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Abstract
The study examined the association between women’s status and utilisation of maternal health care services of 
primary health care centres in Anambra east L.G.A of Anambra state. Five objectives were developed. A cross 
sectional descriptive research design was used. The study population consisted of women of child bearing age 
(15-49 years) who had given birth in the last five years. A sample size of 500 participants was used after using the 
formula for estimating sample size from a finite population. However, only 482 copies of the questionnaire were 
returned, giving a response rate of 96.4%. The instrument for data collection was a questionnaire developed by 
the researchers based on literature review. Data were analysed using the statistical package for the social sciences 
(SPSS version 18). The major findings showed that 71.5% utilised ANC while 44.4% utilised delivery healthcare 
services; 40.2% of the women took decisions jointly with their husbands while 32.4% took decisions alone on 
utilisation of ANC. As regards utilisation of delivery care services, 39% took decisions alone while 36.5% took 
decisions jointly with their husbands on where to have their baby. There were statistical significant associations 
between women decision making autonomy  women education, women economic status and utilization of maternal 
health services. However, the study showed no statistical significant association between occupational status and 
utilisation of maternal health care services. The study concluded that the factors that influence the utilisation of 
maternal health care services are women decision making autonomy, educational status and their economic status.

Keywords: Socio-economic status, Primary Health Centres 
(PHC), Antenatal Care.

Introduction
Antenatal care is the care received from healthcare professionals 
during pregnancy, where series of appointments are offered by 
midwives, or sometimes with an obstetrician [1]. the well being of 
pregnant mothers are checked and useful information (including 
healthy feeding, exercise and advice on personal hygiene)  given 
to ensure that the pregnancy progresses well. Health education 
including breastfeeding is also offered. Fawole and Adeoye stated 
that proper care during pregnancy and delivery is important for the 
health of both the mother and the baby because it is an indicator of 
the status of maternal and child health in the society [2]. 

The health risk associated with reproduction affect virtually all 
women of reproductive age at some point in their lives [3]. These 
risks are more marked in developing countries where majority 
of the women are poor and have low economic status [3]. This 

low status deprives them of the decision-making power necessary 
to take prompt decisions on health care. In developed countries 
where women are educated and earn a reasonable income, they 
have the power to make decisions concerning their health and have 
access to basic maternal health care services [3]. The utilization of 
maternal health care services, especially at the primary level, is 
one of the important factors that will help reduce the incidence of 
maternal mortality [4]. 

The use of health services is a complex behavioural phenomenon. 
It is related to the organization of the health-delivery system 
and is affected by the availability, quality, costs, continuity and 
comprehensiveness of services. Social structure and health beliefs 
also affect use [5,6]. For preventive services like prenatal care, 
family planning or immunizations, people do not perceive the 
need to visit health care facilities in absence of disease [5,6]. 
Beliefs about susceptibility, consequences and effectiveness 
of intervention also affect the utilization of health care services 
[7]. However, some studies in preventive services have often 



Volume 2 | Issue 1 | 2 of 7Med Clin Res, 2017

found that the use of services is more strongly correlated with 
demographic and socioeconomic characteristics than with health 
beliefs [8]. Many studies in developing nations have found a 
strong relationship between maternal education and the use of 
maternal and child health services [9,10]. In some of these studies, 
the effect of education persisted even after the control of other 
variables [10,11].

A woman’s status which is often described in terms of her income, 
employment, education, health and fertility as well as the role 
she plays within the family, community and the society has been 
closely linked to use of antenatal care [3,12]. Women autonomy 
and utilisation of maternal care services are positively related [13]. 
According to authors, women’s autonomy is dependent on many 
factors, the most important being education, place of residence 
(rural or urban), occupation and income. Women, who live in the 
urban areas, are generally educated and employed. They have 
a higher status and more decision making autonomy than those 
who live in the rural areas [9,14]. Poor mothers are at high risk of 
developing pregnancy related complications, because they are not 
financially able to pay for the required services [15].

In developing countries particularly in Nigeria, availability and 
utilization of maternal healthcare services are low [16]. It was 
estimated that only 13.9% of annual birth in 12 states in Nigeria 
took place in the health facilities [16]. Ajaegbu noted that culture 
and educational status of mothers influence their utilisation of 
maternal health services [17]. In Nigeria, especially in the rural 
areas, many factors affect utilization of maternal health services. 
They include health and religious beliefs about complications of 
pregnancy, financial factors and accessibility of health facilities. 
Other factors include the fact that permission has to sought 
from the husband before seeking healthcare services [9,16,18]. 
According to the WHO, there are three crucial factors underlying 
maternal deaths: Firstly, lack of access and utilization of essential 
obstetric services. Secondly is too much physical work together 
with poor diet which also contributes to poor maternal health 
outcomes [19]. The third is the low social status of women in 
developing countries. The low status of women can limit their 
access to economic resources and basic education, and can also 
affect their ability to make decisions, including decisions related 
to their health and nutrition. Not much study has been done on 
the association between women’s status and maternal health care 
service utilisation in the south east of Nigeria. This study therefore 
investigated the association between women’s status and maternal 
use of primary health care facilities in Nando, Anambra East Local 
Government Area of Anambra State.

Statement of Problem
Nigeria’s maternal mortality rate is considered to be one of the 
highest in the world [18,20]. Although Nigeria accounts for only 
2% of the world’s population, it accounts for 10% of the global 
estimates for maternal deaths. This is as a result of widespread 
ignorance, harmful cultural practices and limited access to 
health service [16,18]. There is also documented evidence of 
underutilization of available health services; this has greatly 

contributed to the high maternal mortality ratio in the country. In 
many developing countries such as Nigeria, Ethiopia and others, 
women are at a disadvantage, compared to men in terms of their 
access to assets, employment, healthcare and education. Women’s 
perceived inferior social status and status within the family have 
adversely affected their health by limiting their autonomy to take 
decisions on their health and ability to access health care where 
and when necessary [21,22]. Hence this study sought to determine 
if there is a relationship between women’s socio-economic status 
and utilization of health centres in Nando community.

Objectives of the Study
The objectives were to:
• Determine the proportion of women that utilized antenatal 

care services in primary health centres in Nando.
• Determine the association between women’s decision making 

autonomy and use of antenatal care service in primary health 
care centres.

• Determine the association between educational status of 
women and use of antenatal care service in primary health 
care centres in Nando.

• Determine the association between occupational status and 
use of antenatal care service of primary health care centres 
in Nando.

• Determine the association between women economic status 
and use of antenatal care service of primary health care centres 
in Nando.

Research Method
Research Design
Descriptive design was employed to assess the association 
between women status and use of antenatal care service of primary 
healthcare centres in the Nando community. 

Population of Study
The population of study were women of child bearing age. The 
population of women of child bearing age in Nando is estimated 
to be 7920. This number therefore represents the target population.

Sample
The final sample size used for this study was 500 women of 
child bearing age. A prevalence rate of 0.12% found in a survey 
of determinants of maternal health care utilisation in Nigeria was 
used [23]. The minimum sample size of 450 was calculated using 
the formula for estimating a single finite population [8].

The sample size was then adjusted to accommodate the attrition rate. 
The researcher estimated a 10% attrition rate. This attrition rate is 
to accommodate those questionnaires that will be disqualified for 
any number of reasons such as questionnaires not properly filled or 
those who were simply not returned. The final sample size of 500 
was used after adding the 10% attrition rate. 

Inclusion Criteria
• All women who had been pregnant in the last 5 years 

irrespective of the outcome of pregnancy, whether the 
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pregnancy was terminated half way or carried to term.
• Women, who are alert and physically capable of being 

interviewed
• Women who are residing in the community at the time of the 

study.
• Women who are willing to participate in the study.

Sampling Procedure
The sampling technique used was the multistage sampling 
technique. The women were stratified into eight communities. 
Hence, each community was regarded as stratum. The population 
of women from each community was obtained from the women’s 
meeting register. Proportionate sampling method was used to 
select a representative sample size of childbearing women from 
each community using the following formula [24,25].
Where ns = sample size of the village; Ns = population size of 

the village; N = total sample size. 

To get the number of women in each community, a systematic 
sampling technique was used. At this stage the women’s register 
was used as the sampling frame to reach the respondents who 
met the inclusion criteria. Every second woman on the register 
was selected if she met the inclusion criteria. This was done 
until the required number for the community was obtained. The 
women were interviewed during their meeting hours using the 
questionnaire as a guide. 

Instrument for Data Collection
The instrument for data collection was the questionnaire. The 
questionnaire was divided into three parts. Part A had 8 questions 
and dealt with demographic data of the individuals. Part B had 9 
questions that sought to determine if and where the women had 
their ANC services. This section also sought to determine how 
decisions were taken concerning use of ANC services. Part C had 
9 questions on the economic status of the respondents. Questions 
on household assets were elicited which included having facilities 
in the home such as electricity, pipe borne water, toilet and type 
of floor in the house. Other questions included items owned in the 
homes; example radio, television and bicycle were elicited. This 
enabled classification of respondents into socio-economic status 
groups. The questionnaire was used as an interview guide. 

Validity of the Instrument
Face and content validity were carried out by giving the 
questionnaire to experts in Maternal and Child Health Nursing for 
criticism and suggestions and corrections were made to construct 
the final draft of the questionnaire.

Reliability of the Instrument
pilot testing was done using fifty women from the neighbouring 
Achalla community that met the inclusion criteria and were not 
instead of are not part of the study population. Ideally, in order to 
obtain a good estimate of the reliability of the instrument, tthe split 

half method was applied by dividing the test items into two parts 
with the exception of the demographic characteristics and also the 
subjects into two groups before administering the questionnaire. 
This is called split-half test. The responses were subjected to 
internal consistency test using the Cronbach’s alpha coefficient 
for each of the split halves 1 & 2. The results obtained were0.802 
and 0.835 respectively, and the correlation between forms is 0.854, 
indicating a very strong reliability. 

Ethical Consideration
Ethical approval to conduct the study was obtained from the health 
research ethical committee of Anambra State teaching hospital, 
Awka after submitting a copy of the proposal of the study to the 
committee. Informed consent was gained from the respondents 
before giving them the questionnaire. The purpose of the study 
was explained to them. They were also assured of confidentiality 
of whatever information that they will give. The respondents were 
also given the option to withdraw anytime they felt uncomfortable. 

Procedure for Data Collection
Data were collected from participants who were willing to 
participate and those who met the study inclusion criteria. Four 
research assistants were trained on the purpose of the study, how 
to collect data and interpret the questionnaire to the respondents. 
The researchers and her assistants visited the women’s meeting 
places in their various communities and the women’s register was 
used as the sampling frame to systematically select the number 
of women required. Every 2nd name on the register was selected 
if she met the inclusion criteria and was willing to participate. 
Informed consent was then obtained before interviewing her 
using the questionnaire as a guide. This procedure was carried 
out until the required number was reached in all communities. 
For respondents that could not read or write in English language, 
local interpreters (the research assistants) were used to translate 
the questionnaire into the local language ensuring that the same 
meaning was maintained to ensure consistency and reliability of 
the instrument. Data collection in each community lasted for 8 
days. Data collection was done during the women’s meeting day 
which is every 4 days (market days) data collection lasted for six 
weeks.

Method of Data Analysis
Data collected were coded and analysed using descriptive and 
inferential statistics. This was done using the computer software 
programme, Statistical Package for the Social Sciences (SPSS 
version 18). The principal component analysis was used to generate 
Socio economic status (SES) index based on the household assets 
ownership. The SES index was divided into quartiles: Q1 = 
Poorest, Q2= Very poor, 3= poor, Q4= Least poor. The one-way 
analysis of variance statistics was used and alpha was set at 95% 
confidence interval. 

Results
Research question one
What is the proportion of women that utilise ANC services in 
primary health care centres in Nando? One sample t-test was used 
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to answer this research question at 0.05 level of significance and 
presented in Table 1.

Variable N Df Mean SD t-value Sig.
Utilization of ANC 482 481 27.22 2.96 7.91 .000
Population mean 25.0

Table 1: one sample t-test of proportion of women utilization of 
ANC services.

Reference mean or population mean is calculated thus 
(4+3+2+1) x 10 / 4 = 25.00
The result presented in Table 1 assessed utilization of ANC services 
in primary health care centres in Nando. The sample mean of 27.22 
is greater than the reference/population mean of 25.00 at 0.05 level 
of significance at 481 degree of freedom. It can be inferred that the 
proportion of women that utilise ANC services in primary health 
care centres in Nando is significantly high. 

Research question two
What is the association between women decision making 
autonomy and the use of ANC services in primary health care 
centres in Nando? Independent sample t-test was used to answer 
this research question and presented in table 2.

Grouping variable N Mean SD t-value Sig.
Have autonomy 362 13.3 3.14 4.51 .001*

Do not have autonomy 120 7.11 4.52
Table 2: independent t-test of women decision making autonomy and 
utilization of ANC services.*Significant at0.05 level of significance; df = 
480; critical t-value = 1.96.

The result as presented in Table 2 shows that, the calculated t-value 
of 4.51 is greater than the critical t-value of 1.96 at 480 degree of 
freedom. This result implies that, the association between women 
decision making autonomy and the use of ANC services in primary 
health care centres in Nando is statistical significant. Judging with 
the mean score, it can be said that, women who claimed to have 
decision making autonomy have a higher mean value (M = 13.3; 
SD = 3.14) than women who claimed not to have decision making 
autonomy (M = 7.11; SD = 4.52). The result means that women 
who possess more decision making autonomy are more likely 
to utilise ANC services than those who do not posses decision 
making autonomy. 

Research question three
What is the association between educational status of women and 
the use of ANC services in primary health care centres in Nando? 
To answer this research question, One-way analysis of variance 
(ANOVA) was used at 0.05 level of significance. The results 
obtained from the analysis are as presented in table 3.

One-way analysis of variance (ANOVA) was used to analyze the 
data. The result is presented in Table 3. As shown in Table 3, the 
calculated F-value of 8.90 is greater than the critical F-value of 
7.00 at 2 and 480 degrees of freedom, at 0.05 levels of significance 

by this results, the association between educational status of 
women and the use of ANC services in primary health care centres 
in Nando is statistically significant. Judging with the mean scores, 
it can be said that, women without formal education have the 
least mean score value of (M = 15.40; SD = 2.33); next in the list 
are women with just primary education (M = 15.58; SD = 2.31); 
followed by women with secondary school education (M = 16.0; 
SD = 2.53) while the group with the highest mean are women with 
tertiary education (M = 17.48; SD = 2.14). The result implies that, 
women who possess more education are more likely to utilise 
ANC services than those who possess little or no education.

Variable Category N Mean SD

Educational 
status 

 

No formal 
education 48 15.40 2.33

Primary 154 15.85 2.31
Secondary 202 16.00 2.53

Tertiary 78 17.45 2.14
Source of 
variance

Sum of 
Squares df Mean 

Square F Sig.

Between 
Groups 7.130 2 3.565 8.900 .000*

Within 
Groups 375.744 480 .401

Total 382.874 482
Table 3: One-way analysis of variance of educational status of women 
and the use of ANC services. *Significant at 0.05 level of significance, df 
= 2, 480; critical F-value = 3.00.

Research question four
What is the association between occupational status and use of ANC 
services in Nando? One-way analysis of variance (ANOVA) was 
used to answer this research question at 0.05 level of significance. 
The results obtained from the analysis are as presented in table 4.

Variable Category N Mean SD

Occupational 
status 

 

House wife 91 15.40 2.72
Civil 

servant 38 14.10 2.79

Business 
women 104 14.02 2.73

Privately 
employed 47 13.98 2.80

Farmer 82 13.49
Source of 
variance

Sum of 
Squares Df Mean 

Square F Sig.

Between 
Groups 7.130 2 3.565 2.90 .060

Within 
Groups 375.744 480 2.401

Total 382.874 482
Table 4: One-way analysis of variance of occupational status of women 
and the use of ANC services. Not significant at 0.05 level of significance, 
df = 2, 480; critical F-value = 3.00.
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One-way analysis of variance (ANOVA) was used to analyze the 
data. The result is presented in Table 4. As shown in Table 4, the 
calculated F-value of 2.90 is less than the critical F-value of 7.00 
at 2 and 480 degrees of freedom, at 0.05 levels of significance 
by this results, the association between occupational status of 
women and the use of ANC services in Nando is not statistically 
significant. Therefore, we could conclude from the results that, 
women occupational status is not a significant factor to utilization 
of ANC facilities.

Research question five
How does economic status of women influence use of maternal 
health care services of primary health care centres in Nando? 
To answer this research question, One-way analysis of variance 
(ANOVA) was used at 0.05 level of significance. The results 
obtained from the analysis are as presented in table 5.

Variable Category N Mean SD

Economic 
status 

 

Low 
economic 

status
240 7.30 2.83

Moderate 
economic 

status
130 8.35 2.68

High 
economic 

status 
122 10.07 2.33

Source of 
variance

Sum of 
Squares Df Mean 

Square F Sig.

Between 
Groups 9.311 2 9.247 10.87 .001*

Within 
Groups 4814.166 480 2.94

Total 511.289 482
Table 5: One-way analysis of variance of economic status of women and 
the use of ANC services. * Significant at 0.05 level of significance, df = 2, 
480; critical F-value = 3.00.

One-way analysis of variance (ANOVA) was used to analyze the 
data. The result is presented in Table 5. As shown in Table 5, the 
calculated F-value of 10.87 is greater than the critical F-value of 
7.00 at 2 and 480 degrees of freedom, at 0.05 levels of significance 
by this results, the association between economic status of women 
and the use of ANC facilities in Nando is statistically significant. 
Judging with the mean scores, it can be said that, women in low 
economic status have the least mean score value of (M = 7.30; SD 
= 2.83); than those in moderate economic status (M = 8.35; SD 
=2.68) which is less than the mean score of those in high economic 
status (M = 10.07; SD = 2.33). The result implies that, women in 
high economic status are more likely to utilise ANC facilities than 
those in moderate economic status or low economic status.

Discussion of Findings
This study showed that the proportion of women that utilise 
ANC services in primary health care centres in Nando was high 
significantly high. This finding is in contrast with that reported by 

Furuta and Salway in which the percentage of women that used 
antenatal care was low [12]. Similarly, Ejembi et al. also found 
that few mothers had modern antenatal care and delivery care 
during their last full term pregnancies and their major reason for 
not utilising maternal health care service was the cost [26]. 

Further findings from our study revealed that women who possess 
more decision making autonomy are more likely to utilise ANC 
services than those who do not posses decision making autonomy. 
This is consistent with the findings by Aigbe, where mothers who 
had more decision making autonomy and mothers who jointly 
decided with their husbands on choice of maternal health care 
services utilized orthodox health care services more than mothers 
whose husbands made the decision alone [14]. In the same vein, 
Ononokpono found that women who made joint decisions with 
their husbands on healthcare were two times more likely to attend 
ANC [23]. Chiang et al. found no significant linkage between 
women participation in household decision making and utilisation 
of maternal health care services [11]. There is a belief about the 
powerful influence of mothers and fathers in law but the writers 
observed a high level of autonomy in decision making by the 
rural women. One is tempted to associate this autonomy with the 
influence of social groups, a new wave of awareness and somehow 
with the increasing effect of feminism. 

Our study showed that, women who possess more education are 
more likely to utilise ANC services than those who possess little 
or no education. This is in line with Furuta and Salway who found 
that the proportion of women with secondary and post-secondary 
education that used ANC and delivery care was significantly higher 
compared to women with no formal education [12]. Similarly, 
Ononokpono found that women with secondary or higher education 
level were 5.8 times more likely to utilise ANC services [23]. In 
the same vein, Aigbe found a significant association between 
education and the use of orthodox sources of ANC. This implies 
that the more educated the mothers, the more likely they will utilize 
orthodox sources of health care facilities. This outcome should be 
expected. Education ought to expose women to the importance of 
utilising health services in and out of pregnancies. Exposure to 
radio and television could be a contributing factor.

Further findings from the results conclude that, women occupational 
status is not a significant factor to utilization of ANC facilities. 
This finding disagrees with the study of Aigbe [14]. She reported 
that mothers who are engaged in formal economic sector (civil 
servants, bankers, lawyers etc.) utilized the orthodox sources of 
maternal health care services more when compared to the mothers 
engaged in non-formal economic sector (traders, hair dressers, 
tailors, farmers etc.) who utilized orthodox sources of maternal 
health care services. Similarly, Ononokpono found that women in 
formal employment and skilled manual workers were two times 
more likely to have four or more ANC visits than those with no 
employment [23]. The difference between their findings and our 
findings can be explained by the fact that this present study study 
was carried out in a rural area while the other studies were done 
in urban areas. 
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This study also noted that women in high economic status were 
more more likely to utilise ANC facilities than those in moderate 
economic status or low economic status. This is in conformity 
with the works of Aigbe who found that the use of formal health 
institutions for antenatal care was higher in high social status 
[14]. The study is also in conformity with Koustuv et al. who in 
their study found that a high proportion of home delivery was 
reported by women below poverty level than their richer peers 
[27]. Ononokpono also found that women in rich or middle class 
household are more likely to utilise maternal health care services 
[23]. Attending clinic cost money. A woman in dependency may 
find it difficult to pay the expenses associated with attendance 
at the clinic. It is, therefore, logical that those with independent 
income would be higher in attendance than those without.

Implication of the Findings to Nursing
The findings from the study show that the higher the status of 
women the more likely they will utilise formal maternal healthcare 
services. The higher the level of education the more likely it is that 
the women will utilise health care services. The study also shows 
that decision making autonomy of women affects utilisation.

Since prompt and effective utilisation of maternal health care 
services reduces maternal morbidity and mortality, the implications 
of these findings are that nurses have to take on the role of health 
educators. They have to educate the women on the need to utilise 
formal health institutions for their reproductive health. Nurses 
can also engage in home visits in which the husbands and other 
relevant others will be seen and health educated on the importance 
of utilising maternal health care services for the reduction of 
maternal morbidity and mortality. Nurses also can campaign for 
women education and empowerment.

Conclusion
From the foregoing, this study has been able to examine association 
between women status and the utilization of maternal care services 
of primary health care centres in Nando. The utilization of maternal 
health care services in primary health care centres in Nando is above 
the average for ANC even though there are obvious gaps of delayed 
booking for ANC services and inadequate ANC attendance. Cost, 
poor awareness and perception remained the major reasons why 
some mothers are still patronizing unorthodox health facilities 
for ANC. Factors that influence the choice of ANC services were 
found to be women decision making autonomy, educational status 
and economic status. Women involvement in making decisions 
about their health increases their likelihood of utilizing maternal 
health services. Being able to make such decisions alone or 
jointly with husband creates a sense of responsibility within them 
as regards the use of ANC and delivery care. No doubt, mothers 
with higher educational status used maternal health services more 
because they have received information from a formal setup on the 
importance of accessing the services in an orthodox health facility 
such as a primary health centre in their community. Therefore, 
those who never had the privilege of attending a formal school 
or going past the primary level need an awareness campaign on 

the subject matter. Obviously, women with little or no education 
are a significant part of the proportion of women who do not 
enjoy the decision making autonomy concerning their health. 
Hence empowering women and promoting mothers’ education 
would yield a better result in increasing the use of maternal health 
services. The Nando community comprises predominantly people 
in the lower socio-economic class. The theoretical and practical 
implication of this is that demand for antenatal care and delivery 
services generally declines with decreasing socio-economic status. 
It clearly means that maternal health services are services for 
which patients are willing to travel even long distances to receive, 
based principally on affordability and perceived quality service.

Recommendations
The study therefore recommends that:
• In order to increase the utilization of maternal health services 

for ANC, there is a strong need to focus on community and 
district-level interventions.

• Women should be empowered through education to enable 
them to take their place sufficiently in decision making in 
their families

• Husbands should be informed through sensitization programs 
organized by stakeholders on the need to give their wives a 
free hand in deciding places of ANC.

• It is particularly important for interventions to explore 
effective ways of increasing service utilization among low 
educated and poor women in rural areas who are the least 
likely to use maternal health services.

• Periodic monitoring of development with regards to maternal 
health should be conducted.

Limitation
• This investigation is community based and thus may limit its 

generalizability.
• Another limitation of the investigation might have been the 

use of a questionnaire to elicit information from respondents. 
This might have led to a bias in the responses. 

• Due to inadequate frame, the sampling might have lacked a 
representative sample of the study population.
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