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ABSTRACT

Antenatal care coverage is indicator of access and use of health care during pregnancy. In

developing country especially in Nigeria, there 1s still a low proportion on the accessibility and
utilization of the system.

The study seeks to investigate the level of antenatal care utilization and the level of home
delivery among pregnant women in Nigeria and the associated factors using the 2013 Nigerian
Demographic and Health Survey data. The 2013 Nigeria Demographic Health Survey (NDHS)
consists of a nationally representative sample of 38,948 women age 15-49 years that were
individually interviewed. From the secondary data, two dependent variables of interest were
selected: Number of antenatal visit which will represent the level of antenatal care and Place of
Delivery. The independent variables were socio demographic variables. Bivariate analysis was
carried out to Investigate association bctween each of the independent variables and the
dependent variables. Multiple logistic regression analysis was used to examine the influence of
the independent variables on level of ANC and on place of delivcry.

From a total number of 38.948 rcspondents. the miean age of women aged 15 — 49 years was
28.80x9.60 years. Antenatal utilization was 65%: Older ‘women, urban residents, literate
mothers. richest category of mothers. mothers who practiced Islamic &Christian religion, had the
highest ANC utilization compared to the younger women. non-educated mothers, rural resident.

and those who practiced other religion. Mothers. from the South West &South East had the
highest ANC utilization compared to otherregions.

Overall there was high prevalence of'heniedelivery 75.3%. higher among the teenage and young
mothers. rural residents illiterate mothers, poorest category of mothers, married mothers. mothers
who practiced Islamic religionyand mether from the North West. This was greatly influenced by
the six major reasons( no time as a result of sudden delivery .(time of onset of labour). was not
necessary tc deliver at_the matemnity clinic. health facility was too far or no means of
transportation. health, facility did not open. cost of care too much. not customary. for thosc
married husband netallewing women to deliver in the matemnity clinic).

The level of home delivery is very high. so also the level of utilization of antenatal care s iow,
Government ‘and*Noen-Govermmental agencies to proffer strategies and create a programme and
to attach incentives to the programs that will attach mothers to deliver at antenatal clinic

Improvement’'in the educational opportunity for women in the rural areas. Government and Non-
Goxermmental agencies should attached incentives to the programs that will attach meothers 1o
deliver at antenatal clinic and creation of awareness and scnsitization among younger women

Key words: Antenatal Care, utiization. matermity clinte. NDIS

Word coont: 498
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ABSTRACT

Antenatal care coverage is indicator of access and use of health care during pregnancy. In

developing country especially in Nigeria, there is still a low proportion on the accessibility and
utilization of the system. .

The study seeks to investigate the level of antenatal care utilization and the level of home
delivery among pregnant women in Nigeria and the associated factors using the 2013 Nigerian
Demographic and Health Survey data. The 2013 Nigeria Demographic Health Survey (NDHS)
consists of a nationally representative sample of 38,948 women age 15-49 years that were
individually interviewed. From the secondary data, two dependent variables ol interest were
selected: Number of antenatal visit which will represent the level of antenatal care and Place of
Delivery. The independent variables were socio dcmographic variables. Bivariate analysis was
carried out to investigate association between each of the independent variables and the
dependent variables. Multiple logistic regression analysis was used to examine the influence of
the independent variables on level of ANC and on place of delivery.

From a total number of 38,948 respondents, the mean age of women aged 15 — 49 years was
28.80+9.60 years. Antenatal utilization was 65%. Older women, urban residents, literate
mothers, richest category of mothers. mothers who practiced Islamic &Christian religion, had the
highest ANC utilization compared to the younger women, non-educated mothers. rural resident,
and those who practiced other religion. Mothers from the South West &South East had the
highest ANC utilization compared to otherregions.

Overall there was high prevalence of ‘home delivery 75.3%, higher among the teenage and young
mothers, rural residents illiterate mothers. poorest category of mothers, married mothers, mothers
who practiced Islamic religion, and mother from the North West. This was greatly influenced by
the six major reasons( no time-as a result of sudden delivery (time of onset of labour), was not
necessarv to deliver at the matemity clinic, health facility was too far or no means of
transportation. health facility. did not open. cost of care too much, not customary. for those
married husband not“allowing women to deliver in the maternity' clinic).

The level of home delivery is very high, so also the level of utilization of antenatal care is low.
Government.and Non-Governmental agencies to proffer strategies and create a programme and
to attach uicentives to the programs that will attach mothers to deliver at antenatal clinic

Improxement in the educational opportunity for women in the rural areas, Government and Non-
Gevemmental agencies should attached incentives to the programs that will attach mothers to
deliver at antenatal clinic and creation of awareness and sensitization among younger women
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CHAPTER ONE

INTRODUCTION

1.1 Background of the Study

Women in general and most especially in developing countries are faced with serious pregnancy
related health risks, a situation which is a major concern to many governments in developing
countries as well as international organizations. In Africa, pregnancy related health risks caused
about a quarter of the burden of diseases in 1990 for women in the age group of 15 to 44 years
(Overbosch. er af 2003). It is a fact that adult health condition is mostly the result of good care
from infancy. It is a process that should start from the early stages of life because healthy
children become healthy adults. To ensurc good health for motherand baby there is the need for

good care during pregnancy. This can be achieved through antcnatal care.

Antenatal care can bc defined as the systemic medical supervision of women during pregnancy
(Haldipur. 2006). Its main aim is to preserve the physiological aspect of pregnancy and labour
and to prevent or detect. as early as possible. all that 1s pathological. Antenatal care coverage is
an indicator of access and use of health care during pregnancy. It is defined as percentage of
women who used antenatal care provided by skilled health pcrsonnel for reasons related to
pregnancy al least once during pregnancy, as a percentage of live births in a given time period

(World Health Organization, WHQO. 2008).

Women in develeping cotintries are frequently confronted with a mynad of socie-cultural factors
which negatin¢lyimpinge upon physical well-being and accessibility to appropriate health care
services.qlnstitutional. economic and educational barriers affect and lower their standard of living

when*eempared to their male counterparts.

Maternal health-care use is also repoited o0 vary within developing countrics. with most findings
showing differences between affluent and poor women, and between women living in urban iind
rural areas. However. since the methodaological quality of these studies has not been assessed

svsternatically, it is difficult to draw conclusions on which to hiise policy recommendations

),

e
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1.2 Antenatal care utilization

Utilization of antenatal care was defined as having made at least one antenatal visit before
delivery. Timely utilization of antenatal care was defined as making the initial prenatal care visit
within the first trimester of pregnancy (i.e., during the optimal first 12 weeks of pregnancy).
Adequate utilization of antenatal care was defined as having made five or more antenatal care
visits during pregnancy. Majorly antcnatal care utilization is based on the no of visits a pregnant
woman makes to the antenatal clinic for antenatal care, this helps to measure how much antenatal
services was put to use by the pregnant women. Improving utilization of antenatal care is a
critical strategy for achieving China’s Millennium Development Goal of decreasing the maternal

mortality ratio (MMR)

1.3 Statement of the Problem

Antenatal care is commonly understood to have beneficial tmpact on pregnancy and birth outcomes
through early diagnosis and treatment of complications as well as promoting the health of the
pregnant woman through nutrition. Antenatal care services also create the opportunity for service
providers to establish contact with the woman to identify and manage current and potential risks and
problems during pregnancy. It also créates theiopportunity for the woman and her care providers to
establish a delivery plan based on her.needs. resources and circumstances. In Africa, about 25
percent of maternal deaths oceur.durtng pregnancy (WHO 2005). Though this could be as a result of
prevalence of unsafe aborftion. violence and disease in the area (i.e., specific country). between a
third and half of maternal deaths are due to causes such as hypertension and antepartum hemorrhage.
which are directlw, related to inadequate care during pregnancy (Ornella et al). Other essential
interventionssn ‘amtendtal care include identification and management of obstetric complications such
as pre-eelampsia, tetanus identification and management of infections such as HIV. syphilis and
otherssexualls transmitted infections (ST[s). and now included intermittent preventive treatment for
malarta during pregnancy (IPTp). Antenatal care also gives the opportunity to promotc the usc of

skilféd attendance at birth and healthy behaviour such as breastfceding. early postnatal care. and

planning for optimal pregnancy spacing.

[
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[nspite of the policies and strategies put in place to improve antenatal care coverage and also
relative improvement in facilities and health professionals at these facilities, a large number of

pregnant mothers still give birth at home.

Home delivery is still a major blot on the proper use of antenatal care in Nigeria. Historically
much attention has not been paid to its effect on both the pregnancy and the mother’s health. It is
a major factor contributing to high risk of complications during delivery and allows exposure to
neonatal and maternal rortality. With the fact that child and maternal health i1s an indicator to a
country's development, then hotne delivery should not be underemphasized and close attention

should be given to it in order to reduce the risk of complications of delivery and in turn reduce

both infant and maternal mortality. The prevalence ol home deliver is still unacceptably high in
' Nigeria rating above 30% in each of the NDHS surveys ol 2003, 2008 and 2013. The need to pay

more attention to the determinants of the phenomenon is thus apparent.

1.4 Justification of the Study

The global coverage ot antenatal care in 2007 was 71 percent (@rnelia et al 2013,). For women in
industrialized countries. coverage was more than 95 percent whilst in Sub-Saharan Africa 69 percent

of pregnant women had at least one antenatal care visit (Ornella et al 2013). In Ghana, , the national

| antenatal coverage fell from about 97 percent in 2000 to 89 percent in 2004 whilst that of supervised

| delivery increased from 50 percent in 2000 to 53 percent in 2004 (Ghana Health Service report 2005)

l Healthy adulthood is a process. starting from childhood and therefore, there is the need to achieve
safe motherhood to ensure good health of mother and baby. Some women may consider pregnancy as
a natural process and awomen with some experience might consider antenatal care less necessary.
| Empirical e¥idence shows that a higher number of previous pregnancies are associated with less use
of antenatal'care’(Overbosch et al, 2003). But antenatal care is thought to have an impact on the
reduction, of maternal and perinatal mortality. if women have access to services and the quality of

| these semvices are sufiicient to control the identified risks (Caosta. et al 2005).

| If antenatal care i1s thought to have a positive impact on perinatal mortality and thcrefore saves lives

of mother and child then antenatal coverage should have heen seen to he rising and not Lalling, what

A
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then could influence a pregnant woman to attend or not to attend antenatal visit? This is what this

study aims at investigating.

Low prevalence of antenatal care coverage of 42.3% in 2008, has aroused the need to pay more
attention to the phenomenon of high level of home delivery. Since there has not been a
substantial change in the propoition of women receiving no antenatal care between the 2003

NDHS (37 percent) and the 2008 NDHS (36 percent), 2013 (34 percent ). indicating little

improvement in institutionalize delivery .

Women who utilize antennal care has not improved much over a decade . so close attention
should be paid in other to allow a better antcnnal care utilization ,and.in turn a reduction in the

rate of home delivery . and exposure to high risk of birth complication .

Nigeria contributes 14% of global maternal deaths with a maternal mortality ratio of 630 per 100,
000 live births. Although matemal mortality declined by 41% between 1990 and 2010, Nigeria
still ranks high in the list of countries with high matemal mortality rates. The high maternity rate
has been attributed to inadequate use of maternal health care services. which encourages home

delivery and increcase rate of mortality .the provision of more skilled birth attendance may reduce

the rate of maternal mortality.

The skilled birth attendances=becomes a necessary factor has it is said that therc is a direct
relationship between the/birth attendance and the number of live birth per pregnant women at

delivery. with higher'and available birth attendances .there is lesser birth complications among

pregnant womensand increases the number of live birth.

1.5 General Ohjectives

The study secks to investigate the ievel of antenatal care utilization and the prevalence of home

delivery and the associated factors among pregnant womcn in Nigeria using the 2013 Nigerian

Demographic and Health Survey data

L
¥
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.1

Specific Objectives

The specific objectives are to:
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To measure the level of antenatal care utilization ainong pregnant women.

To measure the proportion of home delivery among pregnant women.

To identify factors associated with the level of antenatal clinic utilization.

To compare and contrast the characteristics of women delivering at home and those

delivering at matemity clinics.

To identify factors related to the proportion of home delivery.

Research Questions

What are the socio-demographic characteristics of mother’s delivering in Antenatal chinic
What is the proportion of mother’s delivering at Antenatal clinic

What are the factors affecting mothers delivering at the antenatal clinic

What are the reasons why mothers are not delivering at ANC Clinics

What are the characteristics of mothers who deliver at home

What are the factors affecting the attendance to antenatal clinic by pregnant women

Research Hypothests

Among the older age group of women. antenatal care utilization 1s likely to be higher
than among the vounger age group of women.

Amosng'the educated women, utilization of antennal care is likely to be higher than

among the uneducated women.

Women m urban arcas are more likely to utilize antennal care than the rural dwellers.
Richer women are likely to utilize antennal care then the poorer women.
Women who delivered at home are moaore likely not to attend antenatad clinie when

pregnant than women who delivered in maternity clinice

fy
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CHAPTER TWO

LITERATURE REVIEW

Maternal care has been a world issue especially in developing countries in which the coverage
and utilization has raised a global alarm to reduce maternal and child mortality. Efforts are made

to maintain maternal physical and mental wellbeing, prevent preterm delivery, to anticipale

difficulties and complications at delivery ensure the birth of a live health infant, and to assist the
couple in preparation for parenting. FHowever. few published efforts at reviewing and assessing

antenatal care has becn few in many of the countries especially in Nigeria.

Onah et al (2006) studicd on the Factors associated with the use of maternity services in Enugu,
southeastern Nigeria. The study was carried out to identify the factors which influenced choice
ol place of delivery by pregnant women in Enugu, southeastern Nigeria, and to recommend ways
to improve women's access to skilled attendants at delivery. A pre-lested questionnaire was
administered by interviewers to women who had delivered within 3 months prior to date of data
collection. The response rate was 75.5% (n=1098). @f the respondents, 52.9% delivered outside
health institutions and 47.1% in health institutions. The major factors influencing choice of place
of delivery included promptness of care; competence of midwife/doctor, affordabtlity, health
education. 24 h presence of doctorsw.team work among doctors and presence of specialist
obstetricians, There were statistically significant associations between choice of institutional or
non-institutional deliveries and socio-demographic/economic factors such as place of residence
(urban'rural). religion.” educational status. tribe, marital status. occupational level. husband's
occupational and“educational levels. age and parity (p<0.05). The authors concluded that factors
which will positively influence women to deliver in health institutions 1n Enugu, Nigeria include
a variet, offinteracting social. economic and health system factors. which operate at various
levels®athe household. community. the health institutions and the larger social and political
envigonment . Attention (o these factors will not only improve maternity utilization but,
hopefully, also will reduce the high raternal mortality and improve other matcrnal health

indicators in the study area hut not Nigeria as a whole which this present studics will identily

7
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Iyaniwura and Yussuf (2009) studied on Utilization of Antenatal care and Delivery services in
Sagamu, South Western Nigeria. It was a survey of 392 women who had carried at least one
pregnancy to term in Sagamu, South-Western Nigeria was conducted to determine the pattern of
use of maternity services and assess factors that may influence the observed pattern. Majority of
the women received antenatal care (84.6%) during their last pregnancy. Four-{ifth of those who
received ANC first attended the clinic during the second trimester (79.6%). The places of
delivery were government facilities (54.8%), private hospital (24.5%), traditional birth attendants
(13.5%) and spiritual healing homes (5.6%). Higher educational status and higher level of
income positively affected the pattern of use of these services (p<0.05). Perceived quality of
service was the most important factor which influenced the choice of facility for obstetric care. A

considerable proportion of those who uscd traditional birth attendants (36.1%) used it to please

their husbands. Our findings suggest that improving the socioeconomic status of men and women

in the community is a key factor to improving utilization of maternity care services

Onoh et al {2012) published on thc Pattern and determinants of antenatal booking at Abakaliki
Southeast Nigeria. The objective of the study was to determine the antenatal booking pattern of
pregnant wommen and its determinants. A cross-sectional survey of pregnant wonien attending the
antenatal booking clinic at Federal Medical Centre Abakaliki. Ebonyi State between April 6,
2011 to August 5. 2011 was undertaken. The mean age of the respondents was 27.46 (5.81) years
and the mean gestational age.at booking was 24.33 (5.52) weeks. A 1otal of 83.1% (286/344) of
the pregnant women booked, after the first trimester while the remaining 16.9% (56/344) booked
carly. Socio-biologicak vartiables and past obstetrics history did not contribute significantly to the
geslational age at,booking while sickness in index pregnancy, personal wishes. and financial
constraint wereystatistically significant reasons given for seeking antenatal care. Majority of the
pregnant, women,37.2% (128/344) suggesied that the second trimester was the ideal gestational
age for booking while 18.3% (63/344) did not know the ideal gestational age for booking. Most
pregnant women 81.1% ( 279/344) knew the benefits of early antenatal care even though they
booked late 83 1% (280/344) Most pregnant wornen acccss antenatal care late at Abakoliki
because of miscunception and poverty, Health education and subsidization of cost ot medical

services will help in reversing the trend of late antenatal booking, The study however did not

!
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describe the timing of visit which this present study will identify more and to know the factors

affecting it.

Ononokpono and Odimegwu (2014) published on the Determinants of Maternal Health Care
Utilization in Nigeria using a multilevel approach. The authors used the NDHS 2008 which their
samples consisted of 17,542 womnen aged 15-49 years who had their last 5 years birth before the
survey. The study used multi-leveling approach to identify community factors related to the use
of delivery care. In addition to several individual factors, region of residcnce was significantly
associated with facility delivery. Women who lived in Northern Nigeria were less likely to
deliver in a health facility than those who resided in the Southern part of the country. Residence
in communities with high proportion of women who had secondary and higher education
significantly increased the odds of facility delivery whereas ethnic diversity was negatively
associated with the health facility delivery. Interventions-aimed at promoting the usc of health
facility for childbirth should not only be implemented at the individual level but also tailored to
the comumunity level as interventions conceived without consideration for community context are
likely to have himited impact. Increasing women's education i disadvantaged communities and
region-specific interventions that increase access to health facilities are likely to have f[ar-
reaching impacts in reductng maternal mortality. Furthermore, this present study will go further

to investigate the reasons why people prefer to dchiver at home and the characteristics of those

who deliver at home.

ltimitang and Anietie® (2014) studied on the Determinants of use of Matemal Health Care
Services in a Rural Nigerian Community. The study was conducted to assess utilization pattern
of maternal healtlicare services and to identify factors affecting the use of these services in Jesse
kingdomi, of - thiope West Local Government area in Delta State. South-South. Nigeria. Data
used “fnuthe studv were collected from 263 women randomly selected from 20 villages in the

Kimgdom and structured questionnaire was used to collect information from the respondents

'}
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Recent Studies on the Antenatal Coverage in Nigeria

The 2013 Nigeria Demography and Health Survey (NDHS) indicate that a relatively high
percentage of pregnant women received their antenatal care from trained and qualified health
professionals. That i1s doctors, nurses, midwifes community extension workers and auxiliary
midwifes. The report showed that the pregnant mothers received antenatal care {rom doctors
compared to nurses and midwifes. Only about less than | percent of the pregnant mothers
received their antenatal care from traditional birth attendants. However, some of the women did

not receiv'e antenatal care. This 1s an indication that pregnant mothers have access to professional

care givers.

[n addition. antenatal care attendance by trained health professionals indicated that older women
and women with birth order six and above are less likely to receive antenatal care from trained
health professionals. It was also revealed that 87 percent of pregnant mothers in urban arecas
received antenatal care from trained health professionais whilst 41.2 percent of their rural
counterpart received care from trained health<professionals. Similarly, the 2013 NDHS report
showed that 44 4 percent of the pregnant women inthe urban areas received antenatal care from
doctors but only 14.7 percent of their.rural counterparts received antenatal care from a doctor.
This also means that women in urban areas are more likely to attend antenatal care than wonien
mn the rural areas. The level of education of the mother and the availability of health care
facilities as well as health/professionals in the urban areas could be possible explanation to this
behavior. This 1s because: most of the women living in the urban areas of Ghana arc more
educated than thosen'the rural areas. Women in the urban areas may show more understanding
of the benefit§ of -amtenatal care and will be willing to visit antenatal care facilities during
prcgnancy than their rural counterparts. In addition, most of the pregnant mothers in the urban
areas, might also come from wealthy or relatively high income households and therclore can
affordythe cost of better antenatal care tfrom health professionals. This may sharply contrast with
theSttuation in the rural areas where mothers are likely to come from relatively poor houscholds
and masy not be able to afford better antenatal care, especially lrom qualified health
professionals. Notwithswanding this, rural areas lack better health care facilities as well as teained

health professionals. This may not matevate pregnant mothers to attend antenatal care
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Regional variations in the use of antenatal care from health professionals were also revealed. For
example, while about 32 percent of pregnant mothers in North Central, 60.8 percent in South
Western Region, 35.5 percent in the South South Region and 39.7 percent at the South East
region received antenatal care from doctors, only about 10 percent in the North East and North
Westem Region respectively received antenatal care from doctors. This implies that less than 10
percent of the pregnant mothers in the two Northern Regions received antenatal care [rom a
doctor. However, antenatal care veceived from a nurse/midwife is relatively higher in these three
regions (i1.e. 32.9 percent for North East Region and 30.2 percent (or North West) as compared

with 26.5 percent in the South Western Region and 33.5 percent in the North Central Region.

The NDHS (2013) has also reported a positive association between-women’s level of education
and the choice of health professional. As the level of cducation. increcases. the likelihood of
receiving antenatal care from a health professional increases. For example, whiled43.8 percent
and 71.3 percent of pregnant mothers with secondary education'and More than sccondary school
respectively received antenatal care from a doctor-only 8.1 percent of women with no education
seek antenatal care from a doctor. However, 25.5 percent of women with no education seek
antcnatal care from a nurse/midwife as compared with 25 percent of women with secondary or
higher education. This suggests that the'more educated a woman is the more likely she will seek
antenatal care from a qualified health professional. This finding was confirmed by @verbosch et
al (2003) in their study of determinants of antenatal care use in Ghana. This study found that the
level of education of thesmother is posttively associated with demand for antenatal care use in

Ghana_ This implies_that the higher the level of education of the mother. the more the shifts of

demand for antenatal®care use from a nursc to a doctor and midwife.

In addition, 1@ educational attainment of the mother, a positive association was also found
between Income/cost and the choice of health care professional. The NDHS data does not
capture, the income of the mother and therefore the wealth index has been used as proxy to
houschold income, The respondents were categorized into five wealth categories, which are
poorest. poorer. middle. richer and richcest (or lowest, second, middic, higher and highest wealth

quintile) ‘The cost of antenatal care has also been measured as distance covered to the nearest

health care tacihity

I
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Distance is also used to determine accessibility to health care. The closer the health care facility
to the woman, the more accessible i1s health care. It was also revealed that the richer the
household from which a pregnant mother comes, the more likely she will attend antenatal care. A
study by Overbosch et al (2003) revealed that in some rural areas, especially in the three northern
regions pregnant mothers have to travel a distance of about live kilometers before getting to the
nearest health care facility. In some cases pregnant mothers find it difficult to get transport to the
health care facilities. This situation imposes cost on the mother in terms of tiine spent to travel to

the facilities and waiting to be served. The benetit and quality of care received should outweigh

this cost to attract pregnant mothers to attend antenatal care.

According to the NDHS (2013). 61.5 percent of women in the highest wealth quintile and 36

percent of those in the fourth quintile scek antenatal care from a doctor as compared with 4.4

percent of those in the lowest quintile and 10.9 percent of those in the second quintile. On the
other hand. 18.1 percent of the wommen in lowest quintile and 30.1percent in the second quintile

seek antenatal care from a nurse/midswife as compared with 31.1 percent of those in the highest

| wealth quintile.

Poverty alleviation programmes and-provision of more health facilities especially in the rural
| areas can result in increased demand for antenatal care services for rural mothers in particular.

This is because of the viewsthat rural areas lack adequate health facilities and professionals.

Also. rural mothers are more. likely to come from poor households.

It was also revealed that the number of household members and the number of children a woman

already has_have’a decreasing effect on the attendance to antenatal care. This implies that the
|  more the household members the less likely a pregnant mother will attend antenatal care. Ching
L (1992).undicated that the effect of family size on the use of health services is unpredictable.
'l lhough,a large family may have more potential patients and therefore has a higher frequency of
Mlness. a large familv may have enough peoplc at home to care for a sick member. This miy
substitute for additional days of hospital care. Howevcer, this cannot be said of antenatal care

since no meniber of a family may be capable of giving the needed care to the pregnant mother

"'_'—‘——‘-"'4'."-

and her unborn buaby, The presence ol the pregnant mother ot the health facility ensures
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appropriate and better health care. Ching (1992) acknowledged that a large family may have less
income per capita than a small family of the same income level. This may reduce a large family’s

actual use of health services because of lower purchasing power.

Apart from the number of children, the age of the mother also has a positive and significant
impact on antenatal carc attendance. The higher the age ol the mother the greater the
probabilities of seeking care during pregnancy. Demographic studies suggest that a woman’s age
at pregnancy is signiftcant in determining pregnancy risks. {t is therefore, asserted that the higher
the age of the mother at pregnancy the higher the associated pregnancy risk. This assertion has
been confirmed by Reproductive and Child Health department as it recognizes that the age of a

mother during pregnancy is important risk factor which influences pregnancy and birth outcomes

Antenatal care will be more bencticial if initiated early in the pregnancy. Timing of the first visil

within the first trimester is recommended by obsletricians. The antenatal care policy in Nigeria

follows the WHO approach to promoting safe pregnancies, recommending at least four ANC visits
for women without complications. This approach. called focused antenatal care, emphasizes quality
of care during each visit instead of focusing/on the number of visits. The recommended schedule of
visits is as follows: the first visit should.occur by the end of 16weeks of pregnancy. the second visil

should be between 24 and 28 weeks of pregnancy. the third visit should occur at 32 weeks, and the

fourth visit should occur at 36 \weeks. However. women with complications, special needs. or
conditions bevond the scope’ of basie care may require additional visits. Early detection of problems

during pregnancy leads te. more, timely treatment and referrals in the case of complications. This i1s

particularly importan? insNigeria. a large country where physical barriers are a challenge to accessing

| care within the Jiealth system.(NDHS Report. 2013).

. The NDHS,2013 also reported that women age 15-49 who had a live birth in the five vears
J precéding ‘the survey by number of antenatal care visits and timing of the first visit for the most

| recent dive birth, Fiftyv-one percent of women who had a live birth in the five vears preceding the

§ \ suney reported visiting antenatal clinics at least four times during their pregnancy, an
} improvement over the figure in the 2008 NDHS (45 percent). Ten percent reported two or three

antenatal visits during thetr 1ast pregnancy. Thirty-lfonr percent of women did not receive any

antenatal care. The results showe that anly [8percent ol wonnen had their Best antenital visit

5 y

E AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



——

the first trimester of pregnancy, which is not incompliance with the recommendation. Women in
urban areas were more likely than those in rural areas to have their first ANC visit in the first
trimester of pregnancy (23 percent versus 15 percent). The median duration of pregnancy at the
first ANC visit is five months, the same figure observed in the 2008 NDHS. Antenatal care can
be delined as the systemic medical supervision of women during pregnancy (Haldipur Sheila.
2006). Its main aim is to preserve the physiological aspect of prcgnancy and labour and to
prevent or detect. as early as possible, all that i1s pathological. Antenatal care coverage 1s an
indicator of access and use of hcalth care during pregnancy. It is defined as percentage of women
who used antenatal care provided by skilled health personnel for reasons related to pregnancy at

least once during pregnancy. as a percentage ol live births tn a given time period (World Health

Organization, W10, 2008).

History of Modern Medical Service

Western medicine was not formally introduced into Nigeria until the 1860s, when the Sacred
Heart Hospital was established by Roman Catholic'missionarics in Abeokuta. Throughout the
ensuing colonmial period. the religious missions played a major role in the supply of modern
health care facilitics tn Nigeria. The Roman Catholic missions predominated. accounting for
about 40 percent of the total number of mussion-based hospital beds by 1960. By that time.

muission hospitals somewhat exceeded government hospitals in number: 118 mission hospitals.

compared with 101 govermment hospitals.

By 1934 almost all the hespitals in the mid-western part of the country were operated by Roman
Catholic missions. Thé"next largest sponsors of mission hospitals were, respectively. the Sudan
United Mission, which concentrated on middle belt areas, and the Sudan Interior Mission. which
worked in, the Islamic north. Together they operated twenty-five hospitals or other facilities in

the northern half of the countrv. Many of the mission hospitals remained important compaonents

otathedhealth care network in the north 1in 1990

I'he Briuish colonial government began provichng formal medical services with the construction

of several clinies and hospitals in Lagos, Calabir, and other constal trachng centers in the 1870«

|
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Govemment hospitals and clinics expanded to other areas of the country as European activity

increased there. The hospital in Jos, for example, was founded in 1912 after the initiation there of

tin mining.

World War ! had a strong detrimental effect on medical services in Nigeria because of the large
number of medical personne!, both European and African, who were pulled out to serve in
Europe. After the war. medical facilities were expanded substantially, and a number of

government-sponsored schools for the training of Nigerian medical assistants were established.

After World War 11, partly in response to nationalist agitation, the colonial governinent tried to
extend modern health and education facilities to much of the Nigerian population. A ten-year
health development plan was announced in 1946. The University of Ibadan was founded in 1948;
1t included the country's first full laculty of medicine and university hospital, still known as
University College Hospital. A number of nursing schools were established, as were two schools
of pharmacy: by 1960 there were sixty-five government nursing or midwifery training schools.
The 1946 health plan established the Ministry of Health to coordinate health services throughout
the country, including those provided by the government. by private companies, and by the
missions. By 1979 there were 562 general hospitals, supplemented by 16 maternity and/or
pediatric hospitals. 11 armed forces, hospitals. 6 teaching hospitals. and 3 prison hospitals.
Altogether thev accounted for about 44.600 hospital beds. In addition, general health centers

were estimatcd to total slightly less than 600; general clinics 2,740: matemity homes 930: and

matemal health centers.].240.

Owmnership of health €stablishments was divided among federal. state, and local governments,
and thereoer€ povately owned facilities. Whereas the great majority of health establishments
were govermment owned. there was a growing number of private institutions through the 1980s.
By 1985, there were 84 health establishments owned by the federal government (accounting for
I3 percent of hospital beds): 3.023 owned by state governments (47 percent of hospital beds):

6.331 owned by local governments (11 percent of hospital beds): and 1,436 privately owned

establishments (providing 14 percent of hospital beds)
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Hospitals were divided into general wards, which provided both outpatient and inpatient care for
a small fee. and aimenity wards. which charged higher fees but provided better conditions. The
general wards were usually very crowded, and there were long waits for registration as well as
for treatment. Gsovernment health policies increasingly had become an issue of policy debate and

public contention in the late 1980s. The issue emerged during the Constituent Assembly held in

1989 to draft a proposed constitution.

HealthCare System in Nigeria

Health care provision in Nigernia is a concurrent responsibility ol the three tiers of government in the
country. Private providers of health care have a visible role to play in health care delivery. The
Federal Government's role is mostly limited to coordinating the affairs of the university teaching
hospitals. Federal Medica! Centers (tertiary health care) while the State Government manages the
various general hospitals (secondary health care) and the local government focus on dispensaries

(primary health care). which are regulated by the federal governiment through the NPHCDA.

Reforms in the Health Sector

Health sector reform can be described as sustained purposeful change to improve the performance of
the health sector. It is an inherently political process. initiated by public or political action. motivated

by dissatisfaction caused by the failure to deliver outcomes deemed important by society and

™

implemented on a sector wide level (Krasovec, K. & Shaw, P. K., 2000).

Among the most common reasons for undertaking health sector reform are to address the problems

of:

o Poor qualityiof health care:

. Inequitiesiand limited access to health service:
. Insufficient funding for health .

o Inefticiencies in delivery of services;

o ack ofaccountabilny, and

. Insufficient responsiveness to client needs

| 1)
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Theory of primary health care

The concept of PHC was formulated by thel34 countries that met at the Alma Ata conference in
Russia on [2th September 1978,organized under the auspices of the World Health Organization
(WHO) and the United Nations Children's Fund (UNICEF).According to W.H.O. Primary Health
Care means essential health care based on practical, scientifically, sound and socially acceptable
methods and technology, made universally accessible to individuals and famtlies in the community
through their full participation and at a cost which the country can afford to maintain at every stage
of their development in the spirit of self-reliance and self-determination. Primary Health Care form
an integral pairt ot the Nigerian social and economic development. It is the first level contact of the
individual and community in the national health system, thus bringing health care as close as possible

to where people live and work and contributes the first element of' a continuing health care process

(AKinsola.1993: 100).

In the same vein, W.I.0. 1987 specitied the aims and objectives of Primary Health Care as follows:
I. To make health services accessible and available to everyone wherever they live or work.

2. To tackle the health problems causing the highest mortality and morbidity at a cost that the

communityv can aftord,

3. To ensure that whatever technology is used must be within the ability of the community to use

effectively and maintained.

4. To ensure that in implementing health programme. The community must be fully involved in

planning the deliverv and evaluation of the services in the spirit of self-reliance.

In sum PHC is essentially aimed
(i) To promoté health

(1), Toyprevent disease

(1) To cure disease

(1v) To rehabiliwte i ¢. help people live full normal lives after an illness or disability
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It is worthwhile to note that mental and dental health care is not presently available in Nigeria due to
shortage of personnel. It is also pertinent to mention here that the principle upon which the Primary
Health Care is founded is that health is a fundamental human right to be enjoyed by the people, in all

walks of life, in all communities. The fact is that health is more than just the delivery of medical

services.

Primary Health Care system attempts to address peoples, “health needs” through an integrated
approach utilizing other sectors such as agriculture, education, housing, social and medical services.
The integrated approach supposed (o encourage active horizontal relationships between peoplc

and their local services as opposed to the traditiona! vertical relationships. In addition,
fundamental to the Primary Health Care System is the realization that the major Killer diseases in

rural communities in the Third World are preventable, and that the majority of victims of these

diseases are children under the age of five.

Some Challenges Facing Nigerian Health Care System

The Nigerian heaith care system is faced with numerous challenges. Among these are:

. Inadequate health financing and management:

Lack of planning and management skills of staff at district/ sub-district levels, high

attrition/brain drain;

o Insufficient capacity forscaling up priority interventions;

’ Strengthening surveillance and laboratory capacity;

Insufficient access to referral maternity services, inadequately staffed and equipped referral

cenfres and inability to pay referral services;

Poor distribution. high cost. poor quality and irrational use of medicines by health care

providers and consumers;

. Lack of adequate regulation and quality control of teadition: medicime pracittioners

| ¥
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Demand for Antenatal Care in Nigeria

Safe Motherhood

Safe motherhood is defined as *“creating the circumstances within which a woman is enabled to
choose whether to become pregnant, and if she does, ensuring that she receives care for prevention
and treatment of pregnancy complications, has access to trained birth attendants, has access to
emergency obstetric care it she needs it and care after birth, so that she can avoid death or disability
from complications of pregnancy and childbirth” (Reproductive and Child Fealth (RCH)

Unit/National Health Service (NHS), 2006).

The main goal of the sate motherhood programme is to improve upon women’s health in'general and
especially to reduce matemal morbidity and mortality and to contribute to reducing infant morbidity
and mortality. The Nigerian Health Service has spelt out clearly, some spccific objectives to be
achieved under the safe motherhood programmc. These include:

e To make child bearing safe for all mothers and to contribute to the improvement in infant

health,

o To promote and maintain the physical, mental and social health of mother and baby by
providing education on nutrition, family planning, sexually transmitted infections (STIs)

prevention. including HIV/AIDS, the danger signs of pregnancy, rest/sleep and personal

hy ciene.

o To help preznant mothers to develop birth preparedness and complication, readiness plans
0 To detect and treat all cemplications arising from pregnancy. whether surgical, medical or
obstetric.

To ensiire delivery of full tern healthy baby with minimal stress or injury to mother and

*
baba.

. fo.help prepare the mother to breastfeed successfully. experience normal puerperium and
take good care of her child physically, psychologically and socially,

. o prevent mother-to-child transmission of TTIV/AIDS,

. Prevent and manage unsalte shortion and pravide post hbortion care Services

1)
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Safe Motherhood and Maternal Health

Addressing maternal health means ensuring that all women receive the care they need to be safe
and healthy throughout pregnancy and childbirth. Safe motherhood encompasses soctal and
cultural factors. as well as addresses health systems and health policy. Indicators used to measure
maternal health include skilled attendance at birth, contraceptive prevalence rates and maternal
mortality and morbidity. Improving maternal health is one of the eight Millennium Development
Goals. and great efforts have been put forth to achieve that goal. l{owever. much work has yet to

be done to assure maternal health for \women worldwide.

Over a decade of research and experience in addressing maternal health has made it clear that
safe motherhood initiatives are cost-elfective, ensuring high social and economic returns at low

cost. Interventions to improve maternal health are also feasible. even in poor settings.

The potential benefits are substantial:

. Investments in safe motherhood not only.umprove women’s health and the health of her
family. but also increase the labor supply, productive capacity and economic well-being

* of communities. ultimately hayinga positive impact on the economy.
. Unwanted or unplanned pregnancies can interfere with women's social and economic

activities and cause emeotional and economic hardship not only to women but aiso to their
families.
. Children whosé mothers die or are disabled in childbearing have drastically diminished

prospecls/©f leading a productive life.

. I'he burdén on women associated with frequent pregnancics. poor maternal health.
pregnancy” complications. and caring for sick children drains their productive cnergy.

yeopardizes their income-eaming capacity, and contributcs to their poverty
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Safe Motherhood Initiative

In 1987 the World Bank, in collaboration with WHO and UNFPA, sponsored the Safe
Motherhood Conference in Nairobi. The launch of the Safe Motherhood Initiative (SMI) was
seen as a major milestone in the race to reduce the burden of maternal mortality throughout the
world, particularly in developing countries. It issued a call to action to reduce maternal mortality
and morbidity by one half by the year 2000. [t also gave birth to the Inter-Agency Group (IAG)
for Safe Motherhood, under whose auspices this meeting has been organized. All events that
make pregnancy unsafe, irrespective of the gestation or outcome, are part and parcel of safe
motherhood. Subsequent work on Safe Motherhood by the Inter-Agency Group and others have
outlined clear strategies and specified interventions for the reduction of maternal morbidity and

mortality. often referred to as the Pitlars of Safe Motherhood.

Focused Antenatal Care

Under the focused antenatal carc. all pregnant women-are considered to be at risk and therefore
are encouraged o seek early detection and treatment of all complications arising during
pregnancy. [t also underscores the need for birth preparedness and complication readiness and

prevention of malaria in pregnancy and mother- to- child transmission of HIV/AIDS.

OTHER ATTEMPTS TO DESCRIBE ANTENATAL CARE IN AFRICA AND OTHER
PEVELOPING COUNTRIES

Mamady Cham €1 al (2005) investigated the maternal mortality in the rural Gambia. a qualitative
study on acgess @ _emergency obstetric care. The aim of the study was to describe the socio-
cultural and health service factors associated with maternat deaths in rural Gambia. The authors
reviemcdathe cases of 42 maternal deaths of women who actually tried to reach or have reached
health care services. A verbal autopsy technique was applied for 32 of thc cases. Key pcople who
hadywitnessed any stage during the process lcading to dcath were intervicwved. Health care st
who participated in the provision of care o the deccased was also interviewed. All itervicws
were lape recorded and apalyzed by wsing o gronnded theory approach. The standard WHO

definition of maternal deaths was used. The result shows thar the Tength of e i delay wathin
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each phase of the model was estimated from the moment the woman, her family or health care
providers realized that there was a complication until the decision to seeking or implementing
care was made. The following items evolved as important: underestimation of the severity of the
complication. bad experience with the health care system, delay in reaching an appropriate
medical facility, lack of transportation, prolonged transportation, seeking care at more than one
medical facility and delay in receiving prompt and appropriate care after reaching the hospital.
The authors however concluded that Women do seek access to care for obstetric emergencies,
but because of a wvariety of problems encountered, appropriate care is often delayed.
Disorganized health care with lack of prompt response to emergencies is a major factor

contributing to a continued high mortality rate.

Chandhiok er a/(2006) publish on the Detcrminants of antcnatal care utilization in rural areas of
India. It was a cross-sectional study of 7005 pregnant women sampled from 28 districts in rural
India. The objective was to analyze the possible factors contributing to women obtaining
antenatal care services and to determine whether these services influence their decision regarding
the place of delivery. Since early reporting of pregnancy in rural areas is rare. a detailed analysis
was carried out on 5344 pregnant women with a gestation ol more than 4 months. Of these.
73.9% had at least one antenatal contact.\with a auxiliary nurse midwife (ANM) or had visited a
Government Health Facility for antenatal services or problems. There was a statistically
significant reduction in the proportion of women obtaining antenatal care services with
increasing age. parity. and.number of living children. No association was observed with outcome
of previous pregnancy and presence of health facility in the village. Awareness ol care during

pregnancy and knowledge of pregnancy related complications were assoctated with increased

utilization of antenatal.care services. Hovwever. knowledge of serious complications was found to
be lackingéeven in"women who availed of the care. In both the groups — those who availed of
antenatal care services and those who did not — about 14% had not decided about the place of

deliane¢ry. 51 7% of the women with antenatal care preferred institutional delivery as compared to

27.6% of those who had not availed antenatal carc services. Furthermorc. the study did not
highlight the factors affecting the choice of delivery at the health centres and there was no

indication of accessing the reason of not delivering at (he health centres.

= -
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Saeed et al (2007) surveyed on the Socio-economic Inequalities and Healthcare Utilization in
Ghana. The aim of the paper was to investigate the socio-economic inequality in the use of
healthcare services in Ghana. The data employed in the study were drawn from Global Ageing
and Adult Health survey conducted in Ghana by SAGL and was based on the design for the
World Health Survey (WHS, 2003). The survey was conducted in 2007 and collected data on
soclo-economic characteristics and other variables of the individuals interviewed. Using
generalized logit model. the study found that health status is a very strong determinant of the
type of healthcare services Ghanaians look for. In Ghana. there are still important socio-
economic gradients in the use of some healthcare services. These differences may be due to
socio-economic inequities but could also indicate that the existing health [acilitics are not always
used in an optimal way. Patient factors may be more important than supply factors in explaining

the differential use of health services.

.Amait et al (2012) studied on the Predictors for health facility delivery in Busia district of
Uganda. [t was a cross sectional study which aimed-in identifying the independent predictors of
health facility delivery in Busia a rural district in Uganda with a view of suggesting measures for
remedial action. 500 women who had a delivery in the past two years (from November 16 2005
to November 15 2007) were interviewed regarding place of delivery, demographic
characteristics. reproductive history. aticndance for antenatal care. accessibility of health
services. preferred delivery positions. preference for disposal of placenta and mother’s autonomy
in decision making. In addition ‘the household socio economic status was assessed. The
independent predictors of. health facility delivery were identified by comparing women who
delivered in health faeilities to those who did not. using bivariate and binary logistic regression
analvsis. Eight independent predictors that favoured delivery in a health facility include: being of
high sociofecoefiomic status (adjusted odds ratio [AOR] 2.8 95% Confidence interval {95%
Cl]1.2.6.3). prévious difficult delivery (AOR 4.2. 95% C1 3.0-8.0), parity less than four (AOR
2 NYSE CI'1.6..5.6). preterence of supine position for second stage of labour (AOR 5.9, 95% C
301121 ) preferring health workers to disposc the placenta (AOR 12,1, 95% Cl 4.3-34.1). not
having difficulty with transport (AOR 2.0, 95% CI 1.2-3.5), hbeing attenomous 1 decision to
attend antenatal care (AOR 1.9, 95% C1 1.1-3.4) and depending on other people (¢.g. spouse) in

making a decision of where to deliver from (AOR 2.4, 95% C1 1400 A model with these 8
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variables had an overall correct classification of 81.4% (chi square(0=0230.3, P0<00.001). The
findings suggest that in order to increase health facility deliveries there is need for reaching
women of low social economic status and of higher parity with suitable interventions aimed at
reducing barriers that make women less likely to deliver in health units such as ensuring

availabtlity of transport and involving spouses in the birth plan.

Eric Arthur (2012) published on the Wealth and antenatal care use: implications for maternal
health care utilization in Ghana. The study investigates the effect of wealth on ‘maternal health
care utilization in Ghana via its effect on Antenatal care use. Antenatal care serves as the initial
point of contact of expectant mothers to maternal health care providers before delivery. The
study 1s pivoted on the introduction of the free maternal health care policy in April 2005 in
Ghana with the aim of reducing the tinancial barrier to the use ofmaternal health care services,
to help reduce the high rate of maternal deaths. Prior to the introduction of the policy. studies
found weaith to have a positive and significant inlluence on the use of Antenatal care. It is thus
expected that with the policy. wealth should not-influence the use of maternal health care
significantly. Using secondary data from the 2008 Ghana Demographic and Health survey, the
results have revealed that wealth still has.a significant influence on adequate use of Antenatal
care. Education. age. number of living=chitldren. transportation and health insurance are other
factors that were found to influence the use of Antenatal care in Ghana. There also exist
considerable variations in the usc of Antenatal care in the geographical regions and between the
rural and urban dwellers. It'is recommended that to 1mprove the use of Antenatal care and hence
maternal health care utilization, some means of support is provided especially to women within
the lowest wealth quintiles: like the provision and availabtlity of recommended medication at the
health center; secondly. women should be encouraged to pursue education to at least the
secondary, fevel sirice this improves their use of matemmal health services. Policy should also
targetgnothers™ ho have had the experience of child birth on the need to use adequate Antenatal
carg, for each pregnancy. since these mothers tend to use less antenatal care for subsequent
pregiancies  The regional disparities found may be due to inaccessibility and unavailabihty of
health fucilitics and services in the rural arcas and 1n somc ol the regions: The government and

other service providery (NGO)s. religious institutions and privade providers) mayv endeavor 1o
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improve on the distribution of health facilities, human resources, good roads and necessary

infrastructure

Conceptaal and Theoretical Framework

Many works have been done using different frameworks. However, depending on the variables
and econometric method used dilferent approaches have been adopted. Some of these works
have been reviewed. Though there is a wide range of empirical work on demand for health care,
particularly demand for health insurance. there is scanty but restricted literature on demand for

antenatal care. Much of the empirical literature in this study is based on demand for health care

In general.

Figure 1: Relationship between Socio demographic characteristics, Place of Belivery and

ANC Utilization

Two important factors — price and quality of care are likely to affect demand for health care
services. These factors are correlated and have wmany effects on utilization as well as health
outcomes. High quality care is more effective and improves health directly since practitioners

with the right tools are enabled to apply their skills. However. this quality can be eroded by

higher price tag (Manley. 2007).

Manley (2007) used Indonesian Family Life Study (IFLS). a panel data set for thirteen provinces
in his studv of the demand foriquality and utilization of pre-natal care. A two-stage estimation
procedure was used. (The*first stage described quality of care as a function of number of local full
clinics. number®f local“sub-clinics. inpatient facilities. local development. and region/time and
rural The second stage described pre-natal care as a function of matemal age. education. parity.
care quality. cests of visit. wealth, rural. region/time and local development. Cost of visit was a
measure of'elinic accessibility which includes estimated travel time to the nearest public clinic.
thesnumber of clinics in the sub-district of residence and the actual monetary cost of care at the

chinic Local develepment was used as proxy for transportation infrastructure or other measures

of convenience (i ¢ proxinity of the clinic to other potential destinations), Region and time

period of observation were used to control for factors commaon to o larger nreas all regions, all
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rural areas in a given period. Clinic staffing, especially number of doctors per public clinic was

used as proxy for quality of care.

The result of the study showed a positive relationship between having doctors in clinics and pre-
natal care utilization suggesting that the more the number of doctors in a clinic the more the
increase in pre-natal care utilization. With coefticient of 0.14, it implies that increasing the ratio
of doctors per clinic by one will result in a 14 percent increase in women coming in for pre-natal
care. However. higher pregnancy parity has a decrcasing effect on care secking. The implication
of this is that women who have had enough pregnancy expericnce assumed to be familiar with

the process cnough so much that they do not need care from a physician or midwife.

In addition. education. high level of consumption expenditure and-larger number of facilities in
the vicinity were found to be significant in determining pre-natal care utilization. Similarly,
women living in urban areas are more likely to utilize pre-natal care than those in rural areas. [t
was concluded that the presence of doctors at facilities which is a measure of quality ts robustly

associated with increased pre-natal care utilization. though it is questionable as whether this

translates into improved birth outcome.

Sahn. D. E.. Younger. S.D. & Genicot, G. (2002) adopted the model of Gertler. Locay and
Sanderson (1987). Their model was based on selection of a health care provider. given that a
person was stck. It was concluded that quality is an important determinant of health demand in
rural Tanzania. [n particular. quality ot doctors/nurses. drug and the hospital/clinic environment
induced demand for“health care. In other words, they consented that demand for health care
would iIncreasé if"peeple had the option to see a qualified doctor/nurse. got access to
pharmaceutical facilities and attended a clinic or dispensary which has a cleancr environment. It

was also found that health care consumers in Tanzania were highly responsive to the price of

health eare. especially among the lower income bracket.

Aldditionaliv. factors related to place of residence and sociocconomic status may account fo

variations 1n use of maternal  health  care [hese  tactors  include  women's

age. ethnicity. education. religion, culture. chimicial need for care and decistion-making power. [y
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cost, location and quality of health services are also important. These factors interact in different
ways to determine use of health care. For example, rural women in northern India and those in
KwaZulu Natal, South Africa. do not use antenatal care adequately, but for different reasons. In
India, affluent rural women are unwilling to invite health workers into their homes; in KwaZulu
Natal, women have little time left after attending to essential household tasks. When
methodologically robust research shows variations in maternal health-care use according to
women s place of residence or socioeconomic status. an understanding of context is essential to

design delivery mechanisms to redress such inequalities (Sablah 2011)

Preventing problems for mothers and babies depend on an operational continuum of care with
accessible. high quality care before and during pregnancy. childbirth and pestnatal period. Of course,
the support in terms of facilities at the reach of pregnant women, particularly when complications
occur 1s also important. However, an important element in this continuum of care is effective
antenatal care (Sablah 2011). The goal of antenatal care package is to prepare for birth and

parenthood as well as prevent. detect. alleviate or managc problems that affect mothers and babies

during pregnancy.

According to World Health Organization (WHO 2006) essential interventions can be provided over
four visits at specified intervals for women with no underlying medical problems. This had led to
defining a new model of antenatal care based on four goal-oriented visits. what is now called
Focused Antenatal Care (FANC). The first visit should be made immediately signs of pregnancy are
detected or between 8-12 weeks of pregnancy. On this visit. the pregnancy will be confirmed and the
woman is classified for basic antenatal carc (i.e.. four visits or more) depending on whether the
pregnancy- is classified asseomplicated or not. in addition. the woman is screened. treated and given
preventive measures. Adwice and counseling are also given and birth and emergency plan developed
for her The secondyvisit is scheduled between 24-26 weeks. At this visit. maternal and foetal well-
being is assessedand the birth and emergency plan reviewed or modified. The third and the fourth

visitsqgomen 32 weeks and betvveen 36-38 weeks respectively, where maternal and foetal well-heing

Is.asseésscd and birth and emergency plan reviewed.

Ihe Nigerian Health Service however. has recommended a numbcr of antenatal visits for a pregnant
wornan (NPHCIDA 2012). That iy, maonthly visit up (o the 28 wecek of pregnancy followed by n-

weckly visits up to the 30* week of pregnancy. Then after, weekly visns follow until dehvery. For

27

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



-

women to enjoy the full benefit of the package of services delivered under antenatal care, it is

essential that services are initiated early in pregnancy and adequate number of visits made.

Studies have shown positive relationship between antenatal care and pregnancy outcome (Bhardwaj
1988; Marcela, 2007; Yousif, 2006). IFor example, in Ghana, the mortality rate for unbooked women
(1.e. those women not registered for antenatal care) was found to be 24 per 1000 live-births whilst it
was only | per 1000 live-births for booked women. In a study conducted by World Health
Organization in South —East Asia (Burma, Indonesia, Thailand and [ndia) it was found that with no
antenatal care, perinatal and neonatal mortality rate was 97 per 1000 live-births whereas it was only 5
per 1000 live-birth after full antenatal care (Ekwempu, 1988). Bhardwaj et al, (1994)also found that
perinatal montality rate was zero per 1000 live-births for women with high maternal care receptivity
as compared to 90.9 per 1000 live-births for women with poor mnaternal care receptivity. Yousif et al
(2006) concluded that adequacy of antenatal care is strongly and consistently associated with birth
outcome. However, its effect differs by mother’s risk category. Stillbirths increase as antenatal care.

education and income decline.

Literature has shown that a number of variables influence the demand for antenatal care. Grossman
(1972) identifted education, age and income as factors that influence demand for health care. Other
factors which were considered to have influence on demand for health care. and for that matter
antenatal care are cost of antenatal care. occupation, number of children the woman already has.

number of household members and assess-to information. that is, frequency of listening to radio and

watching television.

To this end. this studyv.avill study the characteristics of mother’s accessing antenatal health-care
centers 1n Nigerta_and“also access the factors affecting their accessibility and choice of health

care system. AlSe. thissstudv will also compare the characteristics of those that give birth at home

compareddoythosethat do give birth in the hospttal.
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CHAPTER THREE

METHODOLOGY

3.0 Research Design

* The study used a secondary data set. The data was obtained from the 2013 Nigeria Demographic
~ and Health Survey (NDHS), which was the most recent survey carried out in Nigeria. The study

design employed in these surveys was cross-sectional and descriptive in nature.

F 3.1 Study Population

The 2013 Nigeria Demographic Health Survey (NDIHS) consists of a nationally representative
sample of 38.948 women age 15-49 years that were individually interviewed. All women age 15-
49 who were usual members of the selected households or who spent the night before the survey
in the selected households was eligible for individual interviews. Full report of the survey is

- contained in the final report of the national Population Commission (NPopC and ICF Macro.

2015).

3.2 Sample Design

The 2013 Nigeria Demographic and Health Survey (NDHS) 1s the fifth DHS 1n Nigeria,
following those implemented’in 1990. 1999. 2003. and 2008. A nationally representative sample
. 0f10.320 households frota 90+ primary sampling units (PSUs) was selected. A fixed sample take
of 45 households were selected per cluster. All women age 15-49 who were either permanent
; residents of the4iouseholds in the 2013 NDHS sample or visitors present in the households on
the night before the survey rvere eligible 10 be interviewed. In a subsample of half of the
households, all sfien age 15-49 that were either permanent residents of the households in the

sample orwisitors present in the households on the night before the survey were ehigible to be
Interwiewed
Administratively. Nigeria s divided 1into states. In tarn, cach state 1s subdivided into local

government areas (1 OAs) and cach LLOA into smaller (secondary and tertiary) localities. Nigena

has 36 stutes and a Federal Capital Territory (FCT)Y These states are subdivided mto 774 1T GAS
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Furthermore, the states are regrouped by geographical location to form six zones. In addition to
these administrative units and geographical zones, during the last population census in 2006,
each locality was subdivided into convenient areas called census enumeration areas (EAs). The
average number of households per EA in the corresponding locality frame was assigned to each
EA. The EAs in Nigeria are small in size, with an average of 211 inhabitants (equivalent to 48

households). Since these EAs were too small to be DHS clusters, the 2013 NDIHS included

several EAs per DHS cluster (with preferred minimum cluster size of 80 households).

3.3 Data Management

The individual dataset (NGIR6ASV.sav) — SPSS file format which was obtained [rom
measuredhs.com was used in this study. The Woman's qucstionnaire was lully read and
variables needed for the analysis ol this study were properly identified. Also a recoding manual

was used to guide the variable that was used lor the analysis n this study.

3.3.1 Variable Definition and Identification

The variables were computed using SPSS«ersion 20. The variables of interest that were used lor

the stud_v are shown In Table 3.1 belox.

Table 3.1: Variable of interest for analvsis extracted from the houschold dataset

Variable Name Varable Label

V005 Women's individual sample weight
V10] Region

V102 Type of place of residence

V106 FHighest Educational Level

Vi3 Religion

Va1 Current Marital Status

V201 Total Number of Children Ever Bomn
V190 Wealth Index

M4 Number of Antenatal Visit

MiS Place of Delivery -
MGSA-X Reasons didn’t deliver at Health Facility
M2A-N Person Seen lor Anicn.sml Care i }
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M3A-N Verification of Person Seen for Antenatal

P _MS7A'X Place Antenatal was received
1] Mi13 First Time Antenata] was received
._j' 14 Number of Visit to Maternity clinic during pregnancy

- Explanatory Variables

The explanatory variables used in this study are age, place of residence, region (zone}), level of

education. religion, ethnicity, wealth index and current marital status of mothers.

Variable Recoding

The Place of delivery was recoded tnto dichotomous variablc as Home/Others and Maternity

Clinic. Each Reason for not delivering at Health Facility was recoded as Yes or No which will be

used as outcome.

3.4 Sample Weighting

The dataset was first weighted before analysis to make sample data a rcpresentative of the entire
population. There are different weights for different sample selections/units of analysis. For the
individual dataset. the sample weight vanable was VO005. This computed and divided by

1.000.000 and then weighted. The description for weighting was properly discussed in the Guide

I to DHS Statistics.
3.5 Statstical Analysis

There are @ dependent variables which were analyzed one at a time.

) Level of antenatal care, that is, number of antenatal visits

1. Place of deliver
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~ The independent variables are: age, place of residence, region (zone), level of education,

religion, ethnicity, wealth index and current marital status of mothers.

3
.

-

Bivariate analysis

Each of the dependent variables was cross tabulated against each independent variable using chi

square test to investigate association between the independent and dependent variables

Sl Ui am .

——

| Logistic regression analysis

In the logistic regression model we postulate that the probability p, . of attendance to antenatal

clinic for an individual \wvoman dcpends on a set x of n socio-demographic variable

X|. X3.------===-- .Xn in the following way.
P, = P (f=1|x)
i
= 1/1+exp{-(Bo + Pr1 X1t -orereree + BpXa)d

Where fis a dichotomous variable denoting attendance (f=1 if at least one attendance, or £ 0 if

no attendance). The bs are/parameters that represent the effects of the x, on the probabihty of

attendance at antenatal®elinic .

The odds rayo for attendance px/qx . where qy = 1- py , is

P,/ b= exp By + BiXs + P2Xa ooeon .+ BnX,) and

log..(P./q,) = P+ Xy 4. BaXs
This is the more familiar form of the logistic model for the odds ratio and is casicr to model. 1his

i the form we have modeled in this snalyss
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The second dependent variable, thatis, place of delivery, was dichotomized as:

L4

F Place of delivery =0 if delivery took place at home, or =1 if delivery was at the maternity clinic

'F or hospital

Multiple logistics Regression analysis

- Bivaniate analysis for the outcome variablc for each of the selected independent variables was
done. This was carried out in order to observe the effect of each ol the independcnt variables
(age. place of residence, region (zone). level of education. religion. ethnicity, wealth index and
curtent mantal status of mothers) on the dependent variable (Place of delivery and Level of
antenatal care). The variables that are statistically significant at 20% level were considered for

inclusion in the multiple logistic regression analysis. (Norusis, 2004)
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CHAPTER FOUR

RESULTS

4.1 Seocio demographical characteristics of respondents

A total of 38948 women of reproductive age were interviewed at the survey. Table 4.1 shows the

distribution by selected socio-demographic characteristics. The youngest age group 15-19 1s the

* most populous with 20.1% while the older age group 45-49 is the least populous with - 8.8%. The

Table shows that 30.5% of the respondents were from the North West and this consist the largest
populatton across the zones while 11.5% of the respondents were from the South East region.

About 58% of the women are {rom rural arcas.

As regards education 37.8% of the respondents had no education, 17.3% had primary education
while 9.1% of the respondents had higher educational.level. The current marilal status of the
respondents shows that 69.4% of the respondents were married, 23.9% was never in a union and
1.0% of the respondents was no longer living together or separated. With regards to wealth
index 19 1% of the respondents were in the poorest category while 22.9%% belong to the richest
category, Nost (32 0%) of the respondents are Muslims while 47 % are Christians. The mean

children ever born per woman ranged from 4.1 for the youngest to 11.3 for the oldest women

aged group 43-49.

V)
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Table 3.1: Socio-demographic characteristics of respondents

Characteristics

Frequency Percentage
Age group (in years)
F 15-19 7820 20.1
f 20-24 6757 17.3
Iy 2> 7145 18.3
i 30-34 5467 14.0
g 35-39 4718 12.1
- 40-44 3620 9.3
§ 45-49 3422 8.8
| Zone
| North Central 5572 14.3
£ North East 5766 14.8
§ North West 11877 30.5
I South East 4476 1.5
South South 4942 12.7
South West 6314 16.2
| Type of Place of Residence
- Urban 16414 42.1
| Rural 22534 57.9
Highest educational level
~ attained
No education. preschool 14729 37.8
Betondary 13927 35.8
Elioher ' 3558 9.
Current marital status
Never in union 738‘212 233
Married - ’
Living with partner 6] =4
£ P
Widowed 967 2.5
. 424 1.1
Divorced
No longer li¥ing 102 e
g Ing
together/separated
Do 7428 19.]
oo 7480 19.2
ANl 7992 20.5
5 8910 2.9
Richest
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! Table 4.1: Socio-demographic characteristics of respondents

| Characteristics Frequency Percentage
1 4 Age group (in years)
|
£ 1519 7820 20.1
20-24 6757 173
25-29 7145 18.3
I 50-34 5467 14.0
| 35-39 4718 12.]
4044 3620 9.3
L 45-49 3422 8.8
| Zone
£ North Central 5572 14.3
| North East 5766 14.8
£ North West 11877 30.5
'} South East 4476 11.5
§ South South 4942 12.7
I South West 6314 16.2
- Type of Place of Residcnce
Urban 16414 42.1
Rural 22534 57.9
| Highest educational levcl
. attained
- No education. preschooi 14729 37.8
| Primary 6734 17.3
Secondary 13927 358
Higher 3558 9.1
- Current marital status .
Never in union 9326 =i
Married 27043 69.4
Living with partner Z)g_; ;2
Widowed 474 1'1
Divorced 407 1'0
No longer li¥ing |
i logether/separated
Wealth Index 7132 183
Poorest 7428 I in
Poorer 7486 19,2
Middle 7992 20,5
Ryhicr %910 220
Richest

R
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Religion
Catholic

- . 4316 11.1
Other Christian 13979 35 6
- 20149 520
Traditionalist 150 ~'9
Other 0 'O
Total Number of Children ’

- ever Born No. A
S 7819 4.1
;5 ;9 6758 5.8
TN 7144 54
30-34 5466 -

| IR 4719 8.2

 40-43 3621 10.8
45-49 3477 113
4.2 Details of antcnatal care for the last pregnancy

- Table 4.2 shows some details about the ANC visits of mothers who attended matemnity clinic at

least once for antenatal care during the last pregnancy. Out of the total respondents. 11.2% saw

Doctors during their antenatal care visit. while 28.6% saw Nurses/Midwives and 19.1% saw

. traditional birth attendants (TBA). Antenatal care was most frequently received at Government

hospital by 41.7 percent. 29 3% visited Govemment health centers and 21.4% sourced care from

. private clinics.. The table also showed that. 10.8% of th¢ mothers received their first antenatal

care in their third trimester while 26:9%s received antenatal care in their first trimester and 61.9%

in their second trimester.

1%
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Table 4.2: Distribution of Respondents by Anten

atal care visits

Characteristics

T . dorye ;
Person Seen for ANC# Frequency Percentage
Doctors - 1820 [1.2
Nurs-e./mldwnfe 4658 18 6
Auxiliary nurse 676 4
CHEW 599 1%
Vg 3110 19.1
Village Health Worker 14 0.1
Others 3654 22.4
No one 1845 i1.3
Where Antenatal Care Received*
Respondents home 81 0.6
Other home 308 2.9
Govemiment hospital 5765 41.7
Governiment Health Centre 4044 29.3
Govemment Health Post 464 3.4
Other public sector = 0.0
Private hospital clinic 2961 214
Private medical other 79 0.6
Other 14 0.1
Time First ANC was received
| st trumester 3610 20.9
2nd trimester 8298 61.9
1448 10.8

ard trimester

*Mulriple responses

l

1

"44

Level of utilization of antenatal care

Fable 4 3 below, shows the frequency of ANC visits of mothers (excluding don’t knows) during

the last pregnapes..,About 35°% of the mothers made no visit at ail. while 12.4% made 1-3 visits

and 52.5%made above 4 visits
Tuable 4.3: Frequency of ANC visits during the last pregnancy

Number of Visit to \NC during Pregnancy No of Women Percentage
0 (N : (G990 LR
{No Visit) e -
| ' 3 10457 57§
d&above e o

TOTAL
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4.3 Socio demographic factors associated with ANC use.

Table 4.4 shovvsthe association of ANC use and some socio demographic characteristics of the

mothers. The proportion of ANC users was highest in the age groups 25-29, 30-34 and 35-39
years ranging between 66.4% and 68.2%. It was lower at both extremes of the reproductive age

range. Percentage of ANC users was higher among urban residents, 88.6%, than for rural

residents (52.1%).

Women with no education were the least likely to use ANC (41.2%) while those with primary
education had the highest proportion (78.4%) of use Mothers with secondary and higher

education had user rates of 73.1% each.

As regards wealth index the richest had the highest proportion using ANC services (96.5%). this

was followed by the richer quintile (88.9%) and the least use was by those that were in the

poorest quintile (29.6%o)

The table also shows that. with respect to the marital status of mothers. 83.6% of those that were
never in a union used ANC while the lowestrate of 63.8% was among those that were married.

Christian mothers have the highest level ofusing ANC (85.1%). compared with 53.15% among

Muslim mothers.

Among the regions. those that are in the South West have the highest ANC usage with 94.0%

and the least was North West with 43.8%

‘l‘l

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



—

4.4 Socio demographic factors associated with ANC use.

Table 4.4 shows the association of ANC use and some socio demographic characteristics of the
mothers. The proportion of ANC users was highest in the age groups 25-29, 30-34 and 35-39

years ranging between 66.4% and 68.2%. It was lower at both extremes of the reproductive age

range. Percentage of ANC users was higher among urban residents, 88.6%, than for rural

residents (52.1%).

Women with no education were the least likely to use ANC (41.2%) while those with primary

education had the highest proportion (78.4%) of use Mothers with secondary and higher

education had user rates of 73.1% each.

As regards wvealth index the richest had the highest proportion using ANC services (96.5%), this

was followed by the richer quintile (88.9%) and the Icast use was by those that were in the

poorest quintile (29.6%)

The table also shows that. with respect to the marital status of mothers. 83.6% of those that were
never in a union used ANC while the lowestrate of 63.8% was among those that were marned.

Christian mothers have the highest level ofusing ANC (85.1%), compared with 53.15% among

Muslim mothers.
Amon€ the regions. those that are in the South West have the highest ANC usage with 94.0%

and the least was North West.with 43.8%
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Table 4.4: Bivariate anmalysis of ANC

demographic characteristics

use cross tabulated against selected socio

ANC Use Total \*° P aiue
Non Users ANC Users (%)
%
Age In 5-year groups =
_1)(5)})3 616 (47.4) 684 (52.6) 1300 (100.0) 156.539  0.000
b 1469 (37.4) 2460 (62.6) 3929 (100.0)
25-29 1764 (33.6) 3479 (66.4) 5243 (100.0)
30-34 1290 (31.4) 2824 (68.0) 4114 (100.0)
35-39 973 (31.8) 2083 (68.2) 3056(100.0)
40-44 599 (37.0) 1019 (63.0) 1618(100.0)
45-49 278 (42.1) 382 (57.9) 660(100.0)
Type of place of residence
Urban 794 (11.4) 6193 (88.6) 6987 (100.0) 2658.434 0.000
Rural 6195 (26.9) 6739 (52.1) 12934 (100.0)
Highest educational level
No education 5676 (58.8) 3985 (41.2) 9661 (100.0) 4844.575 0.000
Primary 821 (21.6) 2974 (78.4) 3795 (100.0)
Secondary 474 (26.9) 4767 (73.1) 5241 (100.0)
Higher 18 (26.9) 1205 (73.1) 1223 (100.0)
Wealth index
Poorest 3270 (70.4) 1377 (29.06) 4647 (100.0) 5445.865 0.000
Poorer 2209 (49.0) 2301 (51.0) 4510 (100.0)
Middle 1001 (26.2) 2817 (73.8) 3818 (100.0)
Richer 391 (11.1) 3137(88.9) 3528 (100.0)
Richest 119 (3.5) 3300 .(96.5) 3419 (100.0)
Marital Status
Never in union 72 (16.4) 366 (83.6) 438 (100.0) 153.217 0.000
Narried 6658(36.2) 11729 (63.8) 18387 (100.0)
Living with partner 97 (19.2y 409 (80.8) 506 (100.0)
Widowed 59 (24.7) 180 (75.3) 239 (100.0)
Divorced 66 (34.2) 127 (65.8) 193 (100.0)
No longer living 38(24.1)  120(75.9) 158 (100.0)
Together/separated
léchgl“m 1097 (14.9) 6272 (85.1) 7369 (100.0) 2104.581 0.000
hristian Zn

Islam 5736 ¢46.9) 6504 (53.1) 12240 (100.0)

15 (14.2) 91 (92.6) 204 (100.0)

Others
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Region

Nort
Nort
Nort
Sout
Sout
Sout

h Central
1 East

n West

1 East

1 South

1 West

760 (26.9)
1411 (42.0)
4143 (56.2)
84 (26.9)
419 (22.9)
172 (6.0)

2068 (73.1)
1948 (58.0)
3226 (43.8)
1565 (73.1)
1414 (77.1)
2710 (94.0)

2828 (100.0) 3444.228
3359 (100.0)
7369 (100.0)
1649 (100.0)
1833 (100.0)
2882 (100.0)

0.000

1
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15 Multiple Logistic Regression of Factors associated with ANC use
Table 4.5 shows the output of the multiple logistic regression analysis with the socio

demographic variables fitted into the model. All the variables were significant in the bivariate

analysis.

The results show some varijation in the rate of ANC use according to the education of mothers. It
is highest. 66% -68%. in the age range 25-39 years and lowest in the years at the start and at the

end of reproduction 53% -58%. The variation however was not statistically signilicant (P >0.20).

With respect to place of residence. urban mothers were about 1.5 times as likely to use ANC as
rural mothers (P =0.000). ANC use also increased signilicantly (P=.0.000) with the level of
mothers education. Mothers with primary education .mothcr with secondary education and

mothers with higher than secondary education were respectively 2.6, 4.1 and 12 times as likely

- to use ANC scrvices as mothers with no education (P= 0.000 1n each case).

There was also a significant (P=0.000) variation of ANC use as regards wealth index, the odds of

= use increasing steadily as wealth increased. The richest women are 11.3 times as likely to use

ANC compared to the poorest category.

| Use of ANC did not vary significantly with mother’s current marital status, (P= 0.25). Mothers
' who practice Islamic and Christian religions were equally likely to use ANC but those of other

religions were only balf as likely-(P=0.000). However Mothers who were fromn South East and

South West were 2 trmes and. 3 times respectively as likely to use ANC as those 1n the North

Central region of the ¢ountry"

o 1

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Age

(15-19) ref

20-24
25-29
30-34
35-39
40-44
45-49
Region

Ref; North

Central

ivorth East
North West
South East
South South
South West

Tvpe of residence
Ref: urban

Rural
Level of

Fducation

Ref: No

Education

Priman

Secondan

Higher
Religion

Ref: Christians

Isiam
Otihers

S5

944
].408

D.497

-.023-

078
.076
.079
.083
093
115

068
063
136
.089
100

058

-.724.
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A4

Wald  Df  [Sig.
S (—
8360 |6 213
.002 1 1966 |997
214 | 643 [1.036
1.053 1 305  [1.085
3.505 1 061  |1.168
1.290 1 1256 |I.111
1.090 1 297  [1.128
551.6 |5  [0.000
4.183 1 041  [1.150
66.917 I 000  |.599
64.171 |l 000 [2.969
90.515 ~ |1 000  [430
54368 |1 000  [2.094
42253 |l 000 | 688
42.03 l 0.000
297883 |l .000 2.570
383.777 |1 000 H.087
100.478 |1 .000 12.143
28918 |2 |0.000
(117 1 733 977
17280 | 000|485

- Table 4.5: Multiple Regression of ANC yse on selected socio demographic and economic
~ Factors

1856

892
1929
993
926

1900

1.006
530
2.275
361
1.721

615

Upper

1.160
1.203
1.268
1.374
1.333
1.415

1.315
677
3.875
S12
2.549

770

2.860
4.705
19.784

1.114
6GR2




Df

S.E. Wald Sig. | Exp( 935% C.1. for
B) EXP(B)
l.ower | Upper

Poorer 677  [.048 202.838 |1 000 1.968 |1.793 [2.160
Middle 1.307 |.057 519.661 | 000  [3.695 |3.30?_ 4.134
Richer 1.900 [.078 587.105 |l 1000 6.687 [5.734 |7.798
Richest 2421 122 [391.452 |1 000  [11.255 [8.855 “[14.306
Currcnt Marital "
Status
l?lef: Never in | Bl : 0,292
Union ||
Married 060 |15] 157 I .692 1.062. 1789 |1.428

192 1.767 l 184 775 1532 1.129
Widowed -.012- |228 .003 l 958 988 632 1.546
Divorced .060 233 067 l 795 1.062 [673 1.677
No longer living  |-.208- [259 .648 l 421 812 1489 1.348
together/separated
Constant 184 7.941 l .005 595
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16 Factors associated with the number of attendance at antenatal Clinic
Table 4.6 shows the association between proportions making more than 4 antenatal visits and

some selected socio demographic variables.

The proportion was high (between 70-85%) for all age groups but highest for those aged between

30 and 45 years. The proportion was higher for urban residents (88%) than for rural residents

(74%). It also varied directly with the women’s level of education ranging from 68% for those

with no education to 95% for those with post- secondary education.

The proportion was lowest, at 61.3%, for the richest. It did not seem to vary much with the
current marital status, ranging from 81% for the married to 85% Jor the widowed/ divorced or
separated group. The rate was highest (88%) tor Christians and lowest, at 74%, for Muslim
women. Among zones, it was highest in the South West (95.5%) and the South East (91.1%) and

lowest in the North East (68.5%).

W\
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Table 4.6: Factors associated with the number of ANC visits

Number of Visit Total % Poatue
I -4 visit Greater than 4
_ Factors (%) visit (%)
Agce in S-year groups
igl,z i (8% 479 (70.0) 684 (100.0) 124.733 0,000
- 564 (22.9) 1896 (77.1) 2460 (100.0)
25-29 676 (19.4) 2803 (80.6) 3479 (100.0)
W 766 (15.3) 2059 (84.7) 2825 (100.0)
33-39 583 (16.2) 1500 (83.8) 2083 (100.0)
40-44 288 (16.3) 731 (83.7) 1019 (100.0)
43-49 140 (24.3) 242 (75.7) 382 (100.0)
Type of place of residence
Urban 773 (12.5) 5420 (87.5) 6193 (100.0). 340.285  0.000
Rural 2743 (25.3) 5037 (74.4) 6739 (100.0)
Highest educational level
No education 1287 (32.2) 2699 (67.7) 3986 (100.0)  793.329  0.000
Primary 593(19.9) 2381 (80.1) 2974 (100.0)
Secondary 532 (11.2) 4235 (88.8) 4767 (100.0)
Higher 63 (5.2) 1142 (94.8). 1205 (100.0)
Wealth index
Poorest 532 (38.7) 844 (61.3) 1376(100.0) 911.872  0.000
Poorer 701 (30.5) 1601 (69.5) 2303 (100.0)
Middle 569 (20.2) 2248(79.8) 2817 (100.0)
Richer 457 (14.6) 2680(85.4) 3137 (100.0)
Richest 216 (6.5) 3084 (92.5) 330 (100.0)
i\\leztz:‘:rllsutr;llg:ls 63 (17:2) 304 (82.8) 367 (100.0) 28.696 0.000
Married 2348 (1.9) 9789 (80.7) 12137(100.0)
Widow 1\ J
Se},";a.iiD“"r“d 63 (14.8) 364 (85.2) 427 (100.0)
2;}22:]‘;: 753 (12.0) 5510(88.0) 6272(100.0) 403378  0.000
Is] 1690 (26.0) 4815(74.0) 6505 (100.0)
e = 71(78.0) 91 (100.0)
Others 20(22.0)
Region 2 0) 979 |
Nonh Central 465 (22.9) 1603 (77.5) ]2‘61:(:322) g
Nofth st 614 (31.5) 1334 t68.5) B (1)0 ’
|- 966 (29.9) 7260 (70.1) 3226 (100.0)
1425 (91.1) 1566 (100.0)
SOUlh [, asi 140 (89)
| <- 1246 (88.1) 1084 (100.0)
\ , 168 (11.9)
>outh South 955y 2710 (100.0)
122 (4.5} pa Lacten A

South We .t
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{ 4.7 Place of delivery

| Table 4.7 shows the distribution of pregnant women according to their place of delivery of the

| Jast pregnancy. Of the total number of respondents, 24.7% deljvered at a Maternily clinic

i compared to 75.3% who delivered at home

Table 4:7  Place of delivery

Place of delivery Frequency Percent
Home 29327 75.3
Maternity Clinic 9621 24.7
Total 38948 100.0

e e e e —— e

4K
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8 Socio demographi ot
| p-8 el Sraphic characteristics of women who deliver at home compared with
those delivering at maternity clinics

Table 4.8 show the compari j
parison between women delivering at home and those who delivered at

- the maternity clinics with respect to the socio demographic characteristics of the mothers, With
respect to age, those delivering at home were slightly younger with a mean age of 28.5 years
compared with 29.6 years for those delivering at the clinics. The age disparity was most evident
~ in the fact that about 25% of those delivering at home were aged 15-19 years compared with

.
| only 6% In the same age group among those delivering at the clinic.

A higher percentage (58.7%) of those delivering at homc were rural women, but among those
~ delivering at the clinic only 55.2% come from the rural areas.
Those delivering at home were also less cducated (38.8% with no cducation) than those

- delivering at the clinic where only 34.8% were illiterates.

Those delivering at home are also poorer in wealth compared to those delivering at the clinics.

About 40% of the former group belong to the two poorest wealth index categories compared to

only 31% among those delivering at the clinics.

A much bigger percentage (91.3%) of those delivering at the maternity clinics are married
compared to 62.3% married among those-delivering at home. Conversely 30.9% of those that

deliver at home were never in a marital union as compared with only 2.7% among those who

delivered at maternity clinics.

A bigger percentage (56 1%) of those delivering at the clinics are Muslims compared to 50.6%
Muslims deli ot home. Conversely 48 3% of those that deliver at home are Christians
elivering L

ot ivering at matemity clinics.
compared to 43.3% Christians among those delivering y

1494 of those delivering at home arc from the North Fast as

Amorig=the regions (zones)

L - % of those delivering at home are
. . t ellnlC- AbOth 13 a . & &‘ s l
COMpared to |7.4% of those delivering al .

: iving birth at maternity centres
TOm the South fzast compared with §.5% of thosc g1VIng ¥
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Table 4:8: Some Socio demographic characteristics of those delivering at home compared

with those delivering at the maternity clinics

No. and Proportien ef those Tetal X* Pialue
o that deliver at
Characteristic Home (°%) Maternity Clinic
— (o)

Age 1n d-year groups
15-19 7273 (24.8) 546 (5.7)  7819(20.1) 2914.367  0.000
A, 4862 (16.6) 1895 (19.7) 6757 (17.3)
25-29 4624 (15.8) 2521 (26.2) 7145 (18.3)
50-34 3413 (11.6) 2054 (21.3) 5467 (14.0)
35-39 3182 (10.9) 1536 (16.0) 4718 (12.1)
40-44 2857 (9.7) 763 (7.9) 3620 (9.3)
45-49 3115(10.6) 307 (3.2) . 3422(8.8)
Total 29326(100.0) 9622 (100.0) 38948
Mean % SD 28.515+10.25 29.56+7.22 (100.0)
Type of place of residence
Urban 12100 (41.3) 4314 (44.8) 16414 (42.1) 38.059  0.000
Rural 17226 (58.7) 5307 (55.2) 22533 (57.9)
- 20326(1000) 9621 (1000) o
;{;b:gzl;‘;;‘:“m"“' 13N 3349(34.8) 14729 (37.8)  217.253  0.000
Priman 4602(15.7) 2132(22.2) 6734 (17.3)

Secondar 10601 (36.1) 3326 (34.6) 13927 (35.8)
i : 2744 (9.4) 814 (8.9) 3558 (9.1)

P 29327 9621 (100.0 A0S
Total (100.0) 2 (LEa) (100.0)
Wealth index 6040 (20.6) 1092(11.4) 7132(18.3)  575.023  0.000
Poorest 65 (]9'0) 1863 (19.4) 7428 (19.1)
Poorer 29 8‘1) 2171 (22.6) 7487(19.2)
Middle A Ly 2444 (25.4) 7992 (20.5)
Richer s 2051(13) 89100229
Richest 6859 (23 38949

20328 9621 (100.0) (100.0)
Toual (100.0)__
1-—-..

5()
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-

Maritil Status
Never in union

e 9062 (30.9) 264 (2.7)  9326(23.9) 3364.639  0.000
plaricd 18261 (62.3) 8782 (91.3) 27043 (69.4)
Ll’}fmg with partner 533 (1.8) 254 (2.6) 787 (2.0)
el 831 (2.8) 136 (14) 967 (2.5)
Divorced 319 (1.1) 105 (1.1) 424(1.1)
No longer living
together/separated 321 (1.1) 80 (0.8) 401 (1.0)
20512 38948
Total 2
: 000) 1D " (100.0)
Religion
Catholic 3506 (12.0) 810(8.5) 4316 (11.]) 141.046  0.000
Other Christian 10584 (36.3) 3337 (34.8) 13921 (35.9)
[slam 1477 (50.6) 5375 (56.1) 20149 (52.0)
Traditionalist 299 (1.0) 60 (0.6) 359 (0.9)
Other 8 (0.0) 1 (0.0) 9 (0.0)
29171 38754
Total 100l 9583 (100.0) (100.0)
Region -- 2(143) 171170
North Central 4102 (14.0) 1470 (15.3) 5572 (14.3) . 0.000
North East 4097 (14.0) 1670 (17.4) 5767 (14.8)
2 77 (30.5
North West 8890 (30.3) 2987 (31.0) 11877 (30.5)
South East 3660 (12.5) 817(8.5) 4477 (11.5)
1173 (12.2) 4942 (12.7)
South South 3769 (12.9) ( 6 e
South West 4810 (16-4) -t (li_) S —
e

— e - e —
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Association between i .

Taple 4.9 shows the association between place of delivery and the socio demographic
characteristics of mothers. The proportion of those who deliver at the maternity clinic was
highCSl in ages 30 — 34 years with 37.6%. whereas it was only 7% among the younger women
(13 ~ 19 years) and 9.0% among older women aged 45-49 years. [For the place of residence. the
proportion was higher in urban centers than in rural areas (26.3% vcrsus 23.6%).

Women with no education were the least likely to deliver at Maternity Clinic (22.7%) while

those with primary education had the highest proportion (31.7%) delivering at the clinie.

With regard to the wealth index. those that were richer had the highcest proportion delivering in
r maternity Clinic (30.6%), this was followed by the middle quintile (29:0%) and the lcast were
- those 1n the Poorest quintile (15.3%).

:'The table also showed that., marriecd women and women living with a partner had the highest
;n proportions of clinic deliveries, 32.5% and 32.3% respectively while the lowest was 2.8% among
| those that were never 1n a union.

' Mothers who practiced Christian religion have the highest rate of delivery in matermity clinics

,.(39.4° ). followed by those who practiced dslamic religion (26.7%). while the least was for

mothers with other religion with 11%.

| Furthermore. among the regions. those that’ are in the North East have the highest level of

| deliverv at ANC clinics (29.0%) anid-the least was South East with 18.2%.

1

|
I
|
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Table 4:9: Factors associated with place of delivery

!

Seuth Weg

4810 (76.2)
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Place of delivery 3
Home (%) Maternity Clinic Lyl : Pualue
factors (0/;)
Age in S-vear groups e
,',8,1,3 7272(93.0) 546 (7.0) 7819 (100.0) 2914367  0.000
20-2 4862 (72.0) 1895 (28.0) 6757 (100.0)
25-29 4624 (64.7) 2521 (35.5) 7145 (100.0)
30-34 3413 (62.4) 2054 (37.6) 5467 (100.0)
35-39 3182 (67.4) 1536 (32.6) 4718 (100.0)
40-44 2857 (78.9) 763 (21.1) 3620 (100.0)
45-49 3115(91.0) 307 (9.0) 3422 (100.0)
Type of place of residence
Urban 12100 (73.7) 4314 (26.3) 16414 (100.0) 38.059  0.000
Rural 17226 (76.4) 5307 (23.6) 22533 (100.0)
Highest educational level
No education 11380(77.3) 3349 (22.7) 14729 (100.0) 217.253  0.000
Prunary 4602 (68.3) 2132 (31.7) 6734 (100,0)
Secondary 10601 (76.1) 3326 (23.9) 13927 (100.0)
Higher 2744 (77.1) 814 (22.9) 3558 (100.0)
Wealth index
Poorest 6040 (84.7) 1092.(15.3) 7132 (100.0) 575.023  0.000
Poorer 5565 (74.9) 1863 (25:1) 7428 (100.0)
Middle 5316 (71.0) 2171 (29.0) 7487 (100.0)
Richer 5548 (69.4) 2444(30.6) 7992 (100.0)
Richest 6859 (77.0) 2051 (23.0) 8910(100.0)
1o T 264 (2.8) 9326 (100.0) 3364.639  0.000
Never 1n union 9062 (97.2) 7 (219 <y 270
Married 18261 (67.5) e ey ion o
Living with partner 2337617.7) %gg (?‘;’]) 967 E 100.0)
Widowed 831 (85.9) Cre  atmen)
Divorced 319.(75.2) 105 (24.8) - |
No longer living 371 (80.0) 80 (20.0) 401 (100.0)
together/separated
Religion 1147 (29.4) 18237 (100.0) 92281  0.000
Christianity 14090 (71.0) g;;; §26-7; 20149 (100.0)
Others 307 (89.2) g
R““"’”. ‘ 470 (26.4) 5572 (100.0) 171.170  0.000
North-Central 4102(73-0) = - 50 0) 5767 (100.0)
North, Fast 4097 (71.0) 00 061 11877 (100.0)
North West 2890 (74.9) 217 (18 2') 4477 (100.0)
South East 3660) (31.8) | 173( (23.7) 1942 (100.0)
South Seuih 3769 (70.3) 5l (2'3 o) 6315 (100,



1.10 Relationship betbveen ANC practices and delivery at the clinic

Table 4.10 shows the relationship between the details of ANC received and place of delivery. A
high proportion. ranging between 56% and 62%, of mothers who were attended by skilled
personnel such as doctors. nurse/midwives and CHEW during their antenatal care Vvisits returned

10 the clinics for delivery. A much lower proportion of mothers, about 30% - 40%b, who saw less

skilled staff such as TBAs. had their delivery at the clinics.

- With respect to the location where antenatal care was rcceived, all women who took antcnatal
‘care from Governiment FHospital and Government Health Centers delivered at maternity clinic

while those who took antenatal care from other public sector never delivered at matemity clinic.

imilarly. there was strong significant relationship between the number of ANC wisits and
elivery in maternity clinic. The rate of delivery in maternity clinic was zero for those who had
o ANC visit and highest (78.9%) for those with 1-3 visits. Furthermore, the proportion

elivering at maternity clinics increased with the timing of first antenatal clinic from the first

nimesters to the third trimester respectively (64.3%., 73:9%. 78.2%).
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‘Table 4:10: Relationship petween ANC practices and place of delivery

P il

-rd ‘
3 Trimester

PICTCIE M-

35
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1133(782)

Place of delivery B
Total X P.a
Home (%) Maternity Clinic i
. 0o
~ Person Seen for (%)
Antenatal Care
- Doctor 724 (39.8) 1096 (60.2) 182
| . 2 20 (100.0 0.000
l Nurs.e./Mldwlfe 1604 (34.4) 3054 (65.6) 4658 E]O0.0;
Auxiliary Nurse 299 (44.2) 377 (55.8) 676 (100.0)
CHE.\\." . 202 938.2) 327 (61.8) 529 (100.0)
Traditional Birth .
Attendant BRI 1035 (33.3) 3110 (100.0)
Other. persons 9(39.7) 6 (40.3) 14 (100.0)
Relative/Friends 2129 (58.3) 1525 (41.7) 3654 (100.0)
- Noone 1167 (63.2) 679 (36.8) 1845 (100.0)
Location ANC Received
Respondent’s Home 75 (92.7) 6 (7.3) 81 (100.0)
Other Home 343 (86.1) 55(13.9) 398 (100.0)
- Government Hospital 0 (0.0) 5765 (100.0) © 5765 (100.0)
| g:;fg‘me“‘ alEE 0 (0.0) 4044 (100.0)"-4044 (100.0)
r
Government Health Post 448 (96.6) 16 (3:4) 464 (100.0)
' Other Public Sector 4 (100.0) 0(0.0) 4 (100.0)
' Private Hospital Clinic ~ 2692(90.9) 269.(9.1) 2961 (100.0)
Other Private Medical 74 (93.0) 6(7.0)  79(100.0)
Others 11 982.6) 2(17.4) 14 (100.0)
Timing of 1> Antenatal
Check N\ 35 7 5320(64.3) 3610(100.0) 156,458  0.000
| Trimester N (7 F 6136 (73.9) 8298 (100.0)
p"e Tnmester 216~ (-6']) 1448 (100.0)



4.11 Multiple Logistic regregsions of place of der:
characteristics of mothers o delivery on selected socio demographic

Table 4.11 shows the output of '
the multiple logistic regression analysis with the socio

demographic variables fitted 1Into the
model, All the variab] '
€S were signifi

cant In the bivanate

The results showed that the leve] of place of delivery at Maternit
rni

. ~
age of mother (P<0.005), Region (P<0.005) 7 e Siknificantly veQepAuil?

Type of place of residence (P<0.005). Wealth Index

P<0.005), Mother’s | i :
( r's level ofeducation (P<0.005). Religion (P<0.005) and Current marita] status

(P<0.005).

| The result showed that mothers aged 20-24, 25-29 and 30 — 34 years \ vereapproximately three
| imes (O.R= 2.5, 95% C.1 = 2.23,2.81), (O.R = 2.7, 95% C.I - 2.37. 2.97) and (O.R= 2.7. 95%
Cl=2.36. 2.98) respectively as likely to deliver in matemity clinic as those mothers of agc
15-19 years while older women of ages 45 — 49 ycars are about forty percent (O.R - 0.4, 95%

C1=036.049) as likely as inothers of aged 15 — 19 years.

Also, mothers that are from rural area of residence are about 80 percent as likely to deliver in

maternity clinic as mothers from urban centres.

Delivery at Maternity Clinic also increased vsithMother’s highest level of Educalion. Mothers
With Primary education (OR= 1.79.¢195%,"C:l = 1.65. 1.94). Secondary education (®R= 2.06.
9%, C.1 = 1.88. 2.25). and Post secondary education (OR=1.75. 95%. C.I=1.54. 1.99) were

PProximate[v two times asalikely. to deliver at matemity clinic compared to Mothers with no

tucatiop,
A5 repards wealth lddex. fmothers with more wealth were more likely to dehver at maternity

enic than mothérs-that were poOrer. Deljvery at Matemity Clinic also varied with Mother's

Current marital staty€. Married (OR= 20.9. P<0.005). Living with Partner (OR=13.2. P<0.003).
e more likely to deliver at maternity clinic compared to the

Divorced (OR =11.6. P<0.005) wer . - .
practice [slamtc and Christian religion respectively are

“‘thers T\'@\ er In [Ini()n 1\10thers ‘Nho

t: » IlC
. i — that are catho
kel o deliver in maternity chinic as those

foot Are respective e hke
‘ast and North West @re Tespee ly more likely 1o

oy, N |
€\ : . o m North
er Mothers who are fro North Central region of the counny

Ilfb IS ’ . 8 3 ' ) )tllcrb in lll(?
: ; ter the birth of their ¢hild than me

|
|
r = F
I “0)
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Age

(13-19) ref

20-24

25-29

30-34

35-39

40-44

435-49

Tvpe of residence
Ref: urban

Rural

Level of Education
Ref: No Education
Primary

Secondan

Higher

Wealth Index

Ref: Poorest

Poorer
Middle

Richer
Richest

Current Marital
Status

Ref: Never in Union
Married

Living with partner
Widowed

! Divorced |

918
976
976
684
.093
~.879

582
720
561

718
1.122
1.185

686

3.04]
2.583
2.254

2451 |

036

041
045
065

.045
.049
.056
0065

070
104
120
137
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1305.174

249.301
286.601
266.715
123.505

1.889
119.101

34.358
290.699

197.352
251.562
75.427

715.151

251.832
514.713
450.108
111.520

1977.541

1888.114
618.688
354.010

319,683

—t et et b

.000

.000
.000
.000
.000
169
.000

000
000

.000
.000
000

.000

000
.000
000
.000

.000

000
000)
000)
0H00

2.504
2.654
2.653
1.982
1.097

415

811

1.790
2.055
1.752

2.051
3.071
3.270
1.986

20.917
13.233
0.827
1 1.601

95% C.L. for
EXP(B)

L.ower l.inncr

156

1.650
1.880
1.544

1.877
2.787
2.931
1.749

18.236
10.796
7.331%
N NOS

870

1.941]
2.246
1.989

2.241]
3.384
3.648
2.256

25.099]

I(\Z’I\)
12 040
15.17%




B SE. | Wald | pf | sig. | ExpB) | 95%
C.I. for

Religion Lower | Upper
Ref: Catholic 44314 4| .000
I(th:: Christian izz .8§§ 24.480 I .000] 1.290| 1.166| 1.428
TS '020 : 40.266 1] .000( 1.442| 1.288( 1.614

: 159 016 1| .899| 1.020 7481 1.393
Other -.578 963 3591 1| .549 561 0851 3.708
Region
Ref: North Central 227.506 >| .000
North East 417 051 67.245| 1| .000 1.518(  1.374| 1.677
North West 158 046 11.879 1| .001 1.171] 1.071| 1.281
South East -.328 060| 29.993 1] .000 720 640  .810
South South -.012 .056 .049 1| .826 988 886 1.102
South West -.337 0S1| 43.931 1| .000 714 646| 789
Constant -5.685 110 2662.039 1}..000 .003
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412 Reason mother didn't deliver «¢ health facility:

The table 4.12 shows the frequencies of the reason why mothers didn't deliver at a health
aeility. The most frequent reason was ‘No time because sudden delivery” which presumably had

(o do With the sudden onset of labour, with a relative frequency of 32.5%.

The next two most frequent reasons are ‘Not necssary’ (28.6%) and *Too far/ no transport

(12.9%). other fairly frequent reasons are ‘Cost too much’ (7.8%), ‘Not customary” (7.7%) and

‘Husband /family didn’t allow’ (6.7%).

Each of these six reasons were analyzed further to identify the socio demographic characteristics

- of the women offering them.

' Table 4.12: Reason didn't deliver at health facility:

Frequency Percent
. No time because suddenly delivery 43878 32.5
Not necessary 4292 28.6
Too far/no transport 1933 12.9
7.8
Cost too much 1165
1159 7.7
. Not customary
1002 6.7
Husband/family didn't allow
288 1.9
Facility not open
- 180 1.2
Don't trust facility/poer Service
: 68 0.4
No female prowider
28 0.
E Attitude of healthvpersonnel
r‘ 27 0.2
Othe
: : *15018 100.0
Total

; "Multip/e Respanses

l

2%
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413 Associations between the Reasons for not deljv

. eri : 3 . -
Characteristics ing in Clinic and Socio Demographic

Table 4.13 shows the association between the reason ("cost too much”) for not delivering at

Maternity clinic and socio demographic characteristics of mothers. Among the ages of mothers,
the proportion for not delivering at the matemity clinic because the cost was too much was
highest among mothers aged 30 — 34 years (4.3%) and mothers 25-29 years old (3.9%) while the
least are younger women ages 15 — 19 years (1.1%). Mothers from South- South have lighest
proportion of reason (cost too much) for not delivering at maternity clinic (5.8%) followed by
North East (4.9%) while the least is South East with 1.4%. In the highest level of education of
mothers. the reason for not delivering at maternity clinic as a result of cost was very low among

higher level of education with 0.1% while it is highest among primary level of education (4.5%).

. There is a significant difference in the proportion of mothers that did not deliver at maternity

| clinic in Rural and urban (P<0.05) for reasons of cost. Also, for the mothers marital status, those

that were living with partners have the highest proportion of not delivering at maternity Clinic

. . A
(89%) while the least are those that were never in_union (0.6%). Furthermore. those who

practice other religion have highest level (22 .2%) notdelivering in matemity clinic as a result of

. | .
cost while the least were those that are catholic(2.4%).

O()
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| " Table 4.13: Cross tabulation of ggcjo

de : .
mographic characteristics for a reason cost too

logether/separated

0l
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- much
| 1 tharﬂfteriStics Reas()ns. Cost too
- G much ' 2
k. NO \:es rOtaI \ P#—nlnﬂ
Age in S-year groups
;%;2 2235 (98.9)  85(1.1)  7820(100.0) 214.051  0.000
‘ >4(96.9)  233(3.4) 6757 (100.0)
35'%3 °863(96.1)  282(3.9) 7145 (100.0)
30- 0234(95.7)  233(43) 5467 (100.0)
3539 4525(95.9)  193(4.1) 4718 (100.0)
et 3522(973)  98(2.7) 3620 (100.0)
45- 49 3380 (98.8) 41 (1.2) 3421 (100.0)
Region
North Central 5390 (96.7) 182 (3.3) 5572 (100.0) 320411 0.000
North East 5484 (95.1)  282(4.9)  5766(100.0)
North West 11613 (97.8) 264 (2.2) 11877 (100.0)
South East 4415 (98.6) 61 (1.4) 4476 (100.0)
South South 4657 (94.2) 285 (5.8) 4942 (100.0)
South West 6223 (98.5) 92 (1.5) 6315 (100.0)
Highest Level of
Education
No education 14109 (95.8) 620 (4.2) 14729(100.0) 306.736 0.000
Primary 6432 (95.5) 302 (4.5) 6734 (100.0)
Secondar} 13686 (98.3) 241 (1.7) 13927 (100.0)
Higher 3555 (99.9) 3(0.1) © 3558(100.0)
Type of Place of Residence
Weban 16179 (98.6)~~. 235 (1.4) 16414 (100.0)  237.77] 0.000
Rural 21604 (95.9) 930 (4.1) 22534(100.0)
i index 6764 (04.8)  368(5.2)  7132(100.0)  353.365 0.000
Poorest ’ 330 (4.4) 7428 (100.0)
Poorer 7098 (95.0) | 7486 (100.0
Midd 774 (96.7) 24530 bt
.R_1 le 2939(98.1) 154 (1.9)  7992(100.0)
icher . 69 (0.8)  8910(100.0)
RlChe_‘il 8841 (99")
Current marital status 571 (99.4) 54 (0.6)  9325(100.0) 329.632 0.000
Never in union 9271 96 '3 996 (3.7) 27043 (100.0)
Married 26047 (96.3) 786 (100.0
v 716 (91.1)  70(89) Kt
Living with partnief 9 ’7) 22 (2.3) 967 (100.0)
Widowed 049 : 977-9) 9(2.1)  424(100.0)
l?i\orced e | 5 (3.7) 402 (100.0)
No{ohiger living 387 (96.3) 13 (5.



Religion

Catholic 4214 (97.6) ] ‘
. . 02 (2.4) 4316 (100.0
;)lther Christian 13463 (96.7) 458 (3.3) 13921 E]O0.0; . o
S ag? N, 19578 (97.2) 571 (2.8) 20149 (100.0)
Traditionalist 338 (94.2) 21 (5.8) 359 (100.0)
Other 7(77.8) 2(22.2) 9 (100.0)

Table 4.14 below shows the association between the reason (too-far/no transport) for not
delivering at Matemnity clinic and socio demographic characteristics of mothers. For the age of
mothers. the proportion for not delivering at the maternity clinic because of distance or no
transport was highest among mothers aged 30 — 34 year.(7.1%), 25-29 years (6.3%) while the
least are among older women aged 45 — 49 years(1.5%). Among the regions, mothers from
North East have highest proportion of reason (too far/no_ transport) for not delivering at matemity

clinic (10.3%). 6.1% in North West while the least is South East with 1.6%.

With regards to highest level of education of mothers, the reason for not delivering at matemity
clinic 4s a result transport of distance significantly decreases as the level of education increases.
Also as the wealth index inéreasesithe proportion of women not delivering at the clinic for

reasons of distance and Jack of transport reduces drastically (P<0.05). Similarly. a higher

proportion of rural than.urban residents did not deliver at the clinic for this reason. there is a
significant differefice/in (he proportion of mothers that did not deliver at matemity clinic in Rural

and urban (P<0.05).

Considering.mothers marital status. those that were married have the highest proportion ot not

delivering at matemit)y Clinic (6.8%) while the least are those that were never in union (0.3%)

Furthéanore. those who practice other religion have highest level (20.0%) not delivening

matemity clinic as a result of distancc or no transport while the least were those that arc catholie

(2.0%).

0O
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4:14: Cross tabulati : .
ly T Socio-demographic characteristics for a reason too far/ no

T — — i m— e — -

transport
Characteristics too far/ no transport Total R e
‘Age in S-year groups ~o Xes
5843 7628(97.5)  192(2.5) 7820 (100.0) 290.740 0.000
* o 6360 (94.1)  397(5.9) 6757 (100.0)
O 6695(93.7)  450(6.3) 7145 (100.0)
e 5079 (92.9)  388(7.1) 5467 (100.0)
e 4440 (94.1) 278 (5.9) 4718 (100.0)
iy 3445 (95.1) 176 (4.9) 3621 (100.0)
‘;5' 49 3370 (98.5)  52(1.5) 3422 (100.0)

egion
North Central 5332(95.7) 241(4.3) 5573 (100.0) 614.514 0.000
North East 5172 (89.7) 594 (10.3) 5766 (100.0)
North West 11157 (93.9)  720(6.1) 11877 (100.0)
South East 4405(98.4) 71 (1.6) 4476 (100.0)
South South 4791 (96.9) 151 (3.1)  4942(100.0)
South West 6159 (97.5)  155(2.5)  6314.(100.0)
Highest Level of Education
No education 13282(90.2) 1446 (9.8)~ 14728 (100.0) 1296.289 0.000
Primary 6443 (95.7) 291 (+3) - 6734 (100.0)
Secondary 13740(98.7) 187 (1.3) . 13927 (100.0)
Higher 3550 (99.7) 0(0.3)> 3559(100.0)
Type of Residence
Urban 16201 (98.7) 213.(1.3) 16414(100.0) 808.079 0.000
Rural 20814 (92.4), 1720 (7.6) 22534 (100.0)
;t)g‘:ltsf e 6129+85.9) 1002 (14.1) 7131 (100.0) 0.000
Poorer 6917 (9371) 511(6.9) 7428 (100.0)
Middl 7233.(96.6) 253(3.4) 7486(100.0)
Rl-'chef 7881 (98.6) 111 (1.4)  7992(100.0)
Richest i 8855(99.4)  55(0.6) 8910(100.0)
;:\rg ‘.'),—:lfm?:)‘;nm < 0295(99.7)  31(0.3) 79322 (100.0) 648.528 0.000
Married 25213 (93.2) 1829(6.8) 27042(100.0)
Living with partnét 747 (94.9) 40 (5.1) 787 (100.0)

A 955 (98.8) 12(1.2)  967(100.0)
Widowed - 11(2.6 424 (100.0)
Djvorced (97.4) ) |
INo'longer hiving 10(2.5) 402 (100.0)

392 (97.5)
together/separated |

(H3
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Religion

Catholic 4230(98.0)  86(2.0) 4316 (100.0) 419.377

Other Christian 13533(97.2) 389 (2.8) 13922 EIOOZO; | -
Islam 18742(93.0) 1408 (7.0) 20150 (100.0)

Traditionalist 324 (90.0) 36 (10.0) 360 (100.0)

Other 3 (80.0) 2 (20.0) 10 (100.0)

Table 4.15 shOows the association between the reason (husband family didn't allow) for not
delivering at Maternity clinic and socio demographic characteristics of mothers. Among the ages
of mothers, the proportion for not delivering at the maternity clinic because the husband family
didn't allow was highest among mother's ages 25-29 year (3.9%)." According to the region,
mothers from North West have highest proportion of reason (husband. [amily didn’t allow) [or
not delivering at matemity clinic (5.4%). followed by 3.1% of the North East have reason for
not delivering at matemity clinic while the least is South with 0.3%. In the highest level of
education of niothers and the wealth index . the reason for not delivering at maternity clinic as a

result of husband’s family not allowing decreases as the level of education and wealth index

increases (P<0.03). There is no significant difference in the proportion of mothers that did not

deliver at maternity clinic in Rural and urban (P>0.05). Also, among the mothers marital status.

| o : N ;
those that were married have the highestiproportion of not delivering at matemnity Clinic (3.6%)
while the least are those that weré never in union (0.1%). Furthermore, those who practice
l . , -
delivering in maternity clinic as a result of

Islamic religion have highest level (4.4%) not

husband family not allowing while the least were those practicing other religion (0%0).
s \

{14l
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.: Table 4:15: Cross tabulation of 5o ¢jo.-

didn’t allow

demographjc characteristics- reason Husband family

Characteristics Husband family didn’t Total x? P
a"O\V 5 value

= No Yes
Age in S-year groups

15- |
78§3 AR 86 (1.1) 7820 (100.0) 198.500 0.000
Y 6504 (96.3)  253(3.7) 6757 (100.0)
s 6867 (96.1) 277 (3.9) 7144 (100.0)

5‘39 5300 (96.9) 167 (3.1) 5467 (100.0)
3'4 4600 (97.5) 118 (2.5) 4718(100.0)
40-4 3553 (98.1) 67 (1.9) 3620 (100.0)
43-49 3387 (99.0) 35(1.0) 3422 (100.0)
Region
North Central 5531 (99.3) 41 (0.7) 5572 (100.0) 655.666 0.004
North East 5588 (96.9) 178 (3.1) 5766 (100:0)
North West 11238 (94.6) 639 (5.4) 11877(100.0)
South East 4460 (99.6) 17 (0.4) 4477 (100.0)
South South 4926 (99.7) 16 (0.3) 4942 (100.0)
South West 6203 (98.2) 112 (1.8) 6315 (100.0)

Highest Level of Education
No education 13923 (94.5)  805(5.5) 14728 (100.0) 821.682 0.000
Primany 6620 (98.3) 114 (1.7) 6734 (100.0)
Secondary 13849 (99.4) 78 (0.6) 13927 (100.0)
Higher 3554 (99.9) 5(0.1) 3559(100.0)
Tv f Resid
. 16263(99.1) © 151(0.9) 16414 (100.0) 309.167 0.365
Rural 21683 (96.2) 851 (3.8) 22534 (100.0)
W -
 wooriai 6704 (94.0)  428(6.0) 7132(1000) 678.889  0.000
i 7110(95.7)  318(4.3) 7428 (100.0)

e 7348(98.2)  138(1.8) 7486 (100.0)
f}?lcdhdle 7913 (99.0) 79 (1.0) 7992 (100.0)

1cner

39 (0.4) 8910 (100.0

Richest Vs 8871 (99.6) (0.4) )
Currently maggtiNgrTees 9319 (99.9) 6(0.1) 9325(100.0) 376277  0.000
IP?;\ or ldn IN'| 26071 (96.4) 972 (3.6) 27043 (100.0)

arrie , 787 (100.0)

e . 778 (98.9) 9(1.1)
Living w(;th i 962 (99.5) 5(0.5) 967 (100.0)
I\;iidcfr\v:;d 415 (97.9) 9(2.1) 424 (100.0)
Nig Jenger living 400 (99.5) 2(0.5  402(160.0)

togéther/separated
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Religlon

Catholic 4299 (99.6) 4

Other Christian 13844 (99 .4) ;g E86; I%Q 2 1100.0) 580361 0.000
~ Islam . 19261 (95.6) 889 (4.4) 70136 (]88.8)

deilionahSt 347 (967) <~ : )
g et (100.0) 0(0.0) 10 (100.0)

Table 4.16 shows the association between the reason (not nccessary) for not delivering at
- Matemity clinic and socio demographic characteristics of mothers. Among.the ages of mothers,
- the proportion for not delivering at the maternity clinic because it was not necessary was highest
anong mother’s ages 25 - 29 year (15.7%). This is followed by ages 30-34 years (14.5%) and the
kast were older women ages 45 — 49 years (6.1%). Among the region, mothers {rom North West
- have highest proportion of reason (not necessary) for not delivering at maternity clinic (23.6%),
s 1s followed by North East (9.7%) while the leastis South East with 1.3%. among the highest

evel of education of mothers and the Wealth.Index, the reason for not delivering at maternity

dinic for a reason not necessary increases as the education and the wealth index increases

P<0.05). There is a significant difference in-the proportion of mothers that did not deitver at

maemity clinic in Rural and urban (P<0.05). Also. among the .
maternity Clinic (13.1%) while the

mothers marital status. those that

"re married have the highestproportion of not delivering at .
). Furthermore, those who practice other religon

. : .
25! are those that were néver=in union (0.5% |
q result of not necessary W hile

v highest level (2040%) not delivering in matemnity clinic as

U Jeast were thosé that are catholic (3.7%).

l AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Table 4:16: Cross tabulation of socio-demo

graphic characteristics for a reason Not

Necessary
Characteristics : T
ar Not Necessar Total \’ p.
value

e No Yes

Age In d>-year groups

15-19

4o D009 319(4.1) 7819(100.0) 745716 0.000
20-2 0918 (87.6) 839 (12.4) 6757 (100.0

£9529 6021 (84.3 ( )

e 21(52.3) 1123 (15.7) 7144 (100.0)

-3 4675 (85.5) 792 14.5) 5467 (100.0)

33-39 4076 (86.4) 642 (13.6) 4718 (100.0)

itk 3252(89.8) 368 (10.2) 3620 (100.0)

13- 49 3214 (93.9) 208 (6.1) 3422 (100.0)

Region

North Central 5089 (91.3) 483 (8.7) 5572 (100.0) 3068.883 0.000
North East 5205 (90.3) 561 (9.7) 5766 (100.0)

North West 9072 (76.4) 2804 (23.6) 11876 (100.0)

South East 4418 (98.7) 58 (1.3) 4476 (100.0)

South South 4711 (95.3) 232 (4.7) 4943 (100.0)

South West 6161 (97.6) 154 (2.4) 6315(100.0)

Highest Level of Education

No education 11614 (78.9) 311521:1) 14729 (100.0) 2740.642 0.000
Primary 6070 (90.1) 064 (9.9) 6734 (100.0)

Secondary 13436 (96.5) 491 (3.5) 13927 (100.0)

Higher 3536 (99.4) 22 (0.6) 3558 (100.0)

Tvpe of Place of Residence

Urban 15651 (95.4) 763 (4.6) 16414 (100.0) 1173.902 0.000
Rural 19005 (84.3) 3528 (15.7) 22533 (100.0)

\\.’ .

. e T 5500°(78.4) 1542(21.6) 7132(100.0) 2172.801 0.000
g st 1353 (18.2) 7428 (100.0)
Poorer 6075 (81.8)
Middle 674%(90.1) 742 (9.9) 7486 (100.0)
e 482 (6.0) 7992 (100.0)
Richer 7510 (94.0) ot B 8005 Dioes
Richest 8737(98.1) 2plt )

Marital Status
g‘e‘\”"’_" h}:” g 9279 (99.5) 46 (0.5) 9325(100.0) 1600.771 0.000
er 1n unign 12955 (84.9) 4088 (15.1) 27043 (100.0)

i.i\ ing \\(;th partner B (95.8) M@ 967 (100.0

Vidowe = | 50(11.8) 424 (100.0
Divorced 374 (88.2) ( : ( )

Nolonger living 15(3.7) 401 (100.0)

386 (96.3)
together/separated

n7
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| Religion

Catholic 4155 (96.3)
- Other Christian 13375 96.1) 547 8;) 4316(100.0) 1795462 0.000
-~ Traditionalist 316 (88.0) 45(17-0) -O;;ISE‘((;0.0)
2. 100.0
e 5(80.0) 2200 10(100.o§

Table 4.17 shows the association between the reason (not customary) for not delivering at
Maternity chinic and socio demographic characteristics of mothers. Among thc ages of mnothers,
the proportion for not delivering at the maternity clinic because it was not customary was highest
anong mother’s ages 30-34 year (4.3%). This is followed by ages 25-29 years (4.2%) and the

least were yotnger women ages 15-19 years (1.2%). Among the region, mothers from North

West have the highest proportion for not delivering at matemity clinic for this reason (7.6%), this
Is followed by North East (2.2%) while the least is‘South East with 0.2%. For the highest level of

education of mothers and the Wealth Index, the proportion not delivering at matermty clinic for

this reason decreases as the education.and. the wealth index increases (P<0.05). There is a

siemficant difference in the proportion of mothers that did not deliver at maternity clinic in Rural

ad urban (P<0.05). Also, amongsthe mothers marital status. those that werc married have the

highest proportion of not delivering at matermnity Clinic (4.1%) while the least are those that were

Bever in union (0.1%)./Furthermore, those who practice Islamic religion have highest level
L 0 ). ’
of not customary while the Jeast were those

53%) not delis ering in maternity clinic as a st

that are other religion {0%).

Hs
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 Table 4:17: Cross tabulation of socjo-dem

Ographic characteristics for a reason Not Customary

—— . .
hqracteristics Not ,
Cha Customary Total xZ P
e No Yes
Age in D-year groups
] Ve
15-19 724 (98.8) 96 (1.2) 7820 (100.0) 195.105 0.000
20-24 6534 (96.7) 223(3.3) 6757 (100.0)
3
e gf‘;ﬁ (95.8)  299(4.2) 7145 (100.0)
gtyi() 233 (95.7) 234 (4.3) 5467 (100.0)
35-; 4548 (96.4) 170 (3.6) 4718 (100.0)
40-44 3529 (97.5) 92(2.5) 3621 (100.0)
45- 49 3376 (98.7) 45 (1.3) 3421 (100.0)
Region
North Central 5541 (99.4) 32(0.6) 5573 (100.0) 1305.256 0.000
North East 5637 (97.8) 129 (2.2) 5766 (100.0)
North West 10975 (92.4) 901 (7.6) 11876 (100.0)
South East 4466 (99.8) 10(0.2) 4476 (100.0)
South South 4916 (99.5) 26 (0.5) 4942 (100.0)
South West 6254 (99.0) 61 (1.0) 6315(100.0)
Highest Level of Education
W cducation 13755 (93.4) 973 (6.6) 14728 (100.0) 1105.285 0.000
Primany 6626 (98.4) 108 (1.6). 6734 (100.0)
Secondan 13854 (99.95) 73 (0.5) 13927 (100.0)
Higher 3553 (99.9) 5(0.1).73558 (100.0)
Tvpe of Place of Residence
Urban 16242 (99.0) 172 (1.0) 16414 (100.0) 365.209 0.000
Rural 21547 (95.6) 987 (4.4) 22534 (100.0)
Wealth Index
Poorest 6603 (92.6) 529(74) 7132(100.0) 909.808 0.000
p 2063195.1) 365 (4.9) 7428(100.0)
oorer \
. 98 1 139 (1.9) 7486 (100.0)
Middle 7347 (98.1)
. 9.0 76 (1.0) 7992 (100.0)
Richer 16990 0.6) 8910(100.0)
Richest 8860 (99-4) (© |
Surrent Marital Status e 7¢0.1) 9326 (100.0) 437.386 0.000
Never in union 9319 (595 1121 (4.1) 27043 (100.0)
Mam'ed 25922 (?)gg) .|-| (1.4) 787 (100.0)
Lmng with partner 776 (95.0) 5(0.5) 967 (100.0)
Widowed 962 (99.5) 424 (100.0)
idowe 15(3.5) 42400
409 (96.5)
Dl\Orced
\[0] D . ] (0.2) 402('00-0)
NOlonger living 401 (99.8) N -

gether/separated -

e
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Religion
Catholic
Other Christian

[slam
Traditionalist

Other

4305 (99.8)

10 (0.2) 4315 (.

00.0) 796.038

13858 (99.5) 63 (0.5) 13921 (100.0)
19082 (94.7) 1067 (5.3) 20149 (100.0)
347 (96.4) 13 (3.6) 360 (100.0)
10 (100.0) 0 (0.0) 10 (100.0)

0.000

M)
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l Taple 4.18: shows the association between the reason (sudden delivery) for not delivering at
Matemity clinic and socio demographic characteristics of mothers. For the ages of mothers, the
proportion not delivering at the matemity clinic because of sudden delivery was highest among
mother's ages 25 - 29 year (17.9%). This is followed by ages 30-34 years (17.5%) and the least
were younger women ages 15 — 19 years (5.0%). Among the regions, mothers from North East
have highest proportion of reason (sudden delivery) for not delivering at maternity clinic
(25.6%). this is followed by North West (17.3%) while the least is South East with 3.3%. For the
highest level of education of mothers and the Wealth Index, proportion not delivering at
matemity clinic for this reason increases as the education and the wealth index increases
(P<0.05). There is also a significant difference in the proportion of mothers that did not deliver at
maternity clinic in Rural and urban (P<0.05). Among the mothers marital status, those that were
married have the highest proportion of not delivering at maternity Clinic (17.0%) while the least
are those that were never in union (0.7%). Furthermore. those who practice Islamic religion have
highest Jevel (18.7%) not delivering in matemity clinic as a result of sudden delivery while the

least were those that are catholic and other Christians (3.7%) respectively.
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raple 4:18: Cross tabulation of socio

_de . ..
mographic characteristics No time because sudden
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Char:‘Ctensucs o d be(.:ausc sudden Total \ﬁf Pmluc
dcll\’cry
- No Yes
- Agein -year groups
1519 7427(95.0)  392(5.0) 7819 (100.0) 979.049 0.000
20-24 S719(84.6) 1038 (15.4) 6757 (100.0)
25-29 S804 (82.1)  1281(17.9) 7145 (100.0)
30-34 4508 (82.5)  959(17.5) 5467 (100.0)
- 35-39 4043 (85.7) 676 (14.3) 4719 (100.0)
40-44 3261 (90.1) 359 (9.9) 3620 (100.0)
43- 49 3249 (94.9) 173 (5.1) 3422 (100.0)
Region
North Central 4863 (87.3) 709 (12.7) 5572 (100.0) 2180.654 0.000
North East 4292 (74.4) 1474 (25.6) 5766 (100:0)
North West 9820 (82.7) 2057 (17.3) 11877 (100.0)
South East 4330 (96.7) 146 (3.3) 4476 (100.0)
South South 4698 (95.0) 245 (5.0) 4943 (100.0)
South \Vest 6067 (96.1) 247 (3.9) 6314 (100.0)
Highest Level of Education
B cdication 11611 (78.8) 3118(21.2) 14729 (100.0) 1984.722 0.000
Primary 5827 (86.5) 907 (13.5) 6734 (100.0)
Secondary 13134 (94.3) 793 (5.7) 13927 (100.0)
ngher ) 34()8(()83) 60(]7) 3558(1000)
| P"e s ceiiicescong ; 1255 (7.6) 16414 (100.0) 616.292 0.000
rban 15159(92.4) - -
Rura 18011-(83.9) 3623 (16.1) 22534 (100.0)
- Wealth X
e Inde $716480.1) 1416 (19.9) 7135(}88.8)) 1465.873 0.000
Poorer 6010 (80.9) 1418 (17) 7j§6(100.0)
- Middle 6422(85.8) 1064 (142 7H0 0
" Richer 7307 (91.4) 11 (8'3?) 8910 (100.0)
- Richest 8615 (96.7) 295 (3.5)
. ("urrem Marital Status 65 (0.7) 9326 (100.0) 1755.126 0.000
| Never in ynion 9261(99.3) " 17 .0) 27043 (100.0)
Married 22446 (83.0) 4277 00" " 87 (100.0)
Lif,’i"g“ilh partner 71 (P05) 48 (5.0) 967 (100.0)
Widoweg 919 (95.0) 64 (15.1) 424 (100.0)
7 Ny 28 (7.0) <01 1100
ger |iving 373 (93.0)
‘Oether/separated .



Religion
Catholic

Other Christian
[slam
Traditionalist
Other

Ig?ggms) 248 (5.7) 4316 (100.0) 1488.569
(94.3)  788(5.7) 13921 (100.0)

16373 (81.3) 3776 (18.7) 20149 (100.0)
311(86.4)  49(13.6)  360(100.0)
9 (90.0) 1 (10.0) 10 (100.0)
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CHAPTER FIVE

DISCUSSION RECOMMENDATION AND CONCLUSION

This chapter summaries the study and discusses the findings and conclusions. It also discusses the

policy implications of the study and made recommendations. Finally, the weaknesses in this study

were discussed and suggestions for areas of further research were made.

The main objective of this study is to describe the level ol antenatal carc utilization and the

prevalence ot home delivery among pregnant women in Nigerta and the associated lactors.

Level of Antenatal Care Utilization

The level of utilization of antenatal care was average among mothers in the study. About 35%
had no visit, which means that only 65% utilized the Antenatal Clinic. The antenatal care policy
in Nigeria follows the necwest WH® approach to promote safe pregnancies. recommending at
least four ANC visits for women without.complications. This is to enhance early detection of
problems during pregnancy and allow more timely treatment and referrals in the case of

complications.

Considering the factors .that influence ANC utilization ,such as the socio demography
characteristics. the findings.illustrate that older mothers ( 25 — 39 years) ut*-ilize antenatal care
much more than the teenage mothers (15 -19) and the prevalence of home delivery was higher

: ' 65% ‘ere
among younger Women with 93.0%. compared with around o on average among older

Yomen.

Mothers with higher education, rich mothers. mothers who practiced Islamic region miade more

ANC.Sisits. compared to illiterate mothers,
and South West made the highest ANC visits compared 1o

poor mothers. who made lesser ANC visits. For

region. mothers from the South E:ast
other region.
ake more ANC visits dehver more ot the maternin

‘ ' | ors who m
There is evidence that most mothers i

Cuicite deliver more at home
clinic while mothers with lesser ANC visits dell
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e e

. et g (20]2)‘ the proponion of those [hat delivered In matemlt)

Prevalence of Home Delivery

revalence of ho ; . :
The P me dehvery was hlghel‘ dmong non-educated mothers (77’30/0)‘ among the

t category of m '
poores gory others (84.7%), compared to highly educated mothers (22.9%). richest

egory of mothers (77.0%
category (77.0%) Aiso, among those that deliver at maternity clinic, most of them

ere the richer wo ' '
were men .Married mothers had the highest prevalence rate of delivering at both

and matemi N1 '
home ity clinic with (67.5% and 32.5%) respectively than other categories of mothers.

The Prevalence of both home deljv e AL . .
delivery and maternity clinic delivery was highest in North West

while the least for both is from South Fast respectively,

The findings showed that among those that delivered at home. a high proportion were younger
women While among those that delivered at maternity clinic, most of them werc aged 25-29

years. The mean age of those that delivered at home was 2% 5 years compared to those that

delivered at maternity clinic of 29.6years.

The findings was similar to Chandhiok et al (2006) who studied on the Determinants of antenatal
care utilization in rural areas of India : A cross-sectional study from 28 districts. The authors

identified that all the socio demographic has a positively influenced home delivery.

The above finding was also simi lar to Ononokpono and Odimegwu (2014) who also used NDHS

2008 to investisate the determinants Maternal Health Care Utilization in Nigeria.

In general. the overall prevalence of home delivery is quite high with about 75 percent in

Nigeria as at the last survey.. This finding is similar to that which was Chandiok et al (2006)

3 . nant women in a developi ountry (India). stati |
which was carried70ut among preg ! developing country (India). stating that

women decided'to deliver at home than in maternity clinic. Also. in Uganda. according to Anvat

chinic in the main district of

Ugandawas 58%
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. - 1 h) . .
Proportion Of Mother’s Delivering A¢ Maternity Clinic

The study findings identified that he level of delivery

| ) | In maternity clinic in Nigeria as still low
(about 25%) at the time ofthe Survey compared to thos

e that deliver at the home or other places.

This is an implication that higher number of mothers delivered

] at home due to different reasons
whicl were stated.

The proportion of delivery at the maternity clinic varies with different socio demographic
characteristics. Lhe findings shows that Age, Type of place of residence. region. and level of
education. wealth index. current marital status and religion of mothers have a relationship with
delivering at maternity clinic. The findings is similar to Onah et-al (2006) who studied on the
Factors associated with the use of maternity services in Enugu, southeastern Nigeria. The authors

identified that all the socio demographic has a positively intluence to deliver at maternity clinic

The study findings show that there were six.major reasons why mother deliver at home ( such
& no time to reach the clinic so results of sudden delivery . (time of onset of labour. some
Mothers felt it was not necessary to.deliver at the matemnity clinic, health facility was too far or

10 means of transportation.. < got. to the clinic and the health facility was not open. cost of care

100 much. not custornary to_deliver in the matemity clinic .and for married mothers, husband

Gid not allow delivering in.the maternity clinic).

The ﬁndings shows” that women with no education. rural resident. poorest women. are much

Mmere aﬂ’ected bv the above stated reasons, and women tend to prefer to deliver at home
)

: | | f womet
“mparedto women with higher education, urban resident. richer category ol women
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Factors affecting the attendance of Antenatal clinic

antennal care policy ; loer
The policy in Nigeria follows the newest WHO approach to promote safe

regnancies, recommendin 'S
preg ) g at least four ANC visits for women without complications. In

al, all the mothers’ soc; .
g > S0¢10 demographic characteristics (Age, place of residence, region, level

tion. we | |
of education, wealth index, marital status and Religion) have an influence on the usage of

tenatal care .Older M : . |
A others who are More experience tends to reduce their visits. either

considering 1 10 4 visits or greater than 4 visits while younger women tend to visit ANC clinic

mote , however teenage mother reduce their ANC visits. Mothers in the rural areas visits 1-4

visit to the maternity clinics more than they do afier the first 4 visits while there this have an
Inverse association with the reduction of visits of mothers in the urban centers in the first 4 visits

who usually have access to greater than 4 antenatal visits. Motheérs who are poorest visits less

compared to other category of mothers.

LIMITATION OF THE STUDY

One of the limitations of the study was that data source being secondary; there was no
opportunity to ask additional questions 10 clarify some issues. For example there was no further

probing questions as relating to the mothers that declared that delivering at health facility was

ol necessary.

RECOMMENDATIONS AND CONCLUSION

Govemment and Non-Governmental agencies should attac
t antenatal clinic. There is also a need tor Ministry of Health to

hed incentives to the programs that

will attach mothers to deliver a

N . _rino at homes and health facilities for effective service
Create a program, that will integrat€ delivering

In ordefito reduce maternal mortality and infant mortality.

: ~nt infduence in the utilizatton of antenatal care,
e an lmportdn( C

EdUCaliOn was found to bhav . :
ity for women in the rural arcas will be necessary . 1y

tmpl‘OVﬁ‘mem in the cducat:onal OPPO“U“

4 there 18 need to tocus on attracting women with hetle
/18,

.t just
15 however, a Jong term investment Jts

17
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or O education to be taking part in early antepatal care and visits in order to detect early
complications and other early pregnancy risk.

Strategies to raise utilization in Nigena as a developing country requires more money for
Antenatal care and reforms to management, regulatory, and political mechanisims such that

Providers give strong incentives to mothers in order to encourage attendance to antenatal clinic.

However there is a need for enhancing community awareness about the importance of registering
early for antenatal care, which will enhance educating women about. early detection of
complications during pregnancy and promptly seeking care, and the importance of giving birth
in a matemity clinic which will in the long run reduce both neonatal and maternal morbidity and
mortality. This is a need of agency to create awareness and sensitization among younger women.

That a very low proportion of younger mothers delivered at antenatal clinic, which is of great

risk 1o their health and they stand the risk of maternal mortality.

18
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