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mortality rates that are six times higher than the southwest, 
which has the lowest rate.3 Moreover, maternal mortality 
rates are higher in rural areas than in urban areas.2

Like in other developing countries, this high maternal 
mortality rate in Nigeria has been mainly attributed to 
low use of maternal health services (MHS). The ultimate 
objective of MHS is to reduce to the barest minimum 
maternal morbidity and mortality. The components of 
MHS include the following: Preconception care, antenatal 
care (ANC), delivery services and postnatal care. It has also 
been documented that non‑utilisation of MHS increases 
the likelihood of having adverse outcome in a pregnant 
woman.4‑10

Different studies have recorded varying levels of utilisation 
of the components of MHS in different study areas. For 
example, while Nigeria Demographic Health Survey 
2008 reported that 85.1% of the mothers in Osun State, 
southwestern Nigeria, had their last delivery in a health 
facility, a local study done in an urban setting of the 

INTRODUCTION

Every year, about 287,000 women die of pregnancy‑related 
causes worldwide, with more than one‑tenth of them in 
Nigeria alone, bringing the maternal mortality ratio in 
Nigeria to as high as 545 per 100,000 live births.1,2 For each 
of these maternal deaths, about 18 other women suffer 
various morbidities, some with long‑term socioeconomical, 
physical and psychological consequences. Although 
maternal mortality rate is high in Nigeria, there are 
considerable regional variations. The northwest region has 
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same state reported 49.1%.2,11 Similarly, the same report 
gave a figure of 18.4% for mothers in Kaduna State, 
northwestern Nigeria, while a local study in a peri‑urban 
settlement of the same state reported it to be 27.6%.12 
Such variation in findings across different study areas is 
an indication that variations also exist in the factors that 
determine utilisation of the different components of MHS. 
This, therefore, underscores the need for local studies to 
generate information that is necessary for planning and 
implementation of public health programmes in manners 
that take individual local peculiarities into consideration.

In northern Nigeria, studies have been carried out to 
determine the levels of utilisation of MHS and to identify 
the factors that influence it.12‑15 However, most of these 
studies appeared to have used only close‑ended questions, 
which usually have a limitation in such studies.16 Therefore, 
this study was conducted to determine, from the mothers’ 
perspective, barriers to utilisation of MHS in a semi‑urban 
community in northern Nigeria vis‑à‑vis the changes that 
they believe will improve these services.

MATERIALS AND METHODS

The study was conducted in Giwa, a semi‑urban community 
with a population of 58,875 based on the 2006 census. 
It is the headquarters of Giwa Local Government Area of 
Kaduna State, inhabited predominantly by Hausa Muslims. 
Level of education is generally low among the people of 
the communities, and the main occupation of the men 
is farming and trading. Giwa has five primary and four 
secondary schools. It also has access to mobile telephone 
network, radio and television reception. The major road 
from Zaria to Sokoto passes through Giwa town. There 
is one primary health care centre, four health clinics and 
a secondary health facility which serves as the referral 
hospital. As with other local government areas of Kaduna 
State, MHS is said to be provided free of charge by one of 
the health facilities.

This was a cross‑sectional study conducted among the 
women of reproductive age group (15‑49 years) who 
delivered in the 24 months preceding the survey, and had 
been permanent residents in the community for at least 
12 months before that delivery. The minimum sample 
size for the study was estimated using the formula for 
descriptive study and proportion of women who used MHS 
in a previous study as 11.7%.12,17

The mothers were selected through a multistage sampling 
technique. In the first stage, five unguwa were selected 
from a list of all the eight unguwa in Giwa (unguwa means 
a neighbourhood with people living within it mostly 
having similar characteristics). The second stage involved 
selection of the first street to be visited in each of these five 
unguwa. For each selected unguwa, a list of all the streets/
paths in it was made and, through balloting, one street was 

selected as the first to be visited. After this, a list of all the 
houses in the first street/path was made and balloting was 
used to select the first house to be visited. In the selected 
house, the eligible household was identified and visited. 
Where a house contained more than one eligible household, 
one household was selected for the visit using balloting. 
Also, where there was more than one eligible mother in 
a selected household, only one was selected by balloting 
and interviewed. On completion of the interview in one 
house (or where there was no eligible household in the 
house), the interviewer exited that house and moved to 
the house whose entrance was next to and to the right of 
the one that was exited. On reaching the end of the street/
path, the street/path to the right and the first house to 
the right were taken next. This process continued until 
30 mothers were interviewed in each unguwa, making a 
total of 150 mothers. All the women who were approached 
agreed to participate in the study.

Data collection was done in the native language (Hausa) 
over 3 days, and by a team of three community 
health officers.  It  was done using a structured 
interviewer‑administered questionnaire that contained 
open‑ and close‑ended questions, designed by the 
researchers. The questionnaire had four sections covering 
respectively: (A) socio‑demographic characteristics of 
respondents, (B) awareness on MHS, (C) utilisation of 
MHS (this also covered the reasons for non‑utilisation) 
and (D) suggestions to improve MHS. The questions on 
reasons for non‑utilisation and the ones on suggestions to 
improve MHS were open‑ended, while all the others were 
close‑ended. It was pretested in Bomo, a community that 
was similar to the study area but located in a different local 
government area (LGA) called Sabon Gari. It was done by 
the three community health officers who administered it 
to 15 mothers who met the eligibility criteria used in the 
study. After the pretest, no significant adjustment was 
necessary to the questionnaire.

The answers to open‑ended questions were first grouped 
into discrete categories that did not overlap, and all 
data were entered into SPSS statistics 17.0. Frequencies 
and percentages were then generated for each category, 
including 95% confidence intervals of the percentages. 
Chi‑square goodness of fit test was applied at P < 0.05 to 
test whether the differences in the percentages between the 
categories were statistically significant [Table 1]. Microsoft 
Office Excel 2007 was used to construct a bar chart.

A mother was considered to be aware of a service if she 
mentioned correctly the basic function of the service. For 
preconception, ANC and postnatal care services, a mother 
was taken to have used a service if she had accessed the 
service at a health facility at least once. In the case of 
delivery service, she was considered to have used the 
service if her last delivery was at a health facility. She was 
considered to have used family planning service if she 
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had ever demanded family planning information and/or 
commodity in a health facility.

RESULTS

A total of 150 mothers aged 15‑49 years were studied. Their 
mean age was 28.9 ± 9.1 years. Nearly half (44.0%) were 
unemployed and about the same proportion (48.7%) had 
formal education [Table 2]. Majority of them (128 (85.3%)) 
were Hausa, while the remaining were Igbo, Yoruba and 
other ethnic minorities. In addition, majority (131 (87.3%)) 
were Muslims, while the remaining were all Christians. 
Most of them (140 (93.4%)) were within 30‑min travel 
time from a health facility. About 62% of them had paid 
for the MHS received.

The proportion that was aware of preconception care 
was 4.0%, ANC 100.0%, delivery 58.7%, postnatal 46.6% 
and family planning services 86.0%. The proportion that 
utilised preconception care was 2.7%, ANC 98.7%, delivery 
24.0%, postnatal care 35.3% and family planning service 
14.0% [Figure 1].

Among the 148 (98.7%) respondents who attended 
ANC, 101 (66.9%) attended four or more times while the 
remaining did so less than four times. With respect to 
place of delivery, only 36 (24.0%) delivered in a health 
facility. As shown in Table 1, among the 114 who did not 
deliver in a health facility, 57% (CI  = 47.4‑66.1) said it 
was because they had never experienced any delivery 
complication in the past, 23.7% (CI = 16.4‑32.7) mentioned 
negative attitude of providers and only 6.1% (CI  = 2.7‑
12.7) mentioned high cost. The non‑equality between 
these categories was statistically significant (P < 0.0001). 
Reasons given for non‑utilisation of postnatal care service 
were as follows: Not having any previous postnatal 
complication by 60.8% (50.4‑70.4), negative provider 
attitude by 27.8% (CI = 19.4‑38.0), while husband’s refusal 
was mentioned by only 5.2% (CI = 1.9‑12.2). Similarly, the 
non‑equality between these categories was statistically 
significant (P<0.0001). As to the reasons for non‑utilisation 
of family planning, the commonest reason was the desire 

Table 2: Socio‑demographic characteristics of the 
respondents (N=150)
Socio‑demographics Frequency Percent

Age (years)
15-19 21 14.0
20-24 37 24.7
25-29 34 22.7
30-34 23 15.3
35-39 2 1.3
40-44 22 14.7
45-49 11 7.3

Occupation
Unemployed 63 44.0
Trader 49 32.7
Artisan 21 14.0
Civil servant 15 10.0
Farmer 2 1.3

Educational level
None 19 12.6
Quranic 58 38.7
Primary 32 21.3
Secondary 28 18.7
Tertiary 13 8.7

Table 1: Major reasons given for non‑use of 
maternal health services among the respondents 
who did not use these services
Reasons given Frequency Percent 95% CI for 

percent
P value

Delivery care (n=114) P<0.0001
Had no previous 
complication

65 57.0 47.4-66.1

Negative provider 
attitude

27 23.7 16.4-32.7

Service does not 
conform with 
tradition

15 13.2 7.8-21.1

Cost of care 7 6.1 2.7-12.7
Postnatal care (n=97) P<0.0001

Had no previous 
complication

59 60.8 50.4-70.4

Negative provider 
attitude

27 27.8 19.4-38.0

Lack of awareness 
on existence of 
postnatal care

6 6.2 2.5-13.5

Husband’s refusal 5 5.2 1.9-12.2
Family planning 
(n=129)

P<0.0001

Need more children 42 32.6 24.7-41.4
Lack of privacy 34 26.4 19.2-35.0
Religion forbids 26 20.2 13.8-28.3
Husband’s refusal 20 15.5 10.0-23.2
Don’t know where 
to get it

7 5.4 2.4-11.3

to have more children (32.6% (24.7‑41.4)), followed 
by lack of privacy in the provision of family planning 
service (26.4% (CI = 19.2‑35.0)), while the least proportion 
of 5.4% (CI = 2.4‑11.3) attributed it to lack of knowledge 

Figure 1: Level of awareness and use of maternal health service among 
all respondents (N = 150)
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of where to get the service. These categories also showed 
non‑equality that was statistically significant (P < 0.0001). 
Reasons for non‑utilisation of preconception care were 
not computed because only 6 (4.0%) were aware of 
preconception care in the first place. Similarly, reasons for 
non‑use of ANC were not computed because only 2 (1.3%) 
were not using ANC.

Table 3 shows the various suggestions by the respondents 
on areas that required improvement in MHS. The 
two prominent suggestions were the need to provide 
equipment (52.7% (44.4‑60.7)) and improvement of 
provider’s attitude (52.0% (43.7‑60.2)), and the least 
prominent was the need for providers of MHS to be all 
females (9.3% (5.2‑15.1)). Other suggestions included 
provision of free drugs, reduction of waiting time and 
reduction of cost of care.

DISCUSSION

In this study, only a fraction of the women who were 
aware of MHS were using it. A similar finding has been 
documented in a previous study.15 It underscores the fact 
that other factors apart from awareness contribute to the 
use of MHS. The fact that the gap between awareness and 
utilisation is most noticeable with family planning services 
may be explained by earlier assertions that poor utilisation 
of family planning in northern Nigerian communities was 
mainly due to ignorance and suspicion.18 Moreover, being 
aware that a service exists does not necessarily imply having 
good knowledge or understanding of what the service is 
all about. This is obvious from the reasons mentioned by 
the respondents in this study. Their need for more children 
supports the fact that campaigns to improve the use of 
family planning need to be more informative, paying less 
attention to the restriction of family size, and encouraging 
individuals to achieve their desired family size by simply 
spacing or delaying pregnancies, as affirmed in the World 
Population Plan of Action.19 In this study, lack of privacy is 
a prominent reason for non‑utilisation of family planning 
probably because family planning issues are viewed as 
private in communities like this, as has been documented 
by earlier studies.20,21 This observation reiterates the 
fact that more efforts need to be made to improve the 
quality of family planning service by observing privacy to 
an extent and in a manner that takes into consideration 
the preference of clients on how the service should be 
deployed. Almost all the women interviewed were not 
aware of preconception care, which implies that extensive 
awareness campaign is needed in order to improve its use.

Use of ANC and delivery in a health facility improves 
pregnancy outcomes for mothers because women who 
attend ANC do not only receive medical checkup, but also 
receive health education on the risk factors of pregnancy 
and are more likely to deliver in a health facility.22‑24  

In this study, the utilisation of ANC is almost 100%, which is 
higher when compared with that of other studies,12,14,15,25,26 
and the reason for this is unclear. This could be explained 
by the provision of free MHS by the government in this 
area. Other factors could be attributed to geographical 
accessibility; studies have shown that women who are 
close to health facilities seem to utilise MHS more.11,24,27‑29 
However, the fact that the proportion who have made four 
or more ANC visits in this study (66.9%) is much higher 
than the 39.4% recorded in Nigeria Demographic and 
Health Survey (NDHS) 20082 could imply a compromise in 
the skill of the health care providers who were attending 
to them. Compromise in skill is a possible reason because 
too many ANC visits by the pregnant women could mean 
that health workers providing the ANC are not skilled in 
the provision of focussed ANC.26

In this study, the proportion of women who delivered 
in a health facility is similar to what was obtained in 
a previous study in the same area,12 even though two 
other studies have recorded higher figures in the same 
region.26,30 A possible explanation could be that there is 
more preponderance of other ethnic minorities in this 
community compared to the other study areas, as the 
cultural preference for privacy during delivery is known 
to be more prevalent among Hausa women.

The paradox of high ANC attendance but low health facility 
delivery seen in this study had been observed in a similar 
study in the same region.12 This means that the high ANC 
attendance in this area did not serve as an opportunity 
for recruiting the mothers into health facility delivery. An 
explanation for this could be that quality of the ANC service 
received was compromised, leading to a situation where 
the mothers were not getting all necessary information 
during their ANC visits. This could be the reason why 
majority of the mothers said the reason for not delivering 
in a health facility was because they had not experienced a 
previous complication, not knowing that every pregnancy 
comes with its own risk, a reason which was also the 
most commonly mentioned to justify their non‑use of  
postnatal care.

Table 3: Suggestions by the respondents on how 
maternal health service could be improved (N=150)
Suggestions Frequency Percent 95% CI for 

percent

Provide equipment 79 52.7 44.4-60.9
Improve providers’ 
attitude

78 52.0 43.7-60.2

Provide free drugs 50 33.3 25.9-41.5
Reduce waiting time 27 18.0 12.2-25.1
Other suggestions 21 14.0 8.9-20.6
Reduce cost of care 18 12.0 7.3-18.3
Use female providers 
only

14 9.3 5.2-15.1

There were multiple responses
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Interestingly, cost of care was not prominent among the 
reasons mentioned by the mothers for their non‑use 
of MHS and among their list of suggestions on how the 
use of MHS could be improved. This finding contradicts 
that of previous studies that reported cost of care to be 
a prominent determinant of use of MHS.4,15,23,29 But this is 
understandable considering that free MHS was said to be 
provided in the area. This suggests that while there is the 
need to make MHS affordable to pregnant women, there is 
a more pressing need to improve its quality.

We, however, recognize that this study has a few limitations. 
The data collected were based on self‑report by the mothers 
and could not be independently verified. Therefore, the 
possibility of recall bias or willful misstatement exists, so 
that some of the data collected may not have reflected the 
true opinions of all the respondents. These limitations were 
minimised by the use of interviewers who were skilled in 
qualitative and quantitative data collection, fluent in the 
local language and whom the members of the community 
were likely to freely discuss private issues with because 
they were not members of the same community. In addition, 
the findings from this study must be interpreted with 
caution, especially in the case of communities that are not 
similar to the study community.

In conclusion, our study found that the use of MHS among 
the study subjects was poor. The major reasons that they 
gave for this were that they had never experienced obstetric 
complication in the past and the negative attitude of the 
health care provider, while cost of care was not prominent. 
Therefore, while there is a need to increase the use of 
MHS by raising awareness on it, bringing it closer to the 
mothers and making it more affordable, there is a more 
pressing need to improve its quality. This could be achieved 
by building the capacity of the health care providers 
on modern concepts for delivery of MHS. In addition, 
further studies are needed to explore ways through which 
the negative attitude of health care providers could be 
alleviated.
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