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Abstract 

Introduction: Maternal and perinatal mortality are global public health issues and Nigeria in particular carries a high 
burden as 33,000 women dies every year though significant decline in maternal mortality ratio has been observed; 
neonatal mortality rate is 37 per 100,000 livebirths against the 2015 MDGs target of 12 per 100, 000 and stillbirth is 
unbearably high. Yobe State remains one of the regions with high maternal and perinatal death in Nigeria most of which 
are preventable with quality Antenatal care (ANC) services yet the ANC coverage is only 49% against the Nigerian 
national figure of 68.9% (which is moderate) and more than 67% of the pregnant women did not receive atleast 4 ANC 
visits in Yobe as recommended by World Health Organization. The aimed of this study was to analyse and recommend 
interventions in ANC services in order to increase utilization to improve maternal and perinatal health in Yobe State, 
Nigeria. 

Methods: This is an in-depth study on ANC service utilization from local and international literatures; databases used 
are PubMed, Medline and Global health. The conceptual framework is based on socio ecological model. The analytical 
tools used to analyse the proposed intervention strategies are based on the criteria of technical effectiveness, 
organisational feasibility, sociocultural feasibility, financial feasibility and equity consideration. 

Results: Multilevel determinants are responsible for low Utilization of ANC services in Yobe State which include 
intrapersonal (women education and literacy), interpersonal (families, peers, relatives influence), community (culture 
and beliefs), health system (health services, human resources, and health policy) and structural determinants (conflicts 
and poverty). Effective and feasible strategies to increase ANC services Utilization identified and appraised include 
outreach and health and education; men involvement in ANC; community based health insurance scheme; improving 
the skills and supportive supervision of ANC providers; employment of CHW and task shifting to lower cadres. 

Conclusion: ANC services requires multi-dimensional approach to increase Utilization, each intervention augment one 
another for the desired effects and better outcome of improving maternal and perinatal health. Further research is 
recommended on interventions of determinants like conflicts, poverty and women education which are beyond the 
scope of this dissertation and men involvement in ANC, community based health insurance scheme, improving the skills 
and supportive supervision of health ANC providers; task shifting to lower cadres and further research. 

Keywords: Antenatal care services; Maternal health services; Utilization; Access; Yobe 

http://creativecommons.org/licenses/by/4.0/deed.en_US
https://ijsra.net/
https://doi.org/10.30574/ijsra.2024.11.2.0592
https://crossmark.crossref.org/dialog/?doi=10.30574/ijsra.2024.11.2.0592&domain=pdf


International Journal of Science and Research Archive, 2024, 11(02), 1316–1332 

1317 

1. Introduction 

Maternal and perinatal deaths are major public health issues around the globe (Vogel et al., 2014). An estimated 800 
maternal deaths occur daily worldwide (Hurst et al., 2015) of which sub-Saharan Africa accounted for 62% of the global 
burden (WHO and UNICEF, 2014). Maternal health and perinatal survival depend on effective maternal care through 
quality antenatal care services (ANC). Globally, an estimated 2.6 million still births occur every year; and neonatal 
deaths account for 40% of all under five child death and mostly from developing countries which are preventable with 
effective ANC services (Vogel et al., 2014). Despite the burden of maternal and perinatal deaths and their linked to 
maternal care, about 45 million women in developing countries never get access to ANC services (Galadanci et al., 2006). 

Globally, Nigeria has been recognised for its highest maternal mortality in sub-haran Africa as 33,000 maternal death 
occurs every year (PRRINN-MNCH, 2013). However, a significant decline in the trend has been observed from 1990 to 
2015 due to then Millennium Development Goals (MDGs) intervention to reduce maternal death by 75% over 25 years 
(MDGs, 2015; WHO and UNICEF, 2014). The current maternal mortality ratio (MMR) in Nigeria is 243 per 100,000 live 
births (MDGs, 2015) which was beyond the MDGs target of 250 per 100,000 by 2015 and current global MMR of 210 
(WHO and UNICEF, 2014). Neonatal mortality rate (NMR) in Nigeria is 37 per 100,000 live births and 2015 target was 
12 per 100,000 live births; and stillbirth is unbearably high (NDHS, 2013). Most of the health statistics in Yobe State are 
not available to estimate the maternal and perinatal deaths (YMOH, 2010). However, it remains one of the regions with 
poor maternal and child health indicators (NDHS, 2013). ANC services enhance early detection and prompt treatment 
of pregnancy related complications especially when these services are provided by skilled attendants which may lead 
to improved maternal and perinatal health outcome (Fagbamigbe and Idemudia 2015). ANC coverage of at least one 
visit in Nigeria is 68.9% and four-visits is 60.6% (MDGs, 2015). Yobe State is the most backward compare to other states 
of the same geopolitical zone in Nigeria in terms of ANC services utilization (NDHS, 2013). The proportion of pregnant 
women who have at least one ANC in Yobe State was only 34.4% before 2008 (NDHS, 2008) but there was a little 
improvement to 49% as of 2013 when the state government expressed its commitment to support partnership for 
reviving routine immunization in northern Nigeria-maternal neonatal and child health (PRRINN-MNCH) to scale up to 
improve maternal and perinatal health in the state (PRRINN-MNCH, 2013) and yet more than 67% of pregnant women 
did not receive four ANC services in the state as recommended by World Health Organisation (Umar and Bawa, 2015). 
Antenatal care service is a component of maternal health services that is aimed at improving maternal and neonatal 
health when there is significant Utilization and increased coverage (Villar et al., 2001). Yobe State is one of the leading 
states in Nigeria in term of low ANC services Utilization and poor maternal and perinatal health outcome (NDHS, 2013). 
However, most of the health statistics in the state were scarce (YMOH, 2010) to estimate the maternal mortality but 
ANC coverage is less than 50% (PRRINN-MNCH, 2013). Antenatal care services if maximally utilised is strongly 
associated with good maternal and neonatal outcome and improved maternal and perinatal health (Vogel et al., 2014). 
The study aimed to analysed and recommended an interventions in ANC services in order to increase utilization to 
improve maternal and perinatal health in Yobe State, Nigeria. 

2. Methods 

This is cross-sectional study using secondary data from local and international literatures; databases used are PubMed, 
Medline and Global health. The conceptual framework is based on socio ecological model. 

The analytical tools used to analysed the intervention strategies are based on the Walley and Wright, (2010) assessment 
of the set of criteria of technical effectiveness, organisational feasibility, sociocultural feasibility, financial feasibility and 
equity consideration. 

 Intrapersonal determinants: These include individual’s level of education, literacy, socioeconomic status and 
emotions. 

 Interpersonal determinants: This describes the network of families and peers influence including social 
support, marital relations, decision making power, communication and their effect on maternal health. 

 Community level determinants: These include the role of community leaders, health and traditional beliefs; 
cultural norms and misconceptions; Gender issues and their influence on ANC services. 

 Health system determinants: These include health institutions and resources; including heath facilities, 
health policy health human resources, health services, access and Utilization of ANC services. 

 Structural determinants: These include equity, conflicts, poverty and other political issues that could affect 
ANC services. 

Articles related to developing countries and accessible in any year of publication were included in the study 
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3. Results 

The findings explores the utilization of antenatal care (ANC) services in Yobe State and analyses the determinants of 
ANC services utilization right from influence of intrapersonal, interpersonal; community, health system and structural 
determinants and how they could have affected the Utilization of ANC service among pregnant women. 

Yobe has been recognised as one of the less performing state in Nigeria when comes to ANC services utilization (NDHS, 
2013). The proportion of pregnant women who currently have atleast one ANC visit in Yobe state is only 49% (PRRINN-
MNCH, 2013) compare with the national figure of 68.9% (MDGs, 2015) and more than 67% of pregnant women in Yobe 
did not had atleast four ANC visits as recommended by World Health Organisation (Umar and Bawa, 2015). 

The low ANC Utilization is not unrelated to barriers such as low level of education and literacy; low socioeconomic 
status, poor means of transportation, lack of awareness about the importance of ANC services among pregnant women, 
cultural misconceptions and lack of women autonomy (NDHS, 2013). Others are insufficient workforce for ANC services 
and poor healthcare provider skill and attitudes (Umar and Bawa, 2015). Most of these factors have influence on health 
seeking behaviours of pregnant women including willingness to seek ANC services, accessing health facilities and 
quality ANC services from the healthcare providers (Rai et al., 2012). Figure 3 below shows the ANC service coverage in 
Yobe and Nigeria. 

 

 Figure 1 ANC services coverage in Nigeria and Yobe State. (Author, 2016) 

3.1. Intrapersonal Determinants 

3.1.1. Women education 

The education level of women is a significant determinant of health seeking behaviour in ANC services (Singh et al., 
2012). Yobe state is one of the poor region in terms of education in Nigeria, the proportion females with no formal 
education is 86% and only 2.7% among the women have formal education beyond secondary school (NDHS, 2013). As 
a result, greater proportion of the pregnant women do not know the importance of ANC and hence not utilise the ANC 
services especially those in rural areas where the proportion of women having no formal education is higher (NDHS, 
2013). 

3.1.2. Women Literacy 

The higher level of literacy provides the basis for education which increases the knowledge of importance of ANC 
services and Utilization (Nisar and white, 2003). The proportion of women who cannot read is higher among women in 
Yobe state, especially in rural areas compare to their urban counterpart. The proportion of illiterate women in Yobe 
state is 87% which make the state with one of the highest proportion of illiterate women in Nigeria and carries the 
highest burden of illiteracy in the north-eastern Nigeria hence reducing their intrapersonal opportunity to seek and 
utilise the ANC services (NHDS, 2013). 
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3.1.3. Socioeconomic status 

In developed worlds, maternal health care (MHC) is free at point of service, because health is considered as a part of the 
economy which is contrary to developing countries where low income and poverty as major barriers to access have 
decreased Utilization of ANC services (Akpomuvie, 2010). The employment rate among women in Yobe state is only 
34% although chances of getting employed depend on the level of education, and predominant occupation among 
women are sale of goods and agricultural activities which accounts for 58% and 20% respectively (NDHS, 2003 and 
NDHS, 2013). Considering these as their means of income is not always feasible to afford the cost ANC services especially 
in private maternity care and some of the public health centres where the cost of maternity services is unbearably high. 

3.2. Community and Interpersonal Determinants 

3.2.1. Cultural misconceptions 

Cultural misconceptions and religious beliefs in Nigeria including Yobe have a significant influence on ANC services 
Utilization (Babalola and Fatusi, 2009). In rural areas, where the greater proportion of the uneducated women lives, 
cultural misconceptions are predominant as women prefer to be attended by traditional birth attendant (TBAs) for their 
ANC services than modern healthcare (Falusi and Ijadumola, 2003). This is due to the beliefs that traditional healthcare 
provides better care than the modern healthcare. The practice is higher across northern states where Yobe is situated 
due to low level of education. For instance, they believed that first pregnancy shouldn’t be attended to, talkless of 
attending ANC services and hence woman should deliver alone because of (kunya) shame (Walls, 1998) and TBAs are 
only called to cut the umbilicus (Okorjie, 1994). 

Pregnant women are denied of their rights seek ANC services (Babalola and Fatusi, 2009) and barred from taking most 
of the nutritious food in some rural communities leading to malnutrition in pregnancy (Chukueze, 2010). For instance, 
taking milk may result in big baby and difficult delivery or taking cold water may cause chest infection to the child 
etcetera (Author’s experience). ANC services could address the issues of nutrition in pregnancy by providing iron, folic 
Acid and multivitamin supplements. However, to my knowledge and my literature search, the evidence of knowledge of 
the women and their perception on ANC drugs in Yobe State is scarce. 

3.2.2. Families and peers influence 

The influence of family structure on women health is largely determined by the husband level of education and 
relationship with the wife, highly educated husbands may have a good relationship with their wives allowing them to 
decide for their MHC (UNDP, 2011). Men play an important role in ANC services Utilization but cultural beliefs (Mumtaz 
and Salway, 2007), low level of Education (Tann et al., 2007) and lack of time (Turan et al., 2001) are some contexts 
based barriers to men participation in ANC which are in keeping with Yobe context as 73% of the women reported 
husbands have the absolute right to decide for their maternal health (NDHS, 2003). The influence of families and peers 
on pregnant women in Yobe beside their husbands is evident especially in rural areas where grandmothers, mothers 
and other family members could decide on MHC of pregnant women. This is not unrelated to the low level of education, 
literacy, and cultural misconceptions in the communities toward ANC services and its Utilization (NDHS, 2008). 

3.3. Health System Determinants 

3.3.1. Access to maternal health services 

As in other low middle income countries (LMIC), women access to MHS in Nigeria has been counteracted with various 
challenges; including financial constraints, transportation to seek healthcare and decision making power to seek MHC. 
In Yobe, 70% of the women have at least one of those challenges which make access to ANC services by pregnant women 
low in the state (NDHS, 2013). ANC services are delivered at health facilities throughout the state despite the challenges 
to access and no any outreach programme adopted as part of the health policy, this makes the disadvantaged pregnant 
women living in hard to reach areas to lack access to MHS. 

Yobe State has more than 500 public and private health care centres including tertiary, secondary and primary health 
centres (YMOH, 2007) and almost all are delivering ANC services. However, the package may differ depending on the 
level of the health facility and cost of services. Yobe State government have shown commitment in strengthening the 
health system in terms of human resources, equipment and infrastructure; and above all declare free maternal and child 
health (MNCH) in all public health facilities in order to tackle the problems of the cost of service and transportation as 
barriers to access. Table 2 shows the summary of the healthcare facilities in Yobe State. 
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Table 1 Health care facilities in Yobe State (Geidam et al., 2014.) 

Health care institutions Present number 

Tertiary hospitals 3 

General Hospitals 12 

Maternal and Child Health centres 102 

Health clinics 97 

Health posts and Dispensaries 290 

Model primary health centres 13 

Private health centres 20 

Total 537 

3.4. Human resource for health 

In the last decade, Nigeria is only comparable with Egypt and south Africa in terms of human resources for health (HRH) 
especially doctors and nurses. There were 30 doctors and 100 nurses per 100, 000 populations which was beyond the 
sub Haran African average of 15 doctors and 72 nurses per 100,000 populations (WHO 2006 cited in NMOH, 2007). 
However, most of these health professionals have migrated out of the country for better job condition abroad (AHWO, 
2008). Nigeria has adopted the HRH policy to ensure an adequate and skilled pool of health workforce but migration 
and low distribution across the country’s health facilities had led to the poor provision of essential health services 
(WHO, 2008). Beside the emigration, there is an inequitable distribution of the remaining health workers and gross 
disparity among rural and urban dwellers which have affected the access and utilization of ANC services (NMOH, 2007). 

Yobe State is one of the leading states in terms of health workforce constraints in Nigeria (NMOH, 2007), this is with 
respect to number, skill and capacity to perform health task (YMOH, 2010). ANC services are mostly delivered by nurses, 
midwives, community health extension workers (CHEWs) and occasionally doctors in Yobe State. The gross 
insufficiency of the health workforce in the state had led to the poor access and utilization of ANC services (YMOH, 
2010). Figure 2 shows the summary of the ANC providers in Yobe as of 2013. 

 

Figure 2 Health workforce for ANC services in Yobe State (Geidam et al., 2014) 

3.5. Health policy 

Nigerian national health policy formulated in 1988 was aimed at providing quality health care for all (NDHS, 2003). 
However, as a result of health sector reforms it was later reviewed to integrate and incorporate other missing 
components (NMOH, 2004). The overall objectives of the reviewed health policy were in line with and support the 
efforts of then millennium development goals MDGs (now sustainable development goals SDGs) to achieve its aims by 
the year 2015 through a framework of primary health care services (NDHS, 2013). The Yobe state health system has 
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adopted the national health policy and is organised in to primary, secondary and tertiary levels of health care (YMOH, 
2010). In order to improve maternal health through the primary health care, Yobe State government have established 
state primary health care management board (SPHCMB) (YMOH, 2010) and has been functioning for the last 5 years. 
The state government further declared free MNCH across the state to minimise the pressure of cost of services to 
pregnant women and under-5 children and allow maximum utilization of ANC and other MHS across the state. 

3.6. Inequity in maternal health services. 

Health resources allocation in Nigeria is largely varied across the country regions and unevenly distributed depending 
on the geopolitical zone, an area of residence and level of development of a region (AHWO, 2008). The northern part of 
the country, for instance, has low health resources in terms of facilities, equipment and human resources compare to 
the southern part and rural areas compare to the urban (AHWO, 2008). Most of the ANC services providers in Yobe state 
are in urban areas where as the rural areas which need more MHS due to poverty, low level of education and cultural 
issues hence lagging behind except for CHEWs which are insufficient both in term of skills and number to deliver the 
ANC services. 

3.7. Structural Determinants 

3.7.1. Conflicts and insurgency 

In Sahel Africa, about 2.8 million people have been displaced 2 years ago and north eastern Nigeria is one of the most 
affected regions (UNOHA, 2014). In the last four years, Yobe State has been under serious insurgency from boko haram 
sect, as a result, many health workers who are providing MHS have fled the state, some were killed while other were 
abducted (Ager et al., 2015). Some have abandoned their jobs (Lembani et al., 2014) and others were detained 
unnecessarily by military as suspects of insurgency. This had led to gross insufficiency in health workers that have 
compromised ANC services delivery. However, the situation is under control and most internally displaced persons 
(IDPs) have started returning back to their homes and health workers are returning gradually which may improve the 
access and utilization ANC services. 

3.7.2. Poverty 

United Nations human development report (1998) ranked Nigeria’s poverty level as deteriorating (Obayelu and 
Obayemi, 2010). Yobe State is among the 3 poorest states in the country (Omideyi, 2007) with 83.3% of the population 
are living in poverty (Soludo, 2007). The poverty level among women in Yobe State is heavily contributed by the low 
level of the education, literacy, gender inequalities and unemployment (NDHS, 2013). This serve as a barrier to 
utilization of ANC services among pregnant women in the state. More than 50% the population are living on less than 
1$ per day (Omideyi, 2007) and the situation is more in rural areas with 63.8% than urban areas with 43.1% as of 2004 
according to National bureau of statistics NBS (2007) report (Omonona, 2009). 

4. Discussion  

Several important issues have been discussed in the previous chapter. However, the interventions of some issues like 
conflicts, poverty and women education are beyond the scope of this study and hence not discussed. The interventions 
below are subject to stability and return of peace to the Yobe State from the conflicts. 

4.1. Outreach and health education programme 

An outreach and health education programme is an activity which involves providing services to population who are 
underserved and have no access to those services through reaching out to their communities (Hardy et al., 2010). The 
community outreach programme is cost effective (Andrews et al., 2004 and Fedder et al., 2003) and increases access to 
healthcare and knowledge; and promote social and emotional support among women (Andrews et al., 2004). Low level 
of female education and literacy were some of the barriers to Utilization of ANC services especially in rural areas of Yobe 
state as discussed in the previous chapter. Reaching out and educating the pregnant women in their communities on 
matters related to ANC will increase their knowledge and awareness about the importance of ANC services, alleviate 
cost of transport to seek healthcare hence increase Utilization of ANC services according to studies. 

Studies in Nepal (Acharya and Celand, 2000), India (Paul and Singh, 2004), Pakistan (Wajid et al., 2013) and Ethiopia 
(Afework et al., 2014 and Medhadniye et al., 2012) have shown that health education through outreach programmes is 
associated with increased ANC services utilization and coverage. In Pakistan; CHWs and TBAs are trained to visits 
pregnant women with aim of health education and awareness about ANC. This had resulted in increased utilization of 
ANC services by 44% (Wajid et al., 2013). In Ethiopia, CHEWs conducted home visits to pregnant women was found to 
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be associated with increased ANC utilization by 89% in one region (Afework, et al., 2014) and 54% in another rural 
setting (Medhadniye et al., 2012). 

This strategy is generally acceptable by the communities in Yobe State and feasible to implement. Utility buses are 
available in YMOH for transportations, CHEWs and midwives would be trained to carry out the task under supervision, 
information, education and communication (IEC) materials and the ANC packages that are currently in use would be 
strengthen to meet the demand of the programme although health workforce and financial constraints might be some 
threats to sustainability. Health education is an effective strategy to promote health and improve health literacy. 
Outreach and health education programme is an effective way of promoting health to overcome barriers to MHS 
increase Utilization of ANC services in rural communities where lack of education, lack of access to media and inequity 
in access to healthcare do exist (Nutbeam, 2000). 

4.2. Involvement of men in ANC services 

Men involvement is a process by which male partners would participate in supporting their pregnant women to utilise 
ANC services. International conference on population and development held in Cairo 1994 and fourth women’s 
international conference Beijing 1995 have recognised the importance of involving men in promoting sexual and 
reproductive health; and United Nations Population Fund (UNFPA) proposed post-Cairo and post-Beijing agenda to 
empower women through changing men behaviour (Sternberg and Hubley, 2004). The importance of men involvement 
in MHS has being increasingly recognised in women decision to seek ANC (Mullany et al., 2007). As mentioned in chapter 
3, lack of women decision making power is one of the barriers for ANC Utilization in Yobe State, therefore involvement 
of men in maternal health services (MHS) brings about good understanding among couples, and men would support 
their pregnant women to seek and utilise ANC services according to studies in Indonesia and Nepal (Mullany et al., 
2007); turkey (Turan et al., 2001), India (Mishra et al., 2004 and Bhalerao et al., 1984) and south Africa (Mullick et al., 
2005). 

The intervention would promote health seeking behaviour of pregnant women and ensures support to the female 
partners to access ANC services (Mullany et al., 2007). This strategy is feasible in Yobe State though cultural issues and 
low awareness are the barriers to men participation in ANC services. The available ANC providers would be train on the 
task; media, community leaders and volunteers would be involved for more awareness through health promotion 
strategies both at clinics and community levels. However, context based barriers such as low awareness and cultural 
issues has make the presence of men low during education sessions at ANC clinics (Tweheyo et al., 2010; Mullick et al., 
2005 and Mishra et al., 2004). 

4.3. Community based health insurance scheme 

Health insurance scheme is a health financing system that aims at increasing health coverage and preventing citizens 
from catastrophic spending on medical care (Mohammed et al., 2011). Community health insurance scheme (CBHIS) 
targets the poor communities and individuals to access healthcare at an affordable cost (Mebratie et al., 2013). It is 
culturally, socially and politically acceptable (Criels and Kegels, 1997) and affordable (Ransom, 2002) if communities 
are voluntarily participated and payments are subsidized (WHO, 2007). Studies have shown CBHIS allow pregnant 
women to access MHS at any time hence increase ANC services utilization. 

The scheme has led to increased utilization of ANC services in Ghana (Dixon et al., 2014; Owoo and Lambon-Quayefio, 
2013), Mali (Smith and Sulzbachi, 2008); Bolivia (Borghi et al., 2006) and Taiwan (Chen et al., 2003). Despite the various 
successes of the scheme, it requires good health policy and government commitment for implementation (Obernmann 
et. al, 2006). Currently this strategy has been poorly implemented in Yobe State and participation is less from the 
community but YMOH has been making some efforts to scale up for better coverage by increasing membership and 
more public awareness at ANC clinics. In Yobe State, communities, Non-governmental organisations and donor agencies 
are making much impacts in healthcare, which are important in supporting the scheme in various capacities (Ekman, 
2004; Criel and Kegels, 1997) as in case of South Africa and Cambodia (Jamison et al., 2006) in order to ensure 
sustainability. The media is currently involved in public awareness on health issues in Yobe; together with trained 
community volunteers would deliver more community enlightenment on CBHIS. 

4.4. Promoting rights to access sexual and reproductive health 

ANC service is an important component of reproductive health right (Glasier et al., 2006). International conference on 
population development (1994) agreed to improve sexual and reproductive health; and foster reproductive right by 
providing universal health coverage. These rights include gender equality, equity, women empowerment and violence 
free environment to all women (Glasier et al., 2006). Policies, laws and guidelines were formulated by international and 
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local organisations to ensure women access to sexual and reproductive health to improve maternal health based on the 
context (Cook and Ngwena, 2006). In Uganda, frequent meeting between the community members and health staff on 
issues related to rights to reproductive health and access to quality ANC services has led to increased ANC services 
utilization among pregnant women by 22% and ANC seeking behaviour by 19% (Svensson and Bjorkman, 2009). In 
Uttar Pradesh India, health outreach campaign to marginalised rural areas on awareness of and right to entitled health 
services has increased ANC services utilization by 30%, Tetanus toxoid injections during pregnancy by 27% and ANC 
drugs collection by 24% (Pandey et al., 2007). According to Ganju et al., (2014), weekly outreach visit to families during 
pregnancy through community participation has led to more awareness of health right among pregnant women and 
increased ANC utilization by 23% and 22% respectively in two different rural communities of India. (Ganju et al., 2014 
cited in George et al., 2015). 

Due to the low level of education and literacy among women in Yobe State especially those living in rural areas; they are 
not aware of their right to access health care as citizens. It is the responsibility of YMOH to define the law in simple 
language, make it clear and provide inform of guideline to health care providers and users to enhance the sociocultural 
feasibility as suggested by Cook and Ngwena, (2006) although cultural issues are prominent. However, with the current 
availability of transport means in YMOH, CHEWs in rural areas as mentioned in chapter 3 and government efforts to 
engage media and other health personnel in providing more public awareness in communities and clinics through 
health promotion strategies, it is feasible to implement and culturally acceptable. 

4.5. Improving the skills and knowledge of ANC providers 

Most of the healthcare providers are not well trained in their respective responsibilities which have led to poor quality 
of health care delivery (Mavalankar, 2001). Life-saving skills (LSS) training for midwives is one of the continuing 
medical education (CME) for increasing the skills and knowledge of the midwives in order to provide quality ANC with 
the aim of improving maternal and perinatal health (Taylor, 1992). The ANC providers are mostly nurse-midwives and 
CHEWs in Yobe State, hence re-training them to improve their knowledge and skills in providing quality ANC services 
to pregnant women is associated with increased quality of ANC service and utilization, and studies have shown. 

Indonesia and Ghana have demonstrated and succeeded in improving the knowledge and performance of ANC services 
of midwives and CHW by CME on competency based live saving skills, this has led to increased skills, confidence and 
improved quality of ANC services (McDermott et al., 2001 and Taylor, 1992). Similarly, a two-year education and 
counselling programme for ANC providers in Istanbul Turkey has increased their knowledge and subsequent increased 
in utilization of ANC services and the knowledge of importance of ANC drugs among pregnant women (Coskun et al, 
2009). Sri Lanka and Malaysia have both recorded a success in reducing maternal mortality and increasing ANC services 
Utilization when they have invested in improving skilled attendant in MHS (Pathmanathan and Liljestrand 2003). 

This strategy has been poorly implemented in Yobe state to my experience, as currently YMOH in conjunction with NGOs 
use to organise LSS for maternal care providers but not on regular basis but is feasible to scale up for better 
improvement as the programme is funded by YMOH and the resources for the training such as health professionals 
(trainers) and training facilities are available. However, sustainability and clear guidelines and policy implementation 
remain the major challenge as in the case of low resource settings (Thairu and Schmidt, 2003). 

4.6. Supportive supervision of ANC providers 

“Supportive supervision is a process of helping staff to improve their own work performance continuously” (WHO, 
2008). Supportive supervision is effective, motivate and retain staff (McAuliffe et al., 2013), and if conducted regularly 
would improve quality of ANC services delivery (Mubyazi et al., 2012). Insufficient skills and poor attitudes of ANC 
providers are barriers to Utilization of ANC services by pregnant women, these are not unrelated to the shortage of 
health workforce, poor motivation and staff workload as mentioned in previous chapter. In Malawi and Mozambique, 
supportive supervision of midwives resulted in increased staff motivation and job satisfaction (McAuliffe et al., 2013); 
with incentives has increased quality of care in Tanzania (Mubyazi et al., 2012); has enhanced clinical confidence and 
professional development in south Africa (Green et al., 2014); improved quality of care in Senegal (Suh et al., 2007); has 
increased productivity of nurses/midwives and CHWs in Ghana (Frimpong et al., 2011) and improved quality of services 
in Uganda (Agha et al., 2010). 

Nurses, midwives and CHEWs are the ANC providers in Yobe State as discussed in the previous chapter, the level of 
supervisory visits by supervisors is quite negligible leading to low motivation which is a barrier to quality ANC services 
hence decreased ANC services Utilization. Supportive supervision has been poorly implemented in Yobe State due to 
issues of conflicts (Lembani et al., 2014). However, it is feasible to scale up as soon as conflicts is curtailed as resources 
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such as personnel (supervisors) and means of transport are available in addition to government commitment to provide 
funds logistics to ensure sustainability. 

4.7. Employment of community health workers 

Community health workers (CHWs) are the frontline contact of health professionals in rural and underserved 
communities (Love et al., 1997). They are not expensive to employ and easy to overcome cultural barriers to health 
being members of their communities (Andrews et al., 2004). They are cost effective in improving health of their 
community, they have the experience of cultural differences of their people toward health hence serve as a culture 
brokers (Love et al., 1997). As mentioned in chapter 3, most of the rural and marginalised population lack access to ANC 
services for several reasons including shortage of HRH, inequity in access and cultural issues. Studies have shown that 
one way of tackling such barrier is to employ, train and deploy community members as CHWs to rural areas where 
health workforce constraints and inequity in access to healthcare mostly exist. 

In Indonesia, employment and training of community members as village midwives for home visits to educate, counsel 
and support pregnant women has improved access to skilled attendants and reduced inequity in access to MHS among 
the rural and marginalised pregnant women (Hatt et al., 2007); increased ANC services utilization in Uganda (Okuga et 
al., 2015); India (Baqui et al., 2008) and Bangladesh (Quayyum et al., 2013) irrespective of wealth quintiles. Among 
poorest in India, ANC utilization has increased from 10.7%-51.4% while among the least poor has increased from 
20.8%-57.7% (Baqui et al., 2008) while in Bangladesh, first ANC visit increased from 76.5% to 93.2% and more than 4 
ANC visits increased from 24.5% to 68.6% (Quayyum et al., 2013). This strategy is feasible in Yobe State, currently most 
of the ANC providers in the rural areas are CHEWs who have received formal training from school of health technology 
Nguru Yobe State (SOHT) and are well accepted by the communities. Yobe State government, by making it part of the 
health policy could scale up the employment of CHEWs upon graduation from SOHT and recruitment of community 
volunteers. However, financial constraints might be a challenge to pay and sustain the CHEWs. 

4.8. Task shifting to lower cadres 

World health organisation (WHO) defines task shifting as training an available cadre to acquire an additional skills and 
knowledge for a short period to carry out a new task and recommended by WHO as a mechanism of improving maternal 
and perinatal health especially in developing countries (Lewis et al., 2012). It is associated with increased productive 
efficiency such as increase in patients’ access, overcoming health workforce challenges, less training time and low cost; 
and decreased staff workload (Fulton et al., 2011). However, community acceptability in Yobe State may varies because 
of the belief by the educated individuals that the trained cadres are not professionals to provide the designated health 
services but the poor rural population considers all healthcare providers are same in service provision. Although my 
dissertation mainly focused on ANC services Utilization, most studies discussed task shifting in emergency and basic 
obstetric care rather than ANC services, the trained cadres could carry out obstetric surgical procedures. For instance, 
emergency caesarean section is conducted non-physician clinicians in Ethiopia (Gessessew et al., 2011), assistant 
medical officer in Tanzania and clinical officer in Malawi (Dawson et al., 2013); district health team in Senegal 
(Brouwere et al., 2009) and medical officers as obstetric care anaesthetists in India (Mavalankar and Sriram, 2009). 

This strategy is feasible though has never been practice in Yobe based on my experience but currently under certain 
circumstances other cadres of health professionals are taking over doctors’ responsibilities. With the available health 
professionals (as trainers) and training facilities; other cadres of healthcare could be trained for such purpose and 
generally acceptable by the health professionals. In spite of my limitation in finding studies that relates task shifting to 
ANC services directly, I felt the same cadre that were trained to take over other obstetrics responsibility may also 
provide ANC services in Yobe state due health workforce shortage and staff workload. 

4.9. Financial incentive programmes 

Financial incentives programme is a financial support (in cash or voucher) to poor rural and marginalised population 
to motivate them to utilise particular health services by reducing or removing financial barrier to that service (Obare et 
al., 2013 and jehan et al., 2012). Financial incentives programme is effective (Berker et al., 2007) and many developing 
countries have implemented the programme to increase utilization of ANC services. These include Nepal (Berker et al., 
2007), Bangladesh (jehan et al., 2012), Kenya (Obare et al., 2013), Rwanda (Basinga et al., 2010), Mexico (Gertler and 
Boyce, 2011) and Honduras (Morris et al., 2004). Government of Nepal and Kenya have implemented financial 
incentives scheme (FIS) for poor pregnant women has resulted in increased ANC services utilization and birth 
preparedness (Obare et al., 2013 and Berker et al., 2007). Studies also shows that conditional cash transfer (CCT) by 
after attending atleast 4 ANC in two different regions in Bangladesh and Honduras has succeeded in increased utilization 
of ANC services (Jehan et al., 2012, Schmidt, 2010 and Morris et al., 2004). 
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Yobe State has implemented free MNCH currently as discussed in chapter 3, so this strategy serves as an alternative to 
the free MNCH especially when the free MNCH has not been progressing well after evaluation as both strategies are 
more or less have same objective and acceptable by the communities. The challenges encountered by this programme 
include corruption and hard to reach information in farthest rural population (Berker et al., 2007); lack of trust and 
transparency among beneficiaries, health providers and managers (Ahmed and Khan, 2011 and Nguyen et al., 2012) 
and poor sustainability (Pearson, 2004). 

Table 2 Option Appraisal of proposed Strategies to Increase Utilization of Antenatal Care Services in Yobe State Nigeria 

Strategy 
Options 

Technical 
Effectiveness 

Organisational 
Feasibility 

Sociocultural 
and Gender 
Feasibility 

Financial Feasibility Equity 
Consideration 

Outreach and 
Health 
education 
programme 

High: shown to 
increase ANC 
services 
utilisation 

High: Resources 
are available 
(Transport, 
personnel, IEC) 

High: 
Acceptable 

Moderate: Requires 
allowances to 
outreach workers 

High: Equitable 
access to ANC 
services 

Involvement 
of men in ANC 
services 

High: shown to 
increase 
support to 
pregnant 
women to seek 
and utilises ANC 
services 

Moderate: Need to 
train ANC 
providers and 
involve media and 
communities 

Low: Cultural 
and religious 
issues are 
strong, needs 
more public 
awareness 

Moderate: Requires 
cost of paying media 
and training the 
awareness 
campaigners 

High: Equitable 
bear of 
responsibilities 
of pregnancy by 
couple. 

Community 
based health 
insurance 
scheme 

High: shown to 
increase ANC 
services 
utilisation 

High: Already 
poorly 
implemented, 
needs more public 
awareness and 
involvement of 
other sectors 

High: 
Acceptable with 
more 
awareness and 
subsidised 
premiums 

Moderate: Requires 
cost paying 
incentives to public 
awareness 
campaigners 

High: Equitable 
access to ANC 
services 

Improving 
skills and 
knowledge of 
ANC 
providers 

High: shown to 
increase quality 
and utilisation 
of ANC services 

High: Has been 
poorly 
implemented, 
needs to be 
strengthened 

High: 
Acceptable 

Moderate: Requires 
cost of training 
materials and 
allowances to 
training team 

High: Equitable 
access to skilled 
attendants 

Supportive 
supervision 
of ANC 
providers 

High: Shown to 
increase quality 
and utilisation 
of ANC services 
and staff 
motivation 

High: Resources 
are available 
(transport, and 
supervisors) 

High: 
Acceptable 

Moderate: Requires 
allowance to 
supervisors and 
incentives for 
supervisees 

High: Equitable 
access to quality 
ANC services 

Employment 
of CHWs 

High: Shown to 
increase access 
and utilisation 
of ANC services; 
reduce inequity 
in access to MHS 

Moderate: 
Automatic 
employment of 
CHEWs might be 
adapted as health 
policy 

High: 
Acceptable as 
CHEWs are 
mostly 
community 
members 

Low: Requires huge 
cost of paying 
salaries/allowances 
to CHEWs 

High: Equitable 
access to ANC 
services 

Task shifting 
to lower 
cadres 

High: Shown to 
improve basic 
obstetrics care 

High: Trainers, 
trainees and 
training facilities 
are available 

Moderate: 
Acceptable in 
rural areas and 
need public 
awareness in 
urban areas 

Moderate: Requires 
cost of training and 
allowances to 
training team 

High: Equitable 
access to ANC 
services 
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Many interventions in ANC have been discussed so far from the study, some have been implemented while others have 
never been implemented in Yobe state. The options appraisal table 2 below shows not all interventions but prioritised 
some interventions that need much attention in current situation of ANC services in Yobe State.  

5. Conclusion 

Antenatal care has been recognised as the most important component of maternal health services to identify and treat 
pregnancy related complications earlier with the aim of improving maternal and perinatal health. Several determinants 
have been identified that have contributed to low Utilization of ANC services in Yobe State. These include low 
socioeconomic status, low education, cultural misconceptions, health beliefs, health services, human resource issues, 
poverty and conflicts among others. Many interventions have been identified and appraised from the literature that are 
effective to increase ANC Utilization such as men involvement in ANC, outreach and health education; employment and 
improving the skills of ANC providers; task shifting, supportive supervision among others. Some interventions have 
been implemented while others have never been implemented. Recommendations are made to stakeholders based on 
effectiveness and feasibility in Yobe context to implement the new interventions and to review and improve the fairly 
or poorly implemented ones in order to increase Utilization of ANC services. Some determinants such as conflicts, 
poverty and women education are beyond the scope of this dissertation hence further studies are hereby suggested to 
be conducted by the primary stakeholders. 
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