Survey (NDHS). This is the most rccent survey carried out in Nigeria.

This is a cross-sectional study with data on various subjects such as houschold population, fertili-

ty levels, family planning, infant and mortality, matemnal hcalth etc.

3.2 Study population

The 2013 Nigenta Demographic Health Survey (NDHS) consist of a nationally rcpresentative
sample of 31, 482 women between the ages of 15-49 ycars were individually interviewed. All
womcn were from selectcd households or women who spent the night before the survey in the

selectcd households were cligible for individual intcrviews,

3.3 Sample design

The 2013 NDHS is the fifth Demographic and hecalth survey in Nigena following the implemen-
tation of the carlier surveys in 1990, 1999, 2003 and 2008. A national rcpresentative sample of
40,320 households were selected from 904 primary sampling units. All women age 15-49 who
were eitlier pemmanent resident of the houschold or visitors present in the household at the night
before the survey wecre eligiblc to be interviewed. All mcn age 15-49 that were cither permanent

residents of the houscholds in the sample or visitors present in the households on thc night before

the survey were eligiblc to be interviewcd.

Nigcna 1s divided into states in which cach statc is subdivided into Local Government Arcas

(LGA) and each Local Government Area is further divided into smaller localities. Nigeria has 36

states and a Fedcral Capital Territory (FCT). Thesc states are subdivided into 774 LGAs.
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3.4 Explanatory variables

The explanatory variables used in the study are: Age, Region, Place of residence, Level of educa-

tion, Religion, Ethnicity, Marital status and Wealth index.

3.5 Variable Recoding

Wealth index was recorded into another variable as wealth index 3 with‘3 categories which are
Poor, Middle Class and Rich. Age was recoded into Young mothers (15-29 years), Middle aged
mothers (30-39) and Older mothers (40-49). Marital Status was also recoded as Never Married,
Married, Once Married (Widowed and Divorced). Parity was recoded as Uni-parity, Mult:-
Parity, Grand Multi-Parity, Great Grand Multi-Parity. Religion was recoded as Christians, [slam
and others (traditional and other religious beliefs). Categorized health associate profcssionals
were community extension health worker, traditional birth attendant, community / village health

worker. Categorized hospital category werc doctors, nurse / midwife and auxiliary midwife.

3.6 Sample wcighting

The dataset was weighted beforc it was analyzed to make the sample data a true representation of

the entire population. For the individual datasct, the sample weight variable was V00S. This was

computed by dividing by 1,000,000. The dcscription for weighting was properly discussed in the

Guide to DHS Statistics. Statcs were grouped into geographic locations to form six zones; North
central ‘which contains the Federal Capital Ternitory (Abuja), North East, North West, South
East, South South and South West.

3.7  Statistical analysis

The dependent variable is the type of antenatal care given, will be in 3 categories according to

WHO, which are:
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Category 1: Health Professionals: Medical doctors, nurse / midwives and auxiliary nurs-
€s.

Category 2: Health Associate Professionals: Community extension health worker and tra-
ditional birth attendants.

Category 3: Antenatal care from other ways and those that didn’t use ANC.

3.8 Data management

Individual data was extracted from the NDHS 2013 dataset. The data was directly extracted from
2 files, that 1s, the children file and couples file. The children file is a subdivision of the data set
dedicated to children’s data and all that affects them, while, the-couples file 1s also a subdivision
of thc datasct which contains all the needed information on husbands and wives. These filcs were

labeled NGKR6ASV.sav and NGCR6AFL, they are SPSS files containing various documents

concerning children and antenatal carc.

3.8.1 Variable identification and definition

These arc the dependent and independcent variables extracted from the computed dataset and will

bc uscd 1n this study as shown in table 3.1 hclow:

Tablc 3.1: Variables for analvsis extracted from the computed children datasct.

VARIABLE NAME VARIABLE LLABEL

VO0S Women'’s individual samplc weight
VOI3 Age in 5-ycar group

V101 Region

V102 Place of residence

V106 Highest educational level
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V130

Religion
Vi3l Ethnicity
M0 Wealth index
V30l Mantal status
MZA Prenatal : Doctor
M2ZB Prenatal : Nurse / midwife
M2C Prenatal : Auxiliary nurse
M2D Prenatal : Community extension health worker
M2G Prenatal : Traditional birth attendant
M2H Prenatal: Community / Village health worker
M2K Prenatal : others
M2N Prenatal : none
MV248 Antcnatal care utilization

Chi-square analysis: This will bc uscd to know if therc 1s an association betwccen the factors and

antenatal carc utilisation.

3.8.2 Logistic regression analysis

Logistic regression analysis is used to invcstigatc association between sclected socio demograph-

ic factors and ‘Antenatal care utilisation. Our dependent variable is utilisation of antenatal care,

and ourindependent vaniables are the selected socio-dcmographic factors.

P =Probability of utilising antenatal care

[ - P = Probability of non-utilising antenatal care.

P 5
=P = The odds ratio of utilisation of antenatal care
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e e

The outcome variable Y = ln[ E ]
Y= B + Brx1t Byxa+

The outcome variable Y is a dichotomous vaniable, telling us whether a particular factor aftects

the utilisation of antenatal care or not. All the B are the selected socio demographic factors:

Therefore, we say

Let F= Bo + thr" Bzxz"‘ ------- i Bpxp

F=DByt 2 Pixi

p
We recall that Y =1n [—.__.]
1-P

Therefore, In [—P—] = F

P F
— | = e
n 5]

P=(1-P)ef
P=ef —Pe”

P+ Pef=ef

Divide both sides by e
P+ Pe” -
ef

1 O |
Tl“tercfol'e,i’:HF,_.MFP“ /1+ eF

This is a simple form of a logistic model. For this study, thc model that satisfies the third objec-

tive on how the selected socio demographic factors affect utilisation of antenatal care, we will

use;
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Where Y = this

1S the outco : _
S Me vanable of whether antenatal care was used or not. This variable
1s dichotomus.

et = these are the socio- : -
B S demographlc factors associated with utilisation of antenatal care.

3.8.3 Multinomial Jogistic regression

Multi ' ISt ' ' : |
nomial logistic regression (often just called 'multinomial regression') is used to predict a
n . . 5 . . 3 . °
ominal dependent variable E1VEn one or more independent variables. It is sometimes considered
an extension of binomial logistic regression to allow for a dependent variable with more than two

categones. As with other types of regression, multinomial logistic régression can have nominal

and/or continuous independent variables and can have interactions-bétween independent vana-
bles to predict the dependent variable.

Multinomial logistic regression can also be used for ordinal variables, we can also consider run-

ning an ordinal logistic regression instead.

Multinomial regression 1s a multi-equation model, similar to multiplc linear rcgression. Multi-
nomial regression analysis uscs the conccpt of probabilitics and k-1 log odds equations that as-

sume a cut-off probability 0.5 for a catcgory to happen. The practical diffcrence is in the as-

sumptions of both tests.

The assumptions are:

1. The dependent-variable should be mcasured at the nominal level.
7 There arc onc or morc independent variables that are continuous, ordinal or nominal (in-
cluding dichotomous variablcs). However, the ordinal independent variables must be

treated as being either continuous or categorical.

3. The independence of observations and the dependent variable should have mutually ex-

clusive and exhaustive categoncs.

4. There should be no multi-collinearty. Multi-collinearity occurs when you have two or

more independent variables that are highly correlated with each other. This leads to prob-

lems with understanding which variable contributes to thc cxplanation of the dependent
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variable and technical issues in calculating a multinomial logistic regression. Determin-
ing whether there is multi-collinearity is an important step in multinomial logjstic regres-
sion.

There needs to be a linear relationship between any continuous independent variables and

the logit transforination of the dependent variable.

6. There should be no outliers, high leverage values or highly influential points.

In Multinomial logistic regression, K possible outcomes, running K—1 independent binary lo-

gistic regression models, in which one outcome is chosen as a “pivot” and then the other X—1

outcomes are separately regressed against the pivot outcome.

Pr(Yi=1) - B .
Pr(vi=k) 7
Pr(Yi =2)

In = [3,.X;
Pr(Yi = K) Ba.x;
Pr(Yi=k-1)

In = B.1.X;

Pr(Yi =K) Bk Fe

We exponentiate both sides and solve for the probabulities:
Pr(Yi= 1) =Pr(Yi=K)ghti
Pr(Yi=2)=Pr( Yi=IK)eP

.............................

Pr(Yi =K-1) = Pr( Yi =Kl

Considering the fact that the sum of the probabilitics of all K is one;

1
PrY1=K) = 1+g’<k_:}eﬁﬁi'

Therefore, for other probabilitics;
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eBk-I.Xi

14 $X-1 o fkxi

Pr(Yi=K-1)=

For this study, this '
model will be used. For the dependent vaniables, Y, it is in 3 categories. that

is, Health Profess;
€ssionals, Health Associjate Professionals and non-use cate

i = the independent vari '
, | variables (age, region, place of residence, level of education, religion, eth-
nicity, marital status and wealth index)

gory.

Y1 = Health Professionals (women who got antenatal care from either a doctor or a

§

nurse midwife or an auxiliary nurse). This is the reference category:

Y2 = Health Associate Professionals (women who got antenatal care from community extension

health workers or traditional birth attendants or village health workers).

Y 3= Non-utilisation category.

30

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CHAPTER FOUR
RESULTS

4.1 Socio demographic characteristics of respondents

A total number of 31482 women of prc-menopausal age were intérviewed at the survey. Table
4.1 shows the distnbution of some selected socio-demographic characteristics. Young mothers
were the highest (52%) out of the respondent interviewcd while the older mothers werc the least
interviewed (10.3%). The geopolitical zone (region)-with the largest respondents was 9,906

women from North West and the smallest was from the South East rcgion. Over 67% of the rc-

spondents werce from rural arcas.

Furthermore, the levcl of Education of the respondents showed that 47% had littlc education
(primary and secondary), 46.9% had no education whilc 6.1% had higher cducation. Almost all
the respondents were married (95.3%), a few were ncver marmied (1.9%) and 2.8% werc once
marricd. Wealth index varied greatly amongst the respondents, out of which poor women were
45.9% and rich women were 34.1%. Over half of the respondents of other category (traditional
worshippers and otherreligions), Muslims were 32.3% and Christians were 8.1%. Looking at
parity, women with ¢hildren with 2-4 children were 47.5% and 20.2% of the respondents more

than 6 children.
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Table 4.1: 10- i
1: Socio demographic characteristics of respondents

Variable
Age
Young mothers (15-29 )
Middle age mothers (3 0-39)
Older mothers (40-4 9)
I.evel of Education
No Education
Little Education
Fhigher Education
Marital Status
Never Married
Married
Once Married
Parity
Uniparity
Multiparity
Grand Multiparity
Great Grand Multiparity
Region
Northy Central
North East
North West
South East
South South
South West

Religion
Christian
Islam
Others
Type of Residence
Urban
Rural

~Wealth Index

Frequency (n=31482)

16376
11859
3247

14762
14797
1923

604
29990
888

3624
14966
6535
6357

4614
6517
9906
2816
3747
3882

2540
10114
18656

10351
21131

Percentage (%)

52.0
37.7
103

46.9
47.0
6.1

1.9
95.3
2.8

1.5
47.5
20.8
20.2

14.7
20.7
31.5
8.9

11.9
12.3
8.1

32.1
59.6

32.9
67.1
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Poor 14462

Rich 19.9
ANC: Antenatal Care LU0 34.1
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th ~ f

Table 4.2 shows the association of the o o

. : emogranhic < 0¥ - i
lisation and of the respop, T it graphic characteristics with antenatal care uti-

this study, 72.8% utilised antenatal care, while 27.2% did not

| ents, 84.5% were Christians who utilised ANC, Muslims also
) while 70.1% of women w

that there is a significant association

utilised ANC (76.7% .
ith other religions also utilised ANC. This shows

en wi : ' 15
with higher education utilised ANC. There is a significant association be-

tween Educat) lisati :
ation and ANC utjlisation (X°=19.764, p<0.001). The proportion of utilisation varied

aC.r(.)SS .the regions, the highest was from the South East geopolitical zone (region) with 94.8%
utilisation. Least utilisation was from the North West (59:2%), 86.8% of the respondents fiom
the North Central utilised ANC, 66.4% of the respondents fiom the North East utilised ANC,
75.5% of respondents from the South West utilised ANC and 92.3% of respondents from South
West utilised ANC. This shows that there is a significant association between region and ANC

- . 2=, :
utilisation (X°= 510.872, p<0.001). These-are the significant factors associated with ANC utilisa-

tion.
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characteristics

~ Variables

| Age

Young women
Mfddle aged women

Older women
Level of Education

No Education
Little Education
Higher Education
Marital Status

Never Married

Married
Once Married
Parity
Uniparity
Multiparity
Grand Multiparity
Great Grand Multiparity
Region
North Central
North East
North West
South East
South South
South West

Religion
Christian
[slam
Others
Type of Residence
Urban
Rural
Wealth Index
Poor

Middle Class
Rich

ANC Utilisation

Yes (%)

22082 )
1442 (72.4)

413 (75.1)

1974 (70.6)
1870 (74.2)
304 (80.2)

45 (76.3)

3995 (72.8)
108 (72.5)

502 (74.7)
2008 (73.0)
969 (72.9)
669 (70.9)

791 (86.8)
801 (66.4)
1197 (59.2)
312 (94.8)
448 (75.5)
599 (92.3)

337 (84.5)
1115 (76.7)
2659 (70.1)

1072 (71.9)
3076 (73.2)

1950 (73.3)
1036 (72.2)
1162 (72.5)

No (o/o)

861 (23.7)
550 (27.6)
137 (24.9)

822 (29 4)
651 (25.8)
75 (19.8)

14 (23.7)

1493 (27.2)
4] (27.5)

170 (25.3)
743 (27.0)
361(27.1)
274 (29.1)

120 (13.2)
406 (33.6)
826 (40.8)
17(5.2)
145 (24.5)
50 (7.7)

62 (15.5)
338 (25.3)
1136 (29.9)

419 (28.1)
1129 (26.8)

709 (26.7)
398 (27.8)
441 (27.5)

Total

3154
1992

550

2796
2521
379

59

5488
149

672
2751
1330
943

911
1207
2023
329
593
649

399
1453
3795

1491
4205

2659
1434
1603

YT
4

1.642

19.764

0.365

D
O
D
D

510.872

53.105

0.873

0.685

Pvalue

0.440

<0.001

0.833

0.404

<0.001

<0.001]

0.350

0.710

ANC: Antenatal Care
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ANC, 34.4% did ot AT Sz Young mothers, more than half utilised Health Professionals

sionals. However amon ANC at all while others utilised ANC from Health Associate Profes-
' 0 Est middle aged mothers, 63.3% utilised Health Professionals ANC,

6.9% utili -
won:en Laiie(:h?i?]t: tA wPUlate Professionals® ANC and over 30% did not use ANC. Older
ghest respondents who did not use ANC(36.1%), 56.7% utilised ANC fiom

Health Professionals and 7.2% o .
- I them utj] . _ : .
shows that there {5 5 significant 69 ANC from Health Associate Professionals. This

p<0.001). association between age and sources of ANC (X°=58.284,

» OVer half of respondents with no formal education did not uti-
Oom Health Professionals and others utilised ANC from Health
[, 77.2% of women with Little Education utilised ANC from
_ f'them did not utilise ANC at all while 7.7% utilized ANC from
Health Associate Professionals. Almost all the women with higher education utilised ANC from

Health Professionals (96.3%), 1.3% did not utihsed ANCwvhile others utilised ANC from Health

Associatc Proﬂzssionals. There is a significant association _between lcvel of Education and
sources of C (X =4524.834, p<0,001).

Amongst women who were never marned, 71.5% utilised ANC from Heaith Professionals.
20.9% did not utilisc ANC while others used ANC from Health Assoclate Professionals. About
59.3 % of married women also utilised Health Professionals’ ANC. 33.6% of them did not utilisc
ANC while women who werc once married had 67.6 % Hecalth Professionals’ utilisation and
amongst women who were once marricd, 25.7% did not utilisc ANC. This also shows a signifi-
cant association between marital status-and sources of ANC (X*=56.903, p<0.001).

Considering wecalth index; more.than half of poor rcspondents did not utilise ANC, 35.5% of
them utilised ANC from Health Professionals. About 66.3% of women in the middle class uti-
tiscd Health Professionals’ ANC, 24.7% did not utilise ANC and 9.0% utilised ANC from Health
Associate Professionals, About 86.9% of the nch women utilised Health Professionals® ANC,
8.1% did notatiiise ANC and 4.9% utilised ANC from Health Associate Professionals. There 1S
also a significant assoctation between wealth Index and sources of ANC (X2=4758.996.

p<0.0019.

Almost ail the women from the South East utilised Health Professionals’ ANC (90.6%), women
from Nortl1 West had the highest respondents who did not utilised ANC (58.2%), also 38.7% of
respondents from North West utilised Health Professionals’ ANC and 3.1% of them utilised
ANC from Healtly Associate Professionals. Women ﬁom the NO:tll Eas‘,t were the highest re-
spondents who used ANC from Hez‘il.th Associate Pr(?fCSSIonaIS (13%). This also shg(\;/_s_ ;gg; tl;gge
is an association between geopolitical Zones (regions) and sources of ANC (X*= H2S,

p<0.001).
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MOSt Ofthe Women who 1 ’
, v V€ In urba :

1l1sed . :
about 44.4% of the women who i °¢ ANC fiom Health Associate Professionals. Furthermore,

. Ve In rural i 1
Health Professionals and g 79, used rrdl areas did not utilise ANC, 47.5% used ANC fiom

CO 2 N 2 5 o 5 o
mmunity-based. There is a significant associjation between

place of residence and soyr e
ces of antenatal care (X2=264l.782, p<0.001).

tion of ANC from Health A | utilised Health Professionals’ ANC with the least utilisa-
Ssociate Professionals (5.5%) and 15.1% did not utilise ANC. Mus-
©m Health Professionals, 16.5% did not utilise ANC and
Hitnot utilise ANG! 43.05 € Professionals. Amongst women of other religions, 44.9%
ciate Professionals’ ’ AN.C oTl;:e ANC ﬁ'O@ Health Professionals and 6.6% utilised Health Asso-
N - 1hs shows a Significant association between religion and sources Of

ANC (X°=1847.564, p<0.001). \

lims had 75.3% utilisation of ANC f
8.2% used ANC from Health Associat

Based | ' i
Se€d On parity, uniparous women had the highest respondents (66.8%) who utilised ANC from

?Za:ht P:-ol fessionals, great grand multiparous women had the hi ghest. respondents (45.6%) who
H| lt(})) : ] 1se. ANC. Améng grand multiparous women, about'7.5% respondents used ANC from
ea ssociate Professionals. About 26.4% of uniparous respondents did not utilise ANC, also

= . . P
29.74 of multiparous women did not utilise ANC. There.is a significant association between
parity and sources of ANC (X2=400.262, p<0.001).

Therefore, age, level of education, narital status. wealth index, region. place of residence, reli-
gion and parity are factors associated with sources of ANC.
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blec 4.3 ivari 'St
Ta Bivariate apalysis of factors associated with sources of ANC
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RS No use (%) Hospital cate-  Health asso- Total X° P value
gory (%) ciate profes-
Age sionals (%)
Youngwomen 3578 (34.4)  6058(583)  752(7.2) 1038 58284°  <0.001
Middle aged women 2179 (29.9) 4617 (63.3) 501 (6.9) 3297
Older women 845 (36.1)  1327(56.7)  169(7.2) (2341
I.evel of Education
No Education 5134 (56.5) 3302 (364)  647(7.1) '\, 19083 4524.834  <0.00!
{,u!le Education 1451 (15.1) 7413 (77.2) 742 (7.7) 9606
Hhgher Education 17 (1.3) 1287 (96.3)  33(2.5) 1337
Marital Status
Never Married 111 (20.7) 384 (71.5) 42 (7.8) 537 56.903 <0.001
Married 6326 (33.6) 11184 (59.3) . 1337 (7.)) 1884
W
Once Married 165 (25.7) 434 (67.6) 43 (6.7) 642
Parity
Uniparity 954 (26.4) 2411 (6638) 243 (6.7) 3608  400.262 <0.00!]
Muliiparity 2628 (29.7) 5590 (63.2) 633 (7.2) 8851
Grand Multiparity 1328 (34,5)  2237(58.1) 288 (7.5) 3853
Great Grand Muit- 1692 (456) 1794 (47.5) 258 (6.9) 3714
parity
Region
North Central 648 (21.1) 2168 (70.6) 253 (8.2) 3069 38332.725 <0.001
North East 1443 (36.4) 2007 (50.6) 514 (13.0) 3964
Nowrth West 3573 (58.2) 2377 (38.7) 191 (3.1) GlES
South Last 74 (4.3) 1552 (90.6) 87(5.1) 1713
Sosith Sowrh 685 (27.7)  1616(652)  176(7.1) 2477
South West 179 (6.7) 2282 (85.7) 2011 (e TabS
Religion Christian 245 (15.1)  1290(79.4) 90 (5.5) 1625 1847.564  <0.001
[slam 1098 (16.5)  5022(75.3) )47 (5.2) e
Others 5217(44.9) 5642 (48.5) 772(65) : Kes
Type of Residence 708 (10.5) 5698 (845)  339(50) 6745 2641.782  <0.001
gt 7 6304(47.5)  1083(82) 1328
Rural 5894 1
Wealth Index
poor S031(56.5) 2165(353)  708(8.0) 8904  4758.996  <0.00]
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4.4  Binary Logistic Regression of selected socio demographic factors affecting the EH A
sation of ANC

Table 4.4 shows the results of the Binary Logistic Regression analysis of selected factors affect-
ing the utilisation of ANC.

Christians were over 2 times more likely to utilise antenatal care compare to women of other re-

ligions, furthermore, muslims were over 1.3 times more likely to utilise compared t0 other reli-
gions(P<0.001).

Women from the North Central are 55% less likely to utilise antenatal care compared to women
from the South West (P<0.001), also women from the North East are less likely. to.utilise ANC
compare to women from the South West (OR=0.165, P<0.001), furthermore, women from North
West are also less likely to utilise ANC compared to women from the South West (OR=0-121,
P<0.001). Women from the South South are 25% less likely to utilise women from South West.

This further shows that women from the South West are more likely to utilise ANC more than
women from other geopolitical zones.

Therefore, there is a strong significance between religion, .region and utilisation of Antcnatal
care.
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Table 4.4

with Antenatal care atilisation

Binary logistic regression of selected socio demographic factors associated

Variable B S.E DF Sig Exp(B) 953% C.I of Exp
(B)
Lower Upper
Rcligion
Christian 0.772 0.149 ] <0.001 2.163 1.614 2.899
Islam (.288 0.080 1 <0.001 1.334 1.139 1.562
Others (ref)
Level of Education
No Education -0298  0.141 1  0.035 0.742 0.563 0.979
Little Education .0.308 0.138 1 0025 0.735 0.561 0.963
Higher Education (ref)
Region
North Central -0.597 0.177 1 0.001 0.550 0.389 0.778
North East -1.804 0.159 1 <0.001 .. 0.165 0.121 0.225
North West -2.112 0.154 1 <0.001 " 0.121 0.039 0.164
South East 0.427 0.289 1 0.140 . 1.532 0.869 2.701
South South -1.355 0175 1  <0.001 ' 0.258 0.183 0.364

South West (ref)

ANC: Antenatal Care
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4.5 Multinomial [ ogistic Regression of selected socio demographic factors and sources
of Antenatal care used

Furthermnore, in Table 4, the results of the Multinomial Logistic Regression analyses are present-
ed. The odds of non-utilisation of ANC is significantly higher for women with no education
(OR=18.528:95%CI=11.267-30.468) relative to higher educated women. However, uniparous
women are less likely to not utilise ANC (OR=0.686:95%CI1=0.583-0.806) relative to great grand
multiparous women. The odds of non-utilisation of ANC is significantly higher for women from
South South (OR=5.690:95%CI=4.648-6.965) relative to women from South West; however,
women from South East arc less likely not to utilise ANC (OR=0.534:95%CI1=0.394-0.724) rela-
tive to women from South West. Furthermore, the odds of non-utilisation of ANC is significantly
high for women who live in rural areas (OR=1.871:95%CI=1.674-2.090) relative to women who

live in urban areas. The odds of non-utilisation of ANC is significantly higher for poor women
(OR=5.306:95%CI1=4.651-6.053) relative to rich women.

Howevecr, the odds of utilising ANC from Health Associate Professionals 1s significantly higher
for women with no formal education (OR=3.617:95%CI=2.448-5.345) rclative to higher educat-
ed women. Women from the North West are lcss like to utilise ANC from Health Associate Pro-

fessionals (OR=0.556:95%CI=0.421-0.735) rclative to women from South West. The odds of
utilising ANC from Health Associatc Professionals is significantly higher for women who live in

rural arcas (OR=1.564:95%CI=1.339-1:828) rclativec to woinen who live in urban arcas. The

odds of ANC llealth Associatc Profcssionals 1s significantly higher for poor women
(OR=2.506:95%C1=2.079-3.022) rclative to rich woimen.
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Table 4.5 Multinomial L ogpisti
ogistic Regressio i .
sources of Antenatal care ysed g n of selected socio demographic factors and

Variable B SE .
. DF Sig Exp () 95% C.I of Exp
NON-UTILISATION (P)
category Lower  Upper
Age
o 4 Young women (.183 0.078 1 0019 1.20] 1.031 1.339
e aged women -0.005 0.066 1 0.934  0.995 0.873 1.132
Older women (ref)
Levcl of Education
No Education 2919 0254 1 <0001 18.528 . 11.267 = 30.468
Little Education 1705 0250 1  <0.001 5499 3367 898l
Higher Education (ref)
Marital Status
Never Married 0.170 0166 1 0305 <1186 0.856 1.642
Married 0.033 0.110 | 0.762.. 1.034 0.834 1.282
Once Married (ref)
Parity
Uniparity -0.377 0.083 1 <0.001 0.686 0.583 0.806
Multiparity -0.226 0.066 I 0.001  0.798 0.701 0.908
Grand Multiparity -0.174 0.062 l 0.005 0.841 0.744 0.950
Great Grand Multiparity
(ref)
Rcgion
North Central 0.385 0.102 ] <0.001 1470 1.204 1.794
Nowth East 0.329 0,101 1 0.001  1.390 1.140 1.694
North West 1.011 0.100 I <0.001 2.749 2.259 3.345
South East ~-0.627 0.155 l <0.001 0.534 0.394 0.724
South South 1.739 0.103 l <0,001 5.690 4.648 6.965
South West (rcf)
Religion
Christian -0.097 0.097 l 0.3!17 0.908 0.751 1.097
Islam -0.162 0.068 l 0.018 0.850 0.744 0.972
Others (ref)
Typc of Residence
Urban (ref)
Rural 0.626 0.057 | <0.001 1.871 1.674 2.090
Wecalth Index
Poor 1.669 0.067 l <0.001 5.306 4.651 6.053
Middle Class 0.707 0.065 ] 0.934  0.995 0.873 1.132
Rich (ref)

ANC: Antenatal Care

Reference Category: Health Professionals
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. el B S.E DF Sig  Exp(B) 95% C.Iof Exp
. HEALTH ASSOCIATE (B)
. PROFESSIONAL oL CDDET
Age
M,-ddz:f,“"i women -0.035 0.118 1  0.767 0.966 0.767 1.216
A ged women -0.058 0.102 ] 0.570 0.944 0.772 1.153
der women (ref)
Level of Education
Lﬁﬁf?ﬂéxgn (l).gig 0.199 1  <0.001 3.617  2.448.. 5345
By e o TAas) 0.186 1  <0.001 2.556  1.775 . 3.681
Marital Status
Never Married 0.176 0238 1 0459 1.193 0.748 1.904
Married 0.197 0.167 ] 0.236 1.218 0.879 1.688
Once Married (ref)
Parity
Uniparity -0.060 0.128 ] 0.642 . 0.942 0.733 1.211
Multiparity 0.037 0.103 ] 0.721 1.038 0.848 1.270
Grand Multiparity 0.014 0.100 ] 0.887 . 1.014 0.834 1.234
Great Grand Multiparity
(ref)
Region
North Central -0.230 0.108 l 0.033 0.795 0.643 0.981
North East 0.184 0.108 ! 0.090 1.202 0.972 1.487
North West -0.939 0.127 I <0.001 0.39] 0.305 0.501
South East -0.586 0.142 ] <0.00]1 0.556 0.421 0.735
South South -0.023 0115 | 0.839 0.977 0.780 1.224
South West (ref)
Religion
Christian -0.183 0.136 ] 0.178  0.833 0.638 1.087
Isiame. 0127 0085 |  0.134 1.135  0.961 1 341
Others (ref)
Type of Residence
Urban (ref)
Rural 0.447 0.079 | <0.001 1.564 1.339 1.828
Wealth Index
Poor 0919 0.095 ] <0.001 2.506 2.079 3.022
Middle Class 0.577 0.088 ] <0.001 1.780 1.497 2.118
Rich (ref)

ANC: Antenatal Care

Reference Category: Health Professionals
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATION

5.1 Discussion

hi : . . ; :
This chapter summarizes the study and discusses the findings and conclusions. It.alse discusses

Proper recommendations of these findings and the limitations of the study including suggestions

on how to reduce these flaws in future rescarches.

This study was most populated by middle aged wolinen, that is, women within the ages of 25-34
years and older women were the least (40-49). In this study, almost 73% utilised aﬁtenatal care
which disagrees with Tukur D et al, who concluded that, In"comparison with other countries in
sub-Saharan Africa, Nigeria is behind seventeen other countries in terms of ANC coverage: these
countries include Ghana (78.2%), Benin Republic (58.2%), Libena (78.1%). Sierra Leone (76%).
Lcsotho (70.4%) and Zimbabwe (64.8%). Most respondents were from thc North West, Nigenia,
whilc there was poor rcpresentation from'the South East region, also, these rcspondents were
mostly rural dwellers in their various rcgions. I also found that most of thcse women had just
primary education or secondary cducation at most, almost 50% of the rcspondcnt didn’t have
formal education. Considering their marital status, they werc mostly marricd, a few were once
marricd (divorced or widowced). The wecalth index of these women also showed that most of the-
sc respondcnts were poor, that is, almost 50% were poor, the Icast amongst the wealth index fold
arc the middie classed, therc were a few of them. The most populated rcligion was the other reli-

gions with alimost 60% of the cntire population, Christians wecre the least populous respondcnts

in the study.

Antenatal carc utilisation varied across the regions in Nigeria. Almost all the women from the
South East as well as thc South West utilised antenatal care compared to women from the North
East and the North West. The percentage is non-utilisation was higher in the women from the
North West region which happens to be most populated region in this study. This means that uti-
lisation of antepatal care is low for women from the North West which also means that non-

utifsation is high This is a bit similar to what was reportcd in a reviewcd paper by Simkhada B
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etal (2008), who said that from the list of 16 reviewed journals, North East had the highest num-

ber of women not utilising ANC. Also In a result given by Adeniyi F.F et al (2015), he also cor-
roborated that non-utilisation js highest in the North Eastern geographical zone with 51% but
Blessing 1.B (2014) reported that the least utilisers of ANC were from the North West with over
13% and the highest was from South West with almost 84%. All these show that there 1s an as-

Sociation between antenatal care utilisation and regjon.

Considering level of Education, women with higher education are more likely to utilise ANC,
This might be due to the knowledge they are exposed to compare to women with little or no for-
mal education. This means that level of education has a relationship with uttlisation of ANC.
This agrees with what Blessing [.B (2014) who reported that the higher the level of education,
the more utilisation of ANC amongst women and illiterate women had. the least ANC utilisation.
Furthermore, Fagbamigbe A.F (2015) also agreed that education might be a factor affecting utih-
sation amongst woincn in Nigeria, but in a study done in the South Eastern part of Nigeria,
Okoronkwo L.I, (2016) reported that women with just secondary education has the highest per-
centage of ANC utilisation and no formal education was the least pcrcentage of utilisation of
ANC. Iyaniwura, (2009) did a study in Sagamu, the suggestions were, morc of the women with
no formal cducation had at most four antenatal attcndances comparcd to the women with tertiary
education. This {indings by Iyaniwura, et al and Okoronkwo, et al suggestcd that higher cduca-
tion level of education docs not influcncc antcnatal carc which disagrees with findings from Ad-

eniyi F.F and Blessing :B, however, the findings in this study agrecs with Adeniyr F.F and
Blessing [.B.

Also considering religion, though the study was populated by women with other religions aside
Christianity and Isiam, Christian womcn are morc likely to utilisc ANC. Onah et al (20006) sug-
gested that the quest for privacy of women of othcr religions and the fact that most of them arc

unskilled workers who may not be able to afford the cost of care may makc them seek care at

non-health care institutions.

More than half of Young mothers utilised Health Professionals ANC and older mothers were
more than others in the category of those who did not utilise ANC. Tukur D et al, suggested that
the influence of maternal age on the use of ANC is unclear and inconsistent; some researchers

suggests that women in their thirties are morc likcly to use ANC services compared to those that
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are younger wo i : : .
young men, this agrees with our findings, which shows that age can influence the source

of Antenatal ca j : :
re. This shows that there is a relationship between age and sources of ANC.

Religion is another factor affecting Antenatal care utilisation. This study shows that Christian
women will prefer to go a to see either g doctors, nurse, midwife or an auxiliary midwife for
Health Professionals ANC compared to women other religions, this agrees with Tukur D Who
suggested that Christian women have higher utilisation rate of ANC than women of other reli-
gions. This is similar to the finding that revealed association between religion and antenatal care
in Nigeria (Dairo and Owoyokun, 2010). According Maryam A. et al, among the largely mixed
groups of Muslim and Christian women, the preference across both Muslim and Christian wom-
€n was to use healthcare facilities for maternal services. This therefore:shows us that religion
goes beyond just being a factor that affects ANC utilisation, it*can also influence the type of
ANC that a woman will choose. Which shows that a Muslim or Christian woman has a hi gh pos-

sibility of going to a hospital for Antenatal care as against non-utilisation.

Over half of respondents with no formal education did not utilise ANC and almost all the women
with higher education utilised Health Professionals ANC. Bergsjo (1997) strongly attests to the
fact that educated women are more likcly to utiliseet ANC. Ibor et al also suggestcd that the utili-
sation of ANC by childbearing women-increascs with increase in [cvel of education which agrees
with Iyaniwura and Yusuf (2009). This shows that lecvel of cducation has an effcct on which

source of ANC to be used.

Women who are not marricd had a higher percentage of Health Professionals utilisation. This is a
shocking result. The result further showed that they arc less likely to not utilise ANC. This
means that sources of ANC used varies bascd on marital status. This agrees with Idris U. T who

suggested that marital status has a significant association on utilisation of ANC.

Considering wealth index, more than half of poor respondents did not utilise ANC which is ex-
pected. A large percentage of the rich utilised Health Professionals ANC. This means utilisation
reases as wealth index increases. Women of the rich class are most likely to go to a hospital
for their ANC rather than non-utilisation, compared to women of the middle class and the poor
class. This agrees witl a study done by Krishna K et al where women from higher wealth index

has a higher chance of using ANC services comparcd to women who were from poor families.
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. ﬁ .
This Turther shows that wealth index has an influence on the utilisation of ANC and also the
source to use.

Women from the South East region of Nigeria are more likely to go to a hospital for ANC as

against non-utilisation compared to women from the South West. The women from the South
West are more likely to go to a hospital for ANC. This disagrees with Tukur D et al, who sug-
gested that the women in North Central and North East were more likely than those of South

West to utilise ANC. There is a slight similarity with Osubor et al (2005), the study affirms that
the use of Traditional Birth Attendants (TBAs) is highest in the South-South geopolitical zone of

the country. This means that region is a significant factor that does not only.affect but also influ-

ences the choice of the source of ANC to use.

Urban dwelling women will also rather go to a hospital environment. for their Antenatal care and
women 1n rural did not utilise compared to women in urban areas. This agrees with Osubor K.M.
et al (2006), who suggested that one in five women (20%) did not use ANC service at all or they
used non-health institutions such as TBA or spiritual homes. Also, previous studies have shown
that urban residence has some advantages on the use of ANC. This might be due to some factors
as Khalid O et al suggested that, over half of the non-users in their study were having problem
with getting money to go for the ANC services, some claimed that they did not go because
transport facilities to the service providers were not available, some claiined that the providers
were far from them. Also Duru C et al concluded that in the urban area, most of the respondents
received ANC services .in government hospitals and private hospitals while 1n the rural areas,
most of the clients received theirs from the Primary health care service providers. This further
agrees with the finding that urban women use antenatal care than rural women in Nigeria (Dairo
M.D and Owoyokun et al., 2010). It thus disagrees with the finding that urban residents had no

association with-the use of antenatal care (Eggleston 2000).

Women with one child (uniparous) would most likely go to a hospital for Antenatal care com-
pared to Great Grand Multiparous wome, also multiparous women will rather go to a hospital

for antenata) care compared to Great Grand Multiparous women. This shows that the number of
an

lesser the number of children, the higher the tendency of ANC. That means there is no relation-

ship between parity and antenatal care.
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All these show : . :
that age, level of €ducation, marital status, wealth index, region, place of resi-

dence, religion and parity are factors associated with sources of ANC.

Chnistians are more | At

re likely to utilise antenatal compared to other religions. This means for any
unit increase 1n Christian women will result in an increase in utilisation of Antenatal care. Tukur
D et al agrees by suggesting that women who are Christians have higher utilisation rate of ANC

than women of other religions. This also agrees with Maryam A et al. This further shows that

thereis a strong relationship between religion and Antenatal care.

Women from the South West are mostly likely to utilise ANC compared to other geopolitical
zones. This agrees with Hauwa et.al who suggests that women from the Southem region are
more likely to utilise ANC services compared to those in those in the'North. This further shows

that there is a strong association between region and Antenatal care utilisation.

There i1s a strong relationship between education and sources of antenatal care used as women
with no formal education are most likely not to utilise ANC and are likely to use ANC from
Health Associate Professionals. Meanwhile, women with higher education are most likely to uti-
lise Health Professionals ANC. This shows that an increase in women with no formal education
will result into increase in non-utilisation and also utilising ANC from Health Associate Profes-
sionals. According to Becker et al. (2003) who said mother's education are most consistent and
an important determinant for matemnal health services. Several other studies also found a strong
positive association between mother's cducation and utilisation of ANC (Costello ct al., 1996:

Fosu, 1994). Bergsjo (1997)also affirms strongly that educated women are more likely to report

four, or more visits'to ANC.

¢

There i1s also<a strong relationship bctwecn parity and sources of Antcnatal care. Uniparous
women aré more likely to utilise Health Professionals’ ANC. This also mecans that the more the
children, the less the utilisation. This disagrees with Onasoga, Olayinka A. et al who suggested
that parity is not a determining factor in the utilisation of ANC services which is in contrast with

the findings of Simkhada, Teijlingen, Porter, and Simkhada, (2008) that Parity had a statistically

significant negative effect on adequate attendance.

However. there i1s a strong relationship between place of residence and sources of antenatal care.

Rural dwelling women are more likely not to utilise ANC and women who live in urban areas
ur
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are more hkely to utilise Health Professionals ANC. This further proves the strength in the asso-

ciation, this a i : : o
grees with the finding done by Dairo M.D, who reported that urban women utilise

antenataj care more than ryral women in Nigeria

Furtherm | : -
ore, there is also a strong relationship between region and antenatal care as women

utilise Health Professionals ANC and women from the North East are more

likely to utilise Health Associate Professionals” ANC. This shows the variation amongst the re-

from South West

ion . . .
gions as regards the various sources of antenatal care. This agrees with Hauwa et.al.

5.2 Limitation of the study

There were a few of limitations to this study. The data set was 1nsufficient with information. the
total respondents at the initial stage were 31482, but at the'level of antenatal care, only 5696 re-
spondents intcrviewed which is not a good representation and in tum gave too many missing da-
ta. Some detailed questions were not asked such.as, Distance to ANC ccnter, prcfcrence of the
care giver, and consent of husbands conccrning ANC. Furthermore. ANC rclated questions were
not properly askcd, Respondents should be asked how much is paid for ANC if there is any lcvy,

and how thc carc givers treat them, any outcoinc from non-utilisation and is therc any benefit

from the utilisation of Antcnatal care.

5.3 Conclusion

The major factors that affcct utilisation of Antcnatal care as scen 1n this study are; religion,
wealth index, level of education, region and typc of residence. Howcver, religion and region
have a strong association with ANC utilisation. Urban dwelling women have better access to in-
formation and facilities which are in the rural scttlements, this makes the rural dwelling women
at a.disadvantage. Furthermore, the rich and learned has a higher advantage over poor and the
illiterate women. Looking at the sources of Antenatal care, some of these factors still influence
the type of ANC to utilise. For instance, @ wotncn who is poor and lives in the rural area will not
care due to so many reasons, she would rathcer opt for the traditional way of giv-

go for Antenatal

ing birth. Therefore education, parity, place of residence and region havc a strong association
in . s ’
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: _ ST -
with sources of Antenatal care available and this association is Statistically significant. W hich

means they can influence choice of Antenatal care to use.

5.4 Recommendations

There might be a decrease in Antenatal care if proper awareness is not done for peoplewith no

formal education, adequate information in a language women who live in the rural areas will un-

derstand, free advice and check-ups for women who cannot afford it.

The questions that could be asked in future study on ANC utilisation should be well structured.
detailed and centered on ANC and how to reduce the influence the effects of these factors. Gov -

ermnment should build centers at strategic places in rural areas where women can have access to

help. Governments and health bodies should organize programs that witl educate and gi\'e de-

tailed information to all women of premenopausal age.
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