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Abstract
Background: Although gender inequality is often cited as a barrier to improving maternal health in sub-saharan Africa, 
there is lack of  empirical data on how women’s socio-cultural characteristics may influence use of  health services in Nigeria.
Objective: To describe how women’s position in the household affects receipt of  maternity care services.  
Methods: Secondary data analysis of  10,052 and 4,590 currently married women aged 15 to 49 years from the 2008 Nigerian 
DHS who receive skilled antenatal and delivery care at least till pregnancy was done.  
Results: Receipt of  skilled delivery care was by 37.9% while, natal care was by 98.4%.  Education, residence and wealth 
index all significantly influenced receipt of  maternal health care. Women who were involved in decision making on their own 
health (aOR=1.97; 95%CI=1.88-2.06) and were employed throughout the year (aOR=1.11; 95%CI=1.01-1.23) were more 
likely to receive skilled antenatal care, while those who justified physical intimate partner violence were less likely to receive 
both skilled antenatal care (aOR=0.92; 95%CI=0.85-0.98) and delivery services (aOR 0.54; 95% CI 0.33-0.87).   
Conclusion: Interventions aimed at improving maternal care should promote women empowerment (decision making, self  
worth, educational and economic) and should involve partners.
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Introduction
Proper care during pregnancy and delivery is important 
for the health of  both the mother and the baby, and is 
an indicator of  the status of  maternal and child health 
in the society. More than 600,000 women die due to 
childbirth or pregnancy related complications around 
the world annually1. The overwhelming majority of  ma-
ternal deaths occur in developing countries2. Sub-saha-
ran Africa and South Asia account for about 87% of  
global maternal deaths1. Africa has the highest maternal 
mortality ratio with an estimated average of  800 deaths 
per every 100,000 births. The lifetime risk of  maternal 

death in sub-Saharan Africa is 1 in 31 compared to 1 in 
4,300 in developed regions1. Nigeria is solely respon-
sible for close to 10% of  these deaths. The estimated 
average maternal mortality rate in Nigeria is 1,000 for 
every 100,000 births however this figure varies accord-
ing to regions of  the country1,2,3.  Based on the 2008 Ni-
geria Demographic and health survey, maternal mortal-
ity in Nigeria is estimated to be around 545 deaths per 
100,000 births4. For every maternal death, many more 
women suffer serious complications2. 

A woman's death during pregnancy or childbirth is not 
only a health issue but also a matter of  social injustice2 
reflecting the failure of  communities and governments 
to promote safe motherhood5,6.  Maternal mortality is 
a reflection of  women's place in society and their lack 
of  access to social, health and nutrition services, and to 
economic opportunities1,2.  Maternal mortality also re-
flects disparities in socio-economic development. Most 
of  the victims of  maternal deaths are women between 
the ages of  15 and 45 years7.  However, major rea-
sons for the higher risk in developing countries are the 
non-utilization of  maternal health services by mothers 
as well as the poor quality care from health services8,9. 

African Health Sciences Vol 15 Issue 1, March 2015217



Thus the causes of  the vast majority of  these deaths 
and complications are preventable5.  

In seeking to redress these low levels of  maternity care 
use in sub-saharan Africa, most research has focused on 
addressing the clinical issues related to maternal mortal-
ity,  less attention has been paid to the social determi-
nants of  maternal deaths10,11,12.  Only a few studies have 
explored ways in which gender roles and relations may 
operate to restrict women's access to health care dur-
ing pregnancy, at the time of  delivery and after delivery. 
These few studies explored the relationship between 
education and employment with reproductive variables 
such as abortion, fertility and family size13,14.  Also, the 
association between women’s socio cultural factors and 
contraceptive use was explored15,16. There is also litera-
ture on the links between spousal position or approval 
and contraceptive use, but these studies are all outdat-
ed16,17.  However, only a few of  these researchers exam-
ined whether and how dimensions of  women's position 
are related to their use of  maternal health care services 
in Africa. Thus the influence of  socio cultural factors, 
such as women's position within the household on use 
of  maternity services has not been critically explored.  

It is widely asserted that increased gender equality is 
a prerequisite for achieving improvements in maternal 
health. The Millennium Development Goal (MDG) 3 
aims to achieve gender equality and women empower-
ment. It is one MDG that makes it easier for all other 
MDGs, especially MDGs 4 and 5 to be achieved18.  In 
most African countries, the low social status of  wom-
en has been identified as a hindrance to progress to-
ward national health and population policy targets1,2,3. 
Although it can be assumed that greater equality within 
the household leads to higher use of  maternal health 
care services, this has not been examined among Nige-
rian women. It is also unknown how intra-household 
relations affect access to health care, or which of  the 
dimensions of  women's position is most critical for 
achieving increased use. Thus this study examined the 
influence of  women's household position on the re-
ceipt of  skilled antenatal and delivery care. 

Methodology
Study design
The study was a secondary data analysis of  the 2008 
Nigeria Demographic and Health Survey (DHS)4.  The 
study design was a national cross sectional survey.  The 

study documented the proportion of  women who re-
ceived skilled antenatal and delivery care.  It identified 
the socio cultural factors which influenced receiving 
skilled care at birth and delivery.

Study area
The study area was Nigeria. Nigeria is located in West 
Africa. It is made up of  36 states and a Federal Capital 
Territory, grouped into six geopolitical zones namely: 
north central, north east, northwest, south east, south, 
and south west. There are also 774 constitutionally rec-
ognized local government areas (LGAs) in the country, 
with a population of  more than 162 million people19.  
The male to female sex ratio of  the total population is 
1.0520.                                                                         

Socio cultural context: Nigeria is the country with the 
largest population in Africa.  However despite much 
wealth, many parts of  the country remain undeveloped 
and the people poor. The health status indicators of  the 
general populace are low4. For example, life expectancy 
at birth in 2012 was 52.05 years.  Literacy rate in 2010 
was 72.1% in men and 50.4% in females20. While pro-
gress has been made in improving the status of  women, 
significant gender gaps in education, economic empow-
erment and political participation still remain. General-
ly the status of  women is low and gender inequality is 
common. Violence against women and gender stereo-
type hinders greater progress towards gender equality. 
The social system is patriarchal and children are regard-
ed as the property of  the fathers. Men are usually the 
primary decision makers in matters of  child-rearing and 
care of  the family21,22. 

Maternal health care services: Health care provision 
is the concurrent responsibility of  the three tiers of  gov-
ernment namely federal, state and local governments23.  
However, because Nigeria operates a mixed economy, 
private providers of  health care have an important role 
to play in health care delivery. The federal government's 
role is mostly limited to supporting teaching hospitals 
and federal medical centres (tertiary health care facili-
ties), while the state governments manage the general 
hospitals (secondary health care), and the local govern-
ments focus on maternity centres and dispensaries (pri-
mary health care)23. 

One of  the targets of  national health policy is to reduce 

maternal mortality rate by three-quarters between 1990 
and 2015. Currently the thrust of  government efforts is 
to improve quality of  care provided at health facilities, 
ensure proper management of  major obstetric compli-
cations and build capacity of  health care providers to 
provide skilled maternity care4,23.

Sample design 
This is a secondary data analysis of  the 2008 National 
Demographic and Health Survey (NDHS).  The sam-
pling frame used for the 2008 NDHS was the Popu-
lation and Housing Census conducted in 2006. In the 
2006 census, Nigeria had four administrative units 
namely; states, local government areas, localities and 
enumeration areas. The enumeration areas were the pri-
mary sampling unit or cluster.  The 2008 NDHS sample 
was selected using a stratified two-stage cluster design 
consisting of  888 clusters, 286 in the urban and 602 
in the rural areas. A representative sample of  36,800 
households was selected, with a minimum target of  
950 completed interviews per state. In each state, the 
number of  households was distributed proportionately 
among the urban and rural areas. A list of  households 
and mapping exercise were carried out in each cluster. 
The resulting lists of  households served as the sampling 
frame for the selection of  households in the second 
stage. All private households were listed4.

Study population 
The study population was currently married women 
aged 15-49 years women who had received skilled ante-
natal and delivery care. The secondary data analysis was 
on 10,052 and 4,590 women who had received skilled 
antenatal and delivery care respectively. 

Study variables
In the primary survey, respondents were asked where 
they received antenatal care, as well as who checked 
them before they were discharged from the health facil-
ity after delivery. Two outcome variables were consid-
ered: - (1) skilled antenatal care and skilled delivery care. 

Receipt of  skilled care: 
A respondent was considered to have had skilled ante-
natal care (ANC), if  she had ANC in a public or private 
hospital at least once during the last pregnancy. She was 
classified as having had a skilled delivery care, if  she 
was attended to or checked by a doctor, a nurse, or a 
midwife during labour and after delivery before being 

discharged from the health facility4. 

The main explanatory variables were women’s:- par-
ticipation on decision making on her own health, em-
ployment status and influence over earnings, earning 
in relation to partners and attitude towards wife beat-
ing. Other important variables were respondents socio 
demographic characteristics such as age, place of  resi-
dence, region, educational level, wealth index and parity.

Participation on decision making:  
The 2008 survey asked women whether they were in-
volved in decision making (either by themselves or 
jointly with their husband), in four areas in which a 
married woman usually makes decisions namely: on her 
own health care, making major household purchases, 
making purchases for daily household needs, and visits 
to her family or relatives4. Decisions on daily household 
purchases is indicative of  women's influence over rou-
tine household activities, decision on large purchases is 
suggestive of  decision making with partner, while visits 
to relative is indicative of  influence over her social life. 
In contrast, women's participation in decisions on their 
own health care is the most likely decision making var-
iable to influence utilization of  maternal care services. 
Therefore, it was the decision-making variable focused 
upon, for which two dichotomous categories of  "in-
volved in final decision (alone or jointly)" and "not in-
volved in final decision” (another individual makes the 
decision) were the possible responses. 

Employment status and influence over earnings: 
The DHS asked women four questions relating to em-
ployment and control over earnings: "Aside from your 
own housework, are you currently working?"; "Have 
you done any work in the past 12 months?"; "Are you 
paid in cash or kind for this work or are you not paid 
at all?"; and "Who mainly decides how the money you 
earn will be used?" Answers were categorized into a 
trichotomous variable: not working, working and had 
no control over earnings (including those who worked 
without earning any cash income), and working and 
had control over earnings. Women who were currently 
working or who had worked within the 12 months prior 
to the survey were considered to be working. 

Earning in relation to partners:
 The relative magnitude of  women’s earnings compared 
with their husbands’ in the 12 months preceding the 
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survey was assessed. Responses were categorised into 
four namely: wife more than partner, wife less than 
partner, wife same as husband and husband does not 
earn.

Attitude towards wife beating: 
The 2008 NDHS collected information on the degree 
of  acceptance of  wife beating by asking whether a hus-
band is justified in beating his wife in each of  five situ-
ations namely: if  she burns the food, if  she argues with 
him, if  she goes out without telling him, if  she neglects 
the children, and if  she refuses to have sex with him. 

Socio demographic characteristics: 
Social and demographic characteristics considered 
in the analysis, included women's age and parity. Be-
cause community norms and values influence individ-
ual’s behavior, the place of  residence (urban or rural) 
and region of  residence (north and south) were also 
assessed.  Women's education level was categorized as 
none, primary, and secondary or higher. Indicators of  
the household's socioeconomic circumstances includ-
ed husband's education, as well as a computed wealth 
index. 

Data analysis                                                                
The Statistical Package for Social Sciences was used 
for the analysis24. Univariate (frequency distribution), 
bivariate (chi-square) and multivariate (multiple logistic 
regression) were done to investigate the association be-
tween the dependent and independent variables. The 
bivariate analysis described the relationship between 
women's socio demographic variables and their use of  
skilled antenatal and delivery care. Associations between 
the indicators of  women's household position and the 
two health care outcomes were also explored. Finally, 
multivariate regression analysis was done to identify the 
relationship between the indicators of  women's house-
hold position and their use of  skilled maternal health 
care. The model controlled for potential confounders 
including age and parity, residence, education and soci-
oeconomic status. The analysis was done at 5% level of  
significance.

Results
Table 1 shows the socio demographic characteristics of  
the women who received skilled care.  The mean age of  
the women who received skilled ANC was 29.86 +7.01 
years, while for those who received skilled delivery care 
it was 30.23+ 6.68 years. In both groups most of  the 

Table 1: Respondents Socio demographic Characteristics and Household 
Position  
Variable   Skilled antenatal care   Skilled delivery 
care 
     10,052     4,590 
Mean age    29.86 + 7.0   30.23+6.7 
Place of residence 
     Rural    6207(61.7)   2278(49.6) 
     Urban    3845(38.3)   2312(50.4) 
Region 
      North    5380(53.5)   1899(41.2) 
      South     4652(46.5)   2691(58.8) 
Woman’s Education 
      None    2969(29.5)   726(15.8) 
      Primary    2840(28.3)   1139(24.8) 
      Secondary    3375(33.6)   1994(43.4) 
      > Secondary   868(8.6)   731(16.0) 
Partners Education 
       None    2191(22.)   535(11.8) 
       Primary   2436(24.4)   980(21.5) 
       Secondary   3662(36.7)   1944(43.4) 
       > Secondary   1677(16.8)   1094(42.7) 
Wealth Index 
 Poor    3112(31.0)   714(15.6) 
 Middle    2265(22.5)   827(18.0) 
 Rich    4675(46.5)   3049(66.4) 
Parity 

0-1    2065(20.5)   1047(22.8) 
 2-3    3833(38.1)   1848(40.3) 
 >4    4154(41.3)   1695(36.9) 
Partners Earnings 
 Wife>husband   249(2.4)   134(2.9) 
 Wife<husband   4870(48.5)   2469(53.8) 
 Wife=husband   364(3.7)   212(4.6) 
 Does earn   353(3.5)   164(3.6) 
 Don’t know/NR  4216(41.9)   1611(35.1) 
Makes Decision on Her Health  5249(52.2)   2700(58.8) 

Employed and Had Influence  4784(47.8)   2502(54.8) 

Employed and Paid Cash/and Kind 5889(78.9)   3001(84.2) 

Didn’t Justify Wife Beating  5749(57.3)   2917(63.7) 

Skilled Antenatal/Delivery care 3814(37.9)   4590(98.4) 

women had secondary education (33.6% and 43.4%) 
respectively. Most women earned less than their part-
ners (83.4% and 82.9% respectively). Many (46.5% and 
66.4% respectively) belonged to the rich wealth index. 
Most (57.3% and 63.7% respectively) did not justify 
wife beating. Acceptance of  wife beating if  partner 
burns the food, argues with him, goes out without tell-
ing him, neglects the children and refuses to have sex 
with him was by 16.2%, 27.6%, 32.2%, 30.5%, 25.3% 
respectively. Only 38.0% received skilled antenatal care 
while 98% received skilled delivery care.
Table 2 shows the socio demographic characteristics in-
fluencing women’s receipt of  skilled antenatal care and 
delivery care.  Variables found to be significantly associ-
ated with the receipt of  skilled antenatal care were place 
of  residence, region, level of  education and wealth in-

dex. Urban respondents were significantly more likely 
to receive skilled antenatal (aOR 1.37; 95%CI 1.24-
1.52) and delivery care (aOR 2.14; 95%CI 1.15-3.98) 
than those who reside in rural areas. The women from 
the Southern region of  the country were less likely to 
receive skilled antenatal care (aOR 0.53; 95%CI 0.47-
0.60) compared to those from the north, but more 
likely to receive skilled delivery care (OR 2.10; 95%CI 
1.32-3.36).   The respondents with secondary or tertiary 
education were more likely (aOR 1.19; 95%CI 1.03-
1.37) to receive skilled antenatal care, compared with 
those with primary (aOR 1.03; 95%CI 0.90-1.18) and 
no education. Also, women with secondary or tertiary 
education were (OR 3.56; 95%CI 2.06-6.18) significant-
ly more likely to have skilled delivery care than those 
with primary (OR 1.81; 95%CI 1.01-3.24) and with no 

Table 2: Regression analysis: receiving skilled antenatal and delivery care on the 
socio-demographic characteristics 
Variables          Skilled antenatal care          Skilled delivery care 

Unadjusted 
OR (95% CI) 

Adjusted OR 
(95%CI) 

Unadjusted 
OR (95% CI) 

Adjusted OR 
(95%CI) 

Age group (yrs) 
  < 30 
  30-39 
  40-49 

 
1 
1.04(0.95-1.13) 
1.03(0.90-1.17) 

  
1 
1.42(0.85-2.36) 
0.86(0.43-1.73) 

 

Residence 
  Rural 
  Urban  

 
1 
1.71(1.57-1.85) 

 
1 
1.37(1.24-1.52) 

 
1 
3.47(2.01-5.97) 

 
1 
2.14(1.15-3.98) 

Region 
  North 
  South  

 
1 
0.49(0.45-0.53) 

 
1 
0.53(0.47-0.60) 

 
1 
2.10(1.32-3.36) 

 
1 
1.49(0.83-2.69) 

Education  
  None  
  Primary 
  ≥Secondary 

 
1 
0.74(0.67-0.82) 
0.93(0.84-1.02) 

 
1 
1.03(0.90-1.18) 
1.19(1.03-1.37) 

 
1 
1.81(1.01-3.24) 
3.56(2.06-6.18) 

 
1 
1.43(0.78-2.65) 
1.73(0.92-3.27) 

Partner’s educ 
  None  
  Primary 
  ≥Secondary 

 
1 
0.66(0.58-0.74) 
1.02(0.92-1.13) 

 
1 
0.85(0.74-0.98) 
1.05(0.91-1.20) 

 
1 
0.96(0.46-2.00) 
1.50(0.77-2.93) 

 

Ethnicity 
  Hausa 
  Igbo  
  Yoruba 
  Others  

 
1 
0.20(0.17-0.23) 
0.31(0.27-0.36) 
0.33(0.29-0.37) 

 
1 
0.26(0.21-0.32) 
0.35(0.30-0.42) 
0.38(0.34-0.44) 

 
1 
2.75(0.83-9.06) 
1.10(0.43-2.78) 
0.70(0.29-1.64) 

 
1 
1.16(0.31-4.39) 
0.49(0.17-1.42) 
0.62(0.25-1.52) 

Wealth index 
  Poor  
  Middle 
  Rich  

 
1 
1.21(1.08-1.36) 
1.66(1.51-1.83) 

 
1 
1.27(1.12-1.43) 
1.86(1.63-2.12) 

 
1 
1.74(0.96-3.14) 
4.57(2.68-7.80) 

 
1 
1.38(0.76-2.52) 
2.07(1.08-3.96) 

Parity 
  One child/None 
  2-3 children 
  ≥ 4 children  

 
1 
1.00(0.90-1.12) 
1.04(0.93-1.16) 

  
1 
1.78(0.95-3.32) 
0.95(0.55-1.66) 

 

 

education.  Partners with secondary or tertiary educa-
tion were also more likely to have wives who receive 
antenatal and delivery care (aOR 1.05; 95%CI 0.91-1.20 
and OR 1.50; 95%CI 0.77-2.93). As regards wealth in-
dex, the rich wealth quintile (aOR 1.86; 95%CI 1.63-
2.12), compared with middle class (aOR 1.27; 95%CI 

1.12-1.43) or the poor were more likely to have skilled 
antenatal care. The respondents in the rich wealth quin-
tile were significantly more likely than the poor to have 
skilled delivery care (aOR 2.07; 95%CI 1.08-3.96).

As shown in Table 3, women who could make decisions 
on their health (either jointly or alone) (35%) compared 
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to those who had decisions made by husband alone 
or others, were less likely (OR 0.97; 95%CI 0.88-1.06) 
to have skilled antenatal care. Compared to the unem-
ployed, employed women who had no influence (aOR 
1.11, 95%CI 1.00-1.23)  and  employed who had influ-
ence over their earnings were more likely (aOR 1.15, 
95%CI 1.01-1.30) to receive skilled care  Women who 
justified wife beating were less likely to receive care (OR 
0.92; 95%CI 0.85-1.00). When the woman earned more 
than her partner she was less likely to receive skilled 
antenatal care.
Although not statistically significant, women who were 
able to make decisions on their own health were more 
likely (OR 1.52; 95%CI 0.96-2.40) to receive skilled 
delivery care than those who could not. Women who 
worked and received their payment in cash were more 
likely to have skilled delivery care than those not paid 
or who were paid only in kind (OR 1.49, 95%CI 0.80-

2.76). Also women who justified wife beating were sig-
nificantly less likely (aOR 0.54, 95%CI 0.33-0.87) to re-
cieve skilled delivery care. 

Discussion 
Many studies and policies have been based on the as-
sumption that if  women were more involved in house-
hold decision making and had more control over finan-
cial resources, they would be more likely to use health 
services and, therefore to have better health outcomes25. 
Our results confirm this assumption between women's 
household position and having skilled health care. The 
findings help identify both the important current bar-
riers to the uptake of  maternal health care services in 
Nigeria and the changes required in Nigerian women's 
position needed to improve health care use. 

Table 3: Regression analysis: skilled antenatal and delivery care on the women’s 
household position indicators 

Variables          Skilled antenatal care          Skilled delivery care) 
Unadjusted 
OR (95% CI) 

Adjusted OR 
(95%CI 

Unadjusted 
OR (95% CI) 

Adjusted OR 
(95%CI 

Decision on her 
health 
No 
Yes  

 
 
1 
1.78(1.72-1.85) 

 
 
1 
1.97(1.88-2.06) 

0 
 
1 
1.52(1.02-2.40) 

 

Employment and 
influence over 
earnings 
 Not employed 
 Employed and   no 
influence 
 Employed and had 
influence 

 
 
 
1 
1.73(1.66-2.82) 
 
1.91(1.83-2.00) 
 

 
 
 
1 
1.15(1.01-1.30) 
 
1.11(1.00-1.23) 

 
 
 
1 
1.37(0.70-2.68) 
 
1.32(0.77-2.23) 

 

Wife’s beating 
justified for at 
least one reason 
  No 
  Yes  

 
 
 
1 
0.92(0.85-0.99) 

  
 
 
1 
0.41(0.25-0.64) 

 
 
 
1 
0.54(0.33-0.87) 

Type of earnings 
for work 
 Not paid and paid 
in kind only 
 Paid in cash and 
kind 

 
 
 
1 
 
1.65(1.46-1.86) 

  
 
 
1 
 
1.49(0.80-2.76) 

 

Partner’s earnings  
Wife > husband 
Wife < husband 
Wife = husband  
Doesn’t bring cash 

 
1 
1.17(0.90-1.52) 
1.06(0.76-1.48) 
1.53(1.09-2.13) 

  
1 
0.92(0.22-3.85) 
1.06(0.17-6.40) 
1.23(0.17-8.83) 

 

 

The uptake of  skilled health care depends on both the 
perceived need for demand (which implies the recog-
nition that available services are valuable and appro-
priate) and the ability to act on that demand. Gender 
relations may affect these factors25. Although other el-
ements, largely unrelated to gender relations may exert 
a critical influence on demand for health services and 
the ability to act. Also, increases in the uptake of  re-
productive health services may occur in the absence of  
any significant change in women's household position 
such as occurs with government policy changes on free, 
subsidized health care, or the distribution incentives or 
commodities with care16,17,26.  

Women's employment improved use of  maternal health 
care. Having influence over money earned further im-
proved use of  skilled antenatal and delivery care.  Thus 
even if  women work but have no control over the use 
of  their earnings, they were less likely to receive skilled 
antenatal or delivery care than when they did.  This is 
not surprising as working women with access and in-
fluence over their earnings are expected to be able to 
utilise their funds on their own health. Working women 
are also more likely to be exposed to health information 
at their places of  work.   This should lead to improved 
use of  skilled services by increasing both the demand 
and eventually the (supply) quality of  service provided 
25. However it is appreciated that sometimes working 
women experience time constraints that reduce their 
opportunities for receiving antenatal care27. 

Women who did  not accept physical intimate violence 
were more likely to recieve both antenatal and delivery 
care. This probably indicates that these women rejected 
the conduct and beliefs that places them at a low status 
relative to men and did not accept violence as a means 
to resolve conflict4,28. The danger with agreeing that 
wife beating is acceptable is that it promotes the perpe-
tration of  family and community violence. Also women 
who hold such beliefs are less likely to report acts of  
violence or seek care from a health facility following 
abuse29,30.  They are also less likely to go to a health fa-
cility for skilled maternal health care services29,30. 

In light of  this association between attitudes to violence 
and the use of  skilled health care, it is unsurprising 
that the ability to make decisions was associated with 
improved use of  skilled maternity care. However, the 

woman’s involvement in decision making may alone not 
be as influential as decisions by both herself  and her 
husband, however this assumption needs to be further 
explored. In Nigeria like many countries of  sub Sahara 
Africa, decisions regarding the management of  preg-
nancy and child care are often within the purview of  
husbands, older female relatives, usually mother-in-laws 
and grandmothers who often wield so much power 
and are able to influence the type of  care received by 
young pregnant mothers25. Also the culture is patriar-
chal and husbands are believed to own the children31. 
Women tend to exert influence only in subtle non-con-
frontational ways31. When women are unable to make 
decisions they are also more vulnerable to abuse from 
health care providers, and there is empirical evidence 
linking women’s lack of  autonomy and empowerment 
to disrespectful birth care32. Hence, greater attention 
should be directed to the ways in which reproductive 
health decision making involves partners who usually 
wield much power over mother’s choice of  maternal 
health services. 

Women's economic dependency has long been under-
stood to be a major factor in structuring inequalities be-
tween men and women.  Hence, control over financial 
resources is often considered a central dimension when 
measuring women's household position. Accessing ma-
ternal health care requires financial outlay (for transpor-
tation, medicines and, in some cases, consultation), thus 
a woman's ability to pay for these services with her own 
earnings is an important determinant of  access29,30.  Al-
though it appeared that when women earned better than 
their partners they were unable to take adequate care of  
themselves, probably as a result of  the huge financial 
burden they had to bear. This suggests that a woman’s 
ability to improve her health may not only depend on 
her employment status and influence over her earnings, 
but may also depend on her partner’s earnings. How-
ever we did not obtain a clear picture and recommend 
further studies on this aspect of  women’s status. 

The relationship between women's education and use 
of  maternal health care draws attention to how the 
broader gender system, operating beyond the house-
hold, may affect care. A number of  routes of  causation 
might explain this effect. Earlier work had suggested 
that it may be due at least in part to a fostering of  new 
values and attitudes that are favorable to the use of  
modern health care31. Also, it is recognized that edu-
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cation may impart feelings of  self-worth and self-con-
fidence, which some have noted are more important in 
bringing about changes in health-related behavior.  In 
addition to increasing the likelihood that women will 
value and desire skilled care, education may strengthen 
women's ability to act on this demand. Education may 
also reduce the power differential between providers 
and clients and lower women's reluctance to seek care32. 
Education may also work through increased discussion 
and decision making between husbands and wives25,31,32. 

The strength of  this study is that it is one of  the first 
studies to examine the effect of  household women’s 
position on the utilization of  maternity care services in 
Africa and its large sample size.  Similar studies in other 
African countries are recommended. 

Limitations
Its limitations lies in the cross sectional nature of  the 
design, hence it was not possible to determine causa-
tion.  Also there were missing key variables as it was 
a secondary data analysis.  In the primary study, some 
respondents may also have given socially desirable re-
sponses on the utilization of  maternity services. Despite 
these limitations, it is clear that gender relations influ-
ence the use of  maternal health care in different ways.  
In addition, these findings draw attention to the need 
to study and probably raise knowledge levels and alter 
perception of  the value of  modern preventive health 
including the value attached to women’s health by both 
pregnant women and their partners.  Thus there is the 
need for research on how attitude affects the demand 
for maternity care.

Conclusion
From the forgoing it is clear that gender relations in-
fluence the use of  maternal health care.  Socio cultural 
factors such as education, residence and region of  the 
country also emerged as an important factor influenc-
ing use. Thus in addition to the current strategies being 
implemented by the federal government, international 
organizations and women's groups to raise the profile 
of  maternal health, the study showed that promoting 
women’s position in the home is crucial to improve uti-
lization of  maternity services in Nigeria and probably 
many other African countries as well. The Millennium 
Development Goal three is unlikely to be met if  all the 
socio cultural determinants of  service uptake are not 
addressed. Thus interventions that will stop intimate 

partner violence, improve individual and joint decision 
making between husband-wife and empower women 
are important efforts that deserve sustained support.  
These programmes should be targeted especially at 
poor, unemployed women residing in rural areas. The 
need for programs that promote schooling for Nigerian 
girls is again highlighted. 
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