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ABSTRACT

Background

Skilled attendance at birth has been identified as one of the most cost-effective methods of reducing
maternal and neonatal mortality, but in spite of the efforts made to address the poor access in Nigeria,
utilization in some communities is surprisingly poor. This study highlighted the experience of a primary
health care (PHC) facility in south-south Nigeria, in encouraging the utilization of its maternity services.

Methods

The study is a review of the antenatal and delivery records of PHC Aluu, before and after an educational
programme, to improve the utilization of its maternity services, especially by patients that had antenatal
care (ANC) in the facility. An exit interview of the antenatal patients was also carried out to collect

relevant information.

Results

Antenatal registration increased by 15.04% after the programme, but there were no significant differences
in the socio-demographic characteristics of the patients (p-value > 0.05). The ANC-Delivery ratio of the
health center increased by 3.09% (p-value > 0.05); the patients that had their babies in the facility were
mostly (60.71%) non-indigenes, with (61.16%) tertiary education, and several were nulliparous (41.52%),
but there were no significant differences in the socio-demographic characteristics of the patients, before
and after the programme (p-value >0.05). Most (51.84%) of the respondents of the exit interview registered
at the health center, for the privileged access to the teaching hospital; several of them (56.33%) would
prefer to give birth in the health center; but most (54.69%) believed that the difficulty in getting to the
health center, might discourage several women from having their babies in the health center.

Conclusions

The efforts made by the PHC facility to improve the patronage of its maternity services only resulted in a
small increase. Patronage can be improved if deliberate effort is made to out-compete the unorthodox
birth attendants, and if there is a proper division of labour amongst the three tiers of the health system.

INTRODUCTION

Without medical assistance, maternal mortality ratio
has been put at 1000 — 1500 maternal deaths per
100, 000 live births, based on historical studies and
data from contemporary religious groups who do
notintervene in childbirth."

Maternal mortality ratio in Nigeria has slightly
improved from the near “natural” mortality ratio of
1, 100 maternal deaths per 100, 000 live births in
1990, to 630 per 100, 000 live births in 2010; but the
ratio is still several times the rates in most developed
countries.” This disparity has been linked to several
factors, including poor access to skilled birth
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attendant,’ which is amply demonstrated in Egypt,
where the doubling of the proportion of deliveries
attended by skilled attendants resulted in a 50%
decrease in its maternal mortality ratio.”

A Skilled Birth Attendant is formally defined as “an
accredited health professional who has been
educated and trained to proficiency in the skills
needed to manage normal (uncomplicated)
pregnancies, childbirth and the immediate post-
partum period, and in the identification,
management, and referral of complications in
women and newborns”.* This however does not
include the Traditional Birth Attendants and other
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faith-based birth attendants who have been very
active in several communities in Nigeria.”®

Skilled attendance at birth has been identified as one
of the most cost-effective methods of reducing
maternal and neonatal mortality;’ especially as more
than three quarter of maternal deaths occur either
during childbirth, or in the postpartum period.* ®
Several programmes have been implemented to
address the poor access in Nigeria, starting with the
various National Development Plans that massively
extended access to health facilities, to the deliberate
efforts made to attain goals four and five of the
Millennium Development Goals, such as the
Midwives Services Scheme, introduced by the
Nigerian government, to rapidly increase access to
skilled birth attendants.”’

In spite of the increasingly availability of skilled
birth attendants in communities across Nigeria,
patronage of their services have not been as
expected. According to the 2008 National
Demography and Health Survey,” 57.7% of
pregnant women in Nigeria had antenatal care
provided by a trained health worker, but only 38.9%
of the deliveries were handled by a skilled birth
attendant. This indicates that the poor access to
skilled birth attendant identified in some reports as
responsible for a substantial part of maternal and
neonatal deaths in Nigeria might not entirely be
supply-related,” ® * This study highlighted the
experience of a primary health care facility in south-
south Nigeria, in encouraging the patronage of its
maternity services. It is hoped that the experience
of this facility would serve a useful lesson in the
effort to improve the uptake of this life-saving
intervention in Nigeria, and other similar
developing countries.

MATERIALSAND METHODS

The study examined the effects of the efforts of
Primary Health Care Aluu, to improve the
utilization of its maternity services, especially by
pregnant women that had antenatal care in the
facility. Primary Health Center Aluu is a practice
facility of the Community Medicine department of

the University of Port Harcourt Teaching Hospital,
Port Harcourt, and located about 5km from the
teaching hospital. It was designed to serve Aluu, one
of the host communities of the university, but
regularly draws its clientele from the neigbouring
communities, for its regular and quality services, and
for its guaranteed access to the teaching hospital,
when emergency obstetric care is needed. Aluu is
currently populated not only by members of the
indigenous Ikwerre ethnic group, but also by staff,
students and those that do business in the university.

The health center offers antenatal and maternity
services, and sees more than 700 antenatal patients
every year, but with only about 30% of them giving
birth in the facility. To reverse this trend, the facility
embarked on a community education programme,
reaching out to traditional chiefs, women groups,
religious organizations and the Traditional Birth
Attendants (TBA) that operate in the community. A
decision was also taken, with the recommendation
of the Community Health Committee, to collect the
delivery fee upfront, at the time of registration for
antenatal care, to further put pressure on the
women, to use the maternity service. This decision
increased the total money paid at the time of ANC
registration, from N2, 500 ($16), for ANC alone, to
N4, 000 ($25), for both services. This amount was
equivalent to the average delivery fee charged by the
TBAS in the community, less than the fee for normal
delivery in the teaching hospital, and about half of
the monthly minimum wage.

This study assessed the effects of the intervention,
by comparing the antenatal and delivery records of
the health center, one year before (2007) and one
year (2008) after the intervention. An exit interview
of the antenatal patients of the health center was
also conducted to collect information on the
reasons for registering for ANC in the health center,
their preferred place of delivery, and reasons why
they might not have their baby in the health center.
A minimum sample size of 221 was calculated for
the exit interview, using an ANC: delivery ratio of
30%; but a total of 245 exit interviews were
conducted, on respondents that were systematically
chosen, with asampling fraction of onein three.
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RESULTS

Antenatal registration increased by 15.04%, from
738 before the intervention, to 849 after the
intervention; but the average antenatal visits

decreased from 3.43 visits before the intervention,
to 3.37 visits after the intervention. The socio-
demographic characteristics of the antenatal
patients are shown in Table I.

Table I: Socio-demographic characteristics of the antenatal patients

- Before (%0) After (%0) p-value
Characteristic (N = 738) (N = 849)
Age
14 — 19 years 11 (1.49%) 17 (2.00%)
20 — 24 years 69 (9.35%) 93 (10.95%)
25 — 29 years 264 (35.77%) 311 (36.63%) >0.1
30 — 34 years 267 (36.18%) 280 (32.98%)
35 — 39 years 106 (14.36%) 113 (13.31%)
>/40 years 21(2.85%) 35 (4.12%)
Ethnicity
Indigenous ethnic group 443 (60.03%) 476 (56.07%)
Other ethnic groups in Rivers State 76 (10.30%) 93 (10.95%)
Igbo 118 (15.99%) 149 (17.55%) >0.05
ljaw 41 (5.56%) 35 (4.12%)
Others (including Yoruba, Hausa) 60 (8.13%) 96 (11.31%)
Educational status of respondents
Primary 73 (9.89%) 71 (8.36%)
Secondary 247 (33.47%) 321 (37.81%) >0.1
Tertiary 418 (56.64%) 457 (53.83%)
Religion
Orthodox 216 (29.27%) 213 (25.09%)
Pentecostal 447 (60.57%) 545 (64.19%)
Spiritual 52 (7.05%) 49 (5.77%) > 0.05
Moslem 18 (2.44%) 33 (3.89%)
Others (including Eckankar and traditional) 5 (0.68%) 9 (1.06%)
Parity
Nulliparous 147 (19.92%) 200 (23.56%)
Paral-2 201 (27.24%) 237 (27.92%) >0.1
Para3 -4 289 (39.16%) 318 (37.46%)

Multiparous (> /5)

101 (13.69%)

94 (11.07%)

The patients before the intervention had an average
age of 30.05 years S.D 5.51; were mostly (60.03%)
from the indigenous ethnic group, and had mostly
(56.64%) tertiary education. The patients after the
intervention had an average age of 29.84 years S.D
6.89, and there were no significant differences in the
socio-demographic characteristics of the patients
after the intervention (p-value > 0.05).

The proportion of the women that had their babies
in the health center increased by 3.09%, from
30.35% before the intervention, to 34.04% after the
intervention; but this increase was not statistically
significant (p-value > 0.05). The socio-demographic
characteristics of the women that gave birth in the
health center are shownin Table I1.
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Table 11: Socio-demographic characteristics of women that delivered in the health center

Characteristic Before (%0) After (%) p-value
(N =224) (N =289)

Age

14 — 19 years 9 (4.02%) 13 (4.50%)

20 — 24 years 53 (23.66%) 63 (21.80%)

25 — 29 years 80 (35.71%) 108 (37.37%) >0.1

30 — 34 years 61 (27.23%) 69 (23.88%)

35 — 39 years 19 (8.48%) 31 (10.73%)

>/40 years 2 (0.89%) 5 (1.73%)

Ethnicity

Indigenous ethnic group 88 (39.29%) 99 (34.26%)

Other ethnic groups in Rivers State 23 (10.27%) 29 (10.03%)

Igho 72 (32.14%) 106 (36.68%) >0.1

ljaw 3 (1.34%) 4 (1.38%)

Others (including Yoruba, Hausa) 38 (16.96%) 51 (17.64%)

Educational status of respondents

Primary 4 (1.79%) 6 (2.08%)

Secondary 83 (37.05%) 102 (35.29%) >0.1

Tertiary 137 (61.16%) 181 (62.63%)

Religion

Orthodox 86 (38.39%) 114 (39.45%)

Pentecostal 116 (51.79%) 146 (52.94%)

Spiritual 7 (3.13%) 8 (2.77%) >0.1

Moslem 13 (5.80%) 18 (6.23%)

Others (including Eckankar and traditional) 2 (0.89%) 3 (1.04%)

Parity

Nulliparous 93 (41.52%) 119 (41.18%)

Paral-2 67 (29.91%) 89 (30.80%)

Para3-4 53 (23.66%) 69 (23.88%) >0.1

Multiparous (>/5) 11 (4.91%) 12 (4.15%)

The patients had an average age of 27.74 years S.D
4.54; were mostly (60.71%) non-indigenes, with
(61.16%) tertiary education, and several were
nulliparous (41.52%). The patients after the
intervention had an average age of 27.96 years S.D
5.21, and there were no significant differences in
the socio-demographic characteristics of the
patients after the intervention (p-value > 0.05).

Table 111 shows the result of the exit interview.
Most (51.84%) of the respondents registered at
the health center, for the privileged access to the
teaching hospital; several of them (56.33%) would
prefer to give birth in the health center; but most
(54.69%) believed that the difficulty in getting to
the health center, especially at night might
discourage several women from having their
babies in the health center.
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Table I11: Opinions of respondents in the exit interview (multiple responses)

Characteristic

Number (N= 245)

Percentage (%0)

Reasons for registering for ANC in the health center (some multiple responses)

Good quality care

Friendly staff

Privileged access to the teaching hospital
Affordable and quick service

Close to residence

Preferred place of delivery

At the health center
Teaching hospital
TBA

Church

Private health facility

Reasons why women might not have their babies in the health center (some multiple responses)

Preference opsuse and #aws

Cultural reasons

Difficulty in getting to the health center
In search of spiritual protection

Sudden onset of labour

76 31.02
47 19.18
127 51.84
67 27.35
33 13.47
138 56.33
29 11.84
53 21.63
19 7.76

6 2.45

26 10.61
61 24.90
134 54.69
55 22.45
125 51.02

DISCUSSION

The efforts of the health center to improve the
utilization of its maternity services did not result in
any significant increase in patronage. This could be
asaresult of problems encountered in getting to the
health center, especially at night; the registration of
the ANC patients in multiple health facilities;” and
the competition provided by TBAs and faith-based
birth attendants.”

More than half of the respondents of the exit
interview believed that sudden onset of labor and
difficulty in getting to the health center could hinder
the utilization of the maternity services of the
health center. This is consistent with the findings of
other studies in Nigeria,” ““and similar developing
countries,” but the health center is particularly
difficult to access, especially at night, because it was
formerly an Infectious Disease Hospital, and
therefore located well outside its catchment
communities, and off the main transport routes.
Although the health center has an ambulance, the
ambulance was not available for the conveyance of
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emergency obstetric patients, to the health center,
but used mainly for logistics, and to a lesser extent,
for the transportation of emergency patients, from
the health center, to referral centers. Thus,
registered patients of the health center in need of
urgent medical attention had to make their own
private arrangement, to get to the health center.
This can be discouraging, considering that the
competing providers of obstetric care are literally at
the doorsteps of the patients.

The little increase in patronage achieved with the
intervention could also be due to the multiple
registrations of the ANC patients, a phenomenon
that has been widely reported, in other studies,” and
believed to be due to vices and inconsistent services
in public health facilities.” When potential obstetric
patients of the health center are faced with a choice,
only (56.33%) would prefer the health center, and
several (51.84%) saw the health center as only a
stepping stone to the more specialized and quality
services provided in the teaching hospital. This is
wrong and has been noted in other primary health
care centers in Nigeria.” It is based on the wrong
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perception that equates the use of simple
technology in primary health care centers with poor
quality services, while the tertiary facilities with their
sophisticated equipment are seen as providing better
quality care.”” ** Several primary health care facilities
in Nigeria can deliver the essential obstetric services
that are required by majority of pregnant women:®
the poor perception of their services can begin to
change if there is a clear division of labour between
the various tiers of the health care system. Primary
health care facilities can be fully empowered to see
pregnant women with good obstetric history, if
tertiary health facilities stop competing with them
for patients, and desist from taking in pregnant
women with cyesis as the only indication for
booking.

The activities of TBAs and faith-based birth
attendants in the catchment communities of the
health center, could also have contributed to the
poor patronage of the maternity services. TBAs and
faith-based birth attendants are known to actively
entice patients away from orthodox medical
facilities;" and could have been responsible for the
large number of indigenes, certain ethnic groups and
some Christian groups that failed to use the
maternity services, after having their ANC in the
health center. The indigenes are more likely to find a
TBA in their community, with a practice that is
tailored to their cultural needs’; while some Christian
groups are known to discourage the use of orthodox
health services, with their unique spiritual
explanations for all normal and abnormal
physiological and structural states, particularly as
related to pregnancy and labour.” Ethnicity has also
been found to significantly influence the use of
skilled birth assistance and postnatal care, more than
the use of antenatal care. This was blamed on the
influence of culture, especially as it relates to
childbirth and related fertility-related behaviors™.

Several studies have shown the preference of TBAs
and faith-based birth attendants in several
communities in Nigeria.*”* This has been linked to
the ability of these birth attendants to render
services that are appropriate to the cultural and

religious beliefs of the parturient, and to their
convenient user-charges system that allows payment
to be spread over a period of time or even to be made
in kind.* ® Service charges were collected as a lump
sum in the health center, with no provision for part-
payment, but they were almost the same as the fees
collected by the unorthodox practitioners. The
compassionate care that stands out the unorthodox
practitioners can easily be matched and surpassed
with focused antenatal care.” Focused ANC unlike
the traditional ANC lays emphases on birth
planning, emergency preparedness and the
identification, prevention and management of life-
threatening complications, during pregnancy and
childbirth. It emphasizes individualized care, and
ensures the delivery of the household-to-hospital
continuum of care that is needed to address the
causes of the delays that underlie several maternal
deaths in Nigeria.” It is very difficult to ban the
TBAs and faith-based birth attendants from
practicing in Nigeria, and studies have shown that
the TBAs cannot easily be trained to become worthy
partners in the fight against maternal and neonatal
mortality;” therefore, the most viable option is to
out-compete these practitioners, by placing greater
emphasis on the introduction of focused ANC in
health centersacross Nigeria.

Nulliparous ANC patients were found in the study
to be more likely to register and have their babies in
the health center, consistent with the findings of
other studies.” This finding is however different
from the finding of a study carried out in Abakaliki,
South-East Nigeria where multiparous women were
found to be more likely to utilize the formal ANC, as
nulliparous women were culturally expected to
prove their womanhood by delivering at

home.® The finding of our study shows a better
appreciation of the inherent risks of doing
otherwise, which is further buttressed by a similar
finding in the study amongst the patients with
tertiary education.” These point to the potentials of
tailored health education messages in increasing the
patronage of the maternity services, especially as the
quest for spiritual protection and cultural reasons
were identified by the respondents as possible
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reasons for the poor patronage. Tailored health
education messages can successfully be used against
the fear mongering ploys of the TBAs and faith-
based birth attendants, as well as reassuring patients
that the facilities and manpower in the primary
health care center are enough to take care of the
needs of most of the patients.

CONCLUSIONS

The efforts made by a primary health care facility to
improve the patronage of its maternity services only
resulted in a small increase. Patronage can be
improved with the introduction of focused ANC,
and the division of labour amongst the three tiers of
the health system, to ensure that primary health care
facilities are given the opportunity to contribute their
quota in the fight against maternal and neonatal
mortality.
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