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ABSTRACT

Matemal health care (MHC) service utilization in Nigeria has remained unacceptably low for
ages. Numerous studies have been undertaken to understand this phenomenon. Some studies
have asscssed how preceding child survival predicts the death of a subsequent child and
subsequent fertility behaviours and patterns but not a lot has cxamined the cffect of preceding
child survival on MHC service usc. This work sought 1o examinc the relationship between

preceding child survival and antenatal carc (ANC), skilled attendant at birth (SAB) and postnatal
care (PNC) utilisation among Nigerian women.

The children recode dataset of the Nigeria Demographic and Health Survey (NDHS).2013 was
used with a sample sizc of 98335. The mam objective of this work was to. delcrmine how
preceding child survival influences MHC services utilisation [or subscquent birth, therefore since
the main interest in this work was preceding child survival, only women with second or higher
order births were considered. This is because [(irst-order birth women have no preceding child.
The relationship between preceding child survival and MHC services utilisation was examined
using descriptive statistics and four logistic regression inodels: the [irst three models considered
the main predictor variables. bio-demographic and socio-ceconomic variables respectively, while
the fourth model combined all the predictor variables with preceding child survival. Thereafter,
regional analyscs were carried out to investigate the diffcrences across regions. Association and
statistical significance were expressed as odds ratio (OR)with 95% confidence interval (CI).

Descriptive analysis revealed that the North West (329%) region had the highest population while
the South East (9.7%) region had the leastpopulation. Over 60% of Nigerians arc in the poor and
middle wealth quintile while the remaintg are 1n the rich wealth quintile. More than half (
52.8%) of respondents had no form of education and majority (60.6%) of respondents are mto
selling of goods .Bivariate analysis revealed that preceding child death increased the odds of
ANC, SAB and PNC utilisation by 5.8%. 10% and 2.6% rcspectively and multivariate analysis
revealed that preceding child death had the greatest influence on SAB as it had the highest leve!
of association and significance (OR=1.71 Cl= 1.57-1.87). For most ol the regional analysis. only
model I onc MHC service revcaled a statistically sigmificant association: North central (PNC:
OR=213. CI=1.17-3196). North East (SAB: OR=1.88, Cl= 1.39-2.54), North Wecst (ANC:
OR=1.23. Cl=1.02-#+48, SAB: OR=I1.31, Cl= 1.02-1.69), South South (SAB: OR=141I,
Cl=1.14- L74)sexcept for South West wherc both models of SAB werc statistically sigmficant.
(SAB:.model [..OR=1.44, Cl=1.13-1.83. model Il: OR=1.39, CI=1.07-1.80).0n the other hand.
South East'revcaled no statistically significant association for all MHC scrvices studicd.

fis surprising Lo observe that women who experience preceding child death seem not to learn
from the experience and do not opt [or MIC scrvices. This makes onc wonder if these women
cven appreciate that the occurrence may have been hecause ol their non-use of MHC services, It
i1s therefore necessary that other studics are carried ont 1o understand women's perception about

child mottality and MEC scrvices ntilisaiion.
Kevwords: preceding chifd survival, cdnld monaliny, matemal health cave. imtenatal care, skilled

attendant at barth, postnatal care, Niged
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CHAPTER ONE

1.0 INTRODUCTION

1.1  Background to The Study

Maternal and child health is a major indicator of the heaith and well-bcing of a“nation.
Irrespective of all the efforts that were put in place to achicve the millennium development goal
(MDG) 4 target as well some declines that were recorded all over the world. Maternal and child
death is still high in many countries particularly resources poor countrics insub-Saharan Africa,
Central Asia, Occania Caucasus and Southern Asia. To this end, there is new a rencwed focus in
sustainable development goal (SDG) 3target 1o end maternal death.as well as preventable infant
and child death by 2030 with all countries aspiring to reduce infant and child death to a
minimum of 12 deaths per 100 live births, as well as toreduce maternal death to less than 70 per
100,000 live births (AbouZahr 2003: Aigbe, Gladys and Zannu, 2012; Centers for Discascs
Control and Prevention. 2016: The DHS Program. 2009; UNICEF and WHO, 2015; World

Hcalth Organization. 2016a; World Health Organization, 2016D).

According to the World Health Organization (2016b) around 830 women of reproductive age dic
every day because of complications associated with pregnancy and developing countrics account
for 99% of these deaths/Tmproper and insufficient utilisation of MHC scrvices in Africa is the
most reasonable explanation for poor health outcomies among women of childbearing age.
Regular antenatal,and poestnatal visits during and after pregnancy is important to reduce the risk
of illness and ‘decath for the mother and child. The Nigerian Sentinel Survey of the National
Populationéprogramme carricd out in 2007 suggests that approximately 48% of Nigerian women
reportedythat they did not attend antenatal clinics. The report also suggests that only 42% of
women in the rural areas recetved antenatal care from doctors. The report generally indicates that
utifisation of MHC scrvices lor hoth mother and child in Nigeria is unacceptably low (National
Population Commission ind [CF - International. 2009). However, the most keeent Nigerta
Demographic and Health Survey (NDHS) report conhrms that enly 61% and 38% of women
reccived antenastal care and had delivenes attended by skilled hirth assistant {(National Population

Conunission and {CJ- snternastional, 2014) Tlas shiows sonne awmonnt ol snprovement but MO
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service utilisation 1n Nigeria is still unacceptably poor and it has been confirmed to be as a result
- of a wide range of bio-demographic and socio-cconomic factors (Akinyemi e al., 2016;
Babalola and Fatusi, 2009; Fagbamigbe and Idemudia, 2015; Ononokpono, 2015). It is almost
impossible to separate child death from maternal morbidity and mortality as matermal well-being
to a large extent determines child wellbeing, this is because utilisation of MHC services has been
observed to be inversely related to child death (Babalola and Fatusi, 2009). It has also been noted
that about two-thitds of nconatal death can be averted if maternal healthcare services drc
judiciously utilised especially at birth and during the first seven days of life (Babalola and Fatusi

2009; Bosomprah et «f., 2014, World Health Organization, 2016a)

Child death undoubtedly takes a huge toll on families and the socicty atdarge. Itis an expericnce
that could affect both the behaviour of miothers and the society at Targe.“This occurrence may
present with either of two consequences: it could cither seriously influence the risk of dying or
surviving for the next child and/or go on to ncgatively mmpact the fertility and health-secking
behaviour of women while pregnant and afterward. Some.studics have shown that the mortality
risk for an index child whose mother had lost a_previous child s higher than those who have not
(Rabhman er al.. 1996). Child mortality could alsounfluence fertility patterns in the scense that
when a child dies. the bercaved parent.usually wantto have another child to replace the dead onc
(Nobles er al.. 2015). It could also trigger:more birth for women who have not complcted their
desired fertility goal (Kozukiand Walker, 2013; Nobles ¢r al., 2015). Now all these would then
influcnce the birth mtervahand birth orders of such women which ultimately nfluences their
utilisation of MHC serviees or otherwisc for subscquent birth. This is because Makate (2016)
suggested that_she extent of health investment and use of MHC service tends to reduce with

hicher burth” orders. Also if a child dies, the parents might want to replace the dead child carly

cnough'to hiclpsthem overcome the pain of child loss (Nobles ¢f /.. 2015) and 1t could result in

short bith interval. It 15 therefore important to understand the effects of preceding survivat on

women's utithzation or not of MHC services.

1.2 Problem statement

In the African region, countries 1w West and Cemral Afnca penerally have hegher rates ot
maternal and child mortality than Lastern and Somhern Afncan countries. Nigena which iy the

,
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- most populous country in the regton and the eighth most populous country in the world, accounts
for a quarter of all matemal and infant deaths in sub-Saharan Africa ( UNICEF, 2010). The
unacceptably low utilisation of MHC services continues to contribute largely to Nigeria's high
maternal and infant mortality ratios. Although therc is a considerable amount of knowledge
about MHC services, they are still poorly utilised especially n the rural areas which makes it a
complex situation to understand and tackle. (Yar'zever and Said, 2013) The wellbeing.and
survival of mothers and their children relics heavily on the availability, accessibility, anduse of
ANC, SAB and PNC and 1ts components such as tetanus toxoid injections, iron supplententation,
ctc. (Uwakwe er f.. 2015). This continuum of care for mother and child not only begins during
pregnancy but from the preconception stage to ANC, to SAB and PNC (which is.the stx wecks
after birth), for wholesome care it is important that ali thesc scrvices are.reccived (Center For
Discasc Control and Prevenuion, 2015: Akinyemi er af., 2016)."The well-bcing of mother and
child 1s an important aspect of the effort towards achieving'SDG 3 targets (cnsurc healthy lives
and promotc well-being for all at all ages). This explaigs.that thc poor MHC scrvices utilisation
18 directly rclated to poor child health. As noted by Adcpoju (2015), that child mortality is
highest among woimnen who did not receive antenatal carc and who usually deliver their babics at
home. Having said all that, the death of arschild 1s a bitter experience which greatly affect
mothers, therefore 1t 1s expected that such an cxperience would change women’s’ cxtent of
utihzation of MHC services. It 1§. however, surprising that the obscrved high child mortality rate
in Nigeria is still attributed to Tow MHC service utilization, which negatively impacts on the

ovcrall devclopment of'the country.

1.3  Justification

EffectivetMHC service utilisation during pregnancy (such as antenatal care for inothers, obstetric
care;andithe $Killed attendant at birth to resuscitate new-borns if nced be and postnatal care can
reduec around three-quarter of child death. These MHC serviced and their components are the
rcquircents to effectively achieve the SDG 3 targets on MHC (World Health Orgamzation,
201 1: Maternal Hecalth Task Force, 2017). While a lot of rescarch has identified matemal
education, distance to heualthcure fuClllIy. l'Cllgmll\ nsconceprions, icvel ol income, clhmcn).

familv size, cultural beliefs, cte. as the magor factors alfectmyg the utihsanon of nuatemnal

3
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healthcare services (Babalola and Fatusi, 2009; Addai, 2000; Yar’zever and Said, 2013). Some

have also accessed the odds of index child death if the preceding sibling died, as well as how 1t
affects subsequent fertility behaviour and choices (Kozuki and Walker, 2013; Nobles et al.,

2015; ). Not a lot has been done on the effects of preceding child survival on utilization of MHC

service for subsequent children. Since both maternal physical and psychological well-being is
directly related to child wellbeing (Adebowale and Udjo, 2016). This study aimed to investigate

whethier women who have lost a preceding child respond to this bitter experience by properly

utilizing MHC services for subscquent births or not.

1.4 Research Question

Docs the preceding child survival influence the utilisation of MHC services?

1.5  Research Objectives

General Objectives

To investigaic the relationship between the preceding child survival and utihisation of MHC

services among Nigerian women

Specific Objectives
L To assess the association between preceding child survival and utilisation of antenatal

care Service

3 To detcrmine, the association between preceding child survival and utilisation of skilled

attendantiat dcliveries.

g 0 investigate the association hetween preceding child survival and utilisation of

pestnatal care service

4 To dctermine 1l the relationship between prcecding child survival and MHC serviees

utilisation varies across geopohiical regions in Nigeni

A

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CHAPTER TWO

2.0 LITERATURE REVIEW

This chapter deals with the review of relevant literatures and theoretical framework on. the
determinants of utilisation of MHC services. Important literatures related to the study were
collected through various sources: PubMed, Google scholar, Google scarch engine-and reports.
Keywords that were used for ltterature search includes child mortality, preceding child survival,

maternal healthcare use, Nigeria, antenatal care, skilled delivery, postnatal care services and

matcinal mortality

A vast amount of demographic and public health literatures_havesstudied the determinants of
MHC services utilisation and a lot has been reported toinfluence MHC service utilisation.
Matemal education has been consistently reported to be the major determinants of MHC services
utilisation. Therefore, to guarantee lucidity and toproperly summarise previous studies relevant
to this study. this chapter is presented under four sub-hcadings: patterns, trends and global
burden of child mortality, maternal mestality in Nigeria, theoretical framework, and national

policy on MHC services.

2.1  Patterns, Trends and Global Burden of Child Mortality

Infant mortality 1s defined asthe death of a child before his or her first birthday, that is death
before 12 months.“itsis ealculated as the number of infant deaths for cvery 1,000 live births(
Centers for Discases,Control and Prevention, 2017). Infant and under-five mortality has been
quitc high globally until recently that there has been a significant reduction {rom around 12.7
milkign 1 1990 to 5.9 million in 2015, cven the sub-Saharan African countries which is the
region, with the greatest infant mortality rate globally have recorded a remarkable increasc in its
wfant survival rate from 1.6 percent to 4.1 percent. At the country level, about 62 countries
including Ethiopia. Uganda. Nepal, Cambodia. Libcnia cte. have reduced rfant and chilc

mortality by two thirds or more. wlnde an addinonad 74 conntries have reduced mdant and chile

mortality by at least hall" and another 41 countnes by a iy of 30%. Theretore aceelvrated

5
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progress on infant and child mortality have lead to the survtval of around 18 million children
worldwide (UNICEF and WHO, 2015). WHO noted that about a fifth of all children in sub-

Saharan Africa dies before their fifth birthday as against less than a tenth in Asia and Latin

America.(Gywimah, Takyi, and Addai, 2006).

2.1.1 Trends and patterns of child mortality in Nigeria

Between 1990 and 2003, Nigeria experienced an increase in infant mortality from 87 per 1000
live births to 100 per 1000 live births this is chiefly becausc over half of births do not eceur 1n
the health facility nor by trained healthcare service providers(World Health Organization, 2003).
Anyamale ¢r al., (2015) who carried out a study usimg the NDHS data of 2003.and 2008 to
analyse the trend in infant and under-{ive mortality found out that 25 states out of the 36 states of
the federation experienced decrcase in infant mortality. Nasarawa statc recorded the highest
decreasc of 649% whilc the remaining 11 states saw no decline.in infant mortality and Oyo states
rccorded the highest mfant mortality rate at 118%. Generally infant mortality in the country has
expericnced about 18.97% decrease. Nigeria recorded reductions in nconatal mortality rate from
42 to 38 per 1000 live births between 1990 and 2013. Although thesc reductions were not exactly
consistent from 1990 to 2013, it appcars that cffortsto reduce infant and child mortality arc now
having a significant upact and yicldimg good results. This 1s because the rate of decline was
fastest in the North East and North West which used to top the list of infant and child mortality

in Nigeria. (Akmyemi er al.,2015).

The NDHS 2013 report also, suggests that infant mortality rates have undergone a steady
decrcase from 93%40 69% deaths per 1000 live births for the [5ycars preceding the survey
(Natona!l Populatien,Commiission and ICF International |, 2014). The NDEIS reports have usually
revcalcd®a widce, disparity 1n mfant mortality rate between the North East and South West. As a
resajl, astudy was carmied out in Nigeria to understand the disparitics and similaritics among the
factors influencing infant mortality in the North East and South West zones ol Nigeria. The study
revealed that although there exists difference m the factors influencing infant mortality, pwental

education, and type of residence were consistent factors for both regions. (Fagbamighe and

Alabi, 2014)

6
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2.1.2 Factors influencing child mortality

In 2012, around 6.6 million children who died before their fifth birthday across developing
countries dicd as a result of vaccine-preventable infectious discase (United Nations Children’s

Fund, 2014). Distance to hcalthcare facility is a major determinants of the extent and type of

health care facility that can be utilized. transportation and getting money to go to the hospital arc

also rclated problems that have contributed to infant mortality (Adepoju, 2015). Matemal
cducation, family resources or houschold status and region of residence, cultural and gender bias,
access 1o media, health insurance and availability of MHC services have all beensidentified to
impact on both infant and childhood mortality (Adedokun ¢t al., 2017; Anyainelc e al., 2015:
[yewumi and Donald, 2013: Nationai Population Commission and ICIF ternational, 2014).
Contrariwise Akinyemi ¢ @l., (2015) revealed that the cffects of maternaleducation wanes over
time particularly for the first month of life such that the odds of an.infant surviving beyond the
first month arc not necessarily hinged on the maternal educational attainment, they, however,

noted that it could excrt nmore mfluence after the infant’s+first month of life.

Types of toilet facility, access to television, father’s’cducational attainment, maternal age, birth
nterval, birth order and child sex have aiso”been neted to be major contributory factor to nfant
mortality (Adcolu er al.. 2016; Okposie. ef al., 2012; Ayotunde er al., 2009; Kembo and Van
Ginncken. 2009:. National Population Commusston and ICF International, 2014; Islam et al.,
2013). This is becausc mothers below age 20 experience infant mortality more than older
mothers. first and seventhybirth order mothers have a greater risk of mortality than the rest.
Children born to methers, with less than two years birth interval arc more likely to dic than
mothers who hawe at_least two or more years birth intervai (Kembo and Van Ginncken. 2009).
Birth ordests the dircct opposite of birth interval because the higher the birth order the higher the
risk of imaterngl and infant mortality and the morce the birth interval the higher the survival of
both mether and infant. infant mortality 1s morc among nales than females with the exception of
mothcrs between ages 40-49. Home dchiverics without skilled assistance which result in
complications and fatc presentation in the hospiat s also a major contributory fiuctor to the
alarming rate of maternal mortality, (Adecolu ¢ of., 2016, Okposio ¢t al., 2012: Avotunde of of
2009. Kembo and Van Ginneken, 2009, Nattonal Popudation Comunssion and 1CH International,

204 Islam e ef L, 20135 A study Guned out e raval Nigeris using the Nigena Denographic and

;
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Health Survey suggested that children who are not exclusively breastfed as well as children who

do not recelve complete immunization are more likely to die than those who are exclusively

breastfed or those who receive complete immunization (Adepoju, 2015).

Adedokun et al, (2017) carried out a study in Nigeria on the autonomous involvement of
individual, socicty and state level factors in utilisation of health care service for acute childhood
illnesses and suggested that childhood morbidity or mortality is influenced by a combination of
maternal and societal factors which makes it a complex issue to tackle. Akinyemi ¢t al,, (2015)
who studied the effects of bio-demographic and maternal characteristics in Nigeria using the
NDHS, 1990, 2003, 2008 and 2013 dataset suggested that marital status, availabifity of potable
drinking water source and size of the child at burth are also important deternunants of nconatal
mortality. They noted that infant of mothers who were v a marital union, or who had access 10
potable drinking walter or who were above 2.5 kg at birth had a greater chance of surviving than

their counterparts that do not have thosc advantages.

3.

: Maternal Mortality in Nigeria ‘
Matemnal mortality is the “death of a woman wiule pregnant or within 42 days of termination of
the pregnancy, irrespective of the durationand sitc of the pregnancy, from any causc rclated to o1
'y Or its sut not from accidental or incidental causes
aggravated by the pregnancy or its management but ' -
(World Health Organization. 2017). For better understanding of the term “matermal mortahty .
i . . ; . . . ’0 e ,7
prcgnancy-related death was coined which is defined as the deaths w hile pregnant or within 4.2
davs of the tcrmination ef pregnancy irrespective of the causes. Although maternal mortalty is
divided into twe. groupst the direct obstetrics death, and indirect obstetrics death, majority of
maternal mortality Tesults from direct obstetrics care such as comptications in pregnancy. fabour,

o 1 al maltcr ath
incorréct treatment after hirth cle. All these account for around 19% of global matcrnal deatl

and . estimated 58. 000 deaths annually ( Afulukwe-Eruchalu, 20172 USAID. 2006: World
Health @rganization, 2017)

For over {cn years Now, Nigeria has been continuously rated among the top five nations with the
highest maternal mortality ratio globally. According to world bank matemal mmhillﬂ}' HITURTY
Nigeris dectined from 1350 per 106, 000 hve birth m1990 ta 8OO per 100, 0O0Kve irths
2008 Worid Heal th Organization, 203) and recently to o per 1000 live bithiMaternal Health

A
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Task Force 2017). Although it appears that maternal mortality is starting to decline a lot still has
to be done to further reduce it. Nigeria and sub-Saharan African countries contribute greatly to
maternal mortality as a result of poverty, cultural practices, lack of awarcness and insufficient
access to MHC services (World Health Organization, 2016b). This, therefore, emphasizes that

morc needs to be done to improve socio-cconomic standards and maternal healthcare awarcness

in these countries to attain the SDG goal 3 by 2030

2.3 Theoretical Framework

Andcrscn and Newman (1973) aimed to discern the determinants that encourage or-deter health
services utilisation. Findings from their study brought about the health«secking. bchavioural
model which is obscrved to be a function of three factors. (1) predisposing factors; cducation,
cthnicity, occupation, social network and interaction, age, gendcr, attitudes, values, culture etc.
(2) enabling [actors: health insurance, incomes, genetic factors, waiting time, distance, source
and availability of care (3) Necds [actors; this deals with illness or health conditions which
nccessitates health care. The fast factor of Andersen and Newmian’s model is further consolidated

by the theory of illness behaviour and stck role (Suchiman, 1965).

Ilincss behaviour 1s delined as the way symptoms arc understood. cxamined and acted upon by
individuals who fecls somc pain, discomlort and/or unhealthiness. Individual differences in
response to these symptoms of unhealthiness suggest that illness behaviour 1s determined by
social and cultural valucs™ and/or, physiological conditions. Suchman provided a scquential
approach for cxamining, illncss behaviour with five stages of illness experience. They are (1)
Symptom experienceyphysical pain and discomfort. concerns about social implications of illness
or disruption©of functional ability. (2) Assumptions of sick roles: when an individual becomes
sulficiently sorricd and admits the presence ol an iflness. (3) Medical/sclf care: decision to seck
hcalthcare cither professionally or through self carc. (4) Dependent patient role: here the ill
individual depends on carc givers, (5) rccovery or rehabifitation, this usually have onc of two
oulcomcs. its either it was an acute itliness and the ndividual gets well and returns 1o being
functional or it was a chronic tllness and they only continuc 1o manage the heaith condition,

Suchman’s approach 1s onc that lollows a sequence and decision made m cach stage deteriines

‘)
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if the individual will proceed to the next stage or not. This study was therefore based on

Andersen and Newman (1973) behavioural model of health utilisation.

2.3.1 Factors Influencing Utilization of Maternal Health Care Services

According to World Health Orgamzation (2004) over half a million women die as a result of
insufficient healthcare during childbirth. Studies have shown that the levels of utilisation of
MHC services m Nigeria are below acceptable standards and this level is cven lower than what
obtains in other sub-Saharan African countrics (Yar'zever and Said, 2013; Babalola and/Fatusi,
2009) .A study carned out to access MHC service utilisation in Bangladesh revealed that records
of third antenatal care visits are lesser than first and second antenatal carc visits, same also
applies to place of delivery as first times mothers arc morc likely 1o receive skilled delivery than
non-first time mothers (Das Chandra, 2015). Another study was carricd out in Bangladesh using
the Bangladesh Maternal Mortality and HealthCare Survey to.obscrve the pattern of maternal

health care rccetved from medically trained health providers between the rural and urban areas

from 2001-2010. Result from the study revealed that there has been 12 percent and 8 percent

increcase 1n antenata! carc respectively. The amount of women who delivered at mnstitutional

delivery homes raised front 6 to 19 percent and 22to 38 percent (or the rural and urban setting

respectively and 1t was obscrved that=wealth index was a major determinant of the difference

obscrved in the MHC use inequality (Kamal ef .. 2016). According to the Nigeria Demographic

and Hcalth Survey 2013about.61% of women rcccived antenatal carc from a skilled provider

(that is a doctor, nurse of nuidwife, or auxiliary nurse or midwife) in the five years preceding the

survey and only 51% of. themn attended at least four antenatal visits (National Population

Commission and) ICE dnternational, 2014). In Nigeria over 75% of women do not attend

antenatal eare chnics whilc pregnant cspecially women who arc married. less educated, poor and

women whoweside n rural arcas( Faghamighe and Idemudia, 2013).

Imorder te effectively control infant, child and maternal mortality as well as improve women's
reproductive health it 1s important to ensure that required and appropriate MHC services (such as
antenatal care service, postnatal care service. skilled attendant at bath, necessary vacce for
expectant mothers et ) are put in place paticularly in developmg cormtnes (NMagadt, Madise and

Rodriguez, 200¢):Paul and Rumsey 2002). Over the years studies have been carried ot Lo
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understand the factors that have impacted the utilisation or non-utilisation of MHC services.
Maternal education have been noted to be the major determinant that positively influcnces proper
utilisation of MHC service, because it has enabled women to make the right decision regarding
accessing proper healthcare scrvices. it has equipped women with better knowledge with which
to disregard tradition while protecting both their health and their children’s healthand they have a
better tendency to utilise available MEC services as a result of their education and cxposurc,
(Grecnaway ef al., 2012; Srivastava et al., 2014; Ghosc ¢ al., 2017; Mchta et al., 20147 Agbedc

er al.. 2015; Celik & Hotchkiss 2000; Magadi, Madisc and Rodrigucz 2000)

The cnormous amounts of studics that have been done on utilisation of MHCservices has shown
that w 1s mappropriate to make general assumptions across various countriés, and scttings
particularly across different socio-cconomic groups, because cven maternal ecducation that has
had the greatest positive influence on utilization of MHC scrvices<s not a consistent factor all
over the world. This therefore shows that utilisatton of MIHIC services 1s deed a complex
behavioural phenonmienon (Navancetham and Dharmalingam, 2002; Chakraborty, 2003). It has
becn obscrved that most women patronize thedraditional birth attendant in rural arcas, but the
incidence of birth complications and prenatal care provided by health personnei has encouraged
the use of MHC scrvices. It was also poted that there 1s no difference in the amount of utilization

of MHC services between the rural and urban women. (Paul and Rumscy, 2002)

The major factors that have been documented to influence utilization of MHC services arc
matermal cducation, houschold, maternal influence and others (Greenaway et al.. 2012:

Srivastava es al.. 20147 Ghosc er al., 2017, Mchta et al.. 2014; Agbede er al., 2015) Below 1s a

bricf description.ofthe different classification of factors that influence MHC service utilisation,

2.3.1.1 Predisposing factors

Households

Socio-cconomic background (hasically level of education and income) of houscholds is @ majol
determinant of the type and extent of healthcare facshty that will he nithzed hy a houschold.
When parents are well educated they are hetter exposed and aware ol necessary and available

healthcare services, In the saine vein, higher edncastonal level iends to attract mare pave which

)1
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allows the utilization of appropriate health care services while being able to pay for the necessary
- cost (Srivastavaet al,. 2014; Agbede er al., 2015; Paul, B.K. and Rumsey, 2002; Celik &
Hotchkiss, 2000) Researches has also shown that those living in poorer households utilize MHC

services lesser than households with higher socio-econoinic status and vice versa (Stephenson ef
al., 2006).

Place of residence and geographic region

While some studics (Paul and Rumsey 2002) have shown that residence may not be a.major
determunants of MHC service utilization (Celik and Hotchkiss, 2000) (rom their study_in Turkey

suggestcd that cthnicity, residence, and geographic regions arc major detceminants of utilisation

of MHC scrvices.
Maternal status and influence

The mothers’ age, birth order or previous maternal reproductive historics are major factors that
influence the decision about utilization of MHC services (Ghose et al., 2017; Srivastava et al.,
2014). Maternal sociocconomic status, particularly ‘education has been identified as a major
dcterminants of utilization of MHCs servicesas women of higher socio-cconomic status tends to

utilisc appropriate MHC services than women'of Jower socio-cconomic status (Stephenson ¢ al.,

2006: Chakrabortv er al.. 2003)

Birth order

Women with less order of births are more likely to utilise MHC services than women with higher
order of birtht and.this is usually related to family income and cost of hecalthcare services s
familtes <usually “have to forgo utilising MHC services for other family needs. Another
explanation i$ that first time mothers are usually excited. more cautious and more likely to utilise
MHGC, services than older women with higher order of hirth who tend to think they alrcady have
all the knowlcdge and cxperience and thercfore need not enrol for MHC services, (Ghosc o al.,

2017 Snivastava et al . 2014 Aghede ef of.. 2015; Cehk & Hotchkigs 2000)
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2.3.1.2 Enabling factors

Distance and transportation to health facilities

The long distance and lack of good road nctworks to health facilities is a major hindrance 10 the
asscssment and utlisation of MHC scrvices, therefore women would prefer to patronize the
traditional birth attendant who is usually rcadily available and whosc service charges ate

incxpensive compared to the perceived expensive health facility service (Babalela and Fatusi,

2009).
Health insurance policy and coverage

Celik and Hotchkiss (2000) suggested in their work that availability of health insurance increascs
the tendency to utilisc MHC service as their {inding correlated with a study that was carried out
in 1994 also in Turkey. Arthur(2012) and Gomez ct al., (2015) also rcported similar findings.
Other factors have that can be considered cnabling factors for maternal health care service
utilisation includes delayed administrative processes and trecatment, Shortages of qualified staff,
previous bad cxperience at a healtheare facilities, lack of essential drugs and supplics, quality
and cost of care, inadequate care, ideal family size and clinical mismanagement.(Chakraborty ef
al., 2003: Babalola and Fatusi, 2009).Stephenson et «l., (2006) carricd out a study on the
utilisation of healthcare faciiitics for childbirth in 6 African countrics (Malawi. Kenya, Ghana,
Tanzania. Burkina Fasotand Ivory Coast) using the Demographic and Health Survey data and
found out that receiving prenatal care and delivering a previous child in a health facility werce
consistently, relatcd 1o the decision to deliver subscquent child in a health facility. These two
vartables ‘show that women who have delivered a child in a heaith faciltty arc more likely to

continuc to utilisc MHC services for future children irrespective of other factors.

2.3.1.3 Need faclors
Tvpe/charactenistic of discases and dehivery complications can be considered a needs tactor Tor

ublistng mateenal health care services (Chakrabonty er af., 2003 Paol and Rumsey, 2002)

13

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



e B o R N e S e — s SR

R s W o S "

El Sheikh and van der Kwaak (2015) carried out a study on factors influencing the utilisation of
MHC services by nomads (group of people who usually have no fixed homes and usually move
around seasonally in search of food. water, and grazing for their animals) in Sudan and suggested

that their mobile lifestyle, low level of education, limited availability of health facilities and

health staft at the community level, beliefs. values, gender norms and geographic location has

contributed 10 their particularly low level of maternal health care service utilization, It was also

noted that the nomads can afford to pay for the health scrvice but their willingness to pay could

not be determined.

| | ics I “thiopia, N scar.” Uganda,
Alam er al. (2015) studicd six African countrics namely Lthiopia, Madagasear.” Ug
e N T i
Cameroon. Zambia and Zimbabwe to assess the factors responsible for the soctal incqualitics
] i | ‘aphic ¢ ey data and
utilisation of MHC service in these countrics using the Demogt aphic and Tealth Survey data ¢
] ic. infrastructuri itions all pla
discovered that covernance. sociocconomic. infi astructural and environmental conditio play
important roles in the disparitics observed in these countries. This conscguently pointing out that

the govemmental involvement In improving MHC service atilisation cannot be overemphasized.

Afulukwe-Eruchalu (2017) tricd to explain the unacceptably low level of utilisation of MHC

. . ' .
service and the consistently high maternal mortality ratio in Nigeria by carrying out a study 1

1csess the extent of accountabilily ¢ or'MHC scrvices 1n Nigerid and suonc\lcd that it 18 becausce

those responsible to overscee the. safeguarding of maternal health in Nigeria have not been held

accountable enough and this=has incvitably led to the scrious infrastructural, financial and
)

institutional bamriers that have sustained the high levels of maternal morbidity and mortality in

Nigeria. It was also notedh that the internal crises that have been ongoing in the country have

demoralized 4he hedlt sectors, subsequently adding up 10 the high maternal morbidity and

montalily trends

34 ““National Policy on Maternal Healthcare Services

Nigeria has a Natonal Reproductive Health Working Group that devices, coordinates and
Ig

Picilitates the implementations < of reproductive health interventions in the country. The
acihti |

) o ’ - ' ) -~ ] N ‘
vermnment aleo has a GCmdULll\C health pnhcy carrymg out i coordmated matemal, newborn
go

4 chitd health strategy 1o cisire a Coltinutiiy of care. 1t holds a biannuad matemal. newbom
an .

d child health vieckm May .nd Noavember of every year to signily the mipoiiance ol matcrnl
and chi ; : - ‘
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and child health at all levels of the healthcare system. The govemment has recruited midwives
and community health extension workers and have trained them on live-saving skilled birth
attendant care (National Population Commission and ICF Intemational, 2014). The Nigerian
government has also developed some policies to promotc maternal and child health. Some of
those policies include Matemal and Child Health Policy of 1994, Breastfceding policy of 1999,
National Immunization Policy and Standards Practice of 1996 (USAID, 2002). The existence of
these policies shows that there have been steps in the right courses but implementation and

sustainability is the grcatest challenge facing maternal and child health in Nigeria.

In the light of the above literatures. 1t 1s cvident that there arc abundamt studies that have
confirmed the mfluence of (actors like matcrmal cducation. region, residence, wealth index etc.
on MHC scrvices use. Surprisingly not a lot of studics have_investigated the influence of
preceding child survival on MHC scrvice use. This study therefore intended to fill that gap in

knowlcdge by investigating the influence of preceding child survival on MHC scrvices

utilisation.
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CHAPTER THREE

3.0 METHODOLOGY

3.1  Study Area

Nigcria lies on the west coast ol Alrica between latitudes 40 and 14° north and Jongitude 4 and
14° east. 1t occupics approximately 923,768 square kilomectres of land stretching froni the Gulf of
Guinea on the Atlantic coast in the south to the [ringes of the Sahara Desert inithe north. It s
bounded in the South by the Atlantic Ocean, in the west by Benin republic inthe North by Niger
and m the east by Cameroun. Nigeria is the most populous country in-Africa and the 14th largest
in land mass. The country’s current population has been estimated to-be 183, 234, 791(National
Population Commission, 2017). Nigeria came into cxistence as a nation-state in 1914 through the
merger of the northern and southern protectorates. Priorto this, there existed various cultures,
ethnmc groups (such as Oyo cmpire, Benin, Nupe, Jukun, Kancm-Bornu, and Hausa-Fulant
empires and languagces such as the (Yorubas, Fausayetc) These groups lived in kingdoms and
emirates with sophisticated systems ol government of their own. Therc were also other strong
ethnic groups such as the Igbos, Ibibios, [jaws, and Tivs. Nigeria became a republic on October
I, 1963, with differcnt administrative structurcs. Within the boundarics of Nigeria are many
social groups with distinct.culturahtraits: there are about 374 1dentifiable cthnic groups, with the
Hausa. Yoruba, and Igbo as the major groups. Presently, Nigeria is made up ol 36 states and a
Fcderal Capital Territorys grouped into six geopolitical zones: North Central, North East, North

West. South “East.=South-South, and South West (National Population Commission and ICF

Internatuonald 20]4).

in Nigerrashcalthcare provision 15 the simultaneous responsibility of the thice tiers of government
which are the [ederal. state and local governments. The [ederal government's role is basically o
coordinate the affairs of the tertiary healthcare system (comprising of the university teachiny
hospitals and the federal medical centres). The staie’s govanment manages the gecondary
healthcare system (gencral hospitals) and the local govermment manages the primary healthea

systems (which are the dispensaries and health centres) which are stll answetable to the Tederal
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government. Although these tiers of government provides health care, the private healthcare
providers also play a part because Nigeria operates a mixed economy (Rais, 1991). The country
has an healthcare scheme; the Nigerian National Health Insurance Scheme (NHIS) which is a
modification of the social health insurance in France and other countries with thc same core
principles (National Health Insurance Scheme, 2017) . Health carc is provided by government
through a special health insurance scheme for its employcrs as well as private firms entering
contracts with private health carc providers (Ronald, 1993). As far as the government is
concerned the scheme also covers children below live years of age, incapacitated persons and
prison inmates. This schemc is supposed to cnsurc casy access to health care for the working
population. To gain access to this scheme mdividuals have to register with. NHIS approved
Health Maintenance Organization (HMO) which are limited lLiability companics which may be
formed by private or public establishments which have been registcred by the NHIS to facilitate
the provision of hecalth carc benefits to the contributors: Subsequently, the contributors are

rcquired to register with a primary health care provider of their choice (private or public) that has

been approved by NHIS. In the NHIS scheme 13% (10%. [rom cmployer and 5% from cmployec)

of the basic salarics of contributors are deducted from which are set aside for unforescen health

needs. Thesc covers only patients registered under the NHIS (Federal Ministry of Health

[Nigeria] 2017; National Health Insurance Scheme, 2017)

3.2 Data Description

The data for this study werederived [rom the Nigeria Demographic and Health Survey (NDHS)
which was conducted by the National population Commission between February and May 2013.
It is the fifth_in the serics of Demographic and Health Surveys conducted so far in Nigera:
previous srveyswere conducted in 1990, 1999, 2003. and 2008. The 2013 NDHS was designed
to provide data"to monitor the population and health situation in Nigeria with an explicit goal of
providing“reliable mformation about maternal. child health and family planning services. The
surey provides current infosmation on fertility, marrniage. family planning uptake mcthods. child
and maternal health, infant feceding practices. nutritional status of womcen and children, adult and
childhood mortality, issucs regarding HIV/ AIDS and domestic violence, The sample tor 2013
NDHS was nationally representative and covered the entise population residing m - non-
institutional dwelling units in the counry. The snrvey used the Tist ol enomeration arcas (EAs)
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prepared for the 2006 population census of the Federal Republic of Nigeria, provided by the
National Population Commission as sampling frame. The sample was designed to provide
“population and health indicators estimated at the national, zonal, and state levels. The sample
design allowed for specific indicators to be calculated for each of the six zone’s 36 states and the

Federal Capital Territory in Abuja. (National Population Commission and ICF International,
2014).

3.3 Data Collection Procedure

Nigeria is divided into states. Each state is subdivided into local government areas (LGAs), and
each LGA is divided into localitics. In addition to these administrative units, during the 2006
population census, each locality was subdivided into census enumeration areas (EAs). The
primary sampling unit (PSU) refcered to as cluster m the 2013 NDHS, is defined based on EAs
from the 2006 EA census [rame. The 2013 NDHS sample was collected using a stratified tiirce-
stage cluster design consisting of 904 clusters with a fixed.sample take of 43 houscholds sclected
per cluster, 372 in urban arcas and 3532 in rural arcas. A rcepresentative sample of 40,680
houscholds was sclected for the survey, with a miminwm target of 943 completed interviews per
state. All women age 15-49 who were either permancent residents of the houscholds in the 2013
NDHS sample or visitors present in the houscholds on the night before the survey werc

interviewed ( National Population Commission and ICF International, 2014).

3.4  Variable Description

Children recode data of.the NDHS 2013 was analysed in this study. The outcome variable for
this study is utilisation=6f MHC scrvices (majorly antenatal visits (ANC), postnatal visits (PNC)
and the skelled attendant at birth (SAB). All three variables were recoded from existing variablcs,
they were recoded into a yes (1) and no (0) varables. that is yes for having attended or used
ANE, SAB or PNC and no for non-use of ANC. SAB or PNC. Antenatal care use variable was
derived from the response o questions 408 and 409 on the questionnaire. The questions were
“{H408) did you see amyone [or antenatal cave for this pregnancy?” [vesinol, those whose
response was yes were then asked “[409] swhowm il vour see™ those swwho confumed secing o
doctor, nurse or mudwvife were constdered © have receved amenatal care. Skilled dehvery swas

obtained from the response 10 the guestion [433) whnch was “who ssisted with the delivery of
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- (NAME)”". Those who were assisted by a doctor, nurse or midwife were considered to have had a

skilled delivery. Postnatal care was obtained from question [442] which was “in the hvo months
after (NAME) was born, did any healthcare provider check on hisfher health” women who gave
yes response were regarded as having received postnatal care. The independent variables are
survival of preceding child as well as other bio-demographic and socioeconomic variables
(wealth index, type of residence, level of maternal education, maternal occupation, maternal age
at nterview, region, partner’s level ol education, maternal authority on health decisions, health

insurance coverage, current marital status, birth order and birth interval. Table T shows the

variable and how they were recoded.
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Table 1:

List of variables and their categories.

[ Variables names | Variables labels Categorics
V012 Current age of respondents 15-194, 20-34=2. 35-49=3
V024 Region NC=I1, NE=2, NW=3, SE=4, §S§=5, SW=0
V025 Residence Urban=I1, Rural =2
VI06 Materna! education Nonc=0.Primary=1,Sccondary=2,Higher=3
V190 Weallly index Poorest=1,Poorer=2 Middlc=3,Richer=4;Richest=35
V481 Health insurance No=(0), Yes=I
V502 Marital status Currently marned=1, Formerly married=2
V701 Partner's education Nonc=0, Pnmary=1;.Sccondary=2, Higher=3
V717 Maternal occupation None=0,Professional=1 .Sales/business=2,Manuai=3
V7432 Decision on own health No=0, Ycs=I
Bord Birth order 1.2=1], 3-4=2. 5+=3
B3 Survival of preceding child Alive=0. Dead=|
B11 Birth interyal 1-23=1, 24+=2
M2b Antenatalgare No=0. Yes=]
'I A3b sk.iiled delivery No=0. Yes=|
| M70 Postnatal care No=0, Yes=I
L_,ff_# I 1 =

: = Al, NW
* N@Norh Central, NE=North East, N

=North Wesl, Sf[,: South Easl. $S=South South. SwW=South Wesl

20)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




3.5 Method of Analysis

] 3.5.1 Descriptive analysis

Analysis for this study was carried out using the Statistical Package for Social Science (SPSS)

software, version 20 and all analyses were carried out at 5% level of significance. The data was

weighted before use. the weighted variable was created from v005 (sample weight). The
dependent variables were recoded into dichotomous variables having a “Yes” and “No”
responsc. Descriptive analysis was first carrted oul to observe the association between-the
predictor variables (preceding child death, bio-demographic and socio-deniographic variables)
and the outcome variables (ANC, SAB and PNC). As this study focused on survival of preceding

child. analysis was restricted to women with second or higher order births because women with

first order births do not have preceding child

3.5.2 Modelling procedure

Logistic regression models were fitted for this study and four. models were considered. Model |
considered the effect of preceding child death on ANC, SAB and PNC utilisation, model 2
considered the effect of bio-demographic variables on utilisation of ANC, SAB and PNC, modc!
3 looked at the influence of socio-cconomie” variables on utilisation of ANC, SAB and PNC,
model 4 studied the combined effect of all three above on ANC, SAB and PNC utilisation,

thereafter regional analyses were carried out for model | and 4. The models were mathematically

expressed as ¥ = « + X +%¢

Where

Y = is a binary~ariable=that takes the values 1 or 0
u= is the uttereept

f1=is the'wecter’of the coefficient to be estimated
X= 19 veclor of independent variables

¢= 1S the cerror term

Logistic regresston Is an analytical method where ithe dependent vanable 1s a binary vanable,

because the dependent vartable 1s not i continuons one, the goal ol Togisne regression s o bit

different from lincar probabilny model. [t predicts (he Tikehhood that 37 s cqual o | (sather tham
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0) given certamn values of X, that is, if X and Y have a positive linear relationship, the probability
that a person Wwill have a score of ¥ = 1 will increase as values of X increases. So, logistic
regression predicts probabilities rather than the scores of the dependent variables. To analyze the

relationship between a binary outcome and a set of explanatory variables When Y 1s binary,

assumptions of linear models do not hold. Therefore, the logit model [log[pA1-p)} = &+ pX +e]
solves the problem

Where p is the probability that the event Y occurs, p(Y=1)
p/(1-p) 1s the "odds ratio”
In[p/(1-p)] is the log odds ratio, or "logit”
Model 1= Infp(l-p]=a +B 1 X1+ ¢
Model 2=In[p(1-p]= a +p1 Xi+paXo+ ¢
Model 3=In[p(1-p]= a +p1Xi+p2Xo+ P3X3+ e
Model 4=In[p(1-p]= o +B1 Xi+B2Xo+ B3 X5+ PaXst €
Where 1 X;-= preceding child death
B-X:- Bio-demographic variables
[E€S SgCio=economic variables
3:X4-¥ Combination of al} above

aemalingain. 20020 Paut imscy, 2002)
outcome variables.(Navancctham and Dharmalingam. 2002: Pav] SACIRIERCS
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3.6 Ethical Consideration

Nigeria Demographic and Health Survey data 2013 was obtained from demographic and Health
Survey (DHS) program website. Formal approval to use the data was obtained from the DHS
program. The data was approved by the Nigerian National Health Research Ethics Committec
with the references number NHREC 01/01/2007. Also, all the personal identifiers have been

removed [rom the data, therefore, the conflidentiality and anonymity of respondents are

guaranteed. See appendix 1}
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CHAPTER FOUR

4.0 RESULTS

4.1  Summary of Respondent’s Background Characteristics

Over halfl (59.7%) of respondents were between ages 35-49 years. Only 3.4% of the respondents
werc professional while over 50% were into sales or business. Over 90% ol respondents were
martied as at the time of the survey. Quite a number (67.2%) of the respondent had a birth
interval of 24+ months in their last birth in the five ycars preceding the survey. Most (40.2%)ol
the respondents had had at least onc or two births. The North-West tegion had the highest
number of respondents with 32% while South East had the least with just 9.7% respondents.
Almost three quarters (71.9) of the respondents resided in_rural areas. Regarding maternal
education, over half (52.8%) of the respondents had no formal education while less than 5%
(4.0%) had attained a higher degree of education. Respondents™ partner’s educational attainment
was similar 1o that of the respondents with majority. having no formal cducation. The number of
respondents decreased with better wealth guintile. Only 39.8% of respondents confirmed they
had a say in issues concerning their health: And finally, a very minute (1.3%) amounts of the

respondent confirmed they had health'insurance coverage. These results are presented in Table 2.
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Table 2: Summary of respondents’ background characteristics, Nigeria. 2013

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Variables No of women % of women
Region
North Central 13643 13.9
North Easl 16320 16.6
North Wesl 31476 320
South Last 9552 9.7
South South 12733 129
South Wesl 14610 14.9
Type of residence
Urban 27674 28.1
Rural 706060 L9
Maternal education
No education 51944 52.8
Primary 24371 24.8
17.8
Secondary 17531
Higher 1-188 4.0
Wealth index
Poorcst 23845 24.2
23143 23.5
Poarer o)
Middle 19857 o
Richer 16913 14.8
4576 '
Richest o7
Decision en own health
! 39155 39.8
Yes
Matcernal age
1510 19 L o
10
N 389806 39.6
SVlo
58694 59.7
35t 49
Partner's education
. 43281 4.9
@ 12676 235
Primary 3|8
21031 -
Sccondur B0
} 9470 -8
Higher
Maternal occupation —
23003 -
Not working 14
J3(N)
Proles<ional EIJEF“ .
Sales/business il W -
= . 25



12170 12.4
Manital status
Currently masried 02158 04
Formerly married 5839 6
Birth interval
1o 23 25710 128
24+ 52592 67.2
Birth order
1102 39523 40.2
Jo4 29025 29.3
5+ 29786 30.3
Health insurance
Yes 1366 1.3
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4.2 Pattern of Utilization of ANC, SABand PNC

As shown in Table 3, the South West region had the highest level of utilization of all three MHC
services considered with (ANC=63.5%, SAB=6].7% and PNC= 31%). North West on the other
hand had the least of all three MHC scrvices considered (ANC=22.8%, SAB=6.5% and PNC=
5:6%). Urban dwellers utilized the MHC services than the rural dwellers with 57.9%. 50.2% and

21.1% for ANC, SAB and PNC services respectively. Mothers who had attamed a higher level.of

education had the highest utilisation of ANC, SAB and PNC scrvices with 61.3%, 69:3% and
52.0% respectively, while mother who had no formal cducation had less than 50% utilisation for
all MHC services considered. The extent of use of the MHC services increased with better
wealth quintile. with those in the richest wealth quintile having the highest utilisation
(ANC=60.6%. SAB=66% and PNC=34.9%). 50.2%, 42.4% and..20.5% of women who
confirmed they had a say in decisions concerning their health utitized "ANC, SAB and PNC
services respectively. Mothers m the 20-34 age ranges utilized ANC (40.1%), SAB (29.5%) and
PNC (13.1%) scrvices better than the rest. Respondents whe hadicalth insurance coverage had a
considerable utilisation of all three MHC scrvices (ANC=59.7%. SAB=71.9% and PNC=17.9%).
Womien whose partners have attained a better level of ‘cducation utiliscd ANC, SAB and PNC
services more than others with 57.2%. 51,.9% and 29.9% respectively. Women who were not mto
any form of employment had the icast utilisation of ANC =32.3%, SAB=19.8% and PNC 10
G while ther counterpart who aré professional workers had the highest extent of use with 62.4%.
06.16c and 28.2% ANC. SAB and PNC respectively. Surprisingly, those who were formerly
married utilised ANC (30.7%)., SAB (31.5%) and PNC (13.7%) scrvices better than those who
were currentlv married™as at the time of the survey. Mothers with over 24 months of birth

interval for théir Jasebirth in the five years preceding the survey utilised ANC. SAB and PNC

more thaiwifose with less than 24 months birth interval with 40.2%., 28.8G¢ and 12 4%

respletincly. And those with lesser birth orders use the MHC (ANC=43%, SAB=35.6% and

PNG="3.5% )scrvices hetter than thosc with more birth orders.
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Table 3:

Background characteristics

Pattern of utilisation of ANC, SAB and PNC, Nigeria, 2013

I ’rofcssional
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ANC SAB PNC
Calegories N (%) N(%) N (%)
Region
Rttt 824(39.3) 987(29.4) 169(13.9)
RprinEast 798(33.8) 471(11.4) 257(12.5)
o s 1042(22.8) 513(6.5) 233(5.6)
pu] L9 706(55.1) 1387(58.3) 24(7.2)
SOUbSqRe; 892(49.2) 1442(45.7) 273(30.4)
South Wesl 1518(63.5) 2353(61.7) 203(31.0)
Residence
Urban 2476(57.9) 3627(50.2) 353(21.1)
Rural 3304(32.3) 3526(20.2) 807(10.6)
Maternal education
No education 1558(22.4) 971(8.2) 399(6.5)
Primary 1764 (50.3) 2021(34.0) 407(19.9)
Secondary 2010(60.4) 3331(58.5) 315(309)
Higher 451(61.3) 830(69:3) 39(52.0)
Wealth index
Pooresl 559(16.3) 341(5.9) 19((6.0)
Poorer 945(28.4) 742(13.0) 202(9.0)
Middle 1293(45.9) 1339(27.9) 311916.9)
Richer 1518(60.3) 2060(48.2) 244(22.8)
Richest 1465(60.0) 267(66.0) 153(34.9)
Decision en own heal th
Yes 2022(50.2) 4098(42.4) 577(20.5)
Maternal age
1519 740247 62(10.2) 18(6.9)
10 10 33 3827(40.1) 5044(29.5) 803(13.1)
35 10 49 1879(40.3) 2047(29.3) 339(11.6)
Heal thinsurance
Yes 111(59.7) 202(71.9) 5(17.9)
Partner’s ¢ducation
Nhe 1180¢21.0) 172(8.2) 270(5 4)
R, 1492(46.8) 1826(33.0) 305(16.1
sedndary 3100054 8) 3117947.0) 388(23.2)
Higher BAR(ST 2) 1334(51.9) 15620
Maternal vceupation — T
Not workang 1203432 2)

275(062 4) JOROGO 1) JA(2IR. )



{arital statos
Currently married

Formerly married

~ Birth interval
110 23

24+

Birth order
1102

Jwd
S+

3248(41.2)
934(44.6)

5571939.8)
177(40.7)

1141(38.4)
1627(40.2)

1253(43.0)
2150(42.8)
2372(36.2)

4087(31.1)
1170(32.3)

6918(29.0)
202(31.5)

1419(26.8)
4919(28.8)

2552(35.0)
257()(32.6)
2032(21.2)

658(13.6)
165(12.7)

[112(12.4)
35¢13.7)

248(126)
910(12.4)

220¢13.5)
413{(14.0)
527(11.2)
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3 Relationship Between Survival of Preceding Child and ANC, SAB and PNC
Utilization

‘When survival of preceding child was cross-tabylated with ANC, SAB and PNC use. It revealed

£ that mothers who have suffered the death of a previous child utilised MHC services than those

who have not. Table 4 shows (hat mothers with preceding child death utilised 5.8% ANC, 10%

SAB. and 2.6% PNC than mothers whose preceding child survived.
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able 4: Relationship between preceding child status and ANC, SAB and PNC. Nigeria, 2013

Survival status of the previous child

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

No Yes \? P valuc

ANC No 1420(65.1) 7311(59.3) 76.1 0.000
Yes 761(34.9) SO1(40.7)

SAB No 2907(80.0) 13129(70.0) 148.99 0.000
Yes 729(20.0) 5633(30.0)

PNC No 1426(89.7) 6727(87.1) 3.06 0.005
Yes 164(10.3) 996(12.9)

F X°3=chi square. P value < 0.05
il



4 Regression Results of ANC, SAB,and PNC Utilisation
As secn 1n Table 5 model I(OR =1.28, Cl= 1.17=1.41) and model Il (OR= 1.26, C1 = 1.10-1.34)

showed that there is 2 positive association between preceding child death and ANC use for
subscquent children, however, model 111 (OR=0.96, CI. 0.86-1.06) and IV (OR=0.94, C1=0.85-
~ 1.05) revealed a negative association between preceding child and ANC use after controlling for

soclo-economic and bio-demographic variables.

Table 6 shows that the observed association between preceding child death and skilled delivery
1s positive for all four models. Model I (OR = 1.71, CI = 1.57-1.87) model I (OR =1.38, Cl =
1.48-1.74) model III (OR = 1.09, CI = 0.98-1.22) and modect IV (OR=1.07,Ci=0.96-1.19) after

having controlled for socio-cconontic and bio-demographic variables.

Death of preceding child had positive influence on use of postnatal caie for three models; model
| (OR=1.28, Cl = 1.08-1.53). modct II (OR = 1.26, Cl = 1.06-1.01), and mode] Il (OR = 1,06,
Cl = 0.87-1.24) alter controlling for other socio-cconomie. and bio-demographic variables as

shown 1n Table 7.

When all other variables were controlled for, maternal age, region, residence, maternal
education, wealth index, the decisionwon, own health, partner’s education and maternal
occupation were observed to be statistically significant predictors of ANC utilisation. For SAB
utilisation, maternal age, birth.order, region, residence, maternal education, wealth index, health
insurance. the decision <onvown health, partner’'s education and maternal occupation were
significant explanatery  variables. And for PNC utilisation just a few variables including region.

residence, maternal edueation, health index, the decision on own health and partner’s education

were statisticady Significant.

12

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 5:

Regression results of ANG, utilisation, Nigeria, 2013,

ANC MOddglso, Model 11 Model 111 Model IV
(¢ (4 .
OR 1 OR 9CS[° OR 95 CLI OR %5 l%
Lower Upper Lower Upper Lower Upper Lower Upper

Survival of
preceding
child
No 1.28  1.17 141 122 1.10 134 96 86 1.06 94 85 1.05
Bio-
demographic

variables

Maternal age
15-19 (rel) . ) ) ) ) . ) .
20-M4 232 177 3.05* .07 .79 1.44
35-49 288 217 3.82¢ .12, <82 1.54
Birth interval
(months)
1.23 (ref) - . . : . £ ; ; . 5 -
24+ .02 94 1.12 1.08 .98 1.19
Birth order
1-2 (ref) - a : : . . " . ) ’ 2
3-4 - - 92 84 1.01 1.02 92 1.14
3+ 64 58 T 1.07 .95 1.20
Socio-
€COnoniic
variables
Region
North Central _ . i
re
;\*ogh East 41 123 162 140 122 161
North West 32 .03 82* 71 .03 81*
South East 1.02 .87 1.19 1.01 .80 1,18
South-South 85 14 98* 84 73 96*
South Wes| 1.57  1.37 |.80* 1.57 137 1.80*
Residence
i 7 65 78 71 64780
Rural ' ' ' ' ' '
Maternal
cducation
A

-";:r';z:ef’ 187 167 209 187 167 200"

’ 207 }.82 237 2.2 | 86 4

SR 192 151 243 196 1S1 248
Hygher
Vealth index 42 15 S i 16 51
Reotesl 74 61 87 7 04 Cye
Poorer 119 103 13k 110 1 | 39
Middle a6 128 1670 147 IR 4T
Richer
Richest (ref)
Decision on
own health 115 08 123§« {15 15k ] 26

Yes
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Health

insurance
Yes
Partner’s 95 .69 1.30 93 .68 1.28
education
None (ref) )
Primary - - - . > .
Sccondary 1.55 1.38 174+ 156 1.39 1.76*
Hisher 1.54 1.37 1.74* 1.57 1.39 1.77*
“flcmal L6l 137 1.88* |61 138 189
occupation
None (rel)
:;;’;;EZ"?{SS 180 85 141 108 84 W38
M ,m 105 .96 115 1.03 493 113
iR 116 102 131 1da tol . 1.29%
Marital statos
Cunently
marricd 102 82 1.27 1.02 82 1.27
*=qtatistically signilicant (p <0.05)
Table 6: Regression results of SAB utilisation, Nigeria, 2013,
SAB Modcl 1 Model H Model I Model 1V
95 05% 05%
orR _C.L OR C.I. OR C.L

Lower  Uppwr Lower Umwr Lower  Upmwr Lower Ummr
Survival ol |.87* 1.58 1.44 1.73* 109 98 1.22 1.07 .96 1.19
preceding child
Bio-
demographic
variables
Maternal age
15-19 (ref) ) : )
20-34 4.7 329 6.71* 123 83 (.83
35.49 797 555 1145 139 93 2.09
Birth interval
( months) .
1-23(reh)
24 99 93 1.07 108 99 | I8
Birth order
-2
31 7% 72 X4° 04 85 | O}
$e 39 3l R 8§ T Ui

Socio-ceononuc

vartables
Repionn
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orth Cenltral 2 -

ref)
orth East

orth Wesl
‘South Easl
South-South
- South West
Residence
Urban(reh
Rurat

¥

Maternal
education
None (ref) -

Primary

Secondary

tHigher

Wealth index

Poorest -
Poorer

Middle

Richer

Richest(rel)

Decision on own
health

Yes

Health insurance
Yes

Partoer’s
cducation
None (rel)

Primary
Sccondary

Higher

Maternal
occupation
None (eef)

Professional
Sales/business
Manual
Marital status

Currently marricd

e —————
P e

52 45
24 g
.09 1.48
.07 .94
192 .09
09 64
1.76 1,57
2.9 237
295 236
227, .18
36 31
37 .50
87 .78
.09 1.01
16s  1.2]
.30 1.15
1,38 1.22
.59 1.36
56 29
93 19
1.01 R0
| 18 )

r
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.00*
28*
1.94*
1.21
2.10*

6%

1.97=
3.05*
3.68*%

20*
42*
.065*
97

§ ol D=

2.25*

1.47%
|.57*

1.86*

1.03
| (9

1 26

A

53 46
25 i 2
.70 1.49
1.07 .94
1.87 1.66
.09 04
1.75 7 1.56
205 234
287 229
21 A8
37 32
S8 Sl
86 18
1.09 1.0l
1.6l 118
B3 115
1,38 1.22
i.60 1.37
| v 86
1.17  1.06
| 12 OR
N 13

()
28*
1.95
142
2ul2*

76*

1.96*
0l
59>

20"
43*
.06*
98+

l.18*

% L0

1.48*
|,57*

i.88*



. c 1 N ue .
able 7 Regression results of PNC utilisation, Nigeria, 2013,
PNC Model 1 Model II Model ILI Model IV
95% 05% 95%
OR _Cil. OR _CiL OR C.L OR C.L.
—— Lower  Upper Lower  Upper Lower  Upper Lower Upper
Survival of
preceding child
No 1.28 126 106 1.5 106 8 129 95 .18 .15
Bio-
denmographic
vartables
Maternal age
15-19(rct) - .
20-34 243 145 .00 3 .39 1.27
35-49 2,48 145 = 24% 104 88 1.24
Birth interval
1-23 (ref) ) =
2.4 93 79 1.08 1.03 .87 [.22
Birth order
1-2 (ref)
)4 97 8l L«16 98 .79 1.21
5+ 74 6] B89 .00 .84 1.19
Socio-cconomic
variables
Revion
Nornth central
(ref) ' ‘ . = P : B
North East .49 .17 1.89 1.44  1.15 1.82
x n 2
North Wes| 169 130 220 .52 4l 66
99* 3] 19 49*
Suogih East 82 8 e
. 39 202« 148 1.17 .89+
South West i b
2.12 1.69 266 1.71 1.32 223
South-South )
Residence
Urban (ref) . =
5.]8 2.76 9.72* B2 o8 09+
Rural
Maternal
¢ducativn
!\T ~
RN 48 14 O68? | 68 1.39 203
p) B
iy 6f 47 ERY 213 LB 208
SGerty) 91 O% 122 §20 277 976
Higher
Wealth [ndex a "3 (17 48 3s (09
}
Poores 162 LW 1K s A7 BN
Poorcr 40) AN I hY v tw) 1 24
M icldle

— e
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ﬁichcr
Richest (ref)

health
Yes

Bealth
~insurance
Yes

Partncrs
¢ducation
Nonc (ref)

Primary
Sccondary
Higher

Maternal
occupition
INonc (ref)

Profcssional
Sales/ bussncss
Manuaf
Marital status

Currcntly
marncd

Decision on own

1.87

2.00

2.80

506
43
1.01

85
85
.86

1.53

1.62

2.12

29
79
B8l

58
57
59

2.30*

2.48*

3.69*

1.08
1.09
1.26

1.26
1.26
27

.89

1.62

59

|.86
1.97
2.79

56
93

.01

.18

.67

1.40

22

152
.59
2.

80

79

I.18

1.88¢

1.64

29"
2.45*
3.6Y*

1.08
1.09
1.26

1.75

*zstatistically significant (p <0.05)
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4.5 Regression Results of Regional Analyses
North Central

Model I and model IV of the North Central zone revealed that the odd of utilization of ANC was
higher among women who have suffered the loss of a previous child with OR = 1.03, CI =.80-
1.34 and OR= 1.16, Cl = 87-1.54 for mode| I and model 1V respectively. Matemal education,
wealth index, marital status, partner’s cducation also had a positive nfluence n the assoclatioll
between preceding child death and ANC use. In the casc of skilled delivery only model 1 showec

a positive association. (OR= 1.17, CL. .93-1.48). Alter controlling for other bio-demographic and

soclo-cconomic variables, somic variables also had a positive influence on utilization of skilled
delivery including maternal age, birth order, maternal education, wealth index, decision on own
health, health insurance, partner’s cducation, mateimnal occupations-Regarding PNC the odd of
usc was greater for women who had experienced a previous childideath for both models. (model
I: OR=2.15, Cl = 1.17-3.96. modcl IV: @R = 1.74, Cl= 0.89-3.39). Matcrnal age, birth interval,
birth order, maternal education and other factors .also ifluenced the association positively.

Tables 8 to 10 show the results for the North Central regional analysts.

| W
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ablc 8: Regression results of ANC utilisation in North Central, Nigeria, 2013.

North Central ANC Model 1 Model 1V
95% C.I. OR 95%C.L
OR
o Lower Upper Lower Upper

Survival of preceding child

No 1.03 .79 1.34 .16 .87 [.54
Bio-demographic variables

Maternal age

15-19 {ref) - - . -

20-34 H0 0 3 | <}

35-49 97 77 |.24
Birth interval (months)

1-23 (reh) - - - . = *
244+ 98 .76 1.26
Birth order

1-2 (ref) . - - : ' ;
il 83 .70 1.25
gy 79 .62 1.00

Socio-economuc variables

Residence

Urban (ref) - = A s 97+
Rural

Maternal education

None (rel) : 2729 |.78 295*

Primary 355 1.86 3 .19
Sccondany 205 111 3.78*
Higher

\Wealth index ol 19 95*
Poorest (refl 95 56 129
Poorer 9 .62 1.36
Middle 18 80 1 73
Richer

Richest

Decision on ow phealth o 75 1 .09
Yes

HHealth insurance ) 44 1.56
Yes

Pactner's education ; - '
nonclref) : ' ‘ 1 41 100 | R7¢
Poman |26 94 } OR
Secondary IRUBUA 24
Higher

Maternal occupation

None (rel) o) 12 L3
Professional IR eh) hre
Salevhusiness 1 H9 Ll
Manual

Marital status

AFRICAN DIGITAL éEALTH REPOSITORY PROJECT




“urrently married

£.75

1.05

2.92%

=statistically significant (p < 0.05)

Higher
Maternal occupation
Nonc {ref)

- Table 9: Regression results of SAB utilisation in North Central , Nigeria, 2013
North Central SAB Model 1 Model TV
OR 9Y3% C.l. OR 95% C.l.
Lower Upper e U
Survival of preceding child - Lper
No L1793 148 86 .66 .12
Bio-demographic variables
Maternal age
15-19 {ref) . :
20-34 .54 .75 3.17
15-49 .66 .78 3.52
Birth interval
1-23 (rel)
24+ 92 73 .16
Birth order
1-2 (rel)
34 92 i [.16
S+ .06, 8l 1.39
Socio-econoniic variables
Residence
Urban (refl) - $ : )
Rural 57 46 12*
Maternal education
None (rel) -
Primary 232 1.& 2.96*
Secondary 329 245 4.42*
27) o
Higher 481 2.72 8.53
Wealth index
P 32 2 48*
Poorest
B 42 29 01*
v o4 8
iddle
109 78 1,54
Richer
Richest (ref)
Decision on.omn health (12 93 1 15
Yes
Healtlhinsurance (6] &8 2 87
Yigs
Partner's education
None (o) " 03 11
Primary 17105 | K0
Sccandary L1 TH | §7
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Surrently martied

175 1.05 2.92™
=statisticaily significant (p < 0.05)
Table 9: Regression results of SAB utilisation in North Central , Nigeria, 2013
North Central SAB Model 1 Madcl IV
OR 93¢ C.I. OR 95% C.1.
Lower Upper Lower Upper
“Survival of preceding child

No 1.17 .93 [.48 86 .06 .12
Bio-demographic variables
Matermal age
15-19 (ref) - 2 :
20-34 1.54 .75 3.17
33-49 1.06 .73 3.92
Birth inlerval
]2:123 ('CD 92 .73 1.16

4
Birth order
e 9 i1 1.16
- 106 8l 1.39
5+
Socio-ccononiie variables
Residence ) ) _
Urban (ref) . %7 46 79
Rural
Maternal cducation ' )
None (rel) 732 | 82 2 96*
Secondany 481 2.72 8.53"
Higher
Wealth index 3 21 H8*
Poorest 492 .29 Hl1*
Poorer 59 42 83
Middle 1.09 .78 | 4
Richer
Richtswire!)
Decision un oy n healld 112 93 1.35
Yes
Health insurance 161 &8 297
Yes
Partner's education
None (sef) Q4 63 11
Primary 117 108 1 :(;
Secondary BIBRL |
Higher

Matermal accupation
~one (ref)

——
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~ Table 10:

Professional
Sales/business
Manyal

Marital status
Currently marricd

.26 .70 225
1,99 1.59 2.50*
1.52 1.06 2.19*
12 45 .15

“siatistically significant (p < 0.05)

Regression results of PNC utilisation in North Central , Nigeria, 2013

North Central PNC Model 1 Model TV
OR 95% C.l. OR 95% C.L.

Lower Upper Lower  Upper
Survival of preceding child
No 2.15 .17 3.96* 1.74 49 3.39
Bio-demographic variables
Maternal age
15-19 (reh i+ - _
20-34 97 26 3.60
35-49 I.12 28 448
Birth interval (months)
}-23(ref) = : . :
4, 1.232 723 2,098
Birth order
[-2{rch) - - ¢ ) i
324 1.02 .0l 1.71
54 }.00 Sil 1.76
Socio-cconomic variables
Residence
Urbhan (rel) .()8. 41' | 12'
Rural
Maternal education
None (ref) 577 (75 4.39%
Priman 597 158 §39°
Secondar: 338 731 15.06
Higher
Wealth index .5 30 2.6
Pooresi 115 47 320
Poortt 08 37 2 65
Micdle 07 36 26!
Richer
Richest (ref)
Decision on own health | 76 | 21 2 5%¢
Yes
Health insurance i, NS 512
Yes
Partner's education
None {ref) 3 i) | 53 440
Primary = -

e C— o ———
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econdary 1.69 95 3.00

e 292 138 6.19¢
[aternal occupation

on (ref)
Profcssmf."lI 38 .07 2.14
- Saleg/business 19 23 54

- Manual 71 34 1.48
Marital status

Currently married 48 20 [.19

*=statistically signiﬁcanl (p <0.05)
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orth East

hese results are presented in Tables 11 to 13. It is onlymodel I that revealed 2 positive
..association (OR=1.07, CI. 0.86-1.33) between ANC and preceding child death. On the other
“hand, both models showed positive association (model I: OR=1.88, Cl=1.39-2.54, model IV
OR=1.26, Cl= 0.85-1.76) between SAB and preceding child death. Similarly, both models
showed that preceding child death increased the odds of utilization of PNC in the North-Last
region (model 1:0R= 1.01, Cl= 0.72-1.40 and model IV: OR= 1.00, CI= 0.70-1.44). Maternal

education, birth order, partner’s education and decision on own health among others. were also

positively associated with preceding child death and PNC.
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able 11: Regression results of ANC utilisation in North East, Nigeria, 2013.

North East ANC Model I

Model IV
95
OR  95%C.I. OR  Cl1

Lower  Upper

' T Lower  Upper

preceding child
% 107 86 133 94 713 21

Bio-demographic
variables
Maternal age

15-19 (ref) . = F .

20-34 867 49 1.52
3549 4 40 1.37

Birth interval
(months)
1-23 (rel) s

2+ 93 13 1.18
Birth order
[-2 (ref)

34 1.0s .77 {.43
5+ 1.17 86 1.6]

Sacio-economic
variables
Residence

Urbao {ref) ) -

Rural 53 4 68

Materna) education

None (ref) ) g -
174 134 247+
Primary -
7 37 1,72 1
Secondary 2.32 -
T .36 48*
Higher 3.18
Wealth index
p 15 07 20*
oores!
33 17 67*
Pooresi E 5 208
Maddle
| 68 34 1.37
Richcr
Riehest (ref;
Decision on own
health L% A 146
Yes
Health insorance 48 m 4214
Yeo

Partner's vdacation
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one (reh) a

nmary

‘Secondary

Higher

AMaternal occupation
None (ref)
Professtonal
Sales/business

Manual

Marital status

Currently marmied

1.62
1.539
94

1.44

.18
1.55

1.24 2.
119 2.16*
60 .47
49 4.21
94 |.47
1.15 249
.08 2.38

North East SAB

Fosatistically significant (P <0.05)

Model |

Regression results of SADB utilisation in North East, Nigeria, 2013,

Model TV

OR

95%

C.l. OR

Lower  Upper

93 %0

C.L

Upper _

Loser

Survival of preceding
child
No .88

Bio-demographic
vanables
Maternal age

15-19 (rel)
J0-34
35-49

Birth interval
(months)
1-23 (rel) .

23+

Birth order
12 (r8R)
30

S+

SUCiO-eConomic
variables
Residence

Urban (rel)

Rural

Mauternal cducation
None €rel)

Prsnary

1.39 254% 126

91
96

P31

1 09
94

57

| H)

_

.89 1.76

38 2.21
38 2.43

98 1.75

77 .54
65 135

2 e

l lh 2 "H’
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econdary 53]
Higher e
Wealth index

Poorest 05
Poorer 1
Middle 20
Richer 47
Richesi(rel) ) ) )

Decision on own

health

Yes 161

Health insurance

Yes 1.39
Partner's education

None (sef) B ) i .
Primary .45
Secondary 1.5]
Higher 1.5]
Maternal occupation
None (rel)
Professional L6

: (.17
Sales/business

h,

Manual
Marital status

‘ .08
Currently married

173 364t
248 13470
03 09
07 2+
12 3¢
29 78
125 2.08
26 7.42
103 2.04*
108 2.1
99 2.30*
4 420
89 155
53 .09
34 135

sstatistically significant (p <0 05)

Regression results of PNC utilisation

i1 North East, Nigeria, 2013.

Table 13:
Moclel 1V
North East PNC Model I 05%
gl
el OrR ClIL
or _ClI - ,
Lower  Lpper o L or_ LRRCL
Suryival of preceding .
A0 1 0] o
Bio-demogtraphic
variahles
Maternul aye
15-19 (790 | 10 g 1 vl
20-34 | 1K 13 1 X0
35-4Y




N e

econdary
igher
Vealth index
Poorest
Poorer
Middie
Richer
Richest(re!)

Decision 0n 0wWn
health
Yes

Heafth insurance
Yes

Partner's educition
None (ref)

Primary

Secondary

Higher

Malernal occupation
None (ref)
Professional
Sales/business
Manual

Marital status

Currently mamed

251
3.78

05
13
20
47

1.61

1.39

1.45
1.5]
1.51

1.76
117
73

.68

1.73
248

03
07
12
29

|.25

74
29
33

34

3.64*
13.47*

09*
22*%
34*
18*

2.08*

7.42

2.04*
2.11*
2.30%

4.20
1.55
1.09

*=statistically signilicant (p < 9.85)

s of PNC utilisation in North

East, Nigeria, 2013,

Birth interva)

——

Table 13: Regression Tesult
Model IV
North East PNC I“O";;: T

. I.t or C.L

Lower  Upper Lower DPEST
Survivabof preceding "
child 0 100 70 .
No | Of 72 |
Biv.demopraphic
variables
Maternal age
15-19 (ref; T X 3
20-34 | 1% 1) 126
35.44
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econdary

igher
Veolth index
Poorest
Poorer

Middle
Richer
Richest(refl)

Decision on own
health
Yes

Health insurance
Yes

Partner's education
None (rcf)

Primary

Sccondary

Higher

Maternal occupation
None (rcf)
Professional
Sales/business
Manval

Marital status

Currently macried

251
.78

05
13
20
47

1.6l

.39

1 .45
1.51
1.5]

1.76
.17
75

.68

1,73 3.64*
2.48 13.47*
03 .09+
07 22
A2 34*
29 78+
1.25 2.08%
26 7.42
1.03 2.04%
1.08 2.11*
99 2.30*
4 4.20
89 1.55
53 1.09
34 1.35

*=stanistically sigmificant (p < 0.05)

Regression results of PNC utilisation |

n North East, Nigeria, 2013

Table 13:
Modecl 1V
North East PNC'_  Model | ST
T
ke OR C.L
OR C.I. .
Lower  Upper Lower  Lpper
Suryival of preceding N
child . tap 1000 s
Nc. ] 01
Bio-demographic
variahles
Maternal age
15-19 tref) () $.d Y i
20-34 (14 i) 320
35-4%

Birth interval
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23 (ref) L i ) i ; ‘
86 .61 1.19
Birth order
-2 (ref) 3 ) . . 8 )
e 105 .67 1.65
- L1473 1,79
Socio-economic
variahles
Residence
Urban (re() . i i : S .
Rural 73 .50 1.06
Maternal education
None {ref) ) i . ; : ;
Primary 1.60 .11 2.30¢
Sccondary .78 1.06 3.0
Higher i.86 .16 22.16
Wealth index
Poorest 34 Al 1.07
Poorer 35 18 | .70
Middle 05 21 1.95
Richer .69 22 2.14

; Richest (ref) = - '

Decision on own

health 179 1.32 2.42*%
| Yes

Health insurance e T 6.12

Yes

Partner's education )

None (rel) - : 136 .92 1 99

Pniman 155 102 2 36

Secendan) 176 .96 3.25

Higher

Maternaloccupation _ . ’

Nenc (ref) : - ' 156 18 36.30

Professional (st 107 2 12*

Sdeybusiness | 6Y i 09 261

Manual

Marital status 59 27 | 3

Currently marnicdd S e

*oswtistically significant (p < 0.09)
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A gbserved 1n Tables 14 to 15, there was a positive association between preceding child death

and ANC for both models (model I:OR =1.23, CI = 1.02-1.48, and model IV: OR = 1.14, CI=
rh 0.92-1.42) as well as SAB (model 1: OR=1.33, CI = 0.93-1.77 and model IV: OR.1.3, CI= 0.99-
I 1.77). Analysis however, showed that there is no positive association between preceding child

- death and PNC utjlisatiop.
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able 14: Regression results of ANC utilisation in North West, Nigeria, 2013

North West ANC Model )|

Model IV

95%
C.l. 95‘%

OR OR ~C.I.
Lawer Upper Lower

it

Upper

Survival of

preceding

child

No 123 102 L48* 14 92 [.41

Bio-
demographic
~ variables

f Maternal age

L 15-19 (reh - -
20-34 91 55 1 52
' 35-49 1.05 .6() .82

Birth interval
(months)
[-23 (rel) - - -

24+ .32 1.08 [.61*

Birth order

[-2 (reD) : : -
3.4 [.2] 64 .56
5 108 .83 ].41

Socio-
economic
variables
Residence

Urban (ref)

Rural 46 a7 D38

Maternal
education

None (ref) : .
2.00 1.66 2.56”

227 161 309

102 2.03 1.96"

Primary
Secondary
Higher
Wealth index .
30 19 e
Pourcst -
53 39 2
124 &S 1519

Poorer
Middle
Richer
Richest {rel) :

Decision on
(.,:.“ n health | 14 3 | 40
Pt
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Heaith

Insyrance

j= 9l a6
Partper's

education

None (rel) - . .

Primary 172137 2159
St.:condary 233 183 2 07+
Higher 1.73 127 9 36
Maternal

occupation

None (re) - ) -

Prolessional 59 39 119
Salesthusiness 1.16 96 1.39
M.’ll‘luul I'O(} 87 I 18
Marital status

Currently 70 A2 1.19
marned

s=gtatistically significant (p < 0.05)

Table 15; Regression results of SAB utilisation in North West, Nigeria, 2013.
North West SAB Model 1 Model IV
95% 95
OR CL OR . C.L.
Lower  Upper Lower  Lpper
Survival of
preceding
child
No | 3t 1.02 1.69% .33 99 1.77
Biov-
demopraphic
variables
Muternal age
15-19 (ref)
20-34 1.51 61 3.7%
35-99 188 73 4488
Birth imteryal
(months)
1323 (ref)
179
24+ | 18 ] .06

Birth order

3-2 (gl
AT o 9 | 9¢) | i1
< Mdr

. {\ "
Se 1] q{ ],_7
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Urban (rel)

~ Rural

Maternal
education
None {(ref)

Primary
Scecondary
Higher
Wealth indcx
Poorest
Poarcr

Middle

Richer
Richest (ref)

Decision on
own health

Yes

Health
INSUFance
Yes

Partner's
education
None (rel)

Primary

Secondary
Higher

L4

Maternal
occupation
None (ref)

Professiona!
Salev/busingss
Manual
Marital status

Currently
Marrico

.Gl

835
1.90
2.64

.07
A5
3l
33

[.25

.17

1.05
2.09

1.83
1 06

47

.02

R,
}.47

96

24

85
1.19
.48

99

83
60

48

J9*

.17
2.05*

4.73*

.62

1.58

¢ =yatistically significant (p < (0.03)
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Jble 16: Regression results of PNC utilisation in North \Vest, Nigeria, 2013,

North West PNC Model |

- — 9S8%
OR C.L OR

Model 1V
95 %
C.l.

__Lower  Upper Lower  Upper

Sypnalof
prcccding
:gkl 98 .10 (3775 Sl 1.1}

Bio- .
dcmographlc
variables
Maternal aR¢

13-19 (ref) : ' ' '
;,49 £ 1 216
3-

Birth
interval
(months)
[-23 (ref)

71 53 1.09
24

Birth order

1-2 (ref) ' 71 195
34

FIR b k£
54

Socio-
ccononiic
varighles
Residence

Urban [ICQ : 1 03 69 1.59
Rural

Maternal
education

None (ref) 3 4 1.39 2™

367 220 5967

Primary
Secondan
Hiplier

Wealth indey o 29 R}

B 16 1 S6
= Wiy 327
| 1/ o

Poorest
Poorer
Middle
Richer
Richest (vef)
Decisionon

1’2 »
. y (¥) | 49 2
own health ]

Yoo
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.68 .08 6.14

Pariner's

~ education
None (rcf) ; ; . . .
Primary 1.29 82 206
Second ary 2.98 1.96 4.54*
Higher 447 271 737
Maternal
occupation
None {ref) y . . A -
Professional 13 02 79+
Sales/business 149 1.06 pAL L
Manual Ol S8 .43
Marital 2.33 .60 8.97
stalus
Currently
marpcd

*=gtatistically significant (p < 0.05)
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lSouth East

Here only model 1V showed a positive association (OR= {.12, CI = 0.23-5.37) between ANC
.nd preceding child death, However, both models of SAB (model I: OR=1.13, CI = 0.89-1.44
.nd model IV OR=1.12, CI=0.23-5.37). and PNC (model I:OR = 1.86, CI = 0.46-7.45, model
V: OR= 1.09, CI= 0.81-1.49)revealed a positive association with preceding child death.. Other
yariables including maternal education, wealth, decision on own health, partner’s education and

maternal occupation also influenced MIC service wilization. Tables 17 to 19 show the results

for the South East regional analysis.
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Ilble it

outh East .o\NC MOdCI 1
o —

Modcl IV

Regression results of ANC utilisation in South East, Nigeria, 2013.

95%
OR C.1 OR

Lower Upper

95%
C.l.

Lower

i

supvival of o

ine Cil
zfcced‘“"’ 95 69 129 112
NO

Bio- .
demographic
\'ﬂl'i ables
\Maternal g€

15-19(reh) ' ' ' .
20.34 5"(']6
35-19 '

Birth interval

(months) .
1-23 (ref)

.83
144
Birth order

1-2 (ref) o
4-Mar

82
Zs

Socio-ecoOnNUMic
variahles
Residence

Urban (rel) 13
Rural

Maternal
education
None (ref)

Primary
Secondan
Higher

Wealth. index 16

78
120

Poores
Poorce
Muddic
Richer
Richest (1¢f)

Decision on

2
ow i hcalth | )
Yes

Health

: 54
MSUrancy
Yes

23

39
56

18

A1

31

09

Wl

24

Upper

5.37

4721
45.91

2.53

319
3,82

94*

3.03
538
659
) 6

RNR

W)
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Primary 3.09 379
Secondary 5559 g

Higher TR0 23

- Maternal
" gccupation
None (re() . _ x

Professional 1,99 19 21.49
Sales/business A8 06

25.33
55.863
137.79

Y
Manual 26 05 | 45
Marital status

Cllff{?ﬂﬂy .75 09 5.83
marticd |

“ezgatistically significant {p < (1.05)

Table 18: Regression results of SAB utilisation in South East, Nigeria, 2013.

South East SAB Model [ Model IV

05%% 95¢
OR C.lL Or) _ClL
Lower  Upper Lower Upper

Survival of

preceding
chitd
No |.13 .89 [ -hd 1.12 23 N )

Bio-
demagraphic
variables
Malernal age

15-19 (ref)
2034
3549

3 035 1.86

Birth interval
(months)
1-23 (ref)

” . ) ' 23 27 2.53
Birth urder

I-2(rel) ) _ .
34

5+

42 |4 1 %2

Sucio-
eCono i
Yariy hles
Residenee
e e
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33 12 94
1.40 31 6.38
16 Ji2 4.89
2.14 09 5218
Wealth index
Poorest 16 01 303
Poorer 78 N 538
Middle .20 22 6.59
RiChef 24 04 1 61
Richest {rcl) i i i :
Decision on
own health
Yes 1.40 49 3.93
Health
insursnce
Yes 1.27 12 2.21
Partner's
education
Nore (ref) i " i -
Primary 3.09 38 25.9
8
Secondary 5.50 € 55.86
Higher 5.51 23 13779
Maternal
uccupation
None (ref) ) i
: 1 99 .19 2149
Professional ‘
: 18 .06 59*
Sales/business -
26 05 §.45
Manual
Marital
status 75 09 5 83
Currently
maricd

*statistically.signiticant (p < 0.05)
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ble 19: Regression results PNC utilisation in South East, Nigeria, 2013
| :

outh East PNC Model I Model 1V
l
Al IoNe 95%

C.L 1.
OR OR €l
- Lewer  Upper Lower Upper
——
Guryival of
line child

fgccl o 1.86 46 945 L2 3 531
Bio-demo graph i
variables
Matermal #ke
13-19 (rcl) - < . .

) 33 00 1.87
o 39 .07 2.29
3549
Birth interval
—— ' ' - 83 7 283
Y44
Birtly ordcr
12 fref) - ' ‘ (3 a Ay
- 8 a8 382
S+
Socio-ecoNONIIC
vaniables
Residence

‘ - 04

Urban (1€1) . . I
Rural
\Maternal education *

= 638

None ( l'ef) - - { <0 9. B
4.
Secondary 214 09 :

Higher .
0l :

Wealth indes 16 e
Poorest 78 i .
Poores 1.20 2 "
Middle 24 04
Richer
Richest (refl) : ‘

i 0

Decision an own | A A
headth
Yes 1 §
Health invurance

Yeu
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m&'s education

None (ref)
Primar ¥
Secondary
Higher

Maternal
occu []a‘l()ﬂ

None (ref)
Professional
Sales/business
Manua
Marital status

Currently marricd

3.09 38 2533
5.56 SS  S5.86
5.57 2313179
1.99 19 2147
18 06 .59
26 05 | 45
75 M 58

=gtatisically significant (p < 0.03)
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h/“tr's (‘ducalioﬂ

pact
None (ref) - : . : .

Jvinty 3.09 38 2533
Secondity 5.56 S5 5586
Higher 5.57 23 137.79
Maternal
occupation
None (ref) g . 5 . . .
Prolessional 1.99 19 2147
Sales/business 18 06 5O
Manual 26 .05 .45
Marital status
Currently married 75 09 5.83

*=ytatistically significant (p < 0.05)
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;oulh-SO“th

goih models revealed positive association between preceding child death and ANC (model
(OR= 1.23, C1'=0.93-1.63, model IV: OR=1.09, Cl = 081-1.49), SAB (model : OR= 1.41,
c1= 138-1.74, model 1V (OR= 1.18, Cl= 0.92-1.50) and PNC (model 1:0R= 1.38, Cl= 091-
112, model TV: OR= 1.22, Cl= 0.77-1.94) utilisation. Table 20 to 22 show the results for the

South-South regional analysis.
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Regression results of ANC utilisation in South-South, Nigeria, 2013.

e 30:
SouthANC Model I Model 1V
yth->7"
E OR 95%C.L OR _95% C.L .
- Lower Upper Lower Upper
==
S reccging child
gryival of P 123 163 109 8! 1.49
N0
Vaternat #8¢
19 (ref) ’
) L 347 .69 17.48
20-34 331 .65 16 .95
35-49
Birth interyal (monih)
IR _ RERE L .43
244
Birth order
1-2(reh ' 83 .63 § .08
i 99 .73 1.35
S+
Residence ) ) :
Urban (ref) - 7% 60 1.0}
Rural
Maternal education _ )
Nonc {ref) ' 186 120 2.8&1
. 5 <
Primary 29 1.84 +
229
Secondary 119 62
Higher
t 1.70
Wealth index 106 60 .
Poorcst 168 V.07 .
Poorer 921 140 3‘06
3 p
Middie 1gs .12
Richer _ .
Richeshire) o 1 | go»
Decision on own health | S5
Yes . {th
Health insurance s K <
Y¢S
Partnvr’s education i
oy 0O
None (ref} - | td
]
Primary 17 14 114
Secondary
Highey o
e AFRICAN DIGITAL HEG_]H REPOSITORY PROJECT
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None {—7?6 -

P ofessiondl

. L7592 3,32
siness
Sales/bu 9T .69 1.22
Mantal 141 96
\grilal stalus 2.06
._Euﬂcm'y marne.d s 131 78 o
s=sianstically significant (p < 0.05)
Table 21: Regression results of SAB utilisation in South-South, Nigeria, 2013.
South-South SADB Model I Modcl IV
N 95% 95 %
OR C.L OR Cl
. Lower  Upper Lower  Upper
Survival of
preceding child
No ) 41 l. 14 {74 % .18 .92 1.50
Bio-demographic
variables
Maternal age
15-19 (ref) : S ) ' i i
20-34 6.33 88 45.76
- 47.28
3549 648 89
Birth interval
(menths) )
1-23(rcf) . . - +
.41
24+ 11693
Birth order
1-2 (ref} . = - o 67 | 04
14 o
' o 54 8
S+

Socio-economic

variables

Residenge

Usban (ref) S - .65 52 79*
Rugal

Malernal education

Nonc (ref) . - ' L6711 2.45°
Primary o L7 { 29
Sccondary 03 | (9 0 e
Higher

Wealth index 122 K LA
Poores: —

”
g
g —-_‘,_'-

AFRICAN DIGEP? HEALTH REPOSITORY PROJECT



o 154 105

2.28*
Middie 233 158 343
Richef 391 255 5.99*
Richest {reD) : . | . _
Decision on 0Wn
health
fcs B
Health insurance
Yes 125 71 22
Partner's education
None (ref) 1 . ) ’
Primary 61 4 90"
Secondary 08 46 9Y*
Higher 75 48 .19
Malernal
occupation
None {rcf) z 5 2 - : .
Professional 1.03 .99 1.82
Sales/ business 117 93 | 48
Manuai 199 1.40 2.67*
Marital status
Currently married 114 T 1.3

*=statistically sigmiticant (p < 0.05)

of PNC utilisation in South-Soutl, Nigeria, 2013.

Table 22: Regression results
. § I\r
South-South PNC Model 1 Model
OrR 93%C.L OrR  95% C..

Lower L‘L)p(\r Lower lellcr
iuniv.al of preceding child 39 O . n 7 1 94
NG
Bio-demographic +ariables
Maternabage
15-19 (ref} . - » . .
\ 6 49 RO 4724
35-49
Birth interval
1-23 trét) . - L]
45

Birth order

1-2 (ref) "

e e ————
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68 .44 1.0

.59 37 97*

§ocio-tcononuc variables

Residence

Urban (ref) L ; ] . . ’
R 93 .58 1.51

Maternal education

None (ref) . ) )

Primary 99 56 1.73

Secondary 112 6! 2 06

Higher 1.19 .23 5.25

Wealth index

Poorest 74 34 1.60

Poorer 40 21 18*

Middlc 95 53 1.70

Richer 106 1.0l |.87*

Richest(ref) . i ; . - S

Decision on awn hicalth

Yes 1.3 .96 1.88

Health imsurance 00 N\ .

Yes

Partner’s education _

None (re() . . - PR o

. 401  1.64 .90

Sccondary 23 -

Higher

Matcrnal occupation

None (rel; i66 318 6755

Professional 077 696 | 667

Sales/business L 608 2957

Manuai

Marital status 678 320 1.439

Curfeni )y mifiicd

e ——

e —

» . 8 ___< ' 05
*:51a[|5[lca“)’ Sif;nifiﬁdm (p )
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South West

surprisingly, the analysis revealed that only SAB had a positive association with previous child
death (model: OR= 139, CI = 091-2-12, model IV: OR= 122, Cl= 0.77-1.94).Other

socioeconomic and bio-demographic variables such as maternal education, partner’s cducation,

wealth 1ndex, matemnal occupation and also had a positive association with MHC scrvices

atilization. Tables23 to 25 shows the results for the South West regional analysis.
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Taple 23: Regression results of ANC utilisation in South West, Nigeria, 2013.

South West ANC Model | Model IV
—
OR _95% C.I. OR _95%C.I.
Lower Upper Lower Upper

Ja==r

Survival of preceding child

No 91 67 1.22 96 .69 .32
Bio-demographic variables

Malernal age

15-19 {rcf) . - - 2

20-34 29 05 )
35-19 38 006 2.29
Birth interval

123 (rct) i i . -

24+ 102 .79 1.31
Birth erder

1-2 (ref) . ) - : : ‘

4 1.08 87 1.35

) 99 75 1.30
S+

Socio-tconomic variables

Residence

Urban {rch . . A s -
Rural

Maternal education

Nonc (ref) a - . 140 103 oy
e 44 105 1990
Secondary vy 1M 109*
Higher

Wealth index 6 48 | 92
Poercst g6 &3 {29
Poorer 196 91 | 73
Richer

Righeswbref)

[Yogisitin O own health T [ 50
Yo

FEcalths Insurdfnce 7N A O0

Yes

p;ll'llll'r's cducu{iun

Nong (ref) ' 159 LIS 2.20°
[’l'lm‘.ﬂ) | ‘J% | 2| 2 ]‘o

1

Sccondary m—

E—
-——
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Taple 23: Regression results of ANC utilisation in South West, Nigeria, 2013.

South West ANC Model I

Model IV
i OR 3%l OR 95% C.L
Lower _ Upper Lower  Upper

I';,:i;m of preceding child

No 91 .67 2 96 .69 1.32
Bio-demographie variabies

Maternal age

15-19 (ref) - . 3 y )

20-34 29 85 177
3549 3806 229
Birth interval

-23 (reh) L _

24+ 1.2 ™M 131
Birth order

1-2 (ref) i i i -
34 | (B .87 1.3)

99 5 1.30

5+

Socio-teconomic variables

Residence

s - ' - 'l.l() 88 1.39
Rural

Maternal education '
e * - - 140 1.03 | .90*
o 44 1.05 1.99*
Sceondary i L e
Higher

Weal(ly index o 48 »
- 89 63 1.29
iy 126 9] 1.73
F R 136 107 173
Richer

Rithestdrel)

Heeisitn vn own health P .
Y es

Healtfy insurahice e o

Y

Puriner’s tducation

None {(sef) 5o 115 Y ()
Primiary s 12 ) 1)
Sccandary

e i a—e—"

e,

S
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|

e
II ngbff ]40 9 13
Maternal occupation 1
None (ref) g N :
Pmfessional
. 139 82 2.36
Sales/business I
Manual N - e
Manu
| .38 .98 1.95
Marital status
Currently married
a | y. ™ - .06 .89 3.07
*=statistically significant (p <0.05)
Table 24: Regression results of SAB ultilisation in South West, Nigeria, 2013,
South West S_.-\!S Model ] Model IV
OR 95%C.L OR 95% C.L
Lower Upper Lower Upper
Sarvival of preceding child
NO 144 L3 1.83*  1.39 107 1.80~
Bio-demographic variables
Maternal ape
13-19 (ref) : - . $ .
20-34 A8 .03 1.10
3539 23 .04 1.40
Birth interval
1-23 (ref) ) = - _
23+ 1.0 .85 1.29
Birth order
1-2 (ref) . 3 )
3.4 95 .19 b5
(69 55 88+
5+
Socin-econnmic saridhles
Ressdenoe
Urbari el -
Rur R 109
Maternal cducation
Svne (ref)
|69t 3 217"
Primary
K1 2.99*
Secondun) he
. K{ {7 4 Sbhe
Higher &all
Wealth indea o — =
6/
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—

—Poorest
1.22 828

Poorer .79
 Middie 170 106 spe

Richer 196 134 589e

Richest(rcf) ) = I -

Decision on own health - ‘ * * )

Yes

Health insurance A o

Yes

Partner's education o o

None (rcf) il .

Primary

:z:::’“’y 149 113 1962

L 145 19 1.92¢

Maternal occupation 129 89 186

None (rel) .

Piofessional - ‘ - L4 63 {71

Sales/ busincss 9 73 192

Manual 103 .76 1.38

Marital status

Currently marmied 57 33 99*

*=¢tatistcally significant (p < 0.05)

Regression results of PNC utilisation in South West, Nigeria, 2013.

Table 25:
South West PNC Model | Model IV
OR 95 C.L OR 95 C.L
[.ower  Upper [ower Upper
Survival vl precedim Clnid
gy I8 1.39 88 49 ] 59
No
Bio-damoreaphic variables - i
Maternal age
15 1 Dirc)
2034 X )N | 13
3549 24 03 ] 33
Birth interval (months)
1-23 (ref) . L
24+ 112 I K2
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Birth order
1.2 (ref)

3.4

94
Residence

Urban (rel)

Rural

Maternal education

None (ref)

Primary

Secondary

Higher

Wealth mdex

Pooresl

Poorer

\iddle

Richer

Richest (rel)
Pecision on ewn health
Yes

Health insurance
Yes

Partner's education
None (re[)

Primary

Secondary

Hicher

Maternal occupation
Nonc (ref)

Primairy

Sccondary

Higher

Marital stiatus

Currcnli)‘ mafr ied

____.___.———-—'—-_—_-_-_-_‘.-’TF’- ¢
P oiaistically significant (p < 0.05)

j‘-’—"‘f—

1.27
1.16

89

78
1.57

5.30

1.36

137

201

1.52
.19

25
ST
1

453

76
65

34

40

.88

1.28

21

27

4

Il

1.13

1.12

B84

S0

00

3

35

2.12
2.08

1.49

1.33
2.83

21.99~

145
1.03
1.03
%2

3.60%
2.8
2.85

1.05
1.05
}.48

—
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CHAPTER FIVE

50 DISCUSSION, CONCLUSION AND RECOMMENDATIONS

5.1 Discussion

This study sought to examine the cffecis of preceding child death on utilisation of ANC, SAB
and PNC services using the Nigeria Demographic and Health Survey of 20)3. Selected
background variables known to be associated with uttlisation ol MHC services were first
summarized. The North-West region had the highest population of women of reproductive age.
The country scems to have more rural slums than the urban and developed arcas as the rural
dwellers constituted almost three-quarter of the respondent. Nigeria which is regarded as a low-
middle income country has the majority of its population inwthe poor wealth quintile which

probably also explain the low health insurance coverage.andlevel of education of its populace.

For most of the variables considered 1n this study, the extent of utilisatton decrcased from ANC
to SAB 10 PNC. This suggests that although quite a numbcer of women attend ANC clinic, a huge
number of them tend to drop out of the continuum of carc which mevitably reduces the extent of
care and well-being for both mother and child. Notwithstanding the observed poor utilisation of
SAB. it is still the overalidicst-ntilised service of the MHC services throughout the country,
while PNC scrvice is the teast utitised especially for mothers who are more educated, have health
insurance and who_are“cmptioyed. The PNC is very important becausce it helps the mother to

rceam heraelf, as, aell=as protect her from after birth comptication such as depression ctc.

abies as part of the PNC carc also helps babies devetop the proper

—

Vaccinatién programmes for b

mmunitysaccessary throughout life. This dropout from health carc service explas the stagnant

and sadlwoyerwhelming statc of maternal and child health in Nigeria. This 1s consisient with the

wolk of Akinyemt ¢ al., (2010). Cross-tabulation of preceding child death revealed that mothers

«ho haye experienced a preceding child death utilised, ANC SAB and PNC services than those

who did not Ty suggests that the grel and pam of tosing o chuld hntkes i mother want to

prevent such occurrence by utitismg MEIC services Tor subsequent hath

/()
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stic regression models - . .
Logistic T8 reveated that preceding child survival was statistically significant in

model [ and model II where DiO-denmgraphic vartables were controlled for. When bio-

| demographic and socio-economic variables were controlled for in model IV, preceding child

death was only positively associated with ANC, SAB and PNC but not statistically significant.

This feveals that women who have lost 2 previous child tend to want to utilise MHC services
especially skilled deltvery for subsequent births. This can be because, niothers especially
multiparous Womien perceive skilled delivery as the most important of the MHC services and as
such nuss out on ANC, PNC and theg; components, Model IV revealed that bio<demographic
variables arc not predictors of MHC service utilisation. This suggests that socioeConoinic
variables, especially parental education. region. type of residence and wealth index are the key

determinants of the MHC scrvice utihsation and that individual-or bio-demographic

characteristicdo not rcally shape people’s attitudes towards sceking MFE,services

Regional analyses revealed slight difference across the region, indthat, it showed that preeceding
child survival was only statistically significant inspredicting MHC services utilisation when
considered alone. It became only positively associated with MHC scrvices i1 some regions when

bio-demographic and socioeconontic vandbles werc controlled for. This is the casc for ail-

rcgions except for the South West zone, where preceding child dcath was only positivel y
g |

associated with SAB. This suggests that‘women in this zone associate child mortality with

- ~ ] itising skilled assistance at
delivery conditions and therefore understand the importance of utitising skilled assis

delivery. Although thatas oged. there 1s still morc 1o be donc 1o encourage utilisation of ANC
e c -

and PNC becausc sdfc.detivery does not guaranty good hcaith as it can only be properly achieved
nd P .

th the complete and ‘wholcsome utilisation of MHC services. In this study wealth index was
Wi

b 440 pe stavistically sigmificant in determining utilisation of MHC scrvices however. the
obscCrvce ) : ¢ e

¥ | intile. this shows that poverty or aftlucnce
| ; roneer with better wealth gt
assoeiation did not get strong

ICC U | CNESS ¢ eption of chi
d8es hot necessarily influence MHC service usc but rather it 1s awarcness and pereeption of cinld

health. mortality and how MHC can reduce it that influence MHC SCIVICC UsC.

This studv revealed that states in the southern zoncs ol the country appcar to generally have a
is studyv statc:

e them zone. This as consistent with
: T crvices than states in the notthem zol
higher utilisation of all MHC ser

' ' ' FICE Iemanional 201:4)
: ] e (Nanonial l’uptli.lllnll (ommission ag
atistics of the NDHS repots

st

7t
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" Thes

e trends of the southe |
I zones having better standards than the northern zones cut across

all aspects of ' -
almost P health concems such that it has hindered efforts in tackling hcalth issucs.

s, theref | ia] ' o
There 1s fore a pressing need to liaise with religious and community heads, deploy more

. ersonnel t - -
health P o the northemn zones as well continuously organize and concentrate

enlightenment programmes in the notthern zones so as (0 end this trend which will sce to a

wholesome development for not just some aspects of the country but the entire country.

As 18 consistent with numecrous studics parental education, especially maternal education is the
most consistent positive determinant of MHC services use (Adchowale & Udjo, 2016; Akinyem
et al., 2016: Babalola and Fatusi, 2009; Ononokpono, 2015; Yar'zcever and Said, 2013). It is
therefore impcrative that femalc education is vigorously emphasized and supported throughout
the nation. This would lcad to better exposure as well as better $octo-ceonomic standards for
parents and thercfore improve the demand. access, and uwtisation of MHC scrvices. Better
maternal employment status and health insurance coverage ‘was also observed to positively
influence MHC scrvices (Arthur, 2012: Celik and“Hotchkiss, 2000; Stephenson es al., 2006;
Gomez ef al. 2015). It is nccessary that the laws of the health insurance coverage be revised
such that it includes provision for the unémployed. This is because the less privileged m the
society are mostly, unemployed and arc unable to properly cater for health necds as a result of
poor financial capacity. It is thereforcnet fair cnough that only the employed that usually arc
alreadv able to afford their health necds even without the health insurance are catered for by the
heailh*msurancc scheme. Unixersal health coverage (UHC) 1s part of the SDG goals which was
agrced upon by the United Nations member state in 2015. UHC simply meant ™ that all
individuals and confimhties receive the health service they need without suffering financial
hardships@ 1t~ Juned at good heatth for all which will afford the children atl the opportunity to
lcarn adults the abslity. to gencrate wealth, avoid penury and lay down foundations to attain long-
tecneconomic and overalt development (World Health Organizanon, 2017)- A major clemem
[ thic success of the LHC 18 the health insurance scheme because it would increase access and

use of MHC senices by reducing cost of health carc services and out of pocket pavment

(Gustafsson- Wright and Schellekens, 2013)
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]
jF The fact that employed mothers utilise MHC scrvices than uncmploycd mothers suggest that

empl ' - e
maermal empioyment is not an hindrance in utihsing MHC scrvices. Analysis also revealed that

ine in a marital un; X , S
being nion does not necessarily guarantee utilisation of MHC services, because

who we ' ' ‘ il :
women Who were not in marital unions wtilised MHC scrvices better than those in marital union

(Fagbamigbe, 2015). This could be becausce single mothers most times do not have plenty kids or

commitments and as such tends to be able to concentrate their efforts and finances on their Kids.

These study revealed that wealth quintile, tesidence, birth order and birth interval are consistent
predictors of MHC services utilisation which corroborates findings from<«other studics

(Adcbowale and Udjo, 2016; Akinyemi e af., 2016; Babalola and Fatusi, 2009; Ononokpono,
2015: Yar zever and Said. 2013).

5.2  Conclusion

Preceding child death was not statistically significant in predicting MHC services utilisation
when bio-demographic and socio-cconomic vartables were controlled for so, it 1s not considered
a factor enough to predict MHC services use because its effect would always be narrowed by
background characteristics. It is therefore surprising to observe that women who experience
preceding child death do not fearn froni thevéxperience and do almost nothing to avoid a repeat.
This makes one wonder 1f these women even appreciate that the occurrence may have been
because of their non-utilisation of MHC services. Now this means that they have not lcarnt from
their mistakes and as suchwill still not seck for appropriate carc m subsequent pregnancy and

that means there is a problem with the demand for MHC scrvices.

3.3 Limitation
The data wSeddforithis study way from a retrospective survey which might have been affected by

memory wecall and willingness to recount some cxperience. The information used included

eventy that may, be difficult and painful for the mothers to recount such as the death of therr

- d] hC \&{lrid. lll(}thI’\ d()ll { al\\ ¢]}S ll,\ d

: - ' LivEe Lll:lngcd. SO SONe resilis R{ RS nut be
< oqudy IS four years old and a lot nught )
in this study 1s now \

consistent with what obtaims 1ow
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54 Recommendations

Support groups and enlightenment programmes should be actively organized 1o help parents

especially mothers go through the painful loss of their children as well as educate them 10

continuousty utilised MHC services for subsequent birth no matter the outcome, to avoid another

child death.

Continuous efforts should be directed at wholesome improvement of socio-cconomic standards
of the entire populace. These efforts should inctude job creation, frec or subsidized sound
education (at least 10 some level if not 10 tertiary education) as well as adequate health ¢ducation

and promotion to increase the cxtent of utilisation of MHC services especialiy.in the North East

and North-West zones of Nigeria.

Active and focuscd attention should be directed towards promoting ‘maternal health service

utilisation while emphasising accessing the {full package rather than only specific components.

Efforts should also be directed towards community-outieach focusing on maternal healthcare

senyice utilisation especially in rural arcas through.novel advocacy stratcgies.

74

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



E AbouZahr ,

REFERENCES

C. 2003, . e
Safe motherhood: A brief history of the global movement. British Me
Bulletin. 67: 13=25.

dical

1, 1. 2000. ' '
Addai 0. Determinants of yse of maternal - child health services in rural ghana. Journal of

biosocial Science. 32 1-15.

Adebowale. S.A and Udjo. E. 2016. Maternal ncalthcare services access index and infant

sucvival in Nigeria, Ethiopian Journal of Health Scieuce, 26.2: 131-144.

Adedokun, S.T., Adckanmbi, V.T., Uthman. O.A. and Lilford. RJ. 2017. Contextual factors
associated with health care service utilization for children with acute chitdhood illncsses in
Nigeria. PLeS ONE.12.3; 1-14.

Adeolu, NL.O.. Akpa, O.M., Adcolu. A.T. and Aladeniyi, 1.0. 2016, Environmental and
Sociocconomic Determinants of Child Mortality : Evidenge-froni'the 2013 Nigerian
Demographic Health Survey. American Jowrnal of Public:Health Research. 4.4: 134—-141.

Adepoju, A.O. 2015. Differential Pattern in Child Mortality/Rate in Rural Nigeria. Animieal
Research and Review in Biology. 7.5: 309-317.

Afulukwe-Eruchalu, O. 2017. Accountability for maternal healthcare scrvices n Nigeria.

Agbede, C.0.. Aja. G N D. & Owolabi, P.S£2015. Factors Influcncing Pregnant Women's
Uulization of Matcrnal Health Care Scrvices for Detivery in Ogun State, Nigenia. Global
Journal ,f Spience Fromier Rescarch: E Interdiciplinary', 15.4. 16223,

Aiohe. G. O. and Zafinu_ANE. 2012. Differentials in Infant and Child Mortality Rates m Nigcria:
Evidence fr6m the.Sfx Geopolitical Zoncs. International Jowrnal of Hananities and Social
Sciengf. 2 16; 206-214.

Akinverny, J.O.#Afolabi. R F. and Awolude, O.A. 2016. Pattcrns and determimants of dropout

frorn ™atcmity carc continuum 1n Nigeria. BMC Pregnancy and Childbirth, 16,5 1-11

ARimyern:. J.O.. Bamgboye, EA. and Ayeni. Q. 2015. Trends in nconatal mortality 1 Nigena
and effects of ho-deinographic and maternal charactenisics, BMC Pediatics. 153.36: 112
Alam, N., [Hapcade, M. Umony. A and Fourmier, P. 2015, Inequalities m Naternal Health Care

Uulization in Suh-Sahdran Aloican Coantries - A NMultevesn and Naulos-Country Analy s

PLOS ONE 10137 1-16

75

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



|

!‘
Andersen, RM. and Newma, J F. - .

!. 1973 Societal and individual determinants of medical care

i utilisation in the United States. Milhank Memorial Fund Quaterly

-Health and society. 51.1:
95-124

le, 0.D., Ak *
Anyamele, Akanegbu, B.N. and Ukawuilulu, J.0. 2015. Trends and Disparities in Infant

and Child Mortality in Nigeria Using Pooled 2003 and 2008 Demographic and Heatth
Survey Data. SAGE Open, 1-13.

Arthur, E. 2012, Wealth and antenatat care usc: tmplications for maternal health care utilisation
in Ghana. Health Economics Review. 2.14: 1-8..

Ayotunde. T.. Mary, O. Meivin, A.O. and Faniyi, F.E. 2009. Maternal age at byrth and under-5
mortality in Nigeria. East African journal of public health. 6.1: 11-14,

Babalola. S. and Fatusi. A. 2009. BMC Pregnancy and Childbirth heyond individual and
household factors. In BMC Pregnancy and Childbirth.9.43: 1-13;

Bosomprah. S.. Aryeetey, G.C,, Nonvignon. J. and Aanu, R.M. 2014, A decomposition analysis
of change in skilled birth attendants 2003 to 2008, Ghanademographic and health surveys.
BMC Pregnancy and Childbirth. 14.415: 1-7.

Celik. Y and Hotchkiss. D.R. 2000. The socio-economic determinants of maternal health care
utilization in Turkey.Social Science.& Medicine. 50: 1797-1806.

Center For Discasc Control and Prevention. 2015. Pregnancy-Related Deaths | Pregnancy |
Reproductive Health | CDC Retricved May 5, 2017 from
http://www.cdc.gov/reproductivehcalth/maternalinfanthealth/pregnancy-
relatedmortahit yeitm.

Centers for Diseases Contro! and Prevention. 2016. Infant Mortality _ Maternat and Infant

Healthe Reproductive Health _ CDC. Retrieved May 29, 2017, from

hups M w wecde.gov/reproductivehcalth/maternalimfanthealth/mfantmortal ity itm,
Centcrsofor Discases Control and Prevention. 2017. Infant Morntality _ Materal and Infant

Heaith _ Reproductive Health _ CDC. Retrieved Oct. 2, 2017, from

hutps./iwww.cde.govireproductivehealth/maternahpfantheahh/infantmortality.htm
Chakraborty, N., Ataharul Islam, M, Chowdhury, R, Bari. W and Akther, TLTT 2003,

Determinants of the use of matemal health services m nnal Bangladesh, In Health

Promaotion International . 184 3127337

76

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Das Chandra, A. 2015. Matemal health care services receiv

| Ing trends in Bangladesh. European
Academic Reaserch.3.S: 1_is5.

Shiekh, B. a -
El Shiekh, B. and van der Kwaak, A. 2015. Factors Influencing the utilization of maternal health

care services by nomads in Sudan. Pastoralism. 5.23: 1-12

obamigbe, A.F. : |
Fagbamigbe, A.F. and Idemudia, E.S. 2015 Barriers to antenata! care use in Nigeria: evidences

fromy non-uscrs and implications for maternal health programming. BMC Pregnancy and
Childbirth. 15.95: 1-10.

Fagbamigbe. A-F- and Olalere. A. 2014. Differentials and Correlates of Infant Mortality. in
Nigeria: A Comparative Survival Analysis Between North-East and South-West.
[nternational Journal of Tropical Disease & Healtl. 4.8: 869-886.

Federal Ministry of Health |Nigeria], 2017. Nigeria. Retrieved Sept. 18,2017, from
http://www .health.gov.ng/index. php/components/search?scarchword=home healthcare
syst&searchphrase=all&temid=476

Federal Ministry of Health [Nigerial. 2005. Road map foraceelerating the attaimnent of the
milleninn development goals related 10 maternaland newborn healih in Nigeria,

Ghose, B., Feng, D., Tang, S.. Yaya. S.. He, Z.. Udemigwe, O., Ghosh. S. and Feng, Z. 2017.

Women's decision-making autonomy and utilisation of matcrnal healthcare services: resulls

from the Bangladesh Demographic and Health Survey. BMJ open- 7-9: 1-9.
Gomez. G.B.. Foster. N.. Brals, D.. Nelissen. H.E.. Bolarinwa, O.A.. Hendrks, M.E.. Boers,
A C.. van Eck. D.. Resendaal, N.. Adenusi. P.. Aghede. K., Akande, T.M., van Hensbrock.

n{ B Wit. F.WsHankins. C.A. and Schultsz, C.2015. Improving maternal care through a

<tate-wide Ji€alth insurance program: a cosl and cost-cffectiveness study 1n rural Nigeria.

PLOSONEL]0.9

Greenaway (k.57 Leon. J. and Baker. D.P. 2012. Understanding the assoctation between

mateenal cducatton and use of lealih services in Ghana: exploring the role of heaith

knowledge Journal of Biosocial Science. 44.6: 733-747.

' (CS 2 q1ne Universal health coverage m
Glistafsson- Wright. k. nad Schellekens. O 2013. Achieving Universi ;

{ ) Y v ) AT TR moh- B | )
Nsgeria onc state at a ume. Brookr Shearer working paper series 2. Retrieved Feb 6, 2018

fromn hitps://ww \u.hmokmgx,cdu/rcsc;mh/.sclucumg unrversiat-health-coveragean

gte-at-a-lme-a- Cprivate-pattnership-commumiy-hased-health
nigeria-onc- Slate-at-a-Lme-a-pubhic:] ] |

77

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



J

imsurance-model/

imah, S.0. Takyi, B. ’
Gyima akyl, B.K. and Addai, . 2006 Challenges to the reproductive-health needs of

African women : On reljoj
n religion and maternal health utilization in Ghana. Socia/ Science &

Medicine. 62: 2930-2944.

Hill. K., Th : —
1], omas, K., Abouzahr, C_, Walker, N, Say, L., Inoue, M. Suzuki, E. 2007. Estimates of

ma ‘t9]1tv : 2
natemal mortality worldwide between 1990 and 2005: an estimates of available data.

Lancer. 370.9595: 1311-1319.

Hosmer, D. W. and Lecmshow, S., 2013 Applied logistic regresyion. 3 ed. New Jersey, Wiley

and sons.

[slam, R.. Hossain, M, Rahman, M and Hossain, M. 2013. Impact of Socte- demographic Factors
on Child Mortality in Bangladesh : An Multivariate Approach. Infexnattonal Journal of
Psvchology and Behavioral Sciences. 3.1: 34-39.

lyewumi, T.A. and Donald. 1.0. 2013. Infant and child mortality in Nigcria:An tmpact analysis.
Iernational Journal of Economic Practices and Theoriese3.2: 122-132,

Kamal. N., Curtis, S. Hasan, M.S. and Jamil, K. 2016.Trends in equity in usc of maternal heaith
services 1n urban and rural Bangladesh, drernational Journal for Equity in Health. 15.27:
I-11.

Kembo. J. and Van Ginncken. J.K. 2009. Detenninants of infant and child mortality in
Zimbabwe: Results of multivariate hazard analysis. Demographic Research. 21: 367-384.

Kozuk:, N. & Walker. N. 2013. Exploring thc association between short/long preceding birth
intervals and child mortality: using reference birth interval children of the same mother as
comparrsoneBAIC Public Health. 13.3: 1-10.

Magadi. MAC. \M&disc. N.J. and Rodnguez. R.N. 2000. Frequency and timing of antenatal care in
Kenyaexplaining the variations between women of different communities, Social Science
andsdedicome 510 551561

Makated N 2016 Maternal health-secking behaviour and child'< barth order: Evidence from

Aalawy, Uganda. and Zimbabwe P hD, Thesis. State Umversity ol New York. Retrieved

Dec. 14, 2017 from htips://mpra.ub.uin-muenchen.de/72722/

Matcrnal Health Task Force, 2007 The Sustamable Development Goals id Nnenal Mortabsty

- Maternal Health Task FForce. Retrieved Oct 240, 2007 trom

18

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



hitps;//www.mhtf.org/t()picslthe-susminable-

develOpment-goals-and-maternal-mortality/
Mehta, S.R., Parmar, G.B., Gamit. C.L., Mansuri,

B.M., Patel, P.B., Patel, S.S. 2014. Does

Maternal and Child Health Care Utilization?; A Community
Based Study ina Urban Slum Area of Western India. International Journal of

Matemnal Education Affec

Interdisciplinary and M ultidisciplinary Siudies, 1.10: 80-87.

National Health Insurance Scheme, 2017 Nigeria. Retrieved Feb. 18, 2017 from

https://www nhis.gov.ng/home/

National Population Commission, 2017. Nigeria's population. Retrieved May 5, 2017 from

http://population.gov.ng/

National Population Commission and ICF International. 2014, Nigeria Dewograplu€ aud Health
Survey 201 3.

National Population Comimission and ICF International. 2009, Nigcrademographic and heaith
survey 2008.

Navaneetham, K. and Dharmatingam, A. 2002. Utilization of maternal health care services in
Southern India. Social Science & Medicine. 55:.1849-1869,

Nobles. J.. Frankenberg. E. & Thomas, D. 2015. The.cffects of mortality on fertility: Population
dynamics after a natural disaster. Dewography. 52.1: 15-38.

Okposio. M.M.. Unior. M.O. and Ukpeteru, £.0. 2012. Sociodemographic Determtnants of
Mortality in Hospitalized Undei-Five Children at a Secondary Health Care Centre in the
Nieer Delta. International Jowrnal of Tropical Disease & Health. 2.3: 173-181.

Ononokwpono. D N. 2015.%\laternal health care in Nigeria: Do community factors moderate the
effects ot individual-level education and Ethnic ongin? African Popunlation Studies- 29.1:
155441569

Paul. B &and Rumsey. D.J. 2002. Utilization of health facilitics and trained birth attendants for
Chaldbirth in rural Bangladesh - an empirical study. Social Science and Medicine. 3: 1755-
1763.

Palicy, 2002 Child Surveval in Nigeria : Situation , Response . and Prospecin, Retrieved Nay
29, 2017 from http:/isway policy project.com/pubs/commiryreports/nig ~ciievised pdf

Rahman, M.M | Kabir, M. and Anun, R, 1996, Relananship haw'een sindival stamis of fn< child

and subscquent child death. Jonenal of Biosocial Scicnde 2820 1857 (9]

79

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Rais, A. 1991. Health care patterns and planning in developing countries. Retrievedd Feb. 18,

2017 from https://www.questia.com/library/4949 140/health-care-patterns-and-planning-

indeveloping-countries

Ronald, J.V., 1993. Financing health carc in sub-Saharan Africa. Retricved Feb. 18, 2017 from
https://books.google.com.ng/books/about/Financing_Health_Carc_in_Sub_Saharan_Afr.ht
ml?id=8-faAAAAMAAJ&redir_csc=y

Srivastava, A., Mahmood, S E., Mishra, P. and Slrotriya, V.P. 2014. Correlates of Maternal
Health Care Utilization in Rohilkhand Region . India. Annals of Medical & Health Sciences
Research, 4.3: 417-425,

Stephenson, R., Baschiceri, A.. Clement.S., Hennink, M., Madise, N. 2006. Contextual Influences

on the Usc of Health Facilitics for Childbirth in Africa. American Jouraal of Public Health.

96.1: 84-93.
Suchman. E.A. 1965. Stages of illness and medical carc.
Behenviowr. 6.3: 114-128.
The DHS Program. 2009. Demographic and heal
Mortality. Retrieved May 3, 2017, from dhspr

Jowrnal of Health and Human

th survey= Rescarch Topics - [nfant and Child

ogram.com/lopics/infanbaxld-cllild~morlal|ly-

cfm.

UNICEF. 2010. Stare of the
who.mt/ pmnch/mcdia/ncws/20 11

corld’s children. Retricved May 15,2017, from

/20110301 _unicef_201 0_slatcworldchildrcn/e
http://www.

n/

UNICEF and WIHO!
2017, from

501 50Levels & Trends In Child Mortality. Report 201). Retricved Sept. 5

[) .' 1P ] v ) | — | —_ —— — |] ] - rl)

df
United Nations Childret

‘« Fund. 2008. State of the Worlds's Children Report. Retrieved July 25,
1's Fund. U0

2017 from WwWw Unicef.orp/sowc08/docs.

USAID. 2002. Child survivil

Retrieved Scpt. 8. 2017, from

{ in Nigera: Situation, Response and Prospects., key issues.

uhs/countryreportmg/ng csrevised ]

wwy policyprojec! com/p |
atjo { MM Retneved Sepl.

21,297 from

USAID. 2006. Matepinal mortality T

80

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Rais, A. 1991. Health care patterns and planning in developing countries. Retrievedd Feb. 18,

2017 from https://www.questia.com/) ibrary/4949140/health-care-patterns-and-planning-

indeveloping-countries

Ronald, J.V., 1993. Financing health care in sub-Saharan Alfrica. Retricved Feb. 18,2017 from
h“PST//bOOKS-gOOgle-Com-ng/books/about/Financing,Hcalth_Care_in_Sub_Sahara[LA[r.ht
ml?id=38-faAAAAMAA] &redir_esc=y

Srivastava, A., Mahmood, S .E., Mishra, P. and SHrotriya, V.P. 2014. Correlatcs of Matcrnal
Health Care Utilization in Rohilkhand Region , India. Annals of Medical & Health Sciences

Research, 4.3: 417-425.
Stephenson, R., Baschieri, A.. Clement.S., Hennink, M., Madise, N. 2006. Contextual Influcnces

on the Use of Health Facilitics for Childbirth in Africa. American Journal of Public Health.

06.1: 84-93.

Suchman. E.A. 1963. Stages of illness and medical carc. Journal of Health and Hanan

Behaviowr. 6.3: 114-128.
The DHS Program. 2009. Demographic and health 'surveys

Mortality.Retricved May 8. 2017, from dhsprogeam.com/

Rescarch Topics - Infant and Child

topics/ infant-and-child-mortality-

cfm.
UNICEF. 2010. State of the

http://www.who. int/pmnch/medi

world's children. Retricved May 15,2017, from
amews/2011/201 10301_uniccf_2010,slatcworldclnldrcn/e

n/ [} L]

2017, from | | - R
Bitnse/aans umccforg/publications/fiICs/Chlld_l\'lorlal1ly_RL,p011,,.01S_ch_ “Sept_13.p
PSS/ : OLE

N ' Chi | icved July 25
3 “1he Worlds's Chiltdren Report, Retrieved July' =0

: : | '« Fund. 2008. State of the
Uinited Natons Children s

2017 frem Ww w.Unicef.org/sowc08/docs. .
| in Nigeria: Situation, Response and Prospects. key issues.

USAI}D. 2002. Child surviva

Retrieved Sept. 8, 2017, {rom

ised. pdi
www.policyprojett com/pubs

Jcountryreport INg/nIg _Csrey

SA Dr 6. tc

80

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



— "'—_-.——ﬂ

https://www.measureevaluation, org.prh/ rh_indicatorS/womens-health/sm/malemal-
mortality-ratio-mmr
Uwakwe, K., Merenu, 1., Duruy, C,, Diwe, K. and Chincke, H. 2015. Patterns of utilization of

orthodox and/or traditional healthcare scrvices among pregnant woren and mothers of

under-five childrenin a rural comnunity:

Medical Journal. 18.3: 103-108.

Case study of Njaba, Imo State, Nigeria. Sahel

World Health Organization. 2016b. WHO | Maternal mortality. Retrieved May 8, 2017, from
http://www.who.int/mediacentre/factshects/{s348/en/.

World Health Organization. 2004, Bevond the munbers: reviewing maternal deaths and
complications to mmake pregniacy safer. Retrieved July 5, 2017 from
http://apps.who.int/iris/bitstreany 1 0665/42984/1/924159 1 838.pdfl

World Health Organization. 2017, Health staustics and information systems. Retrieved Sept. 21,
2017 from www.who.int/healthinfo/statistics/indmatematcrnalmortality/cn/

World Health Organization. 2007. Maternal mortality in 2005 -Retricved July 5, [rom
http://www.who.int/whosis/mme_2005.pdf

World Hcalth Organization. 201 1. WHO _ Newborivdeath and illness. Retrieved July 5, 2017
from http://www.who.mt/ pmnch/media/ press_materials/fs/f s_ncwborndcalth_iliness/en/

World Health Organization. 2016a. WHO _ Newborns reducing mortality. Retricved May 25,

2017, f[rom hllp://www.who.inl/mcdiaccmrc/faclshccts;/fs333/cn/

World Health Oreanization.2017. Universal health coverage. Retrived Feb 6, 2018 from

http://ww w_whemmt/med _iaccntrc/factshcc[ </[s395/cen/.

World Health Organization. 2003, WHO _ Nigeria. Retricved Oct. 2, 2017, from

http:/i¥wwivho int/pmnch/activities/coY ntrics/nigeria/en/index 1.html

YA I and Said. LY. 2013 Knowledge and barricrs in utilization of maternal health care
‘ar’zever, I LY. 2ULD.

ces in Kano state . northemn Nigeria. Luropean Jonrnal of Bioloey and Medical Science
SCIVICES )T ¢ - .

Research. 1.1 1-14

81

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



APPENDIX 1

You have been authorized to download data from the Demographic and Health Surveys (DHS)
Program. This authorization is for unrestricted countries requested on your application,
and the data should only be used for the registered rescarch or study. To use the data for
anothet purpose, a new research project should be submitted using the “Create a.new
Project Iink in your user account.

All DHS data should be treated as conflidential, and no effort should be made to identify
any houschold or individual respondent interviewed in the survey. The data scts must not
be passed on to other rescarchers without the written consent of DHS. Users are required
to submit a copy of any reports/publications resulling from-using the DHS data files to:

https://mg mail.yahoo.com/compose?to=archive @dhsprogram:com.

To begm downloading datasets, picase . login _at:  htip://www.dhsprogram.
com/data/dataset admin/login_main.cim. Once you are-logged in, you may also edit your
contact information. change your cmail/password, request additional countries or

Edit/Modify an cxisting Rescarch Project.

The files you will download are-in zipped format and must be unzipped before analysis.
Following are some guidelines:

After unzipping, please print the file with the .DOC extension (found in the
Individual/Male Recode Zips). This (ile contains uscful information on country specific
variables and-differences in the Standard Recode definitien. You wiil also necd the DHS
Recode Nanual: hitp://dhsprosram.conVpublications/publication-dhsgd-dhs-
gueslionnairc%andv~manuals.cfm, This manual contains a gencral description of the
recode data file. including the rationale for recoding; a description of cading standards
-fid récode variables. and a listing of the standard dictionary. with basic information

rclating to each variable.

L is essential that you consull the qucstionnaire for a country, when using the data files.
Questtonngires  are in the  appendices  of  cach  survey's  final  report:
hutp://dhvprogram.com/publications/publications-by-lype.cfin. We also recommend that
you make use of the Data Tools and Manuals al hllpﬂu-\\_\x_xllh,\Jm»gnm_cmu[

accesssurve ys/technical assistance.cfm

' L ' ; HLASC AL W'/ ' i ‘ : /
Eor p;'nhluuh with your usel account. ;11 iS¢ enunl hitps 111_1__1|1n1§ﬂtnuuu_l_l__
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composeMo=archive@dhsprogram.com. For data questions, please register to participate
1n the DHS Program User Forum at: http://userforum.dhsprogram.cornl.

The Bemographic and Health Surveys (DHS) Program
ICF

530 Gaither Road
Suite 500

Rockwille, MD 20850
USA

LOGIN INFORMATION:
Login Email: 1izzatullahbolajoko @ gmail.com
Password: (use the password you entered when you registered)
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