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ABSTRACT 

Antenatal care coverage is indicator of access a11d t1se of l1ealtl1 care during pregnancy. In 
de,1eloping country especially in Nigeria, there is still a lo,;v proportion on the accessibility and 
utilizatio11 of tl1e syste111. . 

The study seeks to i11vestigate tl1e level of antenatal care utilization ru1d tl1e level of l10111e 
deliver) among pregnant \Vome11 i11 Nigeria a11d tl1e associated factors using the 2013 Nigerian 
Den1ograpl1ic and Health Survey data. The 2013 Nigeria Demographic I-lealtl1 Survey (NDHS) 
consists of a nationally represe11tative san1ple of 38,948 won1e11 age 15-49 years that were 
individt1all) i11ter,·ie,ved. Fro111 the secondary data, t\VO dependent variables of interest were 
selected: Nu111ber of antenatal ,,isit \\ l1icl1 \\Jill represent the level of antenatal care and Place of 
Deliver). The i11dependent variables \Vere socio den1ograpl1ic variables. Bivariate analysis was 
carried out to i11vestigate association bct,,een each of the inclepe11clent variables and the 
dependent variables. Mt1ltiple logistic regression analysis ,vas used to cxan1ine the influence of 
tl1e independe11t , ariables on le, el of ANC and on place of delivery. 

Fron1 a total nun1ber of 38,948 respondents. the n1ean age of ,vomen aged 15 - 49 years was 
28.80::::9.60 vears. Antenatal utilization \Yas 65%. Older women. urban residents. literate 

-

mothers. richest categor} of n1others. n1others ,,ho practiced lslan1ic &Cl1ristian religion, had the
l11ghest A:\C utilization con1parcd to the } ounger ,vo1nen, non-educated 1nothers, rural resident, 
and tl1ose \\ ho practiced otl1er religion. Iv1others fron1 the South West &South East had the 
highest A'\ C utilization con1pared to other regions. 

o, erall there \\as high pre,·alence of hon1e deliver) 75.3%. higl1er amo11g the teenage and }Oung 
me tl1ers. rural residents 1ll1terate n1otl1ers, poorest categor} of n1others, n1arried n1others. n1others 
\,ho practiced l<,Jc1m1c religion, and n1other fron1 the Nortl1 West. Tl1is was great!} influenced b1

the si� maJ )r reasons( no time as a result of sudden delivery .(tin1e of onset of labour). \Vas not 
necessary t< dtli,er at the n1atemit)' clinic. health facilit} ,vas too far or no 111eans of 
tr,,r ..,portation. he-:ilth facilit)' diJ not open. cost of care too 1nuch. 11ot custon1af)·. for those 
married husband not al)o,vinl!. ,von1en to deliver in the maten1it} clinic). 

� 

f ht? It�, el of home deli,·ef} is very· high. so also the level of utilization of antenatal care ic; lo\\ 
Go, emment and Non-Governmental agencies to proffer strategies and create a programn1c a11d 
to attach 1ncenti,·es to the programs that ,viii attach mothers to deliver at antenatal clinic 

Impro, ement in the educational opportunity fc>r \Vomen in the rural areas. Gc)vernn1cnt and Nnn
(;o,·emmental agcncie'> should attached incentives to the programs that ,, ill attach 111other, tn 
de! 1, er at antenatal cl I nic and crt:ation of a ,varencc;c; and scnsi ti 1ation an1nng younger ,, <'111en 

Kc, ,, ord-,: ,l,1tc11utul ( ure 11t1/1zuttt111 111r1te1111ti c /1111, ,\ / J/ /,\'

\\',,rd l·ount: 498 
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ABSTRACT 

Antenatal care coverage is indicator of access and use of l1ealtl1 care during pregnancy. Jn
developing countTy especially i11 Nigeria. there is still a low proportion 011 tl1e accessibility and
utilization of tl1e syste1n. 

The study seeks to i11vestigate the level of a11tenatal care utilizatio11 and the level of home 

delivery among pregna11t \VOmen i11 Nigeria and tl1e associated factors using the 2013 Nigerian 
De1nograpl1ic a11d Healtl1 Survey data. The 2013 Nigeria Den1ographic I-Iealth Survey (NDHS) 
consists of a nationally represe11tative sa111ple of 38,948 \Von1en age 15-49 years that were 
individuall1 intervie\ved. From tl1e secondary data, two dependent variables of interest were 
selected: Nun1ber of ante11atal visit ,vl1ich \Viii represe11t the level of antenatal care and Place of 
Deliver). The independent variables ,vere socio dcn,ographic variables. Bi\ ariate analysis was 
carried ot1t to investigate association bet,veen each of the independent variables and the 
dependent \ ariables. Multiple logistic regression n11alysis \Vas used to examine the influence of 
the independe11t \'ariables on level of ANC and on place of delivery. 

From a total nun1ber of 38,948 responde11ts. tl1e n1ea11 age of won1en aged 15 - 49 years was 
28.80±9.60 1ears. A11tenatal tttilization ,,as 65%. Older won1en, urban residents, literate 
motl1ers. ricl1est categor) of n1otl1ers, 111otl1ers ,, ho practiced Islan1ic &Christian religion, had the 
l1igl1est Ai C utilizatio11 co1npnred to the ) ou11ger ,von1en. no11-educated motl1ers. rural resident, 
and tl1ose ,, ho practiced other religion. Mothers fron1 the Soutl1 West &South East had the 
highest A C utilization con1pared to other regions. 

O, era!) there ,, as high pre\ alence of I1ome delivery 75.3%. higher an,ong the teenage and young 
mothers. rural residents illiterate motl1ers. poorest category of 1notl1ers, married n1others, mothers 
,,·ho practiced Islan1ic religion. and mother from the North West. This -..vas great!) influenced by 
the six maJor reasons( no time as a result of sudden delivery .(tin1e of onset of labour). ""as not 
necessa�' to deliver at the matemit) clinic. health facilit) \\as too far or no n1eans of 
transportation. health fac1lit) did not open. cost of care too n1uch, not customaf}. for those 
married husband not allo,ving ,, omen to deliver in the maten1it) clinic) 

The level of home deli,·e11· is vef)' high. so also t]1e level of utilization of antenatal care 1s Jo,\. 
Go, crnment and �on-Governmental agencies to proffer strategies and create a programme and 
to attach incenti,·es to the programs that \\ill attach n1others to deliver at antenatal clinic 

Irnprovement in the educational opportunity for \Vomen in the n1ral areas. Governn1ent and Nt)ll

Go, em1nental agencies should attached incenti\ cs to the programs that ,, ill attach 111others to 
deli, er at a11tcnatal clinic and creation of a\varcness and .scnsiti7ation an,ong younger ,,0111en 

Kl'\ \\Ord�: A11te11<1t<1f ('are. 1111/1z<1t11,n 111t1te11111; <./1111£, ,\/)//,\ 

\\'ord c,,unt: 498 
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1.1 Background of tl1e Study 

CHAPTER ONE 

INTRODUCTION 

Wome11 in ge11eral a11d most especially in developing cou11tries are faced with serious pregnancy 

related healtl1 risks, a sitt1ation \Vhicl1 is a n1ajor concern to 1nany governn1ents in developing 

countries as \veil as international organizations. In Africa, pregnancy related health risks caused 

abot1t a quarter of tl1e burde11 of diseases in 1990 for v. 0111en in the age group of 15 to 44 years 

(0\ erbosch. et c1I 2003). It is a fact that adult health condition is n1ostly the result of good care 

fron1 infancy. lt is a process that should start fron1 the early stages or life because healll1y 

children becon1e l1ealthy adults. To ensure good health for 111other and baby there is the need for 

good care during pregnru1cy. This can be achic\ eel through antenatal care. 

Antenatal care can be defined as the systcn1ic n1edical supervision of won1en during pregnancy 

(Hald1pur. 2006 ). Its n1ain ain1 is to preserve the physiological aspect of pregnanc1 and labour 

and to pre, ent or detect. as earl) as possible. all that is pathological. Antenatal care coverage is 

an indicator of access and tise of l1ealth care duri11g pregnancy. It is defined as percentage of 

\\On1en \\ ho used antenatal care provided by skilled health persoru1el for reasons related to 

pregnanc:· at least 011ce during pregnanc1. as a perce11tage of live bi11hs in a given tin1c period 

(\\'orld Health Organization.\\ HO. 2008). 

\\ omen in de, eloping countries are frequently confronted \vith a myriad of <;oc10-cultural factors 

,,..hich negat1, el) impinge upon physical \veil-being and accessibilit}' to appropriate health care 

sen ices. ln5titutional. economic and educational barriers affect and lo,ver their standard of Ii\ ing 

,,hen compared to their male counterparts. 

i\1aten1al }1ealth-carc use,., alc,o reported to ,ary ,vithin dcvcl<>ping countries. ,,ith n1n�t finding� 

:,ho\, ing differences bct,,ccn afTiucnt and poor worn en, ,ind het,vccn ,, 1)111en Ii\ ing 111 u, h,1n .ind 

rural areas I lo,,c, er. c,1ncc the n1c1ho<lc1log1c..,1I qu,1lrty nf thc<ic 'ltud1cs h,,s nol ht:l'll 11,,c,,cd 

S)'>lernat1call). 1t 1s difficult t{) draw l:<>nc.fu<;1011" <>n i.vhich to h,,.,l. pnlll) 1 cen1111ncndnt1t1111,

) 
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1.2 Antenatal care utilization 

Utilization of antenatal care \Vas defined as l1aving made at least one antenatal visit before 

delivery. Tin1ely t1tilization of antenatal care \Vas defined as 111aking the initial prenatal care visit 

\\ithin the first trin1ester of pregnancy (i.e., during tl1e optin1al first 12 weeks of pregna11cy). 

Adequate utilization of antenatal care \Vas defined as having n1ade five or n1ore a11tenatal care 

visits duri11g pregnancy. Majorl) a11tc11atal care utilization is based on the 110 of visits a pregnant 

\VOman n1akes to tl1e a11tenatal clinic for a11te11atal care, this helps to 111easure how n1uch antenatal 

ser\ ices \Vas put to use b1 tl1e pregnant ,von1en. ln1proving utilizatio11 of antenatal care is a 

critical strateg) for achievi11g China's Millenniun1 Developn1enl Goal of decreasing the n1aternal 

mortalit) ratio (Miv1R) 

1.3 Statement of the Problcn1 

Antenatal care is con11nonl) understood to ha, e beneficial in1pact on pregnancy and birth outcon1es 

through earl) diagnosis and treat111ent of co1nplications as well as promoting the health of the 

pregnant ,, on1an through nutrition. ;\ntenatal care services also create the opportunity for ser, ice 

pro, 1ders to establish contact ,,·ith the \\'On1an to identif)· and 1nanage current and potential risk.s and 

problem� during pregnanc) . It also creates the opportunity for the ,,01nan and her care providers to 

e�tablish a deli, er) plan based on her needs. resources and circumstances. In Africa. about 25 

percent of maternal deaths occur during pregnancy (\,\ HO 2005). Though this could be a,; a result of 

pre, alence of unsafe abortion. , iolence and disease in the area (i.e., specific count1y·). bet\,een a 

third and half of maternal death'> are due to causes such as h) pertension and antepa1tum hc1norrhage. 

,,h1ch arc: direc.tl, related to inadequate care during pregnanc) (Ornella et al). Other essential 
• 

1ntef\ cntion., in antenatal care include identification and management of ohstetric complications such 

as pre-eclampsia. tetanus identification and managen,cnt of infection,; such as 111\', S) phi Ii� and 

other se'\uall·. tran'>mittcd infection<;(� f Is). and no, ... included intermittent pre,cnti\e trcat111ent for
• 

n1afar1a durin:: prcgnanc) (I Pf pJ Antenatal care alc;o gi,cs the oppnrtunity to pro111otc the u::-c uf 

skilh:d attendanc.c .it bi rth and health,:. behaviour such as brca-.tfcc<ling. earl) pn<:.tnntal t\11r. und 

plJnn1ng !or optrrnal prc!!,nanc) spa<. 1ng. 
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Inspite of the policies and strategies put in place to improve antenatal care coverage and also 

relative improven1ent in facilities and healtl1 professionals at these facilities, a large nttrnber of 

pregnant motl1ers still give birth at l10111e. 

Hon1e delivery is still a 1najor blot on the proper use of ante11atal care in Nigeria. l-Iistorically 

much attention l1as not bee11 paid to its effect on botl1 the pregna11cy and tl1e 1nother's health. It is 

a major factor contribttti11g to l1igh risk of con1plicatio11s duri11g delivery and allows exposure to 

neonatal and 1naten1al rnortality. With the fact that child and 1naternal health is an indicator to a 

country's de, elopn1e11t, the11 ho111e delivery should not be underen1phasized and close attention 

should be gi, en to it in order to reduce the ris"- of con1plications of delivery and in turn reduce 

botl1 infant and mater11al n1ortalit}. The prevalence of ho1r1e deliver is still unacceptably high in 

Nigeria rating above 30% in each of the NDl IS surveys of 2003, 2008 and 2013. The need to pay 

n1ore attention to the detenn inants of the phenon1enon is thus apparent. 

1.4 Justification of tl1e Stud) 

The global co, erage of antenatal care in 2007 ,vas 71 percent (Ornella et al 2013,). For \.Vomen in 

industrialized countries. coverage \\as more than 95 percent ,vhilst in Sub-Saharan Africa 69 percent 

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

antenatal co, erage fell fron1 about 97 percent in 2000 to 89 percent in 2004 \.vhi 1st that of super\ ised 

del,,e� increased from 50 percent in 2000 to 53 percent in 2004 (Ghana Health Service report 2005) 

Health) adulthood is a process starting from childhood and therefore, there is the need to achie, e 

safe motherhood to ensure good health of mother and bab}. Some \V01nen ma, consider pregnanc) as 

a natural process and ,.,omen , .. ith some experience might consider antenatal care less necessal). 

f:mpirical e, idence sho,., s that a higher number of previous pregnancies arc associated ,, ith less use 

of antenatal care (f)\crbosch ct al. 2003). But antenatal care is thought to ha,e an i111pact on the 

reduction of maternal and perinatal n1ortality. if \\Omen ha\e access to services and the qualit) of 

these :,er, 1ces arc sumcicnt to c.ontrol the identified ric;ks (C1l<;la. et al 2005). 

If antenatal care is thought 10 ha'wc a po<,iti'wc impact on perinatal n1ortality and thcn.·li1rc <;fl\ e� h, cs 

of mother and child then antenatal l:O'wcragc c,hould hnvc hccn seen to he r1<;111g n11d not 1,illing. ,, hnt UNIV
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then could influence a pregnant woman to attend or not to attend antenatal visit? This is what this 

study ai1ns at investigating. 

Low prevalence of ante11atal care coverage of 42.3% in 2008, l1as aroused the need to pay n1ore 

attention to tl1e phenon1eno11 of higl1 level ofl1ome delivery. Si11ce tl1ere l1as not been a 

substantial cl1ange in tl1e propo1iion of \von1e11 receiving no antenatal care between the 2003 

NDHS (3 7 percent) a11d tl1e 2008 NDHS (36 percent), 2013 (34 percent ). indicating little 

in1prO\'e111ent in institutionalize deliver)' . 

\\t on1en \vl10 t1tilize anteru1al care has not in1provecl n1uch over a decade , so close allention 

should be paid in other to allo\\' a better antcn11al care ulilizalion ,and in turn a reduction in the 

rate of ho111e deli\ef)', and exposure to high risk of birth con1plication . 

l\;1geria contributes 14°/o of global 111aternal deaths \\itl1 a n1aternal n1ortality ratio of 630 per 100, 

000 Ii\ e birtl1s. Altl1ougl1 1naten1al 111ortalit) declined by 41 % between 1990 ru1d 20 I 0, Nigeria 

still ranks high in tl1e list of countries \\ith l1igh n1aternal 111ortality rates. The higl1 n1aternity rate 

has been attributed to i11adequate use of maternal l1ealth care services, \Vhich encourages home 

deli\ ef) and increase rate of n1ortalit) .tl1e pro \·ision of more skilled birtl1 attendance may reduce 

the rate of maternal n1ortal1t) 

The skilled birth attendances becomes a necessary factor has it is said that there is a direct 

relationship bet\\een the birth attendance and the number of live birth per pregnant ""omen at 

deli, ef\·. \\ ith hicher and available birth attendances .there is lesser birth complications an1ong 
. -

pregnant \\'Omen and increases the number of Ii, e birth. 

1.5 C,cntral ()bjcctivcs 

lhe stud) secl�c; to in\ cstigate the level of antenatal care uli I izalion and the prevalence of hon,e 

delivcf\ and the asc;ociatcd factorc, arnong pregnant \Von1cn in Nigeria using the 20 I 3 �igc1 inn 

lJcrnographic and If cal th Suf"\c) data UNIV
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1.5.1 Specific Objectives 

The specific objectives are to: 

I. To measure tl1e level of antenatal care utilization a1nong pregnant wo1nen.

2. To 111easure tl1e proportion of l1on1e delivery ru11ong preg11ant won1en.

3. To ide11tify factors associated witl1 tl1e level of ru1te11atal clinic utilization.

4 

1 - ,
.�.-

To co111pare ru1d co11trast tl1e characteristics of \von1en delivering at home and those

delivering at 111aten1ity cli11ics.

To ide11tif)· factors related to the proportion of hon1e de! ivery. 

Researcl1 Questions 

I. \\ 'hat are the socio-den1ographic characteristics of 1notl1er' s dcl ivering in Antenatal clinic

2. \\ hat is the proportion of mother's deliYering at A11tenatal clinic

3. \\ 'hat are tl1e factors affecting n1others delivering at the antenatal clinic

4. \\ bat arc the reasons \\h} n1others are not delivering at ANC Clinics

5. \\'hat are the characteristics of mothers \vl10 deliver at l1ome

6. \\'hat are the factors affecting the attendance to antenatal cli11ic b} pregnant \\"01nen

1.� .. � Research H,pothesis

I. Among the older age group of \\Omen. antenatal care utilization is lth.cly to be higher

than among the :·ounger age group of \vomen.

2 A1nong the educated \vomen, utili:ration of antenna! care is likely· to be higher than 

among the uneducated \�omen. 

,. \\'omen in urban arca5 are more likely to utili7e antenna! care than the rural d,,ellcrs. 

4. Richer \,ornc11 arc likcl) to ullli.1:c antenna! cnrc then the poorer \Vo111cn.

5. \\'omen v�h<> dchvcrc<l .it hon1c arc more likely not to nttcnd 1111tcn,1t,tl chnir ,, hl'l1

prcg11Jnt than ,.,,o,11cn v.hc> tlch-.crcd ,n 111,1tc111iry clinic
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CHAPTER TWO 

LITERATURE REVIEW 

Maternal care has been a \vorld issue especially in developing cou11tries in wl1icl1 the coverage 

and utilization has raised a global ala1111 to reduce n1aternal and cl11ld n1ortality. Efforts are n1ade 

to 111aintai11 111ate111al pl1) sical a11d 111e11tal \Vellbeing, prevent prete1111 delivery. to anticiJJale 

difficulties and complications at delivery ensure the birth of a live heallh infa11t, a11d to assist the 

couple in preparatio11 for pare11ti11g. 1-lo\\eYer, fevv published efforts at reviewing and assessing 

antenatal care has been fevv in n1any of the cou11lrics especially in Nigeria. 

Onah et al (2006) st1.1dicd on the Factors associated \vi th the use of n1atcrnity services in Enugu, 

southeastern Nigeria. Tl,e stud) \\aS carried out to identif) the factors \Vhich influenced choice 

of place of deli\ er) b) pregnant \\'On1en in Enugu. southeastern Nigeria, and to recornn,end ways 

to in1pro, e ,,omen's access to sh.illed attenda11ts at deli Yer}'· A pre-tested questioru1aire was 

administered b1 inter, ie\,·ers to \\On1en \\ ho had delivered \vithin 3 months prior to date of data 

collectton. 1·1,e response rate \\·as 75.5° 
o (n=l 098). Of the respondents, 52.9% delivered outside 

l1ealth institutions and -l 7 I �·o in health institutions. The n1ajor factors influencing choice of place 

of deli,er)' included pron1ptness of care. compete11ce of midwife/doctor, affordability, health 

education. 2-l h presence of doctors. tean1 \vork among doctors and presence of specialist 

obstetricians There ,vere statistical!)' significant associations bet,veen choice of institutional or 

non-institutional deli, erics and socio-den1ograpl1icreconon1ic factors such as place of residence 

( urbari rural). religion. educational status. tribe. marital status. occupational level. husband's 

occupat1onal and educational le, els. age and parity (p<0.05). The authors concluded that factors 

,,h1ch ,, ill po"iiti, el) influence ,vomen to deliver in health institutions in Enugu 1\!1geria include 

a ,ariet� ot interacting c:,ocial. economic and health S)stcn1 factors. v ... hich operate at ,a11ous 

le, els the household. community. the health institution� and the larger social and polit1cal 

en, ironment Attcntic,n to thc<,c factors "., ill not onl) in1pro, c n1atcr11it) utili,atit,n hut. 

hopefull�. dl'>O ,,111 reduce the high rnaternal n1ortality and 1n1pr<>,e other 111ntcrnnl he.11th 

indicator.., 1n the <,tUd) area but nr>t N1gcri,1 a,; a \'vhole ,,luch th1i; present i;tud1co;; ,,ill ich.·ntil� 
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IyaniWt1ra and Yussuf (2009) studied on Utilization of Antenatal care and Delivery services in 

Sagamu, Soutl1 Western Nigeria. It was a survey of 392 women wl10 had carried at least one 

pregnancy to term ii1 Sagamu, Soutl1-Westen1 Nigeria was cond11cted to determi11e the pattern of 

use of maternity services and assess factors that 1nay i11fluence tl1e observed patten1. Majority of 

tl1e won1en received a11te11atal care (84.6%) during tl1eir last pregnancy. Four-fiftl1 of those who 

received ANC first attended tl1e cli11ic during tl1e seco11d trin1ester (79.6%). The places of 

delivery ,,ere gove1nment facilities (54.8%), private hospital (24.5%), traditional birtl1 attendants 

(13.5°-'o) and spiritt1al healing hon1es (5.6%). Higher educational status and higher level of 

incon1e positively affected tl1e pattern of use of these ser, ices (p<0.05). Perceived quality of 

sef\ ice ,,as tl1e n1ost i111portant factor ,vhich influenced the choice of facility for obstetric care. A 

co11siderable proportion of tl1ose ,,ho used traditional birth attendants (36.1 %) used it to please 

tl1eir husbands. Ot1r fi11dings suggest that in1proving the socioeconon1ic status of men and women 

in the com111u11it)' is a ke) factor to i111pro , ing utilization of n1aternity care services 

Onoh et al (2012) published on the Pattern and dete1111inants of antenatal booking at Abakaliki 

Southeast 1\ igeria. The objecti,e of the stud1 ,vas to detern1ine the antenatal boolcing pattern of 

pregnant ,\0111en and its deten11inants. A cross-sectional surve) of pregna11t \V0111en attending the 

antenatal booking clinic at Federal �1cdical Centre Abakaliki. Ebonyi State betv,:een April 6, 

2ul 1 to Augu�t 5, 2011 \Vas u11dertaken The mean age of the respondents was 27.46 (5.81) years 
-

and the mean Jestational age at booking \Vas 24.33 (5.52) ,,eeks. A total of 83.13/o (2861344) of 

the pregnant ,\omen booked after the first trin1ester \vhile the ren1aining 16.9% (56,344) booked 

earl, Socio-biolo!!.ical \•ariables and past obstetrics bistor) d1<l not contribute sign1ficantl) to the 
. -

£estationaJ a2e at book.in!! ,vhile sickness in index pregnancy, personal ,vishes. and financial 
- - � 

constraint \\ere stati-;t1cally significant reasons given for seeking antenatal care. :V1ajority of the 

pregnant ,,omen 3 7 .::!0,o ( 1281144) suggested that the second trin1ester \Vas thl! ideal gestational 

age for booking ,, hile 18.3°1> (63 344 J did not kno\\ the ideal gestational age for booking. � 1llSt

pregnant ,, omen 81 I 010 ( 279 344) knc,v the henefit<; of early antenatal care even though th1..') 

booked late 2,3 1° 0 (28r, J44J �fo-,t pregnant ,,.,ornen nccc<;s antenatal ca1c late at 1\h,1k,,ltk1 

because of nlt'>CVJl(.;t.!pti<Jn and p,,,.crt) 1 lcalth education nnd �uh.,idi1,1tion of coc.t l'I 111l'd1c,tl 

St'f\ 1ci:., ,,111 help 1n ri:, crsing the trend c1f lat<.: ant<.:natal hnnkini• I he .,,ud) h1l\\1..'\ c1 did 1u1t
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describe the timi11g of visit whicl1 tllis present study will identify more and to know the factors 

affecting it. 

Ononokpo110 and Odi1negwu (2014) published on the Detern1inants of Maternal 1-Iealth Care 

Utilizatio11 in Nigeria using a multilevel approach. The authors used the NDI-IS 2008 which their 

samples consisted of 17,542 \V01ne11 aged 15-49 years who had their last 5 years birtl1 before the 

survey. The study used 111ulti-leveling approach to identify con1n1u11ity factors related to the use 

of deliver} care. In addition to several individual factors, regio11 of residence was significantly 

associated \\ith facilit) deliver)'. Won,en \vl10 lived in Northern Nigeria were less likely to 

dcli\ er in a healtl1 facilit} than those \\ ho resided in the Southern part of the country. Residence 

in con1n1u11ities \Vith l1igh proportio11 of \VOtnen \\}10 had secondary and higher education 

significant!) i11creased the odds of facility deliver) \Vhcreas etl1nic diversity was negatively 

associated \\itl1 the l1ealth facilit) deli\ er). Inter\ entions ai111ed at promoting the use of health 

facilit) for childbirtl1 should not only be in1plen1ented at the individual level but also tailored to 

the comn1unit) le\ el as inter\'entions conceived \\ itl1out consideration for community context are 

like!� to ha\ e l1n1ited in,pact Increasing \\.Omen's education in disadvantaged com111unities and 

region-specific in ten ent1ons that increase access to health facilities are like!) to have far

reaching impact,; in reducing n1aternal mortal it}. Furthermore. this present stud) \.Vil! go further 

to in, estigate the reasons \\ h) people prefer to deli\. er at borne and the characteristics of those 

\vho deli, er at home. 

It1n1itanc and Anietic (2014) studied on the Determinants of use of Maten1al 1-lealth Care 
� 

Sen ices in a Rural Nigerian Communit1·. The stud1· ,vas conducted to assess utilization pattern
-

of maternal healthcare 5en•ices and to identify factors affecting the use of these sen ices 111 Jesse 

kingdom of I·.thiope \\'e5t I�ocal Government area in Delta State. South South. N1ger1a. f)ata

used 1n the ,;tud., ,,.ere collected from 263 women randon1l1• selected from 20 \ illagc� in the
• 

Kingdom and -,1ructured questionnaire ,-.ac; used to collect inforn1atic111 fr0n1 the rc'-rondcnt, 

,, 
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Recent Studies on the Antenatal Coverage in Nigeria 

Tl1e 2013 Nigeria Den1ograpl1y and Healtl1 St1rvey (NDHS) indicate tl1at a relatively l1igh 

percentage of pregnant \Von1en received tl1eir a.ntenatal care from trai_ned and qualified healtl1 

professionals. Tl1at is doctors, nurses, 1nid\vifes com111u11ity extensio11 workers a11d auxiliary 

n1idwifes. Tl1e report sl1owed tl1at the pregnant 1notl1ers received antenatal care fron1 doctors 

con1pared to nurses and n1idvvifes. Only about less tl1an l percent of the pregnant n1others 

recei,ed their antenatal care fro111 traditional birth attenda11ts. I Iovvever, son1e of the \.vomen did 

not recei\ e ai1tenatal care. Tl1is is an indication that IJregnant n1others have access to professional 

care g1,ers. 

In addition. antenatal care attendance b) trained health professionals indicated that older wo1nen 

and ,von1en ,vith birtl1 order six and above arc less likely to receive antenatal care fron1 trained 

healtl1 professio11als. It ,vas also revealed that 87 percent of pregnant n1others in urban areas 

recei\ ed antenatal care fro111 trained l1ealth professionals \.Vhilst 41.2 percent of their rural 

counterpart rec et\ ed care fron1 trained health professionals. Similarly. the 20 I 3 NDI-IS report 

shO\\ed that -l-l.-l percent of tl1e pregnant ,von1en in the urban areas received antenatal care from 

doctors but on!) 1-l 7 perce11t of their rural counterparts received antenatal care from a doctor. 

This also means that \\"Omen in urban areas are more llkely to attend antenatal care than \\'on1cn 

in the rural areas. Th� Je\•cl of education of the mother and the availabilit) of health care 

facilities as ,,ell as health professionals in the urban areas could be possible explanation to this 

beha\ ior This is because: most of the \\Omen living in the urban areas of Ghana arc 111ore 

educated than tho::.e in the rural areas. \\'omen in the urban areas n1ay sho,"' n1ore understanding 

of the benefits of antenatal care and \Viii be \,illing to visit antenatal care facilities during 

prcgnanc� than their rural counterparts. In addition, n1ost of the pregnant n1others in the urban 

areas n1ight also come from \,calth1 or rclati\cly high incon1c households and thcrclt)rc can 

afford the coc-,t of better antenatal care from health prolcssionals. 1his n1ay sharp!) contrast ,, ith 

the situation 1n the rural area<, v.hcrc n1othcrc-, arc likely to cl)n1c li-0111 rclati,cl) pot1r households 

and n1a, not he able to afford better antcnal.il care. especially lron1 tJu,ililied hc.illh 

prufc,.,1011al-, "\<Jt,, 1th ,wnd1ng th,.,, rur,11 arc,1 l.ick heller hc,illh c.irc lal;tl1tii:-. ll'- ,,t·ll 11-. t111inl'd 

hcalth profc.,-;1011al:, I hi'> n1ay not 1n<1l1\,JIC prcgn,1111 111ntllc1•, 1(1 o11tcnd .111le11.11,il lllrl'
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Regional variations in the use of antenatal care from health professionals \Vere also revealed. For 

example, \Vhile about 32 percent of pregnant mothers in Nortl1 Central, 60.8 percent in South 

Western Region, 35.5 percent in tl1e Soutl1 Soutl1 Region and 39.7 percent at tl1e South East 

region received antenatal care fron1 doctors, only about 10 percent in tl1e North East and North 

v..; estem Region respectively received ante11atal care fron1 doctors. Tllis implies that less than I 0 

perce11t of tl1e pregnant n1otl1ers i11 the t\\O Northern Regions received antenatal care [ron1 a 

doctor. Ho, ve\·er, antenatal care receivecl fron1 a nurse/n1idwife is relati,1ely higher in these tl1ree 

regio11s (i.e. 32.9 percent for Nortl1 East Region and 30.2 percent for North West) as co1npared 

\\itl1 26.5 percent in tl1e Soutl1 Wester11 Region and 33.5 percent in the North Central Region. 

Tl1e NDHS (2013) l1as also reported a positive association bct,vccn ,vornen's level of education 

and tl1e cl1oice of healtl1 professional. As the lc\'el of educatio11 increases, the likelihood of 

recei, ing a11te11atal care from a health professional increases. For exan1ple, \\hile43.8 percent 

and 71.-l percent of pregnant n1otl1ers ,, ith secondary education and tv'lore than secondary school 

respecti, el)' recei, ed a11tenatal care fron1 a doctor only 8.1 perce11t of women with no education 

�eek. antenatal care fron1 a doctor. 1-Io,v e, er, 25.5 percent of ,vomen witl1 no education seek 

antenatal care fron1 a nurse n1id,vife as con1pared witl1 25 percent of women with secondaf} or 

higher education. This !:>uggests that the n1ore educated a �on1an is the n1ore likely she ,,ill seek 

antenatal care fron1 a qualified health professional. 1'his finding was confirn1ed by Overbosch et 

al t:2003) in their stud)' of detem1inants of antenatal care use in Ghana. This study found that the 

)c\ el of education of the mother is posit1\ely associated vvith demand for antenatal care use 111 

Ghana This implies that the higher the level of education of the mother, the n1orc the shifts of 

den1and for antenatal care use from a nurse to a doctor and n1id\vifc. 

Jn addition to educational uttainmcnt of the n1other, a positive association \vas also found 

bet,.,cen income cost and the choice Cll health care professional. ·r he ;-,;f)I I\ data dtlCS not 

capturl! the income of the mother and therefore the \\Calth index has been used as prtlX� tl'\ 

household incorne 1 he respondent,;, ,..,ere categori1cd into five ,vcalth categoric<;. ,, h1ch ate 

poorest. poorer. middle. nc..her .1nd richcc,t (or lo\,c<it. second, n,iddlc. hrghcr nnd hight'st ,,-..·,11th 

quintile) fl1e CO')l of antenatal care hac, al<io hct'n n1cac.,urcd H'i dic,tn11t:e CP\crcd It\ the nrnr-..·,t 

he-.ilth care lac1la1,
• 
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Distance is also used to determine accessibility to l1ealth care. The closer the health care facility 

to the woman, tl1e more accessible is l1ealth care. It was also revealed tl1at the richer the 

household fron1 which a pregnant 1notl1er conies, the 1nore likely she will attend antenatal care. A 

study by Overboscl1 et al (2003) revealed tl1at in some rural areas, especially in the three northern 

regions pregnru1t n1others l1ave to travel a distance of about five kilon1eters before getting to the 

nearest health care facility. In so111e cases pregna11t motl1ers find it difficult to get transport to the 

healtl1 care facilities. This situation in1poses cost 011 the n1otl1er in ter1ns of ti111e spent to travel to 

tl1e facilities and ,vaiting to be served. The benefit and quality of care received sl1ould outweigh 

tl1is cost to attract pregna11t n1otl1ers to attend antenatal cru·e. 

Accordi11g to the NDHS (2013 ), 61.5 percent of \Von1en in the highest vvealth quintile and 36 

perce11t of those i11 the fottrth quintile seek antenatal care fro1n a doctor as compared witl1 4.4 

percent of those i11 the lo,vest quintile and 10.9 percent of those in the second quintile. On the 

other hand. 18.1 perce11t of the ,, on1e11 in lo\vest quintile and 30.1 percent in the second quintile 

seek. antenatal care fron1 a nurse n1id\\ ife as con1pared vvith 31.1 percent of those in the highest 

,,ealth quintile. 

Povert} alle,·iation programn1e5 and pro, ision of more health facilities especially in the rural 

areas can re-,ult in increased den1and for antenatal care services for rt1ral rnothers in particular. 

This is because of the , 1e\\ that rural areas lack adequate health facilities and professionals. 

Also. rural m(lthers are n1ore likely to come fron1 poor households. 

It ,, as also re, caled that the number of household n1en1bers and the number of children a ,voman 

alread:, has ha, c a decreasing effect on the attendance to antenatal care. This in1plies that the 

more the household members the less likely a pregnant n1othcr ,.,:ill attend antenatal care. ('bing 

( J 992) indicated that the ettect of fan1ily si1e on the use of health scr, ices is unpredictable. 

'fhoug}i a large famil.:-, ma) ha,e more potential patients and thcrcf0re has a higher frequency of 

1llne�s. a large fam1l.:-, rna.:-, have enough people at hon1e to care for a sick 111cn1bl'r. I his 111�:, 

substitute for additional da)., ,)f ho,p1tal care. I Jo .. -.evcr. this cann<)l he s.iid <ll n11tcn,1titl c,1rc 

since no n1en1bcr of a famil) ntJ) he c.ip.1hlc ol giving the nccdcd c,,rc: to the pr(·ti1111nt 111Plhl·1 

and her unlJ<Jm bab) I l1c pre cncc nl the prcgn.1111 111othcr 111 the hc.tlth l1tl 1111, l'n,ure, 
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appropriate and better l1ealth care. Ching (1992) acknowledged tl1at a large family may have less 

income per capita than a small fan1ily of tl1e srune income level. Tlus n1ay reduce a large fan1ily's 

actual use of health services because of lovver purcl1asing power. 

Apart fron1 the number of cl1ildren. tl1e age of the 1nother also l1as a positive and significant 

i111pact on antenatal care atte11dance. The higher the age of the n1other the greater the 

probabilities of seeking care during pregnancy. Den1ographic studies suggest that a won1an's age 

at pregna11cy is significant in detern1ining pregnancy risks. It is therefore, asserted that the higher 

the age of tl1e n1otl1er at preg11a11cy the higher the associated pregnancy risk. This assertion has 

bee11 confim1ed by Reproducti\'C and Chi Id I lea Ith dcpartn1cnt as it recog11iLcs that the age of a 

111other during pregnanc) is i1nporta11t risk factor \\'hich in17uences pregnancy and birth outcon1es 

Antenatal care ,, ill be 111ore beneficial 1f initiated early in the pregnancy. Ti,ning or the first visit 

,, ithin the first trin1ester is recon1n1cnded b) obstetricians. The antenatal care policy in Nigeria 

folio,, s the \\'HO approach to pro111oting <,afe pregnancies, recon1111ending at least four ANC visits 

for ,,on1en ,, ithout co,nplications This approach. called focused antenatal care. en1phasizes quality 

of care during each , 1s1t instead of focusing on the nu1nber of visits. The recommended schedule or 

\'isits 1s as folio,, s. the first , isit shou Id occur b1 the end of 16,veeks or pregnanc). the '>econd visit 

should be bet,,een 2-t and 28 ,,eek-; of pregnanc). the third visit should occur at 32 ,, eeks. and the 
fourth \'isit should occur at 36 ,, eeks. HO\\evcr. ,,01nen ,vith coinplications. special needs. or 

conditions be� ond the scope of basic care ma) require additional visits. Early detection of problems 

during pregnanc) leads to more timel) treatment and referrals in the ca<;e of complicat1011s. l'his is 

particularl) important in ;-,.:igeria. a large countr) ,, here physical barriers are a challenge to accessing 

care ,,ithin the health S)<;tem.(�Df IS Report. 2013).

·1ne !\IJl1S 2011 also reported that ,vnmen age 15-49 ,,ho had a live birth in the five )ears

preceding the ,;un C) b) number ol antenatal care visits and tin1ing of the first , i'iit for the 1110::-t

recent Jivl! birth. J ift)-<>r1e percent ot ,..,omen 1,-.ho had a li,c birth in the ti, c) car, preceding the

f sun C) reported , i�iting antenatal c.l1nicc, ut lca<.l four t1111cs during their prcgn,,nc). ,111

in1prc),c1i1cnt o,cr the figure 1n the 2()08 Nf)ll� (45 percent). Jen percent reported 1,,0 ,lr th1ce 

.Jntcnatal , 1s1t-, during their la<il prcµnJnc..) I h1rl)·lo11r pc1ccnt of ,,0111en did nnt rl·t·c1, t' ,,n, 

antcnatJI \:arc J he rc'>ult-, ..,tJ,,v, th,11 onl:,, l 8pcr<.cnt ol 1,1,11111c11 h,ul the11 lir,1 1111ll·1i.1l11l , 1,11 111 
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the first trimester of pregnancy, ,vl1icl1 is not incompliance with tl1e recommendation. Women in 

urban areas v.'ere more likely tl1an tl1ose in rural areas to l1ave their first ANC visit in the first 

trin1ester of pregnancy (23 perce11t versus 15 percent). The n1edian duration of pregnancy at tl1e 

first ANC visit is fi·ve 1nontl1s, tl1e same figure observed in tl1e 2008 NDI-1S. Antenatal care can 

be deti11ed as tl1e syste111ic n1edical supervision of ,vo1nen during preg11ancy (I laldipur Sheila, 

:2006 ). Its main ai1n is to preserve tl1e physiological aspect of pregnancy and labour ru1d to 

pre,·ent or detect. as early as possible, all that is pathological. Antenatal care coverage is an 

indicator or access and use or health care during J)regnancy. It is defined as percentage of won1en 

,,110 used antenatal care provided by skilled health personnel for reasons related to prcgna11cy at 

least once during preg11anc1. as a percentage of live births in a given tin1e period (World I Jcalth 

Orgru1ization, \\'l IO, 2008). 

I--Iisto11 of l\lodern l\iledical Scr·vicc 

\\'estern n1edicine \.\·as not forn1all) i11troduced into Nigeria until the l 860s, when the Sacred 

Heart Hospital ,, as established b) Ron1an Catholic n1issionaries in Abeokuta. Tl1rougl1out the 

ensuing colonial period. the religious missions played a major role in the supply of moden1 

l1ealth care facilities in �igcna. Tl1e Roman Catholic n1issions predominated, accounting for 

about -lO perLent of the total nun1ber of n11ssion-based hospital beds by 1960. B1 that tin1e. 

n1ission hospitals son1e,vhat exceeded government hospitals in number: 118 mission hospitals. 

compared ,, 1th IO I go,·en1ment hospitals. 

B) 1954 almost all the hospitals in the mid-\vestem part of the country ,verc operated by Ron1an

Catholic m1ssionc.. 'fhc next largest sponsors of mission hospitals ,vere. respect1Yely. the Sudru1 

l nited \1iss1on. ,,hich concentrated on n1iddle belt areas. and the 5udan Interior J\.lission. , ,hich

\\Orked in the Islamic north. ·rogcther they operated t\\·cnt1-fivc hospitals or other facilities in 

the nonhern half of the countf} �fnn) of the mission hospitals re111aincd in1portant con1pl)ncnts 

uftl1c health care nct,,..ork in the north 111 1990. 

I he Br1t1sh colonial go,. cn1mcnt hcg,u1 prn\ 1cl1ng forn1nl rncchcal '-C.-f\'icc.., ,, ilh the crin,t1 urti1)n 

of se,erJI cl1n1c,; and ho._p,talc; rn r .• 1µ0-,, < nlah.ir, ,111d 111hcr l..11,1..,t,il 1r.id1nr tl'llll'r" 111 thl' I 870-. 
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Government hospitals and clinics expanded to otl1er areas of tl1e country as European activity 

increased there. The hospital in Jos. for example, vvas founded i11 1912 after the initiation there of 

tin mining. 

\.Vorld War I l1ad a strong detrin1ental effect on 111edical services i11 Nigeria because of tl1e large 

number of medical person11el, botl1 European and African, who were pulled out to serve in 

Europe. After the vvar. 111edical facilities ,vere expanded substantially, and a number of 

goven1ment-sponsored scl1ools for tl1e training of Nigerian 111edical assistants were established. 

After \,\ orld \.\'ar 11. part!) in response to nationalist agitation, the colonial govenunent tried to 

extend 1noden1 healtl1 and education facilities to n1uch or the Nigerian population. A ten-year 

health de,elopn1ent plan ,vas announced in 1946. The University of Ibadan was founded in I 948; 

it included the cot1ntr) 's first ft11l facult, of n1cdicine and university l1ospital, still lu1own as 

t·11i, ersit) College Hospital. A nun1ber of nursing schools ,vere established. as were lv\'O schools 

of pham1ac): b) 1960 tl1ere \\'ere si,ty-ti, e government nursing or n1idwifery training schools. 

l11e ] 946 healtl1 pla1 1 established the i\1i11istr)' of Health to coordi11ate health services throughout 

the count!")'. including those pro,·ided b) tl1e government. by private con1panies, and by the 

m1ss 1 ons Bv 1979 there \\'ere 562 general hospitals, supplemented by 16 n1aternity and/or 
• 

pediatnc hospitals. J 1 armed forces hospitals. 6 teaching hospitals. and 3 prison hospitals. 

Alto�ether tht:, accounted for about 44.600 hospital beds In addition. general health centers 
- . 

\\ere estimated to total slightly less than 600; general clinics 2. 740: maternity hon1es 930; and 

maternal health centers 1.2-lO. 

()\, nersh1p of health establishments \\3S divided among federal. state. and local goven11nents. 

and there ,,. ere pn, ate)) O\\ ned faci Ii ties. \\'hereas the great 111ajorit) of health establ ishn1cnts 

\,ere gcJ\Cmmcnt O\l,ncd. there \\aS a gro\ving numhcr of private institutions through the 1980-.. 

B, 1985 there \\ ere 84 health cstabl ishn1entc; O\Vncd by the federal govcrr1111c11t ( account Ing li.ir 
• 

J 3 pcrc.:cnt of ho">p1tal bed-.J. 1.023 O\.,ncd by c;tatc go"cmmcnts ( 4 7 percent or hllspital heels): 

6.,, I ov,ncd h� local go, crnrncnt<, < 11 percent of hospital heels): and 1.41(1 p11, atcl, o,, ncd 

e-,tabli'>hn1cn1-, (pro\ 1d1ng 14 pcrtcul <>f ho p1t.,tl hcd't) 
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Hospitals were divided into general wards, v\h1cl1 provided botl1 outpatient and inpatient care for 

a small fee. and a1nenity wards. vvhich charged higl1er fees but provided better conditions. The 

general wards were usually very cro,vded, and there 1vvere 1011g ,vaits for registration as well as 

for treatment. Govem1ne11t healtl1 policies increasingly l1ad become an issue of policy debate and 

public contention in the late 1980s. The issue e111erged during tl1e Constituent Asse1nbly held in 

1989 to draft a proposed co11stitt1tio11. 

HealthCare S)·stcn1 i11 Nigeria 

1-Iealth care pro, ision in Nigeria is a concurrent responsibility or the three tiers of gover11111ent in the 

countr) . Private providers of health care ha\e a , isible role to play in health care delivery. The 

Federal Go\emn1ent's role is rnostl) lin1ited to coordinating the affairs of the university teaching 

hospitals. Federal l'vledical Centers (tertiary health care) \\hile the State Govcrnrncnt 1nanages the 

various general hospitals (secondar) health care) and the local governn,ent focus on dispensaries 

(prin1al} health care). ,,hich are regulated b) the federal govern1nent through the NPl1CDA. 

Reforms in the Health Sector 

Health sector reforn1 can be described as sustained purposeful change to improve the performance of 

the health sector. It 1s an inherently political process, initiated by public or political action. 1notivated 

b, dissatisfaction caused by the failure to deli,er outcomes deemed important by society and . . 

implemented on a c;ector \\ ide It:, el ( Krasovec. K & Sha,\, P. K .. 2000). 

,\mon!! the most common reasons for undertaking health sector reform are to address the problems 

of: 

• Poor qualit� of health care:

• Inequities and limited access to health service:

• lnsuflicicnt fundin£ for health .-

• lnelfrcrenc,cs 1n dclr,cr) of sen ice<;:

• I ack of ac(.ountabilll), and

• ln�ullic,cnt rcspon'>l"cncc.,s to client need,;
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Theory of primary health care 

The concept of PHC was formulated by the 134 countries that met at the Alma Ata conference in 

Russia on 12th Septe1nber 1978,organized under the auspices of the World Health Organization 

(WI-IO) and the United Nations Children's Fund (UNICEF).According lo W.1-1.0. Pri1nary Health 

Care means essential health care based on practical, scientifically, sound and socially acceptable 

n1ethods and technology, 111ade universally accessible to individuals and families in the con11nunity 

through their full participation and at a cost which the country can afford to n,aintain at every stage 

of their developn1ent in the spirit of self-reliance and self-determination. Primary 1 -Iealth Care form 

an integral part of the Nigerian social and econo111ic develop1nent. It is the first level contact of the 

indi\ idual and co1nmunity in the national health s,ste1n, thus bringing health care as close as possible 

to \\here people Ii, e and ,vork and contributes the first clen1ent of a continuing health care process 

(Akinsola, I 993: I 00). 

In the san,e , e1n, \\ .I 1.0. I 987 specified the ain1s and objectives of Pritnary If ea Ith Care as follo,vs: 

I. To make health services accessible and available to e, eryone wherever they live or \vork.

2. To tackle the health problen1s causing the highest mortal it)' and morbidit) at a cost that the

c )mmun1t, can afford 

3. To ensure that ,,hatcver technolog,· is used must be ,vithin the ability of the com1nunit, to use

effectivelv and maintained . 

4. To ensure that in implementing health programme. The community 1nust be fully involved in

planning the deli, er) and e,aluation of the services in the spirit of self-reliance. 

In sum PH(' is essential!) aimed 

(i) 1 o promote health

(ii) 1<1 pre,ent disease

(iii} 1 o cure disea'>C

(i,) ·r u rehabilit.atc I c. help people 11',c full nqrmal li-.cs nflcr nn ill nee;.; nr di<.ahilil) 
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It is \VOrthwhile 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 Prin1ary 

I--Iealth Care is founded is that health is a funda1nental human right to be enjoyed by the people, in all 

,valks of life, in all com1nunities. The fact is that health is 1nore than just the delivery of medical 

services. 

Primary Health Care syste,n atte1npts to address peoples, "health needs'' through an integrated 

approach uti I izing other sectors such as agriculture, education, housing, social and n1edical services. 

Tl1e integrated approacl1 supposed to e11courage active horizontal relationships between people 

and tl1eir local services as opposed to the traditional vertical relationsl1ips. In addition, 

fundamental to tl1e Pri111ary I-Iealth Care Systen1 is the realization that the 111ajor killer diseases in 

rural comn1unities in the Third \Vorld are pre\entable, and that the 111ajority of victin,s of these 

diseases are cl1ildre11 tinder the age of five. 

Some Challenges Facing Nigerian Healtl1 Care S)·stem 

1·he '\ igerian health care S) stem is t:1ced ,, ith numerous challenges. Among these are: 

• Inadequate health financing and management:

• Lack of planning and manage,nent skills of staff at district/ sub-district le\els. high

attrition brain drain:

• 

• 

• 

• 

Insufficient capacity for scaling up priorit1· intcnentions: 

!:-tren2thenin!! surveillance and laboratory· capacity: 
- -

)n<,ufiicicnt access to referral maternity sef\ ices. inadequate I) staffed and equipped referral 

centres and inabilit) to pa� referral sci"\ ices: 

Poor distribution. high co<,t, poor quality and irrational uc:;c of 111cd1cinc<; h) hen Ith c.irc 

pro, idcr.-. and c<)nc,urncr.-.. 

• l..ack of adc�uatc rcgul.1tic>r1 .1nd q11.tlll} 1.ontrol of 1r,ul11101111I 111l'dil:1nc p111L 111111ncr,
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Demand for Antenatal Care in Nigeria 

Safe Motl1erhood 

Safe 1notherhood is defined as "creating the circun,stances within which a wo1nan is enabled to 

choose whether to becon,e 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 

en1ergency obstetric care if she needs it and care after birth, so that she can avoid death or disability 

from complications of pregnancy and childbirth'' (Reproductive and Child 1-fealth (RCI-J) 

Unit/National 1-fealth Service (NI-IS), 2006). 

The main goal of the safe n1otherhood progran,me is to i1nprove upon ,von,en's health in general and 

especiall:, to reduce maten,al 111orbidit) and 111ortality and to contribute to reducing infant 1norbidity 

and n1ortalit). The Nigerian Health Ser, ice has spelt out clearly, son1e spcci fie objectives to be 

achie,ed under the safe 1notherhood progran1n1c. l'hese include: 

• To make child bearing safe for all n,others and to contribute to the improvement in infant

health,

• To pron,ote and 1naintain the ph) sical, 1nental and social health of mother and baby by

providing education on nutrition, famil) planning, sexually transmitted infections (STls) 

pre,ention. including l--11\' AIDS. the danger signs of pregnancy, rest/sleep and personal 

h, �1ene 
. -

• To help pregnant mothers to de,elop birth preparedness and complication. readiness plans

• To detect and treat all complications arising fro1n pregnancy. \\hether surgical. medical or

obstetric.

• r O ensure deli, en of full tenn healthy hab1 ,., ith minin,al stress or injury to 1nother and
• 

bab, 

• Io help prepare the mother to breac,tfecd �uccc55fully, experience norn,al pucrpcriun, and

take good ,arc of her child phj.-.icall). p5ychologically and c,ocinll).

• I ( prc,cnt m<>thcr-lo-chil<l tr.Jn'>mI'>'>IIJrt of I IIV/,\11)�.

• l'rc,cnt and rnanagc un Jlc t.1hort1on ,1rtd provide po,1 1hor11,,n c111c ,c, \ llC'i
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Safe Motherl1ood and Maternal Health 

Addressing 1natemal l1ealtl1 means e11suring that all women receive tl1e care they need to be safe 

and healtl1y tl1roughot1t preg11ancy and childbirth. Safe n1otherhood encompasses social and 

cultural factors, as well as addresses health systen1s and healtl1 policy. I11dicators used to n1easure 

111aten1al l1ealtl1 i11clt1de skilled attendance at birth, contraceptive prevalence rates and mate111al 

n1011alit) a11d 111orbidity. In1provi11g 111aternal l1ealth is one of tl1e eight Mille1rniun1 Development 

Goals, a11d great efforts l1ave bee11 put forth to achieve that goal. I ·Iowever, rnuch work has 1et to 

be done to asst1re maternal health for ,,on1e11 ,vorlcl,vide. 

O, er a decade of researcl1 and experience in addressing 111aternal health has n1ade it clear that 

safe n1otl1crhood initiati, es are cost-effectiYc. ensuring high social and econon1ic returns at low 

cost. lnten·entions to in1prove n1ate111al health arc also feasible. even in poor settings. 

The potential benefits are substantial: 

• In, estn1ents in safe n1otherl1ood not only i111provc ,,omen's health and the health of her

fa.ind). but also i 11crease the labor suppl}, productive capacity and eco110111ic \\:ell-being

of con1munities. ultimate!} ha,·ing a positi,·e in1pact on the economy.

• 

• 

• 

L n\vanted or unplanned pregnancies can interfere ,vith won1en 's social and econo1nic

acti, itres and cause emotional and economic hardship not only to ,, on1cn but also to their

families.

Children ,, hose mothers die or are disabled i11 childbearing ha,e drastically din1inished

pro,;pect� of leading a producti,e life.

f he burden on ,,. omen associated ,vith frequent pregnancies, poor n1aten1al health .

prcg.rtanc) comphcationc,. and caring for sick children drains their productive cncrg�.

jeopard1/eS their 1ncome-caming capac1t1. and contributes to their po\ert).
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Safe Motherhood Initiative 

In 1987 the World Bank, in collaboration vvitl1 WHO and UNFPA, sponsored the Safe 

Motherhood Co11ference in Nairobi. The launch of the Safe Motl1erhood Initiative (SMI) was 

seen as a 1najor n1ilestone in the race to reduce the burden of 111atemal mortality throughout the 

world, partict1larly in developi11g countries. It issued a call to action to reduce maternal 111ortalit) 

and n1orbidity b) one half by the year 2000. It also gave birth to the l11ter-Agency Group (JAG) 

for Safe Motl1erhood. u11der \vl1ose at1spices this meeti11g l1as been orgru1ized. All events that 

make pregnancy u11safe, irrespective of the gestation or oulcon1e. are part and parcel of safe 

n1otl1erl1ood. Subseqt1ent \\Ork on Safe tvtothcrhoocl by the Inter-Agency Group and others have 

outli11ed clear strategies and specified interventions for the reduction of 111aternal n1orbidity and 

mortal it,. often referred to as the Pillars of Safe i\1othcrhood . • 

Focused Antenatal Care 

l nder tl1e focused antenatal care. all pregnru1t \von1en are considered to be at risk and therefore

are encouraged to seek earl) detection a11d treat1ncnt of all complications arising during 

pregnanc). It also underscores the need for birth preparedness and complication readiness and 

pre\'ent1on of malaria in pregnanc) a11d n1other- to- child transn1ission of HIV/ AIDS. 

OTl-IER .\ TTE\lPTS TO DESCRIBE A '\JTENATAL CARE IN AFRICA AND OTHER 

OF\ ELOPl'\G COL.'.\'.TRIES 

!\lamad\ Cham et al (2005) investigated the 1natemal n1ortality in the n1ral Ga1nhia. a qualitati\e 
. 

-

study on actess to cmergenc) obstetric care. ·1 he ain1 of the study \Vas to dcscrihc the socio-
• 

cultural and health c-,en ice factors associated \\ ith n1atemal deaths in rural ("iambi a. The authors 

re\ ie\,cd the c.ascc-, of 42 maternal deaths of \von1en \vho actual!) tried lt) reach or ha, e reached 

health Lare <;Cf\JCC'> A \Crbal aut<>psy technique \\as applied lor 12 <)f thc cascc;. Kc) people ,,ht) 

had \\1tr1cs-.cd an) stage during the procc,;c, leading to death \\ere 1ntcn'ic,,cd. 1 lcalth c.1rc st.1lf 

\\ ho participated ,n the pr<J\ 1s1<Jn <lf c.arc to the dccc,1<,ed \\',I\ :il'>n inter\ 1c,, eel 1\ll 111tt·1 \ ll''', 

,,ere tape rcc,,rded and anJl}1cd h) u 111v .1 grn11ndcd theory 11pp1onch I he ,1,111d111d \\Ill> 

dcfin1t1on of 111atcn1JI dcJth-, \',J., U'>Cd I he rc'i11lt '>1111,1.'i lh,11 the lc.:11f1 lh of 11111t· 111 dt·lu, ,, 11l1111 
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each phase of the model was estimated frotn the moment the woman, her fan1ily or health care 

providers realized that tl1ere was a co1nplication until tl1e decision to seeking or in1plementing 

care was made. Tl1e following items evolved as importa11t: underestin1ation of the severity of the 

con1plication, bad experience vvith the l1ealth care system, delay in reaclung an appropriate 

medical facility, lack of transportation, prolonged transportatio11, seeking care at more than one 

medical facility and delay i11 receiving pron1pt and appropriate care after reacl1ing the hospital. 

The authors hovvever concluded that Won1en do seek access to care for obstetric e1nergencies, 

but because of a variety of problen1s e11countered, appropriate care is often delayed. 

Disorganized l1ealth care witl1 lack of pron,pt response to cn1erge11cies is a n1ajor factor 

contributing to a conti11ued higl1 111ortality rate. 

Chandl1iok. et a/(2006) publisl1 on the Detcrn1inants of ru1tcnatal care utilization in rural areas of 

India. It \\US a cross-sectional study of 7005 pregna11t \Von1en san1pled fron1 28 districts in rural 

India. The objecti\ e \\ as to analyze the possible factors contributing to vvomen obtaining 

antenatal care ser\ ices and to detern1ine \\ hether these services influence their decision regarding 

the place of deli\ el). Si11ce earl) reporting of pregnancy in rural areas is rare, a detailed analysis 

\\ as carried out on 5344 pregnant \VO men v.·itl1 a gestation of n1ore than 4 n1onths. Of these. 

73. 9°10 had at least one antenatal contact \\Ith a auxiliary nurse n1id"'·ife (ANM) or had \ isited a

Government Health Facility for antenatal services or problen1s. There v\as a statistically 

significant reduction 1n the proportion of \Vo men obtaining antenatal care sen ices \Vith 

intreas1ng age. parit)'. and number of li\·ing children. No association \Vas observed \Vith outcon1e 

of pre, ious pregnanc)' and presence of health facilit)' in the village A \varcness of care during 

prcgnanc) and l�O\\'ledge of pregnancy related complications \Vere associated \\'Ith increased 

utilizalion of antenatal care sef\'ices. HO\\evcr. kno\vlcdge of serious complications \:\·as found to 

be Jacl�ing e,en 1n \\Omen \,ho a,ailed of the care. In both the groups those \Vho availed of 

antenatal care sen ices and thoc;e \vho did not - about 14% had not decided about the place of 

deli,ef). 51 7°,., of the \\Omen \l,ith antenatal cnre preferred institutional deli\Cf)' as ccl111pared ll)

27 .6° 0 of tho�c \\ ho had not availed antenatal care services. l· urthcrn1orc. the stud� did nc,t 

highhg.ht the f actor'i al I cct,ng the choice of dcl i very ril the health centres and t llc1 c ,, ,I'- Ill'

ind1cJtion of accC'>'>ing the rca.,<Jn <,f not dcl i vcri np nt I he he.tit h cent I c,;. 
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Saeed et al (2007) surveyed on the Socio-economic Inequalities and Healthcare Utilization in 

Ghana. Tl1e aim of the paper vvas to investigate the socio-economic inequality in the use of 

healthcare services in Ghai1a. The data employed in the stt1dy were drawn from Global Ageing 

and Adult Healtl1 survey condticted i11 Ghana by SAGE and was based 011 tl1e design for the 

World Health Survey (WHS, 2003). Tl1e survey was conducted in 2007 and collected data on 

socio-econon1ic cl1aracteristics ai1d other variables of the individuals intervie\ved. Using 

generalized logit 111odel. tl1e stud)' found that health status is a very strong dete1111inant of the 

type of l1ealthcare services Ghanaians look for. In Ghana, there are still i111portant socio

economic gradie11ts in tl1e use of son1e l1ealthcare services. ·rhese differences 1nay be due to 

socio-econon1ic inequities btit could also indicate that the c,isting healtl1 facilities are not al,vays 

used in an optin1al way. Patient factors n1ay be 111orc in1portant than supply factors in explaining 

tl1e differential tise of l1eal tl1 ser,·ices . 

• .\n) ait et al (20 I 2) studied on the Predictors for health facility delivery in Busia district of

Cganda. It , vas a cross sectional stud) ,,hich aimed in identifying tl1e independent predictors of 

healtl1 facilit) deli,er) i11 Busia a rural district in Uganda with a view of suggesting measures for 

remedial action 500 ,,on1en ,, ho had a deliver) in the past nvo years (from Nov·en1ber 16 2005 

to ;--:o, ember 15 1007) ,, ere intef\ie,\ed regarding place of delivery. demographic 

charactenst1c. s. re prod ucti, e l11stof)'. ancndance for a11tenatal care, accessi bi Ii ty of heal th 

sen·ices. preferred deliver) positions. preference for disposal of placenta and n1other·s autonomy 

in decision makin!.!.. In addition the household socio econon1ic status vvas assessed. The 
� 

independent predictors of health fac1hty deliYery ,vere identified by con1paring \\Omen ,vho 

deli, ered in health facilities to those ,vho did not, using bivariate and binaf)' log1st1c regression 

anal) .-,15. Eig.ht independent predictors that favoured delivery in a health facility include: being of 

high r.,ocio-economic status (adju-;tcd odds ratio [1\0RJ 2.8 95°,� Cc)nfidence inten·al [95°/o 

C'I J 1.2-u., ). pre, 1ous difficult deli\ cry ( Af)R 4.2. 95°/o Cl 3.0 8.0 ). parit)' less than fl)Ur (;\()R 

2 9. 9c;0 u ( I 1.6 5.6). preference of supine position for second 'ilngc <lf lahour (1\()R 5.l), 95° 0 (.'I

3 5 11.1) preferring. health Y,c1rkcrc. to drr.,posc the placcntc1 ( ,\( >T{ 12.1. q5o o ('I ..J 3 14 I). lll)I 

ha, 1ng difficult.:, \\ 1tl1 tran'>f)<Jrt ( /\< Jf{ 2 0, 'J5o/o < 'I 1.2 3. c; ). hcrng autn111Hl1()lls 111 dl'fi<;Jl111 ll' 

attcrtd antenatal �arc (A<Jf{ I <J, qr..(),, c·1 I I 14) .incl dcpc11cl111g on nthl'r people (cg '1'"11'-l') 111 

n1ak1ng a dell'>l<JII of ,•,here tc, dcl1\.cr lrcllll ( 1\< JI{ 2 •I, <1c;o 
o < 'I I .•l ·I<,) \ 1111 1dl'I ,, 1th thl''.'.l' :0:
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variables had an overall correct classification of 81.4% (chi square0=0230.3, PC<u0.001). The 

findings suggest tl1at in order to increase l1ealth facility deliveries there is need for reaching 

\.VOmen of low social eco11omic statl1s ru1d of l1igher parity with suitable interventions aimed at 

reducing barriers that make ,von1en less likely to deliver ii1 healtl1 ttnits such as ensuri11g 

availability of transport and involvi11g spouses in tl1e birth pla.n. 

Eric Artl1t1r (2012) publisl1ed on tl1e Wealth and antenatal care use: in1plications for n1aternal

healtl1 care utilizatio11 in Gl1ana. The study investigates the effect of wealth on n1aternal health 

care utilization in Gl1ana , ia its effect on f\ntcnatal care use. 1\ntenatal care serves as the initial 

poi11t of eo11tact of expectant 111others to 1naternal health care pro\ iders before delivery. The 

stud) is pi, oted on the introdt1ction of the free 111atcrnal health care JJolicy in April 2005 in 

Ghana ,, ith tl1e ai111 of reducing the financial barrier to the use of n1aternal health care services, 

to help reduce the l1igh rate of n1aternal deaths. Prior to the introduction of the policy. studies 

found \\ ealtl1 to ha, e a positi, e and significant influence on the use of Antenatal care. It is thus 

e;\pected that ,vitl1 tl1e policy. ,, ealth should not influence the use of n1aternal health care 

significant!�. l sing secondary data fron1 the 2008 Ghana Dcn1ograpl1ic and Health surve1. the 

result� have re, ealed that ,vealtl1 still has a significant influence on adequate use of Antenatal 

care. Education. age. nun1ber of li,·ing children, transportation and health insurance are other 

factors that \\ere found to influence tl1e use of Antenatal care in Ghana. There also exist 

considerable variation:-. 111 the use ')f Antenatal care in the geographical regions and bet,, een the

rural and urban d\Yeller!:>. It is recon1rnended that to in1prove the use ot Antenatal care and hence 

maternal health care utilization. some n1eans of support is pro, ided especial!}' to ,von1en ,vithin 

the Jo,,est ,,ealth quintile:-,. like the pro, ision and availability of rec.on1n1endcd medication at the 

health center: �econdl) . ,,omen should be encouraged to pursue education to at least the

�econdan le, el .-,ince thic; impro, cc; their use of maternal health services Polic) should also 
• 

target rnothcr-, v. ho ha, e had the cxpenence <if child birth on the need to use adcqu.:ite f\ntenatal 

care for c.ilh prcgnanc). c,1nc.c thcc,e motherc; tend to uc;e less antcnntnl care for subsequent 

pregna11cic, I he rcgJ<Jnal d1c,parit1cc, found n1a) be due to inacccsc;ihility and una, ailnbtllt, of 

health factht1c, .tnd er, 1<.c<; 111 the rural .irca.., nnd 111 �on1c of the rL·gionc. I hL' go, L'flllllL'lll .,nd 

c>ther ,er.i<.c pr<)\lder ,,<,<)<,. r1.:llt11,,u 1n,111ut11111<-i .ind pr1,.1tt· p1n,ulc1,) 111.,, L'ndc,,,or 1,1

2 ·1 
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improve on the distribution of health facilities, human resources, good roads a11d 11ecessary 

infrastructure 

Conceptual and Tl1eoretical Frame,vorl{ 

Man) \,Yorks have bee11 done usi11g different fra111eworks. However, depe11ding on the variables 

and econon1etric n1etl1od used different approacl1es have been adopted. Some of these works 

have bee11 revie\,\'ed. Though there is a wide range of en1pirical worl< on de1nand for health care, 

pa1ticularl) de111and for l1ealtl1 insura11ce. there is scanty but restricted literature on den1and for 

antenatal care. Mucl1 of the e1npirical literat11re in tl1is study is based on den1and for health care 

in general. 

Figure I: Relationship bch, ccn Socio den1ographic characteristics, Place of Oclive11' and 

1\NC Utilization 

T,,-o i111portant factors - price and qualit) of care are likely to affect den1and for health care 

sen ices. These factors are correlated and l1a,·e 1nan} effects on utilization as ,veil as health 

outcon1es High qualit) care is more effecti,·e and in1proves l1ealth direct!) since practitioners 

,,·1th the right tools are enabled to appl} tl1eir skills. Hovvever. this quality can be eroded by 

higher p r· cc tag (i\ lanle). 2007). 

rv1anle� (2007) used Indonesian Fan1ily Life Stud) (IFLS), a panel data set for thirteen pro,·ince� 

in his .-,tud, of the demand for qualit) and utilization of pre-natal care. A t,vo-stage estimation 

procedure ,, as used. 1·he tirst stage described quality of care as a function of nun1ber of local full 

clinics. number of local sub-clinics. inpatient facilities. local dcvelopn1ent. and regionltin,e and 

rural J he second stage described pre-natal care as a function of maternal age. education. parit). 

care qualit�. coc;t<, of , isit. ,..,ealth. rural. region/time and local devclopn1cnt. Cost of\ isit ,,·as a 

measure of chr11c acccc;<;ibihty \1,htch includes estimated tra,cl tin1c to the nearest public clinic. 

the nuniber of clinics an the <iub-dir,tr1ct of rcc;idcncc and the actual 111onctar) co<;t l1f ca1c ,11 the 

clinic I ocal de, <.dopmcnt \a,ar, used ac; proxy lor transportation 1nlrno;;truct11rc nr nthcr 111c,1-..t1r1.·'

of con,cn1cr1cc (1 c pr<JX1n11t} c,t the <.l1111c tcJ other pntcnt1.il dc,11nnt11Jt1<;) l{cginn 1111d t1111r 

rx:nod <>f ob,;cr\ �t1<JJ1 \\Crc U'>C<l hJ <.<Jrltrc,I for l.1<.tor'i c,1111111011 t,J ,, l.1r!•1.·1 1111.·,1, nil rl·�1Pll"-, nil 
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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. 

Tl1e result of the study sl1owed a positive relationsl1ip between l1avi11g doctors in cl i11ics and pre

natal care utilization suggesting tl1at the n1ore the number of doctors in a clinic the 1nore the 

increase in pre-11atal care utilization. With coefficient of 0.14, it i111pl ies that increasing the ratio 

of doctors per cli11ic by 011e ,viii result in a 14 percent increase in won1en coming in for pre-natal 

care. Ho,vever. l1igl1er pregna11cy parity has a decreasing effect on care seeking. The in1plication 

of this is that wo111en wl10 l1ave had enough pregnancy experience assu,ned to be fan1iliar with 

the process cnougl1 so 111t1ch tl1at the) do not need care fron1 a physician or n1id,vife. 

In addition. educatio11. higl1 le, el of consun1ption c,penditurc and larger nun1ber of facilities in 

the ,ic1nit) ,vere fot1nd to be significant in detern1ining pre-natal care utilization. Similarly. 

,,omen Ii, 111g in tirban areas are n1ore like!) to utilize pre-natal care than those in rural areas. It 

,, as concluded tl1at tl1e presence of doctors at facilities \.Vhich is a measure of quality is robustly 

associated ,, 1tl1 increased pre-natal care utilization. though it is questionable as whether this 

translate.., into in1pro, ed birth outcon1e 

Sahn. D E .. 'i' ounger. S D & Genicot. G. (2002) adopted the model of Gertler. Locay and 
-

Sander.son (1987) Their n1odel \\'as based on selection of a health care provider. given that a 

per�on ,, as !)ick. It ,, as concluded that qualit}· is an i1nportant detem1i11ant of health demand in 

rural Tanzania. In particular. qualit)' of doctors/nurses, drug and tl1e hospital clinic environment 

induced demand for health care. f n other ,vords, they consented that den1and for health care 

,,ould increase if people had the option to see a qualtfied doctortnurse. got access to 

pharmaccullcal facilities and attended a clinic or dispcnsal') ,vhich has a cleaner en,·ironn1ent. It 

v.as also tound that health care consumers in f anzania ,,ere highly responsi, c to the price <,f

health care. espcc1all::, among the lov,er income bracket. 

Addiuonall,. f.ictor� related tcJ place of rc'lidence and socincc<H1n111ic �l.ituc; n1n::, aern11nt fl,1
• 

, ar1Jtiun� in U'><.! <JI n1atcrnJI health c,1rc l.1rtor-. inclucll· \\ (lllll'll � 

age. cthn1c1t). cducatl<Jll, rclig1<JJ1 culture. cl1111c..il need 1111 care nnd dcc1,1nn-111,1!..1nµ ,,11,,l·r I hl·

2,, 
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cost, location and quality of healtl1 services are also important. These factors interact in different 

ways to determine use of l1ealth care. For example, rural women in nortl1en1 India and those in 

K\.vaZulu Natal, Soutl1 Africa, do not use antenatal care adequately, but for different reasons. In 

India, affluent rural wome11 are u11willi11g to invite health workers into their l101nes; in K \.VaZulu 

Natal, \.von1en l1ave little tin1e left after attending to essential household tasks. When 

methodologically robt1st research sl1ows variations i11 n1ate1nal health-care use according to 

\.Vo men's place of residence or socioeconon1ic status, an understandi11g of context is essential to 

design delivery 111ecl1anis111s to  redress such inequalities (Sablah 2011) 

Preventing problen1s for n1others and babies depend on an operational continuu,n of care \Vilh 

accessible, high qualit) care before and during pregnancy, childbirth and postnatal period. Of course, 

the support in terms of facilities at the reach of pregnant ,vo,nen, particularly \vhcn complications 

occur is also in1portant. I Io,, e, er, an in1portanl elcn1ent in this continuu,n of care is effective 

antenatal care (Sa blah 20 I I). The goal of antenatal care package is to prepare for birth and 

parenthood ac_ ,, e 11 as pre,ent. detect. al le,. iate or n1anagc problen1s that affect mothers and babies 

during pregnanc) 

.A.ecording to \\ orld Health Organization (\\'HO 2006) essential interventions can be provided over 

four , ·sits at <;pec,fied inter,als for ,, ·omen ,, ith no underlying 1nedical proble,ns. This had led to 

defintn!! a ne,, model of antenatal care based on four goal-oriented visits, \vhat is no,, called 

Focused Antenatal Care (f-'A '-.C) The first \ isit should be n1ade im1nediatel) signs of pregnancy are 

dett'cted or bet,, een 8-12 \\eeks of pregnanc) On this visit, the pregnancy \viii be confirmed and the 

,,oman j� clas�ified for basic antenatal care (i.e .. four visits or rnore) depending on ,,hcther the 

pregnanc) is classified as complicated or not. In addition, the \\Oman is screened. treated and g,,en 

pre, cnti, c mea5ures. Advice and counseling are also gi,.en anc.l birth and e,nergency plan c.le,·elopcd 

for her The second , isit ic; scheduled het\,een 24-26 ,,eeks. At this visit. maternal and foetal ,,cll

bein1! ,s a<i'>cc;sed and the birth anc.l emergency plan rc\ie\, ed or n1odiriec.l. The third anc.l the l<.)urth 

, isits t.c>mc 111 32 v.ccko, and bct,,cen 36-18 ,-.eckc; rcc;pccll,cly. ,,here 1natcrnal anc.l l<.)ctal ,, ell-hctng 

is as'>c'>o,cd .ind birth and cmcrgcnc) plan re" icv .. cd. 

·1 he 1'.igcrian J1calth ",er, ,cc hc>v.c,cr. ha<, rccomrncndc<l a nurnhcr of antcnntnl , i<.it� fi.lr n prt'!.!ll,Hlt

,,o,nan (!\1'11< f)A 2012) I hat ,, n1onthl; ,.j.,,t up to the 28 ,-..eek of prcg1111nr� lollti,,l·d h� h1 

,,eek.I) , ,.,,t., up to tht: 3<, .. -.eek of prcrnanc.y I hen 1d1c1. ,-..ct·kl)' , ic,11., lollo,, 1111111 dl•lt, t·r, I ,,r 
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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 sho\vn positive relationship between antenatal care and pregnancy outcon,e (Bhardwaj 

1988; Marcela, 2007; Yousif, 2006). For exan,ple, in Ghana, the mortality rate for unbooked women 

(i.e. those women not registered for antenatal care) was found to be 24 per 1000 live-births ,vhilst it 

\Vas only I per I 000 live-births for booked \Von,en. In a study conducted by World l lealth 

Organization in South -East Asia (Burn1a, Indonesia, Thailand and India) it ,vas found that v. ith no 

antenatal care, perinatal and neonatal mortality rate ,vas 97 per I 000 live-births whereas it was only 5 

per I 000 live-birth after full antenatal care (Ek,ve1npu, 1988). Bhard,vaj et al, ( 1994) also found that 

perinatal 111011ality rate ,, as zero per 1000 li\e-births for \Von,en \\ilh high 111aternal care receptivit} 

as compared to 90.9 per I 000 live-births for ,vo1ne11 ,,ith poor rnaternal care receptivity. Yousif et al 

(2006) concluded that adequac) of antenatal care is strongl} and consistently associated with birth 

outcome. Ho,, ever, its effect differs b) 1nother·s risl.. category. Stillbirths increase as antenatal care. 

education and income dee! ine. 

Literature ha'> ,;ho\\ n that a number of\ ariables influence the demand for antenatal care. Grossman 

( 1972) identified education. age and income as factors that influence den,and for health care. Other 

factL rs ,, h1ch ,, ere considered to ha\ e influence on de1nand for health care. and for that matter 

antenatal care are cost of antenatal care. occupation, nurnber of children the v.on,an already has. 

number of household members and assess to infor1nation. that is. frequency of listening to radio and 

,, atchin!! tele, 1s1on. 

To this end. this stud: ,, ill study the characteristics of mother's accessing antenatal health-care 

centers 1n >:igeria and also access the factors affecting their accessibility and choice of health 

care s, stem. Also. this stud)' \,., ill al::-o compare the characteristics of those that gt\'e birth at home 

corn pared to thost.: that do gi, c birth in the hospital. 
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Direct Cause: 
• Cost
• Distance
• Fa111ily Decision
• Not Custo111ary
• Personal Opinion

[ ANC {Jtili;,ation ] 
7-

Availability of 
ANC Service 

-

Indirect Cause: 
• Age
• Education
• Residence
• Marital Status
• Incon1e
• Religion
• Region

Figure 1: 

l tilization

Relationship benveen socio dernographic characteristics and Antenatal 
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--, 
Direct Cause: 

• �Iealtl1 Facility 11ot
open

• Attitude of Workers
• Cost of ANC

sef\1ces
• Dista11ce
• Patriarcl1al

Decision
• Poor Ser\'ices

[ Place of Deliverv ]
' 

l11direct Cause: 

• Age
• Residence
• Education

I • Marital Status
• I{egion
• Religion
• Income

'Figure 2: Relationship beh, een socio demographic cl1aracteristics and Place of

Deli,·en 
• 
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3.0 Researcl1 Design 

CHAPTER THREE 

METI-IODOLOGY 

The study t1sed a secondary data set. Tl1e data was obtained fron1 the 2013 Nigeria Den1ographic 

and Health Survey (NDHS), wl1icl1 was tl1e n1ost recent survey ca1Tied out in Nigeria. The study 

desig11 en1ployed in tl1ese surveys \Vas cross-sectional and descriptive in nature. 

3.1 Stud) Population 

Tl1e 2013 Nigeria Den1ograpl1ic Health Sur, ey (NDI-IS) consists of a nat ionally representative

sample of 38.948 \\Omen age 15-49 years that ,vcre individually intervie\vcd. All won1en age 15-

49 \\ 110 ,, ere usual n1en1bers of the selected households or "" ho spent the night before the SUf\ ey 

in the selected l1ouseholds ,vas eligible for indi" idual intervie"vs. Full report of the survey is 

contained 111 the final report of tl1e national Population Co1111nission (NPopC and !CF Macro. 

2013) 

3.2 �ample Design 

The 2013 Nigeria Demographic and Health Suney (NDIIS) is the fifth DI-IS in Nigeria. 
-

folio,, ing those implen1ented in l 990. 1999. 2003. and 2008 A 11at1onally representat1,e san1ple

of 40.320 households from 904 prin1af)' sa1npling units (PSl s) v,as selected. A fixed sample take

of 45 household.:; ,, ere selected per cluster . All ,vomen age 15-49 \Vho \Vere either permanent

residents of the households in the 2013 ND�-IS sample or visitors present in the households on

the nicllt before the sun C) ,,ere eligible to be intcrvie,vcd. In a subsan1ple or half of the
cc 

hou5eholds. all men age 15-49 that ,, ere either pem1anent residents nf the household,;; in the 

sample or , 1s1tors present in the households 0n the night he fore the survey \\Crc eligible to be 

in ten 1c,'-cd 

Adrninistrat1, cl). , 1gcr1a ,., d1, 1c.lc<l into <itatc<;. In turn. cnch c;t.11c i" suhtli, ich.�d 11\tc, lPl'nl 

go,crnmcnt area., (I <jA-,J and each I <,A inlll �n1,illcr (<icc:nnd.1ry ,ind tcrti.11,) loct1l1t1l's '\1�l·11,1 

ha-, 36 '>lJlC'i a11d a I c<lcr...il ( ",1ptt.1l I crr1tor} <I< I) I hc-.c.: 'il.itc., 111c s11htl1, 1dcd 1nll1 71,1 I (, \, 
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Furtl1ermore, the states are regrouped by geograpllical location to form six zones. In addition to 

these administrative units and geographical zones, during tl1e last population census in 2006,

eacl1 locality \Vas subdivided into convenient areas called census e11un1eration areas (EAs). The 

average number of l1ouseholds per EA in tl1e corresponding locality fran1e was assigned to eacl1 

EA. The EAs in Nigeria are sn1all i11 size, \Vith an average of 211 inl1abitants (equivalent to 48

housel1olds). Si11ce tl1ese EAs \vere too sn1all to be DI-lS clusters, tl1e 2013 NDI--IS included 

several EAs per DHS cl11ster (\-vitl1 preferred minimum cluster size of 80 households). 

3.3 Data Management 

The individt1al dataset (NGIR6ASV.sav) - SPSS file for111at \vhich was obtained fron1 

n1easuredhs.con1 \vas t1sed in this stud). The �'on1an's questioru1aire was fully read and 

\'aria bl es needed for tl1e a11al) sis of tltis study \\ere proper)) i<lcnti lied. Also a recoding manual 

\\"as used to guide tl1e variable that \\US used for the analysis in this stud). 
-

3.3.1 \ ariable Definition and Identification 

The , ariables \Vere con1puted using SPSS version 20. Tl1e ,·ariables of interest that \\ere used for 

the stud,· are sho,\·n 1n Table 3.1 beto,v . 

Table 3.1: \ ariable of interest for anal)sis e:xtracted from the household dataset 

\ ariable ,ame 
\

1005 

\'101 
\'102 
\')06 

\130 

\'ariable Label 

\Vomen's individual sample \.Veight 
Reoion 
T}·pe of place of residence
ffi!!hest [dJcational Lt.vet 

� 

Relieion 
-

\ 501 
c·urrent 1\.!arital Status 

,,201 
Total Number of Children Ever Born 

,,190 \\'ealthlndcx 

.,114 Number of Antenatal Visit 

,11:; J'l,1cc of l)clivcr)' 
l{casons didn't deliver at I lcnlth J·ncility '\165 \-X 
f>crc;c)n Seen f<>r ,\111cn,11nl < 'arc 

�;\�12�1�\-�:-..;:· ________________ -------------

\2 
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�13A-N 

M57A-X 

1\113 

M14 

Explanatory Variables 

Verification of Person Seen for Antenatal 

Place Antenatal was received 

First Tin1e Antenatal was received 

Nu1nber of Visit to Maternity clinic during pregnancy 

Tl1e explanatory variables used i11 this study are age, place of residence, region (zone), level of 

education, religion, etl111icit)1, \.veal th i11dex and cu1Tent 1narital status of n1others. 

Variable Recoding 

The Place of deliver} v\as recoded into dichoton1ous variable as I lame/Others and Maternity 

Clinic. Each Reason for not deli\·ering at Health Facility was recoded as Yes or No which will be 

used as outcon1e. 

3.-t Sample \\1eighting

The dataset ,\'as first ,,e1ghted before anal}sis to n1ake sample data a representative of the entire 

population. There are different \\'eights for different san1ple selections/units of anal,sis. For the 

indi\'idual dataset. the sample ,,·eight \'ariable ,vas V005. This computed and divided b) 

I .000.000 and then ,veighted. The description for ,veighting \.Vas properly discussed in the Guide 

to DH� ",tati::..tics. 

3.5 �tati..,tical ,\nal" sis
• 

·rhere are 2 dependent variables ,., hich ,vcrc anal) zed one at a tin1e.

j f�e, el of .intcnatal care. that is. nurnhcr of antenatal visits 

ii. JJJace of deli, er)

11 
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The independent variables are: age, place of reside11ce, region (zone), level of education, 

religion. etlmicity, \veal th index and current marital statl1s of mothers. 

Bivariate analysis 

Each of the depe11dent variables was cross tabulated against each i11depende11t variable using chi 

square test to i11vestigate associatio11 bet\veen the independent and dependent variables 

Logistic regression analysis 

In the logistic regression n1odel \\ e postulate that the probability p, . of attendance to antenatal 

clinic for an individual ,von1a11 depends on a set :-. of n socio-den1ographic variable 

x . x�.-----------.:-..n in the follo,, ing ,, ay. 

P, = p(f =lx) 

= l /] -e;,. p { -( Po -r PIX +- •• - •..• · • · • + PnXn)}

\\rhere f i:-; a dichotomous , anable denoting attendance (f= 1 if at least one attendance. or f O if 

no attendance). The bs are parameters tl1at represent the effects of the ,, on the probabilit) of 

attendance at antenatal clinic . 

lnc odds ratio for attendance p\/q" . ,vhere q\ = l- Px , is 

P, q,- exp (P - f31 X· ... PiX2 .. ... . .. � PnXn) and

lo� (I', q,) f3 fi1X 1 ... . . . · · ·· .... fjnXr

Th. · h c. ·1 1ar fiorm of the logi<;tic model for the odds raticl and is 1:ns1cr to 111odcl. I hi"1s 1st c n1orl! ,am1 

i<.i the for111 ,,c lta\ c modeled ,nth,., analy.,,.,

1 ·1 
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The second dependent variable, tl1at is, place of delivery, was dichotomized as: 

Place of delivery =O if delivery took place at l1on1e, or =1 if delivery was at the maternity clinic 

or hospital 

Multiple logistics Regression analysis 

Bivariate a11alysis for tl1e outco111e variable for each of the selected i11dependent variables was 

done. This \Vas ca1Tied out i11 order to obsen·e the effect of eacl1 or the independent variables 

(age, place of residence, region (zone). level of education, religion. etlu1icity, v.eallh index and 

current n1arital status of 111otl1ers) on the dependent variable (Place of delivery and Level of 

antenatal care). Tl1e \ariables that are statistical!) significant at 20% level were considered for 

inclusion in tl1e multiple logistic regression analysis. (Norusis, 2004) 
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CHAPTER FOUR 

RESULTS 

4.1 Socio demographical cl1aracteristics of respondents 

A total of 38948 women of reprodl1ctive age vvere interviewed at the survey. Table 4.1 shows the 

distribution by selected socio-den1ographic characteristics. The youngest age group 15-19 is the 

n1ost populous \Vith 20.1 % \Vl1ile the older age group 45-49 is the least populous with 8.8%. The 

Table shO\VS that 30.5% of tl1e respo11de11ts \Vere fron1 the Nortl1 West and this consist the largest 

population across tl1e zones \Vl1ile 11.5% of the respondents \Vere fron1 the South East region. 

About 5 8% of tl1e \\·0111en are f ro111 rural areas. 

As regards education 37.8° 0 of the respondents had no education, 17.3% had primary education 

\\hile 9.1 �'o of the respo11dents had higher educational level. The current n1arilal status of the 

respondents shO\\S tl1at 69.4°,,o of the respondents \\ere ma1Tied, 23.9% was never in a union and 

l .Ogro of the respondents \\ as no longer li\'ing togetl1er or separated. With regards to \,\,ealth

inde'. 19 l 0/0 of tl1e respondcr1ts \\Cre in the poorest category \Vhile 22. 9°/o belong to the richest 

categor; \lost (52 O�o) of tl1e respondents are \1uslin1s \,\,hile 47 % are Christians. The mean 

children c.:, er born per \\ oman ra11ged from 4.1 for the ) oungest to 11.3 for the oldest \Vo men 

aged hrroup -l5--l9. 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table .i.1: Socio-demographic characteristics of respondents 

Characteristics 

Age group (in years) 
15-19

20-24
25-29

30-34

35-39 
40-44

45-49
Zone
North Central
North East
North \Vest
South East
Sout11 South
Soutl1 West
T)•pe of Place of Residence
Urban 

Rural 
Hiohest educational le, el 

C, 

attained 
No education. preschool 
Pnman 

-

Secondan· 
-

Current marital statu� 
�eYer 1n union 

l\1arried 
Livin!.! \\1th partner 

-

\\'idO\\ ed 
Di\orced 
r-.:o longer Ji, ing 
together separated 
\\'calth Inde\. 

J'oorcst 

f'oorer 

t-.1iddle 
f{1chcr 

Ilichest 

-

17 

Frequency 

7820 
6757 
7145 

5467 

4718 

3620 

3422 

5572 

5766 
11877 

4476 
4942 

6314 

16414 

22534 

14729 

6734 

13927 

3558 

9326 

27043 

787 
967 

424 

402 

7132 

7428 

748() 

79<)2 
8 <JI O 

Percentage 

20.1 
17.3 
18.3 
14.0 
12 .1 

9.3 
8.8 

14.3 

14.8 

30.5 

1 l. 5 

12.7 

16.2 

42. l
57.9 

37.8 

17 3 

35.8 
9.1 

13.9 

69.4 

1.0 

2.5 

1 . 1 

1.0 

18.3 

I q. I 

J l) . .2 

"') ) --( .:-
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Table 4.1: Socio-demographic characteristics of respondents 

Characteristics 

Age group (in years) 
15-19

20-24
25-29

30-34

35-39

40-44

45-49

Zone 
North Ce11tral 
North East 
North West 
South East 
Soutl1 Soutl1 
South \\' est 
T)·pe of Place of Residence
Urban
Rural
Hiohest educational le,·cl

e, 

attained
1'-io education. preschool
Pnman

Secondaf\·
-

Current marital status 
'\e\ er 1n union

�1arricd 
Li,·ing \\ ith partner 
\\'idO\\ ed 
Di\orced 
!\o longer li,•ing 
together �eparated 
\\ cal th I ncJc:\ 
Poorest 
Poorer 
.\1iddle 
f{jcher 

Richest 

-

17 

Frequency 

7820 

6757 

7145 

5467 

4718 

3620 

3422 

5572 

5766 

11877 

4476 

4942 

6314 

16414 

22534 

14729 

6734 

13927 

3558 

9326 

27043 

787 

967 

424 

402 

7132 

7428 

7486 

7()92 

8 <J I 0 

Percentage 

20.1 

17.3 

18.3 

14.0 

12.1 

9.3 

8.8 

14.3 

14.8 

30.5 

I 1 . 5 

12.7 

16.2 

42.1 

57.9 

37.8 

17.3 

35.8 

9 I 

23.9 

69.4 

2.0 

2.5 

l . l

l 0

I� ' 

. 9 I 

19 2 

20 5 
.., .., l) 
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Religion 
Catholic 

4316 
Other Clir1stian 

I 1 . I 
13922 35.9 

Islan1 
20149 52.0 

Traditionalist 
359 .9 

Other 
10 .0 

Total Number of Children 
ever Born 

No. Mean 
15-19

7819 4.1 
20-24 6758 5.8 
25-29 7144 5.4 
30-34 5466 7.1 
35-39 4719 8.2 
40- 44 3621 I 0.8 
45-49 3422 I I . 3 

-t.2 Details of antenatal care for tl1c last pregnancy 

Table -l.2 sh0\\5 some details abot1t the 1--\NC visits of n1others ,vho attended maternity clinic at 

least once for antenatal care during tl1e last pregnancy. Out of tl1e total respondents. 11.2% sa\.\ 

Doctor� during their antenatal care \ isit, "' h_ile 28.6% sa\v Nurses/Midwives and 19. l % saw 
-

trad1t1onal birth attendants (TB1\ ). Antenatal care vvas 1nost frequently received at Government 

hospital b� 41. 7 percer1t. 29 J0'o \ isited Go, eminent health centers and 2 I . 4°'o sourced care from 

pn\ ate clinics .. The table also sho,ved that. 10 8°/o of the n1others received their tirst antenatal 

care in their third tnmester ,vhilc 26.9�o received antenatal care 111 their first trin1ester and 61 9° 0

in their "econd trimester. 

18 
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Table 4.2: Distribution of Respondents by Antenatal care visits

Characteristics 

Person Seen for ANC* 
Doctors 
Nurse/111id\vife 
Auxiliaf) nt1rse 
CI-IEW 
TBA 
Village Healtl1 Worker 
Otl1ers 
No one 
\Vl1ere Ante11atal Care Received* 
Respo11dents hon1e 
Other hon1e 
Go,·er11111en t 110s pi ta! 
Go, en1111ent Healtl1 Ce11tre 
Go, emn1e11t I Iealtl1 Post 
Otl1er pt1blic sector 
Pri, ate hospital cli11ic 
Pri, ate n1edical other 
Otl1er 
Time First A�C ,, as recei, ed 
l ".> t tri 111ester
2nd trin1ester
3rd trin1e-:;ter

*.\Jz,lriple re.,JJ011,e.,

-4 1 Le, el of utilization of antenatal care 

Frequency 

1820 

4658 

676 

529 

3110 

14 

3654 

1845 

81 

398 

5765 

4044 

464 

4 
2961 

79 

14 

3610 

8298 

1448 

Percentage 

I 1 .2 

28.6 

4.1 

3.2 

19. I

0.1 

22.4 

11 . 3 

0.6 

2.9 

41.7 

29.3 

3.4 

0.0 

21.4 

0.6 

0.1 

26.9 

61.9 

10.8 

·rable 4 3 belO\\ -..ho,,s the frequency of '\1'.(' ,1-,its of1nothers (e,cluding don·t k.J10,,s) during

the last pregnanc�. About 35° 0 ()fthe n1others n1ade no ,isit at all. ,vl1ile 12.4�o n,a<le 1-3 ,isits 

and 52.5° 0 m.ide abo,e 4 ·visit-;

'Jat>lt -4 ,. fo"rcciucnc, of\',( \ic;it.;; during the la,;t prcgnanc�

:\unibt·r of\, ,t to \ '\( during Prcgnanc,

0 ('.'.:o \ ,-,,tJ 

l 1
-l&ab()\ C
·, ( )'f' t\ J.,

'-o of\\ on1rn 

(1 <)<)() 

2<l74 

1n1c;7 
I 111)21 

15. 1
1 � •I 
.:; .., .:; • 

1 (10.0 
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4.4 Socio demographic factors associated with ANC use.

Table 4.4 sllO\.VS the association of ANC use and son1e socio demograpl1jc cl1aracteristics of the

n1others. The proportion of ANC users was lughest in the age groups 25-29, 30-34 and 35-39

years ranging between 66.4% and 68.2%. It was lower at both extre111es of the reproductive age

range. Percentage of ANC users vvas higl1er an1ong urbru1 residents, 88.6%, than for rural 

residents (52. l %). 

\Von1en with no education were the least likely to use ANC (41.2%) while tl1ose with pri111ary 

education had tl1e lugl1cst proportio11 (78.4%) of use Nlothers with secondary and higher 

education l1ad user rates of 73 .1 % each. 

As regards \\ealtl1 i11dex tl1e ricl1est had the l1ighest proportion using ANC services (96.5%). this 

,,·as follo\ved b)' tl1e ricl1er quintile (88.9%) and the least use was by those that ,vcre in the 

poorest quintile (29.6°,o) 

The table also s110,,s tl1at. ,,itl1 respect to tl1e marital statt1s of mothers. 83.6% of those that were 

ne, er 111 a unior1 used Al\ C \\ l1ile tl1e lo,vest rate of 63 .8% was runo11g those that ,vere married. 

Christian mothers have tl1e l1igl1est le, el of using ANC (85. I%), con1pared ,, ith 53 .15% an1ong 

!\1usl1m mothers 

Among the regions. those that arc in tl1e South West have the highest ANC usage ,..,1tl1 94.0°1
0

� � 

and the least ,,·as North \\'est \.Vith 43.8°/o 

•l ()
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4.4 Socio demographic factors associated ,vith ANC use.

Table 4.4 sl1o\vs the association of ANC use ai1d so1ne socio demographic characteristics of the

mothers. Tl1e proportion of ANC users was higl1est i11 tl1e age groups 25-29, 30-34 and 35-39

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

range. Percentage of ANC users was higl1er a1nong t1rban residents, 88.6%. than for rural 

residents (52. l %). 

Women vvitl1 110 education vvere the least likely to use ANC (41.2%) while those with primary 

education l1a<l tl1e l1ighest propo1iion (78.4%) of use Mothers with secondary and l1igher 

education had user rates of 73 .1 % each. 

As regards \\ealth inde, tl1e ricl1est had the highest J)roportion using ANC services (96.5%), this 

,vas follo,\ed b1 the richer qt1intile (88.9%) and the least use vvas by those that were in the 

poorest quintile (29.6°/o) 

The table a)-.,o shO\\S that. \vitl1 respect to the 1narital status of1nothers. 83.6% of those that were 

ne\ er i11 a union used ANC "'l1ile tl1e lo\\esl rate of 63.8% was an1ong tl1ose that \\ere married. 

Christian mothers ha\ e the higl1est level of using ANC (85.1 %), compared ¼ith 53.15°/o an1ong 

}.1uslin1 mothers. 

Amona the reaions. those that are in the South West ha\e the highest ANC usage \\ith 94.0%
- � 

and the least \\as �orth \\. est \\ith -+3.8°/o 

, I l, 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table -t.4: Bivariate analysis of ANC use cross b ta ulated against selected SOCIO 

demographic characteristics 

ANCUse 
Non Users ANC Users (0/o)

0/4
Age in 5-)'ear groups 
15-19 616 (47.4) 
20-24 1469 (37.4) 
25-29 1764 (33.6) 
30-34 1290 (31.4) 
35-39 973 (31.8) 
40-44 599 (37.0) 

45-49 278 ( 42. l) 

Type of place of residence 
Urban 794 (11.4) 
Rural 6195 (26. 9) 
Higl1est educational le,,el 
No edt1catio11 5676 (58.8) 
Prin1af) 82 l (21.6) 
Secondar} 4 74 (26.9) 
Higher l S (26. 9)

\\ ealth indc� 
Poorest 
Poorer 
r-. 1iddle 
Richer 
RJche�t 
\larital tatu� 
::"\e\ er 1n union 
,t\ 1arried 
Li, ing ,,·ith partner 
\\

1i<lo,,ed 

�o lon!ler I i,·ing 
- -

T �ether separated 

3270 (70.4) 
2209 (-+9.0) 
l 001 (26.2)
391 (111)
119 (3.5)

7'2 ( 16 4) 
6658 (36.2) 
97(19.2) 
59 (24.7) 
66 (14 2) 

38 (24.1) 

684 (52.6) 
2460 (62.6) 
3479 (66.4) 
2824 (68.6) 
2083 (68.2) 
1019(63.0) 
382 (57.9) 

6193 (88.6) 
6739 (52.1) 

3985(41.2) 
2974 (78.4) 
4767 (73.1) 
1205 (73.1) 

1377 (29.6) 
2301 (51.0) 
2817 (73.8) 
3137 (88.9) 
3300 (96.5) 

366 (83.6) 
11729 (63.8) 
409 (80.8) 
180(75 3) 
127 (65 8) 

120 (75.9) 

J{cligion 
( hr.stian 
Islam 

1097 14 9) 6272 (85.1) 
5736, 46.9 J 6504 (53. l) 

Others 15 (14.2) 91 (92.6)
- -

•I I

Total X 

1300 (100.0) 156.539 
3929 (100.0) 
5243 (100.0) 
4114 (100.0) 
3056( I 00.0) 
1618(100.0) 
660(100.0) 

6987 ( I 00.0) 2658.434 
12934 ( 100.0) 

9661 ( I 00.0) 4844.575 
3795 (100.0) 
5241 ( I 00.0) 
1223 (100.0) 

4647 (100.0) 5445.865 
4510 (100.0) 
3818 (100.0) 
3528 (100.0) 
3419(100.0) 

438 (100.0) 
18387 (100 0) 
506 (100.0) 
239 ( l 00.0) 
193 (100.0) 

158 (100.0) 

7369 ( I 00.0) 
12240 ( I 00.0) 
204 ( I 00.0) 

153.217 

2104.58 I 

P,nlue 

0.000 

0.000 

0.000 

0.000 

0.000 

0.000 
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Region 

North Central 760 (26.9) 2068 (73.1) 2828 (100.0) 3444.228 0.000 
Nortl1 East 1411 (42.0) 1948 (58.0) 3359 ( I 00.0) 
North West 4143 (56.2) 3226 (43.8) 7369 ( I 00.0) 
Soutl1 East 84 (26.9) 1565 (73.1) 1649 (100.0) 
Soutl1 South 419 (22.9) 1414 (77.1) 1833 ( 100.0) 
Soutl1 West 172 (6.0) 2710 (94.0) 2882 (100.0) 

•I 2
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4.5 Multiple Logistic Regression of Factors associated ,vith ANC use 

Table 4.5 sl1ows the output of tl1e multiple logistic regression analysis with the socio

demograpl1ic variables fitted i11to the 1nodel. All tl1e variables were sig11ificant in the bivariate 

analysis. 

The results sl10\V some variation i11 the rate of ANC use according to the education of mothers. It 

is highest, 66% -68%, in tl1e age range 25-39 years a11d lo\vest in the years at the stai1 and at the 

end of reproduction 53% -58%. The variatio11 ho\vcver vvas not statistically significant (P >0.20). 

Witl1 respect to place of residence, urba11 n101hers \Vere about 1.5 ti1nes as likely lo use ANC as 

rural n1otl1ers (P =0.000). ANC ttse also increased significantly (P- 0.000) with the level of 

n1others edt1cation. Motl1ers vvith prin1ary education ,n1othcr ""ith secondary education and 

mothers \\ ith l1igl1er tha11 secondary education \Vere respectively 2.6, 4.1 and 12 times as likely 

to use ANC scr\ ices as 111others \\ ith no educatio11 (P= 0.000 in each case). 

There \\'as also a significant (P=0.000) \'ariation of ANC use as regards wealth index, the odds of 

use increasing steadily as \\ealtl1 increased. The ricl1est 1women are 11.3 times as likely to use 

ANC con1parcd to tl1e poorest categor:y. 

L se of \ "C did not \ ar) significantly \\ ith n1othcr's current n1arital status. (P= 0.25). Mothers 

\\ho practice Jslan1ic and Christian religions \\-ere equally like!) to use ANC but those of other 

religions \\ere onl)' half as like!) (P=0.000). Hov,ever \llothers ,vho v\.ere tro1n South East and 

s Juth \\ est ,, ere 2 times and 3 times respectively as likely to use ANC as those 1n the orth 

Central rce.ion of the countr). 
-
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Table 4.5: Multiple Regression of ANC use on selected socio demographic and economic
Factors 

! B S.E. Wald Of Sig. Exp(B ) 95% C.I.for 
EXP(B) 

Lo,vcr Upper 
Age 

836.0 (15 - 19) ref 6 .213 

20-24 -.003- .078 .002 l .966 .997 .856 1.160 
25-29 .035 .076 .214 1 .643 1.036 .892 1.203 
30-34 .082 .079 1.053 1 .305 1.085 .929 1.268 
35-39 .155 .083 3.505 I .061 1.168 .993 1.374 
40-44 . l 06 .093 l .290 l .256 l . 1 1 l .926 1.333 
45-49 .121 .115 1.090 l 297 l .128 .900 1.415 
Region 
Ref: Nortl1 551.6 5 0.000 
Central 

1 orth East .140 .068 �.183 1 .041 1.150 1.006 1.315 
North \\'est -.512- .063 66.917 1 .000 .599 .530 .677 

Soutl1 East 1.088 .136 64.171 1 .000 2.969 2.275 3.875 

South South - 844- .089 90.515 1 .000 .430 .361 .512 

South \\' est .739 . 100 54.368 1 .000 2.094 1 .721 2 549 

T� pe of residence 
Ref: urban 
Rural -.374- .058 �2.253 1 .000 .688 .615 .770 

Le, el of 
Education l-+2.03 1 0.000 
Ref: '\o 
Education 
Priman .944 .055 297.883 l .000 2.570 2 308 2 860 

. .000 4.087 1 ')')0 4 705 
Secondar. 1.408 .072 381 777 I 

- 100.478 I .000 }'J 141 7.452 19 784 
t1= ..:her 2.497 .249 

Ilclig1on 28. 9 I 8 2 0.000 
llcf· ( hri,tian, .733 .977 .858 I . I 14 
Islam -.023- .067 ,. I I 7 I 

Otlu:rs -. 724- . I 7-' 17.280 1 .000 .485 ,.144 68� 

-

, l I 
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-

'

B S.E. Wald Of Sig. Exp( 95'1/o C.I. for 

' B) EXP(B)

Lo,ver Upocr
Poorer .677 .048 202.838 1 .000 1.968 1.793 2. 160 
i\1iddle 1.307 .057 519.661 1 .000 3.695 3.302 4.134 
Richer 1.900 .078 587.105 l .000 6.687 5.734 7.798 
Ricl1est 2.421 .122 391.452 1 .000 I 1.255 8.855 14.306 
Current l\larital 
Status 

6.61 5 0.252 Ref: Ne,,er in 
Union 

l\1arried .060 .151 .157 l .692 1.062 .789 1.428 

L1,·ing ,, ith pai1ner -.255- . 192 1.767 I .184 .775 .532 1.129 

\\'idO\\'ed -.012- .228 .003 1 .958 .988 .632 1 546 

Divorced . 060 ,3 .... ·- .) .067 1 .795 1.062 .673 1.677 

�o longer Ii, i11g -.208- .259 .648 I .421 .812 .489 1.348 
- -

together -,eparated 

Constant -.519- . 184 7.941 1 .005 .595 
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4.6 Factors associated ,vith the number of attendance at antenatal Clinic 

Table 4.6 shows the association between proportio11s n1aking 1nore than 4 antenatal visits and

son1e selected socio demographic variables. 

The proportion was higl1 (bet"veen 70-85%) for all age groups but l1igl1est for those aged between 

30 ru1d 45 years. The proportio11 was higher for urban residents (88%) than for rural residents 

(74%). It also varied directly \,Vitl1 tl1e wo1nen's level of education ranging from 68% for those 

\Vith no educatio11 to 95% for tl1ose witl1 post- secondary education. 

The proportion ,vas lo\vest, at 61.3%, for the richest. It did not see1n to vary 111uch with the 

current n1arital status, ranging fro111 8 l % for the n1arried to 85% for the widowed/ divorced or 

separated group. Tl1e rate \Vas l1ighest (88%) for Clu·istiru1s and lowest, at 74%, for Muslin, 

\\'On1en. An1ong zones, it \,\as l1ighest in the South West (95.5%) a11d the South East (91.1 %) and 

lo,Yest in the Nortl1 East (68.5%). 
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Table 4.6: Factors associated ,vith the number of ANC visits
-

Number of Visit
1 - 4 visit Greater than 4 

Factors (o/o) visit (0/o) 
Age in 5-year groups 
15-19 205 (30.0) 479 (70.0) 
20-24 564 (22.9) I 896 (77.1) 
25-29 676 (19.4) 2803 (80.6) 
30-34 766 (15.3) 2059 (84.7) 
35-39 583 ( 16.2) 1500 (83.8) 
40-44 288 (16.3) 731 (83.7) 
45-49 140 (24.3) 242 (75.7) 
Type of place of residence 
Urban 773 ( 12.5) 5420 (87.5) 
Rural 2743 (25.3) 5037 (74.4) 
Highest educational level 
?\o education 1287 (32.2) 2699 (67.7) 
Prin1nf) 
Seconda1; 
Higher 
\\'ealth index 
Poorest 
Poorer 
�fiddle 
Richer 
Richest 
,1arital Status 
"\e\'er in union 
\famed 
\\'"do",ed Di\·orced 
Seperatt?d 
Religion 
Chn t1an 
Islam 
Ot' �rs

l{eg1on 

r Ii (�entral 

t\orth I.ast 

Nonh \\ e1:,t 

South I·ast 

South South 

South \\1 C'>l

593 (19.9) 2381 (80.1) 

532 (11.2) 4235 (88.8) 

63 (5.2) 1142 (94.8) 

532 (38.7) 844 (61.3) 

701 (30.5) 1601 (69.5) 

569 (20.2) 2248 (79.8) 

457 ( 14.6) 2680(85.4) 

216 (6.5) 3084 (92.5) 

63 (17.2) 304 (82.8) 

2348(1.9) 9789 (80. 7) 

63 ( I 4 8) 364 (85 2) 

753 ( 12.0) 5519 (88 0) 

4815 (74.0) 1690 (26.0) 
71 (78.0) 20 (�2.0) 

465 (22.5) 1603 (77.5) 

614(31.5) 1334 (68.5) 

CJ66 (29.9) 2260 (70.1) 

140 (8.9) 1425 (91.1) 

I (18 f I I . ')) 1246 (88 I) 

122(•!5) 2588 ('J'i 5)

., 7 

Total 

684 (100.0) 

2460 (I 00.0) 

3479 (100.0) 

2825 ( 100.0) 

2083 ( 100.0) 

1019 (100.0) 

382 ( I 00.0) 

6193(100.0) 

6739 ( l 00.0) 

3986 ( I 00.0) 

2974 (100.0) 

4767 (100.0) 

1205 ( l 00.0) 

1376(100.0) 

2303 (100.0) 

2817(100.0) 

3137(100.0) 

330 ( 100.0) 

367 ( I 00.0) 

12137(100.0) 

427 ( l 00.0) 

6272 ( 100.0) 

6505 (100.0) 

91 (100.0) 

2068 (100.0) 

1948 (100.0) 

3226 ( 1 f)O.n) 

15(1(1 ( I 01).ll) 

1084(100(1) 

2710(1()0(1) 

x
z P vnluc 

124.733 0.000 

340.285 0.000 

793.329 0.000 

911.872 0.000 

28.696 0.000 

403 378 0.000 

979.597 0.000 
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I 

.i. 7 Place of delivery 

Table 4. 7 shows tl1e distribution of pregnant women according to their place of delivery of tl1e

last pregnancy. Of the total 11un1ber of respo11de11ts, 24.7% delivered at a Maternity clinic

compared to 75.3% who delivered at l1on1e 

Table -t:7 Place of delivery 

Place of dcli,,e11· 

Ho111e 

Mateniit) Clinic 

Total 

FrequenC)' Percent 

29327 75.3 

9621 24.7 

38948 I 00.0 
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�.8 Socio demographic characteristics of ,vomen ,vho deliver at home compared ,vith
those delivering at maternity clinics
Table 4.8 show the comparison betwee11 women deliveri11g at J1orne ru1d those \Vho delivered at
the n1aternity clinics with respect to tl1e socio demograph..ic characteristics of the n1others. With
respect to age, those deliveri11g at hon1e \Vere slightly younger with a n1ean age of 28.5 years
con1pared with 29 .6 years for those deliveri11g at the cli11ics. Tl1e age disparity was n1ost evident
in the fact tl1at abot1t 25% of tl1ose delivering at l10111e were aged 15-19 years compared with
only 6% in tl1e same age group runong tl1ose delivering at the clinic.

A higher perce11tage (58.7%) of those deli\1ering at hon1e were rural \.Von1en, but an1ong those
deli\ering at the clinic only 55.2% co111e fron1 the rural areas.

Those delivering at l10111e \Vere also less educated (38.8% \.Vith no education) than those
deli,ering at tl1e clinic \vl1ere 01111 34.8°,o ,,ere illiterates.

Those deli\ ering at hoine are also poorer i11 \Veal th con1pared to those delivering at the clinics. 

About 40�-0 of tile for111er group belong to tl1e two poorest wealth index categories compared to 

onl) 31 °00 an1ong those deli,·ering at the clinics. 

h d I. 
• 

at the maternity clinics are ma1Tied . .\ much bigger percentage (91.3°'0) of t ose e ,vering 

· d ti e delivering at hon1e. Converse!)' 30. 9% of those that compared to 62.3'1/o marr1e an1ong 10s 
· I union as con1pared v. ith onl1 2. 7% an1ong those \\ hodeh, er at hon1e \\ ere never in a manta 

deh,ered at matern1t) clinics. 

d I. · g at the clinics are Muslin1s con1pared to 50.6�o. 
-6 1 01) of those e 1venn A b1°uer percenta0e () . 10 

. , . . 
�- e 

4. 8 301, of those that deliver at l1on1e are C hr1st1an�l • • 
h Converse!)' 0 l\1uslims deh\ cr1r1g at omc. 

. . . 
. . , those delivering at n1atem1ty cltn1cs.compared to 43.3°1� Chnst1ans among 

• 1 delivering at hon1c arc fron1 the North l·n�t .i�. ) ]4% of t1oscAmong the region!> (zones 
. . . /\bout I J �0 <)I' those {lcli\c1 ing nt honll' ,ire

d r cring at the cltn1c. compared to I 7 4°/4) of tl1osc c iv 

. . birth ,11 n111tc1 nit\ centre.., 
. I 8 5% ,,f those g1v111g ' • 

from the Sout}1 I a�t compare<.! \\ 11 1 

., <) 
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Table 4:8: Some Socio demograpJ1ic characteristics of tl1ose delivering at home con1pared

,vith those delivering at the maternity clinics

No. and Proportion of tl1ose Total x
i 

that deliver at 
Characteristic Home (0/4) Mater11ity Clinic 

Age in 5-)'Car groups 
{%} 

15-19 7273 (24.8) 546 (5.7) 7819 (20.1) 2914.367 
20-24 4862 (16.6) 1895 (19.7) 6757 (17.3) 
25-29 4624 (15.8) 2521 (26.2) 7145 (18.3) 
30-34 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( l 00.0) 9622 ( I 00.0) 38948 
Mean± SD 28.515±10.25 29.56±7.22 ( I 00.0) 

Type of place of residence 
Urban 12100 (41.3) 4314(44.8) 16414(42.1) 38.059 

Rural 17226 (58.7) 5307 (55.2) 22533 (57.9) 
38947 

9621 ( l 00.0) Total 29326( 100.0) ( 100.0) 

Hio-hcst educational le,,el 
C, 

�o education 11380(38.8) 3349 (34.8) 14729 (37.8) 217.253 
2132 (22.2) 6734(17.3) 4602 (15.7) Pnman
3326 (34.6) 13927 (35.8) 10601 (36.1) Secondan· 

814(8.5) 3558 (9.1)2744 (9.4) Higher 38948 29327 9621 ( 100.0) (100.0) Total ( 100.0) 

\\ ealth inde'\ 
6040 (20 6) 1092 ( 11.4) 7132(18�) '175 023

p )( ·t�l 1863(19.4) 7428 (19.1) 
5565 ( l 9.0) 

Poorer 2171(22 6) 7487 ( 19.2) 
5316(18.l) 

�1iddle 2444 (25 4) 7992 (20.5) 
.'5548 ( 18.9) 

Richer 2051 (21 J) 8910 (22.()) 
6859 (23.4) 

Richest 38949 
29328 9621 ( I 00.0) 

( 100.0) 
"J Ola! ( I 00._Q)_ -

---
-

- -

50 

P \ aluc 

0.000 

0.000 

0.000 

0.00() 
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l\.'Iarital Status 

Never in u11ion 9062 (30.9) 
tvfarried 

264 (2.7) 9326 (23.9) 3364.639 0.000 
18261 (62.3) 

Living \Vitl1 partner 
8782 (91.3) 27043 (69.4) 

533(1.8) 
\Vido\ved 

254 (2.6) 787 (2.0) 
831 (2.8) 

Di,orced 
136(1.4) 967 (2.5) 

319(1.1) 
No longer living 

105(1.1) 424(1.1) 

321 (I.I) together/separated 80 (0.8) 401 (1.0) 

Total 29327 
9621 ( 100.0) 

38948 
( 100.0) ( l 00.0)

Religion 

Catholic 3506 (12.0) 810 (8.5) 4316(11.l) 141.046 0.000 

Otl1er Cl1ristian 10584 (36.3) 3337 (34 .8) 13921 (35. 9)

Isla111 1477-l (50.6) 5375 (56.1) 20149 (52.0) 

Traditionalist 299 ( 1.0) 60 (0.6) 359 (0.9) 

Other 8 (0.0) I (0.0) 9 (0.0) 

Total 
29171 

9583 ( I 00.0) 
38754 

( l 00.0) ( I 00.0) 

Region 

'\orth Central -ll02 (14.0) 1470 (15.3) 5572 (1-t.3) 171.170 0.000 

�orth East -l097 (14.0) 1670(17.4) 5767(14.8) 

�Orth \\ e<:;t 8890 (30 3) 2987 (31.0) 11877 (30.5) 

5c uth East 3660 (12.5) 817(8.5) 4477 (11.5) 

<;o 1h South 3769 (12.9) 1173(12.2) 4942(12.7) 

South \\'est -l810 (16.4) 1505 (15.6) 6315(16.2) 
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9 Association benveen Socio demogra h' h · · 
r 1· 

�. P 1c c aracter1st1cs of ,,·omen and place o de 1vc'1

Table 4.9 sho'vvs the association bet\,een place of delivery and the socio de111ographic

characteristics of inothers. The proportio11 of t11ose who deliver at the n1aternity clinic \Vas

highest 1n ages 30 - 34 years "'ith 3 7 .6%, \\l1ereas it ,vas only 7% an1ong the younger wo1nen

(15 l 9 years) and 9.0°·0 an1ong older won1e11 aged 45-49 years. for tl1e place of residence, the

proportion \\'as l1igl1er in urban ce11tcrs than in rural areas (26.3% versus 23.6°/o).

\\'omen ,,ith 110 education \\ere tl1e least likely to deliver at Maternit, ('linic (22.7%) \\'hile 

those ,vith pr1n1a1)' educatio11 had tl1e l1ighest proportion (31.7°/o) delivering at the clinic. 

\\'ith regard to tl1e �ealtl1 index. those that ,, ere richer had the highest proportion dclivcr1ng in 

niatemit) Clinic (30.6° ·0), tl1is ,, as follo,,cd by the n11cldle quintile (29.0°/o) and the least ,vcre

those 111 the Poorest quintile ( 15.3°"0). 

The table also sl10,,ed tl1at. 111arricd ,von1cn and ,vo1nen Ii, ing \.\-ith a partner had the highest

proportions of c!i11ic deliveries. 32 s0
·o a11d 32 3°'o respecti,·el, ,,hile the Jo,vest ,,as 2.8°/o among 

those that ,,ere ne, t!r in a u11ion. 

I I· I t t f d •li,er'- in n1at1:111itv clinics�1others ,,·ho practiced Cl1ri<:>tian religio11 ha'\e t 1e 11g 1cs ra e O c J -

I t d Jslan1ic religion (26.7%). \\h1le the h:ast \,·as for(29.4° o). folio,, ed b)' tl1ose ,, 10 prac ice ' 

mother, ,,·ith otl1er rel1uion ,,·1tl1 11 o/o. 
-

in the t'<orth East have the highest le\'el of
�unhennore, amt)OU the regions. those tl1at are 

-

d h I t ,vas South East ,, ith 18.2%.
deli\'er, at ANC clinics (29 Oo/o) an t e ea5 
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Table 4:9: Factors associated ,vith place of delivery
-

Place of delivery
Home (o/o) Maternity Clinic 

Total 

Factors 
-

Age in 5-} ear groups 
15-19 7273 (93.0) 
20-24 4862 (72.0) 
25-29 4624 (64.7) 
30-34 3413 (62.4) 
35-39 3182 (67.4) 
40-44 2857 (78.9) 
45-49 3 115 (91 .0) 
Type of place of residence 
Urban 12100 (73.7) 
Rural 17226 (76.4) 
Highest educational level 
"'-Io education 11380(77.3) 
Prin18f) 4602 (68.3) 
Secondar) I 0601 (76.1) 

Higher 2744(77.1) 
\Vealth index 
Poorest 60-+0 (84. 7) 
Poorer 5565 (74.9) 

�1iddle 5316(71.0) 
Richer 5548 (69.4) 
Richest 6859 (77.0) 
�Iarital Status 
\'e,er in union 9062 (97.2) 
�tarried I 8261 (67.5) 
Li,1ng ,, ith partner 533 (67. 7) 
\\'ido,, ed 831(85.9) 
Di,orced 319 (75.2) 

?\o longer Ii ,·ing 321 (80.0) 
tnget½er separated 
Religion 
C!tr.,t;a1111, J 4090 (71.6) 
Islam 

• 

14774(74.3) 

0tht:rs 307 (89.2) 

(O/o) 

546 (7.0) 7819 (100.0) 
1895 (28.0) 6757 (100.0) 
2521 (35.5) 7145 (100.0) 
2054 (37.6) 5467 (100.0) 
1536 (32.6) 4718 (100.0) 
763 (21.1) 3620 (100.0) 
307 (9.0) 3422 ( I 00.0) 

4314 (26.3) 16414 (100.0) 
5307 (23.6) 22533 ( J 00.0) 

3349 (22.7) 14729 (100.0) 
2132 (3 I. 7) 6734 ( 100 0)
3326 (23.9) 13927 ( I 00.0) 
814 (22.9) 3558 ( 100.0) 

1092 (15.3) 7132(100.0) 
1863 (25.1) 7428 (100.0) 
2171(29.0) 7487 ( 100.0) 
2444 (30.6) 7992 ( 100.0) 
205 l (23.0) 8910 (100.0) 

264 (2.8) 9326 ( I 00.0) 
8782 (32.5) 27043 ( 100.0) 
254 (32.3) 787 ( 100.0) 
136(14.1) 967 ( I 00.0) 
I 05 (24.8) 424( 100.0)

80 (20.0) 401 (100.0) 

4147 (29 4) 18237 {100.0)

5375 (26 7) 20149 ( 100.0)
62 ( 11 8) 369 ( I 00.0)

x
i 

P\'alue 

2914.367 0.000 

38.059 0.000 

217.253 0.000 

575.023 0.000 

3364.639 0 000 

92 28 0.000 

Region 
1470(26.4) 5572 ( I 00.0> 171.170 () 000 

North Central 4)02 (73.6) 5 7 6 7 ( I 011. 0 l 
1670 (29.0) 

l\' onh J_a!>t 4097(7).0) 11877(100 0) 
2<)87 (25.1 )

�Orth \\' est 88')() (74.9) t477 ( I 00 0)
817(18.2) 

South l:�t 3fi60 (81.8) ,,,,.i2, 1 no O> 
1173(21.7) 

South South 3769 (7(, 1 J (, 1 I 'i ( I 00 II)
l'i05(218)

�Uth \\ C')t 4810 (76.2) 
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-'· 10 Relationsl1ip behveen ANC practices and delivery at the clinic

Table 4.10 sllO\\S the relationsl1ip between tl1e details of ANC received a11d place of delivery. A

high proportion. ranging bet\.\-·een 56°'0 and 62%, of mothers who were attended by skilled

personnel such as doctors, nurse/n1id\vives and CIIEW during their antenatal care visits returned

to the clinics for deli very. A n1ucl1 lo\ver proportion of mothers, about 30°io - 40°'0, v\ho sav\ less

skilled staff sucl1 as TBAs, l1ad tl1eir deli,1ery at the clinics. 

\\'ith respect to tl1e location \\ihere antenatal care \Vas received. all \,·0111en \\ho took antenatal 

care fron1 Govcn1111e11t Ilospital and Go,1ernn1cnt I lcalth Centers delivered at n1atcrn1t} ch11ic 

,,·hile those,, 110 took a11te11atal care fro111 otl1er public sector nc, er delivered at n1ater11ity clinic. 

Similarly. tl1ere ,,·as strong significant relationship bet,\een the nun1bcr of AN( visits and

delt,er, 1n n1aternit, clinic. Tl1e rate of delivery in n1aternity clinic \\US zero for those ,vho had

no Al\,C ,i5it ai1d higl1est (78.9° 0) for those ,vith 1-3 ,1sits. I·urther1nore. the proportion

delt,ering at niatemit) clinics increased ,v1th the timing of first antenatal clinic fron1 the first
-

tnmesters to tl1e tl1ird trin1ester respecti, cl) (64.3%. 73.9%. 78.2%).
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I 

Table 4:10: Relationship benveen ANC practices and I f d 1. p ace o e 1very 
-

Place of delivery
Home (0

/0) Maternity Clinic

- Person Seen for (%) 

Antenatal Care 

Doctor 724 (39.8) l 096 (60.2)
Nurse/Midwife 1604 (34.4) 3054 (65.6)
Auxiliary Nurse 299 (44.2) 377 (55.8) 
CHEW 202 938.2) 327(61.8) 
Traditional Bi11l1 

Attendant 2075 (66. 7) I 035 (33.3) 

Other persons 9 (59.7) 6 ( 40.3) 
Relati,•e/Friends 2129 (58.3) 1525 ( 41. 7) 
No one 1167 (63.2) 679 (36.8) 
Location ANC Recci,1ed 
Respondent's Hon1e 75 (92.7) 6(7.3) 
Other Hon1e 
Go,ernn1e11t Hospital 
Govem.J11e11t Health 
Centre 
Govem.J11ent Healtl1 Post 
Other Public Sector 
Pri,ate Hospital Clinic 
Other Pri,·ate Medical 
Others 

Timing of l '
1 Antenatal

Check 

343 (86.l) 55(13.9) 
0 (0.0) 5765 ( I 00.0) 

0 (0.0) 4044 ( I 00.0) 

448 (96.6) 16 (3.4) 
4 (100.0) 0 (0.0) 

2692 (90.9) 269 (9.1) 
74 (93.0) 6 (7.0) 

l l 982.6) 2 (17.4) 

Total 

1820 (100.0) 
4658 (100.0) 
676 (I 00.0) 
529 (100.0) 

3110 (100.0) 

14 (100.0) 
3654 ( l 00.0) 
1845 ( I 00.0) 

81 (100.0) 
398 (100.0) 

5765 ( I 00.0) 

4044 ( I 00.0) 

464 (l 00.0) 
4(100.0) 

2961 ( l 00.0) 
79 ( 100.0) 
14 (100.0) 

x
i 

I Tnmester 
2320 (64.3) 361 O ( l 00.0) 156 458 

1290 (35.7) 
6136 (73.9) 8298 (100.0) 

200 T rirnester 
-.r� T . ., nrnester

2 I 62 (26. I)
l I 33 (78.2) 1448 ( I 00.0)

___ 2:31�5J.:(2�1�.8'.L) __ ..:..:..-___,_ 

55 

P value

0.000 

0.000 

---
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� ll l\1ultiple Logistic regressions of place of d 1. • . 

· 
· t' f th e Ivery on selected socio demographiccbaracter1s 1cs o mo ers 

T ble 4 11 shows the output of the lt' I 1 · · . 
a · mu 1p e og1st1c regression analysis with the socioden1oQTaphic variables fitted into the model All th · bl · · · b' · 

0 

• e var1a es were s1gn1ficant 111 the 1vanateanalysis • 

The results showed tI1at the level of place of delivery at Mater11ity Clinic significantly varies withage of mother (P<0.005). Regio11 (P<0.005), Type of place of residence (P<0.005), Wealth Index(P<0.005), Mother's level o f  education (P<0.005), Religion (P<0.005) and Current 111arital status
(P<0.005). 

The result sl10\ved tl1at 111otl1ers aged 20-24, 25-29 and 30 - 34 years \,vcre approxi1nately three 

tin1es (0.R= 2.5, 95% C.I = 2.23,2.81). (0.R = 2.7, 95% C.l - 2.37. 2.97) and (0.R- 2.7, 95% 

C.I = 2.36. 2.98) respective!)' as Iikel)' to deli\'er i11 maternity clinic as those 1nothcrs of age

15 - J 9 years \\ hile older \VOn1en of ages 45 - 49 )'ears are about forty percent (0.R 0.4. 95%

C.I = O 36. 0.49) as I ikely as 1notl1ers of aged 15 - l 9) ears .
. .\!so. mothers tllat are froin rural area of residence are about 80 percent as likely to deliver in
matem1n· clinic as n1others fron1 urban centres . • 

Deli,er> at \1atemit) Cl1n1c a so increase · · l · d \.\.ith Mother's highest level of Education. tv1other.s 
950 c I - J 65 1 94) Secondar) education (OR= ?.06. \\1th Pnn1an education (OR= l. 79. /o, · - · • · • . 

d , ducation (OR=l.75, 95%. C.l=I.5..i. 1.99) \\Cre 9.;
o
, c - 88 , , -) and Post secon ar} e . ,o. .I - 1. . -,_) . 

d 1\1 I th . tenlity clinic con1pare to 1v ot 1ers \Vt nol 1 .  l to del1\er at ma approximate I> t,\ o times as Jl\.e ) 
E-0uca1ion. 

J'kel'- to dcli\er at 111aternit) ·th more \Vealth \Vere inore I ., 
As d I h I d ""' motl1ers \VJ 

• 
. I '1 I . 

'' regar :; \\ ca l n e,.,.. 
\, ·f, it)' Clinic also varied \\ 1t 1 iv ot 1er � . 

, Deli\ el'}' at atem rhnic than mothers that \Vere poorer 
L', ,vith Partner (OR 13.2. P""-0.005).. R- 20 9. P<0.005 ). I\ ing 

. . . , ,1 Current n1ar1tal status. :Vfarricd (O 
d 1 ... at niatcrn1tv clin1c con1part:d to tht:' 

• like!)' to e ivcr ' • 
Di\'orced (CJJ{ I 1.6. P ....... 0.0()5) \Vere more . d Christian religion rc.spccti, cl) ,trt'I • who practice f sla1n1c an 

: �fother� ;';e\ er in l 1n1on l\1others
, 1 re . . that arc c,1t l<> t i I . 1·n1c asthosc (e � to del1,er 1·n matcrnit)' c 1 

11 1 :11c fC',jlCl II\ cl, 111\lll' 11\l' \ IP
r t ,,nd North \\'e<,I� fi Nc1rth ::is ' · Ith' ·0111111,O\\e,er f\1othcr'> \\}10 arc ro111 • 

. • North< 'c1111,il rcg11lll n t: t.: 

Jthcr� in till:�gistcr the birth of thci r chi lo than ,11< • 
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Tabl e 4:11: Multiple Logistic regress1·on of l f d 1. · h. P ace o e 1very on selected socio demograp 1ccharacteristics of mothers 

B S.E. Wald 

Age 
(15 - 19) ref 1305.174 

20-24 
.9 I 8 .058 249.301 

25-29 
.976 .058 286.601 

30-34
.976 .060 266.715 

35-39
.684 .062 123.565 

40-44 
.093 .067 1 889 

45-49 
-.879 .081 119.161 

Type of r esidence 
Ref: urban 

Rural -.209 .036 34.358 

Le,·el of Education 
290.699 

Ref: No Education 

Priman .582 .041 197.352 .

econdan .720 .045 251.562 

75.427 .561 .065 H1cher 
� 

\\ ealth Inde, 715.151 

Ref: Poorest 

Poorer . 718 .045 251.832 

�1iddle I 122 .049 514 713 

Richer 1.18 5 .056 450 I 08 

R :ci.est .686 .065 11 1 .520 

Current \larital 
1977.541 

Statu\ 
Iltf. :-,ic\ l'r in Cnion

070 1888.114 
3. 04 I!\larricd 

6 I 8.688 . I ()4 2.583 Li, ing v, ith partner 
15•1.()16 120 2 254 \\'idov,cd 
1111(,81 117 2 451 l)i,orccd ..-

'i 7 

Df Sig. Exp(B) 

6 .000 

I .000 2.504 

I .000 2.654 

I .000 2.653 

I .000 1.982 

I .169 1.097 

I .000 .415 

I .000 . 81 I 

3 .000 

1 .000 1.790 

I .000 2.055 

1 .000 I. 752

4 .000 

1 .000 2.05 I 

1 .000 3.071 

1 .000 3.270 

I .000 1.986 

5 .000 

I .000 20.917 

I 000 11 211 

I 000 ,, ,27 

I ooo I I h0 I 

95% C.I. for 
EXP(B) 

Lo,ver 

2.234 

2.370 

2.360 

1.757 

.96 l 

.355 

.756 

1.650 

1 880 

I 544 

1 877 

2.787 

2.931 

I. 749

18.21() 

I 0. 796

7 ,, 1 

� 8(,� 

Upper 

2.806 

2.971 

2.983 

2.236 

1.252 

.486 

.870 

I. 941 

2.246 

1.989 

2 241 

3.384 

3.648 

,.,,.,-( ___ ) )

2 ' l)l) 1 

I <, 2 I 1> 

I � ll I<> 

I , 17 .. 
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B S.E. Wald Of Sig. Exp(B) 95°/o 

C.I. for

Religion 
Lo\ver Uooer 

Ref: Catholic 44.3 I 4 4 .000 

Other Cl1ristian .255 .052 24.480 l .000 1.290 1.166 1.428 
Islam .366 .058 40.266 1 .000 1.442 1.288 1.614 
Traditionalist .020 .159 .016 l .899 1.020 .748 1.393 
Other -.578 .963 .359 t .549 .561 .085 3.708 
Region 

Ref: North Central 227.506 5 .000 

North East .417 .051 67.245 t .000 1.518 1.374 1.677 
North \\'est . l 58 .046 11.879 I .00 I I . I 71 1.071 1.281 
South East -.328 .060 29.993 I .000 .720 .640 .810 

South South -.012 .056 .049 I .826 .988 .886 1.102 

South West -.337 .051 43.931 I .000 . 714 646 789 

Constant -5.685 .110 2662.039 1 .000 .003 
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4.l2 Reason mother didn't deliver at health facility:

The table 4.12 sl1ows the frequencies of the reason why mothers didn't deliver at a health

facility. The most frequent reason \Vas 'No ti1ne because sudden delivery' ,vhich presumably l1ad

to do witl1 the sudden onset of labot1r, 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 n1uch' (7.8%), 'Not custon1ary' (7.7%) and 

·I-Iusband /fan1ily didn't allo\¥' (6.7%).

Each of tl1ese six reasons were analyzed further to identify the socio den1ographic characteristics 

of the \\'Omen offering tl1en1. 

Table 4.12: Reason didn't dcli,1er at l1caltl1 facility: 

\o time because suddenl)' deli\ er) 

\ot necessar} 

Too far no transport 

Cost too n1uch 

Not customar)' 

Husbandlfamil\' didn't allo"" 

Facilit� not open 
. 

Don't trust f acilit:·lpoor service 

No female pro\ ider 

Attitude of health personnel 

Other 

i·otaJ 
4Afuf11pie f?eJ/JtJ11je�

-
--

Freq tr ency 

4878 

4292 

1933 

1165 

1159 

1002 

288 

180 

68 

28 

27 

*15018

Percent 

32.5 

28.6 

12.9 

7.8 

7.7 

6.7 

1. 9

1.2 

0.-+ 

0.2 

0.2 

I 00.0 
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.S 13 Associations behveen the Reasons f'. d . . . . . or not el1ver1ng in Clinic and Socio Demographic
Character1s t1cs

Table 4. I 3 shows the associatio11 between the reaso11 ("cost too much") for not delivering at
�1atemit)' clinic and socio demographic characteristics of mothers. Amo11g the ages of mothers,
the proportion for not deliverii1g at the n1atemity clinic because the cost was too 111uch was

highest among n1otl1ers aged 30 - 34 years (4.3%) and n1others 25-29 years old (3.9%) while the

least are younger woine11 ages 15 - 19 years ( 1.1 % ). Mothers fron1 South- South have highest

proportion of reaso11 (cost too mucl1) for 11ot delivering at maternity clinic (5.8%) followed by 

\/orth East (4.9%) while the least is South East \vith I .4%. In the highest level of education of 

mothers. tl1e reason for not delivering at n1ater11ity clinic as a result of cost was very low a111ong 

higher level of education \Vitl1 0.1 % \Vl1ile it is highest an1ong prin,ary level of education ( 4.5%). 

T here is a significant differe11ce i11 tl1e proportion of n1others that did not deliver at n1atemity

clinic in Rural a11d urba11 (P<0.05) for reasons of cost. Also. for the mothers 111arital status, those

that ,vere Ji\'ing \\ritl1 partners l1a\1e tl1e highest proportion of not delivering at maternity Cli11ic

(8 90,,0) ,vhile the least are tl1ose tl1at ,vere never in union (0.6%). furthermore. those \vl10

· 1 1· · 
l l i"ghest Je,el (')2 ?%) not delivering in maternity clinic as a result of

practice ot 1er re 1g1011 1ave 1 - ·-

cost \\hile the least \\·ere tl1ose that are catholic (2.4%).

(J() 
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Table 4.13: Cross tabulation of socio de b· - mograp 1c characteristics for a reason cost toornuch 
- . . 

Cbaracter1st1cs Reasons: Cost too much
-

� 

No Yes 
Age in :,-year groups 

15-19
20-24
25-29
30-34
35-39
4 0 -44
45- -l9
Region 
North Central 
l\orth East 
North \\' est 
South East 
South Soutl1 
South \Vest 
Highest Le,·el of 
Education 
\o education 
Primar. • 

Secondan 
Higher 

7735 (98.9) 
6524 (96.9) 
6863 (96.1) 
5234 (95.7) 
4525 (95.9) 
3522 (97.3) 
3380 (98.8) 

5390 (96.7) 
5484 (95.1) 

11613 (97.8) 
4415 (98.6) 
4657 (94.2) 
6223 (98.5) 

14109 (95.8) 
6432 (95.5) 

13686 (98.3) 
3555 (99.9) 

T, pe of Place of Residence 
L�ban 161 79 (98.6) 
Rural 21604 (95.9) 

\\ ealth Inde'\ 
Poore.,t 
Poorer 
t-.1iddle 

Richer 
R..Lre 1

Current marital "tatus 
1'.�. tr ,n un,vr,

!\1arried 
Li, ing \\ ith partner 
\\'idO\\ cd 
D1,orced 
No longer Ii\ ir1g
together separated

6764 (94.8) 
7098 (95.6) 
7241 (96. 7) 
7838 (98. l) 

8841 (99.2) 

9271 (994) 

2604 7 (96.3)

716(91.1) 

945 (97.7)

415 (97.9)

387 (<)6.3)

85(1.1) 
233 (3.4) 
282 (3.9) 
233 (4.3) 
193 ( 4.1) 

98 (2.7) 
41 (1.2) 

182 (3.3) 
282(4.9) 
264 (2.2) 
61(1.4) 

285 (5.8) 
92 ( 1 .5) 

620 (4.2) 
302 (4.5) 
241(1.7) 

3 (0.1) 

235 (1.4) 
930 (4.1) 

368 (5.2)
330 (4.4) 
245 (3.3) 
154(1.9) 

69 (0.8) 

54 (0.6) 

996 (3.7) 
70 (8.9) 
22 (2.3) 
9 (2.1) 

15 (1.7) 

,, I 

Total 

7820 ( 100.0) 
6757 (100.0) 
7145 (100.0) 
5467 (100.0) 
4718 (100.0) 
3620 ( I 00.0) 
3421 ( I 00.0) 

5572 ( 100.0) 
5766 ( l 00.0) 

11877 (100.0) 
4476 (100.0) 
4942 ( I 00.0) 
6315(100.0) 

14729 (100.0) 
6734 ( 100.0) 

13927 ( l 00.0) 
3558 ( 100.0) 

16414 (100.0) 
22534 ( 100.0) 

7132 (100.0) 
7428 ( 100.0) 
7486 (100.0) 
7992 ( 100.0) 
8910 (100.0) 

9325 (100.0) 
27043 (100.0) 

786 ( I 00.0) 
96

.
., ( I 00.0) 

4-i4 (100.0) 

402 ()00.0) 

x
z 

214.051 0.000 

320.411 0.000 

306.736 0.000 

237.771 0.000 

353.365 0.000 

329 612 0.000 
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Religion 

Catholic 
Other Christian 
Jslan1 
Traditionalist 
Other 

4214 (97.6) 
13463 (96. 7) 
19578 (97.2) 

338 (94.2) 
7 (77.8) 

102 (2.4) 
458 (3.3) 
571 (2.8) 

21 (5.8) 
2 (22.2) 

4316 (100.0) 
13921 (100.0) 
20149 (100.0) 

359 (100.0) 
9 (100.0) 

33.567 0.000 

Table 4.14 belo"v sl1o"vs tl1e association bet\vcen the reason (too far/no transport) for not 

deJi,,ering at f\1ate1nity clinic and socio den1ographic characteristics of n1otl1ers. For the age of 

n1others. tl1e proportio11 for not deli\ ering at the n1aternity clinic because of distance or no 

transport "' as higl1est a111011g 111otl1ers aged 30 - 34 year (7. l %), 25-29 years (6.3%) while the 

least are an1ong older \\0111en aged 45 - 49 years (1.5%). Among the regions, 1nothers fron1 

'North East l1a, e l1ighest proportion of reason (too far/no transport) for not delivering at maten1ity 

clinic (10.3°/o). 6.1 % 1n North\\ est \\l1ile the least is South East with 1.6%. 

\\
1ith regards to highest le\-el of edt1cation of mothers, the reason for not delivering at maternity

clinic. c.S a result transport of distance significant!): decreases as the level of education increases

Also as the ,, cal th index increases the proportion of \\Omen not deli\ ering at the clinic for

reasons of  distance and lack of transport reduces drastically (P<0.05) Sin1ilarl). a higher

proportion of rural than urban residents did not deliver at the clinic for tl1is reason. there 1s a

si2.nificant difference in the proportion of motl1ers that did not dell\ er at n1atemity clinic in I{ural
-

and urban (J><Q.05 ). 

Considering mothers marital status. those that ,vere married ha\'e the highest proportion ()I nnt

deli, cring at matcm1t) r·t i nic ( 6.8°/o) ,.., h ilc the least are those that ,, ere ne, er in union ( 0.3° o)

1-·urthcnnore. tho�e ,,. ho practice other religion have h ighcst le, cl ( 20.0° 
o) not cicl i, c, 1 ng 111

nlatemit, clinic a5 a rc<,ult of cJi-,tancc or n<J tran<,pc>rt ,..,hilc the le.isl ,,ere tlHlsc th,,t ,11c r11thtihc
• 

(2.0o/u). 

t,2 
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Tab1e 4:1�: Cross tabulation of socio-demograph' h . . 
IC c aracter1st1cs for a reason too far/ no

transport

- . . 

Cbaracter1st1cs too far/ no transport Total 
No Yes 

Age in 5-year groups 
I 5-19 7628 (97.5) 192 (2.5) 7820 (100.0) 
20-24 6360 (94.1) 397 (5.9) 6757 (100.0) 
25-29 6695 (93.7) 450 (6.3) 7145 (100.0) 
30-34 5079 (92.9) 388 (7.1) 5467 (100.0) 
35-39 4440 (94.1) 278 (5.9) 4718 (I 00.0) 
40-44 3445 (95.1) 176 (4.9) 3621 (100.0) 
45- 49 3370 (98.5) 52 ( 1.5) 3422 ( 100.0) 
Region 
i\orth Ce11tral 5332 (95.7) 241 (4.3) 5573 ( l 00.0) 
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) 44 76 ( l 00.0) 
South Soutl1 4 791 (96. 9) 151 (3.1) 4942 (100.0) 
South \\1 est 6159 (97.5) 155 (2.5) 6314(100.0) 
Highest Le,·el of Education 

1446 (9.8) 14728 (100.0) �o education 13282 (90.2) 
Pnn1af) 6443 (95.7) 291 (-l.3) 6734 ( l 00.0) 

Secondar)' 13740 (98.7) 187(1.3) 13927 ( 100.0) 

Hii!her 3550 (99.7) 9 (0.3) 3559 (100.0) 
� 

T� pe of Residence 
16201 (98.7) 213 (1.3) 16414 (100.0) Lrban 

22534 ( 100.0) Rural 20814 (92.4) 1720 (7.6) 

\\ ealth Inde'\. 
l 002 ( 14. I) 7131 (100.0) 6129(85 9) Poorest 

6917(93.l) 511 (6.9) 7428 ( 100.0) 
Poorer 

7233 (96.6) 253 (3 4) 7486 (100 0) 
�1iddle 7992 ( 100.0) 7881 (98.6) 111 (l.4) 
Richer 

8855 (99.4) 55 (0.6) 8910 (100.0) 
R1cl-ic.., 

Current!, marital Statu.,
9295 (99. 7) 31 (0 3) 9326 ( 100.0) • 

;--.. e\ 1.. .... .. n Jn 
25213 (93.2) 1829(6.8) 27042 ( l 00.0) 

J\1arricd 787 ( l 00.0) 74 7 (94.9) 40 (5.1) 
l,i, ing \\ ith partner

955 (98.8) 12(1.2) 967 (100.0) 
\\ i<lo,,ed

413 (97.4) 1 1 (2.6) 424 (100.0) 
Di, orced 

402 ( I 00.0) No longer IJ\ ir1g 192 (97.5) IO (2.5) 
together separated -

-

{, 3 

x:z P, uluc

290.740 0.000 

614.514 0.000 

1296.289 0.000 

808.079 0 000 

0.000 

648 528 0.000 
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Religion 

Catholic 

Other Cl1ristian 

Islan1 

Traditionalist 

Other 

4230 (98.0) 
13533 (97 .2) 
18742 (93.0) 

324 (90.0) 
8 (80.0) 

86 (2.0) 

389 (2.8) 

1408 (7.0) 

36 (10.0) 

2 (20.0) 

4316 (100.0) 419.377 

13922 (100.0) 
20150 (100.0) 

360 ( 100.0) 
10 (100.0) 

0.003 

Table 4.15 sllO\VS tl1e association betvveen tl1e reason (husband fa111ily didn't allow) for not 

delivering at Maternity cli11ic and socio den1ographic characteristics of n1others. Among the ages 

of n1others. tl1e proportio11 for 11ot deli,·cri11g at the 111aternity clinic because the husband family 

didn't allO\\ \\'as l1igl1est a111011g 111other·s ages 25-29 year (3.9%). According to the region. 

mothers fron1 Nortl1 West l1ave l1ighest proportion of reason (husband fan,ily didn·t allo,v) for

not deli,ering at maternity cli11ic (5.4°,'o). follo,ved by 3.1 % of the North East have reason for

not deli, ering at n1aten1it} clinic \\ l1ile tl1e least is South with 0.3%. In the highest level of

education of 111otl1ers and t l1e \vealth index, the reason for not delivering at maternity clinic as a

result of l1t1sbru1d·s fan1 ily not al)o\ving decreases as the level of education and �ealth index

ncreases (P<0.05). Tl1ere is no significant difference in the proportion of motl1ers that did not

d eh, er at n1atemit) cli11ic in Rural and urban (P>0.05). Also, an1ong the mothers n1arital status.

those that ,\ere married ha,•e the highest proportion of not delivering at n1atemity Clinic (3.6%)

,,·hile tht.. \eas t are those that ,, ere ne, er in union (0.1 %). Furthen11orc. tl1ose ,vho practice

Islamic relt!!l()n ha\e hu:!.hest level (4.4°,,o) not delivering in n1aternit)' clinic as a result of
-

-

husbaild famil\ not al}o\\ ing \Vhile the least \vere those practicing otl1er religion (O�·o ).

-
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Table 4:15: Cross tabulation of socio-demo h. . . 
didn't allo,v 

grap IC character1st1cs- reason Husband family
-Characteristics Husband family didn't Total X2 

. -

Age 10 :,-year groups 
15-19 

20-24 
25-29 
30-34 
35-39 

40-44 
45- 49

Region 
North Central 

orth East 
North West 
South East 
South Soutl1 
South West 
Highest Le, el of Educi1tion 
\!o education 
Primm • 

Secondar) 
Higher 

� 

T) pe of Residence
Lrban 

Rural 
\\ ealth Index 
P ,orest 
Poorer 

J\1iddle 
Richer 
R1che�t 
Currentlv marital �tatu'i

• 

�c, er in union 

�lamed 

Li, ing ,., ith partner

\\ 1do,, cd 

Di, orccd 

No longer Ji, 1ng 

together separated

allo,v 
No 

7734 (98.9) 
6504 (96.3) 
6867 (96.1) 
5300 (96.9) 
4600 (97.5) 
3553 (98.1) 
3387 (99.0) 

5531 (99.3) 
5588 (96.9) 

11238 (94.6) 
4460 (99.6) 
4926 (99.7) 
6203 (98.2) 

13923 (94.5) 
6620 (98.3) 

13849 (99.4) 
3554 (99.9) 

16263 (99.1) 
2 I 683 (96.2) 

6704 (94.0) 
7110(95.7) 
7148 (98.2) 
7913 (99.0) 
8871 (99.6) 

9319 (99.9) 
26071 (96.4 J 

778 (98.9) 
962 (99. '5) 
415 (97.9) 

400 (99.5) 

Yes 

86 (1.1) 7820 (100.0) 198.500 
253 (3.7) 6757 (100.0) 
277 (3.9) 7144 (100.0) 
167 (3.1) 5467 (100.0) 
118(2.5) 4718(100.0) 
67 (1.9) 3620 (100.0) 
35(1.0) 3422(100.0) 

41 (0.7) 5572 ( 100.0) 655.666 
178(3.1) 5766(100.0) 
639 (5.4) 11877 ( I 00.0) 

17 (0.4) 4477 (100.0) 
16 (0.3) 4942 ( 100.0) 

112 (1.8) 6315 (100.0) 

805 (5.5) 14728 ( 100.0) 821.682 
114(1.7) 6734(100.0) 

78 (0.6) 13927 ( 100.0) 
5 (0.1) 3559 (100.0) 

151 (0.9) 16414 (100 0) 309.167 
851 (3 .8) 22534 ( 100.0) 

428 (6.0) 7132 (100 0) 678.889 
318(4.3) 7428(100.0) 
138(1.8) 7486(100.0) 

79 ( 1.0) 7992 ( 100.0) 
39 (0.4) 8910 ()00 0)

6 (0.1) 9325 ( 100.0) 3 76.277 
972 (3.6) 27043 (100.0) 

9 ( 1.1) 787 ( l 00.0) 
5( 0.5) 967(100.0) 
9(2.1) 424 (100 0) 

2 (0.5) 402 ( 1 ()() 0) 

Pvalue 

0.000 

0.004

0.000 

0.365 

0.000 

0 000 
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• 
• 

Rehg1on 
catholic 
other Christian

Jslan1 
Traditionalist 

Other 

4299 (99.6) 
13844 (99.4) 
19261 (95.6) 

347 (96.7) 
10 (100.0) 

17(0.4) 4316(100.0J 58036)78 (0.6) 13922 ( I 00.0)
889 (4.4) 20150 (100.0)

l2 (3.3) 359 (I 00.0)
0(0.0) 10(100.0) 

0 000 

Table �.16 shO\.\'S tl1e associatio11 bet\.veen the reason (not necessary) for not delivering at
�!atemit) cli11ic ru1d socio de1nographic cl1aracteristics of 111others. An1ong the ages of mothers,

the proportio11 for 11ot deliveri11g at  tl1e 111ate111it)' cli11ic because it was not necessary was highest

amongmother·s ages 25 - 29 year (15.7%). Tl1is is follo\ved by ages 30-34 years (14.5%) and the 

least ,rere older \von1en ages 45 - 49 years (6.1 %). An1ong the region, 1nothers fro1n North West 

hare highest proportion of reason (not 11ecessary) for not delivering at maternity clinjc (23.6%), 

tlns is follo\\ed b) North East (9. 7o/o) \Vl1ile tl1e least is South East with 1.3%. among the highest 

le1el of education of mothers and the Wealtl1 Index, the reason for not delivering at maternity

clinic for a reason not necessar)' increases as the education and the wealth index increases

(P<0.05). fhere is a sioniticant difference in the proportion of mothers that did not deli\·er at
0 

i:iatemity clinic in Rural and urban (P<0.05). Also. among the 111others n1arital status. those that

lleremamed have the highest proportion of not delivering at mater11it) Clinic (15. lo,o) ,,hilc the

leas1 h 
. (O 50,,,) Furthem1ore. those ,, ho pracllce other rclig1on

are t ose that \Vere ne\ er 1n union . 10 · 

lia · • . · . I · as a result of not nccc .... -...,lr\ ,, htlc
\e highest le\ el ( 20.0%) not delivering 1n n1atemtt} c inic · 

tr�Jeast ,,ere those that are catholic (3.7%).

,,,, 
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Table 4:16: Cross tabulation of socio-demogr h" h . . 
,-r essary ap ic c aracter1st1cs for a reason Not1,ec • 
-Characteristics Not Necessary 

Total x
2 

Age in 5-year groups
15-19 

20-24 

25-29 

30-34 

35-39 

40-44 
45- 49
Region 
North Ce11tral 
North East 
North West 
South East 
South Soutl1 
Soutl1 \\ est 

No 

7500 (95.9) 
5918(87.6) 
6021 (84.3) 
4675 (85.5) 
4076 (86.4) 
3252 (89.8) 
3214 (93.9) 

5089 (91.3) 
5205 (90.3) 
9072 (76.4) 
4418 (98.7) 
4711 (95.3) 
6161 (97.6) 

Highest Le,·el of Education 
No education 11614 (78.9) 
Primaf) 6070 (90.1) 
Secondary 13436 (96.5) 
Higher 3536 (99.4) 
T� pe of Place of Residence 
Lrban 15651 (95 4)

Rural 19005 (84.3) 

\\�ealth Inde" 
Poorest 
Poorer 
r.1iddle 
Richer 
Ric.he..,t 
Current \larital �tatu�

!\c, er 1n .... r..un 
�1arried 
I.i, ing ,, ith partner

\\'ido,,cd 
Di,orccd 
No longer Ii, ing 

togetl1er/scparatcd

5590 ( 78.4) 
6075 ( 81.8) 
6744(90.1) 
7510 (94.0) 
8737(98.1) 

9279 (99.5) 
22955 (84.<)) 

736 (93.5) 
926 (95.8) 
374 (88.2) 

38(, (96 3) 

Yes 

319 (4.1) 7819 (100.0) 745.716 
839 (12.4) 6757 (100.0) 

1123(15.7) 7144 (100.0) 
792 14.5) 5467 (100.0) 

642 (13.6) 4718 (100.0) 
368 ( 10.2) 3620 (100.0) 

208(6.1) 3422 ( 100.0) 

483 (8. 7) 5572 ( I 00.0) 3068.883 
561 (9.7) 5766 (100.0) 

2804 (23.6) 11876 (100.0) 
58 ( 1.3) 4476 (100.0) 

232 ( 4. 7) 4943 ( 100.0) 
154(2.4) 6315(100.0) 

3115 (21.1) 14729 (100.0) 2740.642 
664 (9.9) 6734 (100.0) 
491 (3.5) 13927 (100.0) 

22 (0.6) 3558 (100.0) 

763(4.6) 16414(100.0) 1173.902 
3528 (15.7) 22533 (100.0) 

1542 (21.6) 7132 (100.0) 2172.801 
1353 (18.2) 7428 (100.0) 

742 (9.9) 7486 (100.0) 
482 (6.0) 7992 ( 100.0) 
172(1.9) 8909(100.0)

46(0.5) 9125(100.0) 1600 771 
4088 (15.1) 27041 (100.0) 

51 (6.5) 787 ( I 00.0) 
41(4.2) 967(100.0) 

50 ( 1 I .8) 424 ( 100.0) 

15 (3.7) 401 (100.0) 

r,7 

0.000 

0.000 

0.000 

0.000 

0.000 

0.000 
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Religion 

Catholic 

Other Christian

Islam 
Traditionalist

Other 

4 155 (96.3) 
13375 (96.1) 
16637 (82.6) 

316 (88.0) 
8 (80.0) 

!4
6
7

1 
(
(3,7) 4316(100.0) 1795.4623.9) 13922 (100.0) 3512 (17.4) 20 149 (100.0)43 (12.0) 359 (100.0) 

2(20.0) 10(100.0) 

0.000 

Table 4.17 sl1ows tl1e association bet\veen tl1e reason (not customary) for not delivering al
�1atemit) clinic and socio demograpl1ic characteristics of n1others. An1ong the ages of 1nothers,
the proportio11 for 11ot delive1ing at the maternity clinic because it \Vas not custo111ary was highest

among n1otl1er·s ages 30-34 year (4.3%). Tl1is is follo,vcd by ages 25-29 years (4.2%) and the

least ,vere yotinger ,vo1ne11 ages 15-19 years ( l .2°'o). An1ong the region, mothers fron1 North 

\\est ha\'e tl1e higl1est proportion for not delivering at n1ate11lity clinic for this reason (7.6%), this 

1s follo,,ed b; Nortl1 East (2.2°10) ,,I1ile tl1e least is Sot1th East v.1ith 0.2%. For the highest level of 

education of mothers and tl1e Wealtl1 Index, tl1e proportion not deliveri11g at maternit) clinic for 

this reason decreases as tl1e education and tl1e wealth index increases (P<0.05). There is a

s gruficant difference i n  tl1e proportion of mothers that did not deliver at 111aternity clinic 111 Rural

and urban (P< 0.05 ). Also. among the motl1ers marital status, those that ,vere married ha, e the

hif!hest · f t d 1· ·eri·no at maternity Clinic (4.1 %) \.vhile the least are those that \vere
� proportion o no e l\. e 

ne,e · · (O 101. F rth ·more those , .. ho practice Islan1ic religion ha\e highest le\·el 
r 1n union . 10). u e1 , 

() • .. 01 • • • . 1- ·c as a result of not custo1nar) \\.hile the least \\ere those
j 10) not deli\ er1ng 1n n1atem1t) c 1n1 

� 

' lhat are other re)iuion (0%).e 
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Table 4:17: Cross tabulation of socio-demo ra hi . . 
Characteristics Not Cu t g 

c characteristics for a reason Not Customary s omary Total X Pvnlue 

No 
Age in 5-year groups
I 5-19 7724 (98.8)
20-24 6534 (96.7) 
25 -29 6846 (95.8) 

30-34 5233 (95.7) 

35-39 4548 (96.4) 

40-44 3529 (97.5) 

45- 49 3376 (98.7) 

Region 
North Ce11tral 5541 (99.4) 

North East 5637 (97.8) 

North \Vest 10975 (92.4) 

South East 4466 (99.8) 

South South 4916 (99.5) 

South \\' est 6254 (99.0) 

Highest Level of Education 
\o education 13755 (93.4) 

Prin1aI) 6626 (98.4) 

Secondar) 13854 (99.5) 

Higher 3553 (99.9) 
-

T) pe of Place of Residence
lrban 16242 (99.0) 

Rural 21547 (95.6) 

\\ ealth lnde�
Poorest 6603 (92.6) 

Poorer 7063 (95.1) 

l\1Jddle 7347 (98.1) 

Richer 7916(99.0) 

Richest 8860 (99 4) 

Current \larital Status 
9319(99 9) t\tr ·c: unt,Jn 

�1arried 25922 (95.9)

Living \\ith partner 776 (98.6) 

962 (99.5) \\'idO\\ed
Di,orccd 409 (96.5) 

No longer livir1g 
together/separated 

401 (99.8)

Yes 

96 (1.2) 7820 (100.0) 
223 (3.3) 6757 (l 00.0) 
299 ( 4.2) 7145 (100.0) 
234 (4.3) 5467 ( l 00.0) 
170 (3.6) 4718 (I 00.0) 
92 (2.5) 3621 (100.0) 
45 (1.3) 3421 (100.0) 

32 (0.6) 5573 ( l 00.0) 
129 (2.2) 5766 (100.0) 
901 (7.6) 11876(100.0) 

IO (0.2) 44 76 ( l 00.0) 

26 (0.5) 4942 ( I 00.0) 

61(1.0) 6315(100.0) 

973 (6.6) 14728 (100.0) 

108(1.6) 6734 ( l 00.0) 

73 (0.5) 13927 ( I 00.0) 

5 (0.1) 3558 ( I 00.0) 

172 (1.0) 16414 (100.0) 

987 (4.4) 22534 (100.0) 

529 (7.4) 7132 (100.0) 

365 (4.9) 7428 ( 100.0) 

139(1.9) 7486 (100.0) 

76 (1.0) 7992 ( 100.0) 

50 (0.6) 8910 (100.0) 

9326 ( 100.0) 7 (0.1) 

1121 (4.l) 27041 (100.0)

11 (1.4) 787(100.0) 

5 (0.5) 967 ( l 00.0) 

I 5 (3 .5) 424 ( 100.0) 

I (0.2) 402 ( 100.0) 
-

r,9 

195.105 0.000 

1305.256 0.000 

l l 05.285 0.000 

365.209 0.000 

909.808 0.000 

417 386 0.000 
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Religion 

Catholic 

Other Cliristian 

fslam 

Traditionalist

Other 

4305 (99.8) 

13858 (99.5) 

19082 (94.7) 

347 (96.4) 

10 (100.0) 

10 (0.2) 4315 (100.0) 796.038 

63 (0.5) 13921 ( 100.0) 
1067 (5.3) 20149 (100.0) 

13 (3.6) 360 (100.0) 

0 (0.0) 10 ( 100.0) 

71) 

0.000 
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Table 4.18: shows the association between tl1e reason (sudden delivery) for not delivering at

tv1atemity clinic and socio demographic characteristics of motl1ers. For tl1e ages of mothers, tl1e

proportion not delivering at the maten1ity clinic because of sudden delivery \Vas highest among

mother's ages 25 - 29 year (17.9%). This is followed by ages 30-34 years (17.5%) a11d the least

,vere younger won1en ages 15 - 19 years (5.0%). An1ong tl1e regions, motl1ers fro111 North East

have highest propo11ion of reason (sudden delivery) for not delivering at n1ater11ity clinic 

(25.6%), tl1is is followed by North West (17.3%) ,vl1ile the least is Soutl1 East with 3.3%. For the 

highest level of edt1cation of 111otl1ers and the Wealtl1 Index, proportion not delivering at 

n1aten1ity clinic for this reason i11creases as the education and the wealth index increases 

(P<0.05). There is also a sig11ificant differe11ce in the proportion of 1nothers that did not deliver at 

1natemit) clinic i11 Rtiral and t1rba11 (P<0.05). An1ong the n1others 111arital status, those that were 

married ha\1e the highest proportion of not delivering at rnaternity Clinic ( 17.0%) while the least 

are those tl1at \vere ne\'er i11 union (0. 7°-o). Furtl1er1nore, tl1ose who practice Islamic religion have 

highest le\'el ( 18. 7%) 11ot deli\·ering in n1atemity clinic as a result of sudden delivery while the 

least \\ere tl1ose tl1at are catholic and otl1er Cl1ristians (3.7%) respectively. 
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Table-': 18: Cross tabulation of socio-demo ra h. . . g P IC character1st1cs No time because sudden
dehver}
Characteristics No time because sudden

delivery 
Total X 

-Age in 5-year groups

15-19
20-24 

25-29 

30-34 

35-39 
40-44 

-l5- 49
Region
\orth Central
�orth East
�orth \\' est
South East
South South
South \Vest

No 

7427 (95.0) 
5719 (84.6) 
5864 (82.1) 
4508 (82.5) 
4043 (85.7) 
3261 (90. l) 
3249 (94.9) 

4863 (87.3) 
4292 (74.4) 
9820 (82.7) 
4330 (96. 7) 
4698 (95.0) 
6067 (96.1) 

Highest Le,·el of Education 
\o education 11611 (78.8) 
Pnman 5827 (86.5) 

-

Secondan 13134 (94.3) 
Higher 3498 (98.3) 

� 

T) pe of Place of Residence
L"rban 15159 (92.4) 
Rural 18911 (83.9) 
\\ ealth Inde'\ 
Poore5t 
Poorer 
\1iddle 
Richer 
p 1Lht t 

Current '\Jarital <;tatus 
l'ie\ er 1n _n.c,n 
�1anied 
living \\ i th partner 
\\'ido\, ed 
Di\orced 
No longer Ji, ing
logether/separatc<l

5716 (80.1) 
6010 (80.9) 
6422 (85.8) 
7307 (91 4) 
8615 (96.7) 

9261 (99.3)

22446 (83.0) 
711 (90.3) 
919 (95.0)

360 (84.9) 

373 (93.())
--

-

Yes 

392 (5.0) 78 I 9 (100.0) 979.049 
1038 (15.4) 6757 (100.0) 
1281 (17.9) 7145 (100.0) 
959 (17.5) 5467 (100.0) 
676(14.3) 4719(100.0) 
359 (9.9) 3620 (I 00.0) 
173 (5.1) 3422 (100.0) 

709(12.7) 5572(100.0) 2180.654 
14 74 (25.6) 5766 ( 100.0) 
2057 (17.3) 11877 (100.0) 

146 (3.3) 4476 (100.0) 
245 (5.0) 4943 (100.0) 
247(3.9) 6314(100.0) 

3118 (21.2) 14729 (100.0) 1984.722 
907 (13.5) 6734 (I 00.0) 
793 (5. 7) 13927 ( I 00.0) 
60 (1.7) 3558 (100.0) 

1255 (7.6) 16414 (100.0) 616.292 
3623 (16.1) 22534 (100.0) 

1416 (19.9) 7132 (100.0) 

1418(19.1) 7428(100.0) 

l 06-l (14.2) 7486 ( I 00.0)
685 (8.6) 7992 ( 100 0)

295 (J.3) 8910 (100.0) 

65 (0 7) 9326 ( I 00.0) 

4597 (17 0) 27043 (100.0)

76 (9. 7) 787 ( I 00.0) 

48(5.0) 967(100.0) 

64(15.1) 424(100.0) 

28(7.0 ) 4()1 (100.0)

72 

1465.873 

1755.126 

P \lllue

0.000 

0.000 

0.000 

0.000 

0 000 

0.000 
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Religion 

Catholic 

Other Clrristian 

Islam 

Traditionalist 

Other 

4068 (94.3) 
13133 (94.3) 
16373(81.3) 

311 (86.4) 
9 (90.0) 

248(5.7) 4316(100.0) 1488.569
788 (5.7) 13921 (100.0)

3776 (18.7) 20149 (100.0)
49(13.6) 360(100.0)

l (10.0) 10 (100.0) 

71 

0.000 
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CHAPTER FIVE

DISCUSSION RECOMMENDATION AND CONCLUSION

This chapter sun1111aries the study and d · h - · iscusses t e t1nd1ngs and conclusions. IL also discusses the
policy implications of the study and 1n d · · · · a e reco1n1nendat1ons. Finally, the ,�cal-..nesses 1n this study
,vere discussed and suggestions for areas or furLher research ,vere niade.

The n1ain objective of this study is to describe the level of antenatal care utiliLation and the 

prevale11ce of l10111e delivery ru11ong pregnant vvon1en in Nigeria and the associated factors. 

Level of Antenatal Care Utilization 

The le, el of utilization of antenatal care ,vas average among motl1ers in the study. About 35% 

had no , isit. ,, hich n1ea11s that only 65% utilized the A11tenatal Clinic. The antenatal care policy 

in 1\1geria follo,, s the nev,est WHO approach to pron1ote sate pregnancies. recon1n1ending at 

least four ,\�C ,,isits for v.0111en ,, itl1out con1plications. This is to enJ1ance earl} detection of 

problems during pregnanc} and allo,v more timely treatn1ent a11d referrals in the case of 

complications. 

Considt.!rina the factors that influence ANC utilization .such as the socio demograph}
... 

characteristics. the findings illustrate tl1at older mothers ( 25 - 39 years) ut,..-ilize antenatal care

much more than the teenage mothers ( 15 -19) and the pre, alence of horne deh,el'} ,vas higher

\•1·th 93.0�o. compared ,vith around 65°/o on a\'erage an1ong olderamong �·ounger \\ omen ., 

\\omen. 

-.1 . . d 
· rich mothers. mothers ,,ho practiced Isln111ic region n1adc niore

l\ others ,, 1th higher e ucat1on. 

, . . -11-1 te mothers, poor rnothcrs, \,ho n1adc lcs'icr ,\N(' \islls I t'I
ANC \ 1s1t5. compared to 1 1 era 

. S h [·· c;t and s,1uth \\'est made the highest ,\N( , isit<. l01npnrt·t.l tl,region. 1nothcrs fron1 the out ·'1 

other region. 

I er<, \'rh<, rn,rkc n1<1rc 1\N< vi<;1f, dl•l1, c, 111orl· ,11 thl· 111,lll'IIHI,

1nere i'> c, idcncc that most n1ot 1 
. Nt jc;il� deliver n1orc ,ll ho111c

clinic ,,hile 111othcr:; , .. itf1 lc!>!>Cr A " 

7 I 
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Prevalence of Home Delivery 

The prevalence of home d elivery was higher among non-educated mothers (77.3%), among the
poorest ca tegory of mothers (84.7%), co111pared to l1ighly educated n1others (22.9%), richest
category of 111otl1ers (??.0%) Also, an1ong those that deliver at 1naternity clinic, 111ost of then1
,vere the richer "von1en .Married 1nothers l1ad tl1e highest prevalence rate of delivering at both
hon1e and maternity cli11ic \Vitl1 (67.5% and 32.5%) respectively than other categories of n1others.
The Prevale11ce of botl1 l10111e delivery and 111aternity clinic delivery ,vas l1ighest i11 North West
\\hile the least for botl1 i s  fron1 Sot1tl1 East respectively.

The findings sl1owed tl1a t an1011g tl1ose that dcli,ered al hon1c, a high proportion \Vere younger
,,omen wl1ile a111ong tl1ose tl1at delivered al n1aternit) clinic, n1os1 of thcn1 ,vere aged 25-29
vears The 111ean age of  tl1ose that deli, ered at hon1e ,vas 28.5 years con,pared to those that• 

deli, ered at n1ate111it) cli11ic of 29 .6)·ears. 

The findings ,,as similar to Cha11dhiok et al (2006) wl10 studied on the Determinants of antenatal -

care utilizatio11 in rural areas of India : A cross-sectio11al stud} fro1n 28 districts. The authors 
identified tliat all the socio den1ograpl1ic has a positively influenced ho1ne deli,·er}. 

e a o,·e 1n 1no \\as a so s1 Th b fi d. . I ·m1·1ar to Ononokpono and Odimegwu (2014) ,vho also used '\iDH5 
e-

')008 . h d . ants Maternal Health Care L,1ilizat1on in Nigeria.- to 1n, e .... t1nate t e etem11n , 
:::-

In general. the o, era} I pre, a ence o 1 f home deliv ery is quite high \\ 1th about 75 percent in 
, � . Th. fi d · ng 1s similar to that ,vhich ,vas C'handiok ct al ( 2006) N1gena as at the last sun:e). 1s in 1 � 

nant ,vomen in a de\·eloping country (India). stating that\\hich \\ as carried out among preg 
. . . ban in matemit)· clinic. Also. 111 Uganda. according tn 1\nj at ''Omen decided to deli, er at home t 

. . . . . . . • 

h d livered in matem1t} chn1c 1n the 111a1n d1str1ct of et al (2012 ). the proportion of those t at e 

Cganda ,,as 58%. 
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Proportion Of Mother's Delivering At Maternity Clinic

The stud) fi11dings identified that the le 1 f d 1· · ve O e 1very 1n maternity clinic in Nigeria as still lo,v
(about 25 % ) at the ti1ne of tl1e SL1rvey co . d t I mpa1 e o t 1ose tJ1at deliver at tl1e ho1ne or other places.
This is an in1plication that l1igl1er 11L1n1ber of n1others delivered at hon1e due to different reasons
"·hich ,vere stated. 

The propo11io11 of delivery at tl1e n1ater11ity clinic varies \vith difTerent socio den1ographic 

characteristics. TI1e findings sho\vs that Age, 1'ype of place of residence, region. and level of 

education, \Vealth index. ct1n·e11t n1arital status ru1d religion of n1othcrs have a relationship 'vvith 

deli\ ering at n1aten1i ty clinic. The findi11gs is sin1ilar to Onah et al (2006) \vho studied on the 

Factors associated v\ itl1 tl1e t1se of n1ate111ity services in Enugu, southeastern Nigeria. The authors 

identified tl1at all tl1e socio den1ograpl1ic has a positively intlue11ce to deliver at maternity clinic 

The stud, findinos sho\V that there \Vere six 1najor reasons why mother deliver at home ( such• 0 

as no time to reach the clinic so results of sudden deliver) , (time of onset of labour. sorne

moth r l t rv to deli·\ er at the n1atemity cJimc, health facilit) \\.as too far or ers 1e t 1t \\.as no necessa J 

no means of transportation. go o · 
t t the clime and the health facility \vas not open. cost of care

t0o much. not customa.I}' to e 1,,er 1n e d I· · th matemit)· clinic .and for n1arried n1other�. husband

did not allo,,· deli,·ering in the maternity clime).

\•·omen \\'I.th no education. rural resident. poorest \\·01111:11. art: n1uchThe findings �ho\\ s that "' 
d \Vomen tend to prefer to dcli\'er at h0111cmore aflectcd b\ the abo,·e stated reasons. an 

· 
b · dent richer catcgof) of \\ 01111:n.compared to \\ on1en \vith higl1cr education. ur an res1 . 
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Factors affecting the attendance of Antenatal clinic

The antennal care policy in Nigeria follows the newest WHO approach to pro111ote safe
pregnancies, recommendii1g at least four ANC visits for wo1nen without co111plications. In
general, al l the n1others' socio demograpllic c\1aracteristics (Age, place of residence, region. level
of education. wealtl1 index, n1arita\ status and Religion) have an i11CTuence on the usage of
Antenatal care .Older Mothers wl10 are more experience lends to reduce tl1eir visits either
considering 1 to 4 visits or greater t\1ai1 4 visits wl1ile younger ,vo1ncn tend to visit ANC cliruc
more , 110\vever teenage 1notl1er reduce their ANC visits. Mothers in the rural areas visits 1-4
\'isit to the n1aternity clinics 111ore than they do after the .first 4 visits ,vhilc there this have an
in,erse association witl1 the r edt1ction of visits of n1others in the urban centers in the first 4 visits
,, ho usual I) have access to greater than ..\. a11tenatal visits. l\tlothcrs v\o ho arc poorest visits less
con1pared to ot\1er categor) of mothers. 

LnUTATION OF THE STUD\' 

One of tlle I imitations of tile stud) ,vas that data source being secondal'); there \\.as no 
· · · I t' s to clarify some issues. For example there ,,..as no further opportun1t)· to ask addit1ona qt1es ion 

. . . . · ti thers that declared that delivenng at health fac1ht)· \Vasprobing questions as relating to 1e mo 

not necessan· . 

RECO\I\IE,".D I\ TIO�S AND CO�CLUSION

1 aoencics should attached inccnti, cs lo the progran1s thatGo\'emment and Non-Govemmenta e 
. . . 

1 J'nic There is also a need tor .rv11n1st0 of I Icalth to 
\\.-1) h h to deliver at antenata c I . 1 attac n1ot ers . . . <l h "alth facilities fl)r cfferti, c sci'\ ice . . te delivering at hon1es an I.: create a prof.!.rarn that \v1ll 1ntegra . -

1· nd infant mortaltt)'.in order to reduce maternal morta ity a 

in the utili1at111n of 11111cn,11nl catl'.
. ort·int in011cncc

Ed d have an imp • ucation ,,.as foun to 
en in the rur,il ,trL·,,-. ,, ill hL· ncLl''-'-1\1\ I ht ,. 

. . I o ortun1ty I or \vorn 1n1pro\emcnt an the cducat,una PP 
·d 10 locus on 111t1,u.11nr ,,,,111L·n ,,11h lilllt·. l u� there l'i nee 

· h 
· 

''itJJJClll J U5 1s ov.evcr, a Jong tcrr11 1nvc 
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or no education to be taking Part in early antenatal care and visits in order to detect early

complications and other early pregnancy risk.

Strategies to raise utilization in Nige1ia as a developing country requires 111ore money for 

Antenatal care ai1d reforms to n1anage111e11t, regulatory, and political mechanis1ns such lhal 

Providers give strong ince11tives to n1others in order to encourage attendance to anlenatal clinic. 

Ho\vever tl1ere is a 11eed for e11l1anci11g comn1unity a\vareness about the in1portance of registering 

early for ante11atal care, wl1ich will en}1a11ce educating \Von1en about early detection of 

con1plications dL1ri11g preg11ancy and pron1ptly seeking care, and the in1portance of giving birth 

in a n1aten1ity clinic wl1icl1 vvill i11 the long run reduce both neonatal and n1alernal 111orbidity and 

n1ortality. Tl1is is a 11eed of agenC)' to create a\vm·eness and sensilizalion an1ong younger \Vomen. 

That a very low proportion of younger n1others deli\ ered at antenatal clinic, which is of great 

ris\.. to their healtl1 and they stand the risk of 111aternal n1ortal ity. 
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