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Abstract

Background: The objective of maternal Health services (MHS) provision is the wellbeing
of mother and child before, during and after pregnancy periods. Full utilization of MHS
components is key to reducing maternal mortality rate (MMR) in Benue state. However,
many mothers default in utilizing MHS at health facilities. This study was therefore
designed to investigate barriers to full utilization of MHS at the primary health care
centers in the three Senatorial zones of Benue state, Nigeria. Methods: Multistage
random sampling technique was adopted to select 360 women of childbearing age and
72 health workers from 2 Local government areas from each of the 3 Senatorial zones of
Benue state. Pretested and validated Questionnaire titled ‘EMHSPUBS’ was used for data
collection after obtaining consent from the Respondents. Their responses were graded
on Likert 4 point scale, with Alpha mean score fixed at 2.50. Results: Mean age of
respondent mothers was 32 * 6.76 years. Majority of them were literate (94%) and self-
employed, but classified as low-income earners. Identified barriers to MHS utilization in
Benue state included mothers traditional beliefs, poor and discouraging health worker
attitude and poor infrastructural provision in the 3 Senatorial zones of the state.
Conclusion: Barriers to full MHS utilization exist in the 3 Senatorial zones of Benue state.
This poses a grave challenge to maternal and infant health, potentially promoting high
MMR in the state. This challenge must be addressed urgently by all stakeholders in
Benue state for the wellbeing of the mother and her child.

Key words: Maternal health services, Maternal mortality rate, Senatorial zones,
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Introduction

Maternal health care, a very fundamental aspect of health of any group of people or
nation, is the state of physical, mental and social wellbeing of the woman in relation
to the reproductive system and processes of childbearing [1]. Health care services
which are rendered to mothers before, during, and after childbirth focused on
improving the overall well-being of the mother and creating the opportunity for
mothers to make informed choices about their health as well as that of their babies in
line with a set of evidence-based guidelines constitute maternal health services
(MHS). Provision of MHS (the way variables such as money, staff, equipment, drugs
and other logistics are combined to allow for delivery of effective maternal health
interventions) [1,2] and its full utilization (the uptake of recommended number of
antenatal care (ANC) visits, delivery of a child by skilled health personnel, and
uptake of appropriate postnatal (PNC) services) [3,4] are targeted at reducing
maternal mortality and pregnancy-related morbidities to the barest minimum in line
with Sustainable Development Goal (SDG) 3.1 [5]. The entry point of MHS, and
indeed the entire health system, is at the primary health care (PHC) level, where
quality health care is brought closest to the people in a manner that is available,
affordable and acceptable [6]. Access to PHC services has been linked to better
health outcomes [7], including reduction in maternal and infant mortality rates.

The adoption of SDG 3.1 amongst others, by world leaders in the year 2000 was to
reduce the maternal mortality rate (MMR) (and by extension, infant mortality and
morbidity) to less than 70 maternal deaths per 100,000 live births in the year 2030
[5] through the provision of universal access to maternal healthcare [8]. However,
the global outlook of MMR has remained a subject of great concern more than
halfway to the target year 2030. In lower- and middle-income countries (LMICs),
the global MMR estimate was 430 per 100 000 live births compared to MMRs of 10-
18 deaths per 100,000 live births and neonatal mortality rates of less than 4 deaths
per 1000 live births in high-income countries like the UK and the US [9]. Nigeria
and India alone accounted for 34% of global maternal deaths [10].

Nigeria has one of the highest MMR globally. In 2018 alone, the national MMR was
estimated to be 512 deaths per 100,000 live births. This estimate rose to over 814
maternal deaths per 100,000 live births with a neonatal mortality rate of 33 per
1000 live births in 2019 [10,11,12]. The World Health Organization (WHO) factsheet
of March 2023 showed that between 2017 and 2020, the maternal mortality rate in
Nigeria rose by approximately 14%, from 917 to 1047 deaths per 100,000 live
births [13]. Maternal mortality a major public health concern in Nigeria, and
therefore, the call for urgent comprehensive maternal health measures [14].
Utilization of all the 3 components of MHS, which include: i) full antenatal care, ii)
skilled, and safe facility-based delivery care, iii) respectful maternity care and
post-natal care (with postpartum and post-abortion family planning) coupled with a
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functional referral system has the potential of mitigating this poor state of maternal
health care in the nation [3,5,7,11]. However, many women experience a form of
barrier or the other to utilization of full maternal health care. According to the
World Health Organization (WHO), there are five major maternal health-related
barriers, namely (i) poverty, (ii) lack of information, (iii) distance to health
facilities, (iv) inadequate and poor birth related services, and (v) cultural beliefs
and practices [15,16]. In Benue state however, the pattern of barrier to utilization of
MHS has not been well documented. This study, therefore, set out to investigate the
factors that act as barriers to effective utilization to MHS at the PHC level in Benue
state. It is hoped that data obtained shall add to the pool of knowledge regarding
utilization of MHS in Benue state and provide government with the necessary tool
for better maternal health care delivery.

Methods

This was a cross-sectional study conducted in Benue State which is an agrarian state
situated in North Central Nigeria. It lies between Latitudes 6.5° and 8.5° North and
Longitudes 7.47° and 10° East and shares boundaries with states like Nasarawa to
the north, Taraba to the east, Kogi and Enugu to the west and Ebonyi and Cross
River to the south. It also shares an international boundary with the Republic of
Cameroun in the south-east.

The study population comprised of 563,005 women of childbearing age (15-49
years) attending antenatal and postnatal clinics and 3,024 registered health care
personnel providing MHS at the selected health care PHC centers in selected local
government areas (LGAs) of Benue State. Using Yamane’s statistical formular, a
sample population of 432 respondents (comprising of 360 women 72 trained health
care providers) were selected through multistage sampling design. Firstly, two
LGAs were selected from each of the 3 senatorial zones (A, B and C) of the state,
followed by the selection of two PHC centers each from the selected LGAs. Using
random sampling, 10 women and 2 trained health care providers were
subsequently selected from each PHC center in the state for the study.

After obtaining the necessary consent from the participants, a pre-tested and
validated structured questionnaire developed by the authors titled “Extent of
Maternal Health Services Provision and Utilization in Benue State” (EMHSPUBS) was
used to collect data from the respondents. The responses of the respondents were
graded on Likert four-point scale format of 4-Very High Extent (VHE), 3-High Extent
(HE), 2-Low Extent (LE) and 1-Very Low Extent (VLE) respectively. Consented
Clients were aided and guided in filling in the questionnaire. Filled questionnaires
were duly retrieved.
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Statistical Analysis

Collated respondents’ responses were processed on 2010 Microsoft Excel spread
sheet. Analysis of data was done using SPSS version 2021. Frequency distribution
and simple percentages were used to describe the socio-demographic
characteristics of the respondents. Responses to the research enquiries were
expressed as Mean * standard deviation (SD). An Alpha mean score of 2.50 was set
as score point between high extent and low extent of responses. Chi-square test was
used to test the hypotheses at 0.05 level of significance.

Results

Sociodemographic Characteristics of Respondents

The sociodemographic characteristics of the respondents are given in Table 1. The
mean age of the respondents was 32 + 6.76 years (age range of 31-40 years),
indicating an active reproductive women population. Majority were Christian
(78.4%). 241 or 55.7% of the respondents were unmarried, with majority of them
(165 or 41.2%) having 2 children only. Of the 94% of the respondents with formal
education, those with secondary level education constitute the majority (172 or
39.7%). 382 or 88.5% of respondents had acquired a form of vocation with
hairstyling been the favorite vocation acquired (187 or 43.3%). This underscored
the high self-employment status (181 or 41.8%) among the mothers. With majority
of the mothers (173 or 40%) earning an average monthly income of N16,000-
N20,000, the respondents can best be described as low-income earners. 70% (302)
of the women resided in the rural communities.

Extent of MHS Provision and Utilization in the Three Senatorial Zones of Benue
State

The extent of provision of MHS across the three senatorial zones of Benue state are
shown in Table 2. Provision of MHS was significantly different (p < 0.05) across the
three Senatorial zones in the state. It was highest in Zone B, followed by Zone A and
then Zone C (43.3%, 41.4% and 15.3% respectively). At the level of the components
of MHS, ANC and PNS services provision were of high extent (27.8% and 8.35%
respectively) in Zone A, but relatively of low extent in Zones B and C. DC service
provision was higher than ANC and PNC in Zone B at 32.4% and 11.3 respectively. In
Benue state, the overall extent of provision of DC, ANC and PNC services were
significantly different (p <0.05) at 42.7%, 39.0% and 13.8% respectively.

Closely related to the extent of MHS provision, is the extent of utilization of MHS in
the 3 senatorial zones of Benue state as shown in Table 4. Zone B had the highest
extent of utilization, followed by Zone A and C (41.9%, 39.6% and 18.5%
respectively). Regarding the components of MHS, the table further showed that
ANC > PNC > DC in Zone A, while DC > ANC > PNC in Zones B and C. The
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utilization of MHS in Benue state was likewise significantly different (p < 0.05); DC >
ANC > PNC (49.5%, 41.0% and 9.5% respectively).

These findings suggested that across the 3 senatorial zones of Benue state, there
exist a close correlation (in percentile) between MHS provision and utilization. Zone
C was worst performing in the provision and utilization of MHS in the state.

Factors affecting Extent of MHS Utilization at PHC Level in Benue State

The extent of utilization in PHC centers in Benue State are presented in Table 4,
expressed as mean scores * SD. The result showed an overall aggregate score of
2.91 * 0.63. which is greater than the alpha criteria score of 2.50. This implies a
potential for high extent of MHS utilization at the PHC centers in Benue state. The
presence of trained skill health workers and routine laboratory screening (2.97 +
0.88) as well as the availability of immunization services (2.73 = 0.99) at the health
facilities were factors respondents adduced as reasons for utilizing MHS in Benue
state, Nigeria.

On the other hand, the result showed that regular ANC visits were low extent (1.81 *
0.68 < 2,50), poor and unfriendly attitude of health care workers was high extent
(3.21 £ 0.98), long distance of health care facility from respondents’ home was high
extent (2.97 + 0.91) and availability functional equipment needed for delivery and
postnatal cares was low extent (2.09 * 1.06). Thus, respondents’ misconception of
ANC services, poor health worker attitude to mothers, in accessibility of health
facilities and lack of functional equipment were identified as barriers to MHS
utilization at PHC level in Benue state.

Discussion

The present study investigated barriers to utilization of MHS at PHC level in Benue
state, North central Nigeria. Full uptake of ANC, DC and PNC services holds the key
to reducing the high maternal and infant mortality prevalent in Nigeria and other
lower- and middle-income countries (LMICs). Nigeria. Unlike the position of an
earlier study [16], barriers to utilization of MHS in Benue state were identified and
categorized into 3 broad thematic areas: i) individual barrier (mothers), ii) health
worker barrier and iii) MHS logistic barrier.

1) Health User Barrier

The respondents in the present study, with a mean age of 32 * 6.76 years (age range
of 31-40 years), were largely educated (94%) and hence more likely to be
knowledgeable about MHS. Similar age and literacy findings have been
documented in earlier studies [17,18]. This accounted for the high extent of
perceived utilization of MHS, which is not surprising for a population that were semi-
urban dwellers and possessing one form of vocation or the other that yield a monthly
income of N16 - N20 (hence the classification of our respondents as low-income
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earners). This perception of high extent utilization of MHS does not translate to
actual uptake of MHS by the respondents [16] due to some factors raised by them
that may qualify as barriers to MHS utilization.

Despite these positive demographic attributes observed above, the low economic
status of the mothers was a major barrier to utilization of MHS at the PHC level in
Benue state. In seeking health care services (ANC, DC and PNC), mothers may be
required to pay for transport, investigations, drugs and consumables where
necessary. The economic status of one or both spouses has been shown to be major
determinant, amongst other factors, in the use of MHS [19,20]. Thus, lack of strong
economic power was a major barrier in the utilization of MHS by the respondents,
especially in the face depressed Nigerian economy. This may account for why some
of the respondents do not regularly attend antenatal clinic despite the availability of
the service, with others preferring the services of TBAs, whose services were
considered more affordable [16,21].

Some of the respondents chose not to utilize healthcare services in health facilities
because of their belief and stronger trust in cultural practices than in the ANC
services rendered by skilled healthcare workers [15,16,21-24]. Thus, they saw no
need to visit the facility for ANC services. Some of the women expressed discomfort
with male health worker performing delivery services during labour; a practice
considered a taboo in some cultures. For these women, services of TBAs were the
preferred choice since they were usually female. Indeed, several studies have
identified cultural norms and associated practices such as use of traditional
medicine, belief in myths and home deliveries as factors that pose significant barrier
to use of MHS in Nigeria [25,26].

il) Health Provider Barrier

Poor attitude of health workers at the health facility featured significantly as a barrier
to the utilization of components of MHS by the mothers in Benue state. The
respondents in this study expressed dissatisfaction with the uncaring and negligent
attitude of health care providers to their reproductive health needs as well as their
babies. The resultant effect is discouragement of the mothers from fully utilizing MHS
(especially DC services) at the health facilities, increased patronage of home
services TBAs and outright refusal to undertake antenatal and postnatal services.
Previous studies have shown that the disrespectful behavior of health professionals
towards pregnant women was a major barrier to institutional delivery [15,16,27]. An
Indian mother once reported that

“My first delivery was conducted in a government hospital. They admit you, allot
you a bed, and then they treat you badly. The nurses scream so loudly as if they are
Gods themselves. Rather than helping the women in labor, they abuse them. I was
shouted at and even slapped in the labor room. I was so scared that I planned my
second delivery at home. I received more care at home than at the hospital. I would
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advise others not to go there ever” [28].

Other barriers to utilization of MHS identified by the respondents were the poor
quality of care provided by the health care givers and their frequent absence from
duty post. The mothers complained about the fact that care administered by
healthcare givers does not yield the desired outcome due to lack of regular
training. This made the mothers seek health services elsewhere, which often is
associated with additional cost. In some other instances, absenteeism and lateness
to work discouraged the mothers from utilizing health care at the health facilities
because they often had to spend long hours at the health facility waiting for the
healthcare giver who were either absent from work or came to work late [15,29].
There is also the challenge of poor renumeration of trained health workers [15,30]
across countries. the effect if this in Nigeria and Benue state is seen in health
workers not receiving regular training to sharpen their skills, abandon their
responsibilities at the healthcare facilities for engagement in other ventures like
farming, business or private practice in order to augment their income [31,32]. This
has also been responsible for the numerous industrial actions that have bedeviled
the health sector and apathy of health professionals towards delivery of quality
MHS [26,33]. In recent times, absenteeism by health workers has been caused by
rising insecurity in some parts of the state. Insecurity has been recognized as a
significant barrier to healthcare delivery in Nigeria. Studies have established that
violence against health workers is a major factor contributing to poor health
delivery [34]. The overall effect of these factors is low extent of utilization of MHS
components.

iii) Infrastructural and Logistical Barrier

Another identified barrier to utilization of MHS by mothers in Benue state was
infrastructural deficit such as lack of basic equipment for delivery services, drugs
and consumables. The mothers were particularly dissatisfied with the quality of
delivery and post-natal care services offered at the health facilities. According to
studies, lack of and use of obsolete equipment for maternal healthcare delivery, lack
of drugs and consumables are counterproductive to the goal of reducing MMR
[29,30,31]. Some respondents indicated that long distance of government provided
PHC facilities was the reason for their not been able to utilize MHS. For such
mothers, accessing the health facility demanded that they pay exorbitant transport
fares, traverse poor terrain and the rough road infrastructure commonly obtained in
most rural areas of low-income countries. Studies have supported the role of long
distance in limiting the uptake of the various components of maternal health [35,36].
Poor road conditions [37] and lack or delay of ambulance service [15] were other
major barriers to utilizing ANC, DC, and PNC services. Consequently, many women
resorted to home deliveries in the hands of unskilled birth attendants.
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In the present study, MHS utilization correlated well 4ith its provision (Tables 2 and
3). Delivery care service provision across the 3 senatorial zones was highest,
followed by ANC services and finally PNC services. Likewise, the utilization of DC
was highest, followed by ANC & PNC services in the senatorial zones. This showed
that poor provision of MHS was a barrier to its utilization by mothers. The differences
in the provision and utilization of MHS across the 3 senatorial zones may be due to
differences in the ethno-religious, sociocultural, economic, geographical and
political background of the different communities. These attributes have been shown
to significantly contribute to inequality in provision and distribution of health
resources in general and consequently barrier to utilization of MHS, both in Nigeria
and other parts of the globe [14,15,35,37-39].

Conclusion

The present study conducted in Benue state has shown that there was a low extent
of utilization of ANC, DC and PNC services at PHC facilities in Benue state despite
the high awareness of MHS utilization. Identified factors posing significant barriers
to and responsible for MHS underutilization by women in the state were (i) health
user barrier (barriers related to mothers which are as poor economic status, risky
trado-cultural beliefs and practice, patronage of untrained TBAs), (ii) Heath
provider barrier (include unfriendly attitude towards the maternal health seekers
or the women, lack of regular training, poor renumeration, insecurity at
workplace) and (iii) infrastructural and logistical barrier (including poorly
equipped and insecure health facility, lack of drugs and consumables at health
facility, lack of effective referral system and ambulance service as well as poor
state of roads in most of the rural and semi-urban areas of the state). These barriers
have contributed largely to the sustained high MMR in Benue state and Nigeria.
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Table 1: Sociodemo graphic Characteristics of Respondents

Variables Frequency Percentage (%)
Age

18-30 80 18.5
31-40 236 54.7
41-50 62 14.3
> 50 54 12.5
Total 432 100.0
Religion

Christianity 339 78.4
Islam 36 8.3
Traditional religion 41 9.5
No religious affiliation 16 3.8
Total 432 100.0
Marital Status

Married 191 44.3
Single 12 16.5
Divorced 35 8.0
Widowed 85 19.7
Cohabiting 14 3.3
Separated 35 8.2
Total 432 100.0
Educational attainment

No formal education 26 6.0
Primary 127 29.5
Secondary 172 39.7
NCE/OND 19 18.3
Degree 28 6.5
Total 432 100.0
Technical/Vocational training received
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Hair Styling 187 43.3
Fashion Designing 55 12.7
Makeup Artistry 40 9.3
Event Planning 64 14.9
Arts and Crafts 23 5.3
Others 13 3.0
None 50 11.5
Total 432 100.0
Occupation
Self-employed 181 41.8
Civil servant 93 21.5
Full housewife 42 9.8
Others 116 26.9
Total 432 100.0
Estimated monthly income (naira)

< 10,000 17 17.8

11,000-15,000 8l 18.8

16,000 - 20,000 173 40.0

>20,000 and above 101 23.4

Total 432 100.0

Location

Urban 130 30.0

Rural 302 70.0

Total 432 100.0

Parity

1-3 times 214 53.5

3-6 times 165 41.2

> 6 times 21 5.3

Total 432 100.0

No. of children

1-2 191 44 .2

3-4 135 31.3

> 4 times 106 24.5

Total 432 100.0
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Table 2: Chi-square Test Showing the Difference in the Extent of MHS Provision at
the PHC Centers in the Three Senatorial Zones in Benue State

Zones Extent of MHS Provision - Df p-value
value
Zone A Zone B Zone C

ANC services 120 27 (6.3%) 21 (4.9%) [87.346 4 0.30
provision (271.8%)
DC services. 15(3.5%) |140(32.4%) 49
provision (11.3%)
PNC services| 36 14 (3.2%) 10 (2.3%)
provision (8.3%)
Total 171 181 (41.9%) @80

(39.6%) (18.5%)

Significance = P < 0.05; Critical Chi value = 9.488, Calculated value = 0.30. Null

hypothesis is rejected

Cumulatively, ANC provision = 39.0%, DC provision = 47.2%, PNC provision =

13.8%

Table 3: Chi-square Test Showing Difference in the Extent of MHS Utilization at PHC
Centers in the Three Senatorial Zones in Benue State

Zones

Extent of MHS Utilization

>~ Df |p-
value value
Zone A Zone B Zone C

Antenatal Care| 142 (32.9%) (13 (3.0%) 22 (6.1%) 125.24 (4 0.43

utilization 5

Delivery Care|41 (9.5%) 137 (31.7%) (36 (8.3%)

utilization

Postnatal Care|8 (1.9%) 26 (6.0%) 7 (1.6%)

utilization 191 (44.3%)| 176 (40.7%)| 65 (15.0%)

Total

Significance = P < 0.05; Critical Chi value = 9.488, Calculated value = 0.43. Null
hypothesis is rejected
Cumulatively, ANC utilization = 41.0%, DC utilization = 49.5%, PNC utilization =

9.5%

Table 4: Respondents Reasons for Non-Utilization of Maternal Health Services
Utilization at PHC Centers in Benue State
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S/N | Extent of their utilization of MHS Scores Remark
Mean | SD
1. I go for antenatal care when am pregnant. 1.81 +0.76 Low extent
2. I visit health clinic for antenatal care due to
available trained staff and laboratory screening| 2.97 +0.88 High extent
facilities.
3. I do not visit postnatal care service because the
health workers have poor attitude to patients 3.21 +0.98 High extent
4. I visit health facilities in my area due to the
availability of immunization services. 2.13 +0.99 High extent
5. I do not visit facility for MHS because facility is
located far away 2.817 +0.91 High extent
6. Medical technology/equipment related to
delivery care is available and functional 2.09 +1.06 Low extent
1. I use services of Traditional Birth Attendants
because they are available, and their services are | 2.84 +0.72 High extent
affordable
Aggregate Mean * SD 2.74 10.93 | High extent
Criterion Mean 2.50
Alpha means score = 2.50; High extent = > 2.50, Low extent =
<2.50
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