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ABSTRACT

This paper examines inequalities in access to maternal health care services and
identifies demographic and socio-economic factors associated with poor maternal
health outcomes using data from five Demographic and Health Surveys conducted in
Ghana (2003), Kenya (2003), Nigeria (2003), Uganda (2000-2001) and Zambia
(2001-2002). The six maternal health care indicators show that rural women are more
disadvantaged than urban women. Home deliveries comprise more than half of total
births. In general, Nigerian women experience poorer maternal health outcomes than
women in the other four countries. Level of education, type of place of residence and
partner’s occupation emerge as the most important predictors of inadequate antenatal
care, institutional delivery and current use of any contraceptive method. Female
education, at least, beyond secondary level holds the key to human and sustainable
socio-economic development. Equitable distribution of infrastructure, social amenities
and health facilities will enhance maternal health and care particularly of rural
women.



MATERNAL HEALTH CARE IN FIVE SUB-SAHARAN AFRICAN
COUNTRIES

1. Introduction

Poor maternal health remains a major reproductive health concern in most
parts of the less developed world, including sub-Saharan Africa. Compared with
achievements in the reduction of fertility and infant mortality in the last few decades,
relatively less progress has been made in the area of maternal health (Magadi et al.,
2003). Insufficient maternal health care is largely responsible for the appalling annual
toll of maternal deaths that are preventable. Maternal mortality ratios are still
unacceptably high in developing countries, particularly in sub-Saharan Africa. It has
been estimated that in sub-Saharan Africa, the lifetime risk of maternal death is 1 in
16, while for developed countries it is only 1 in 2,800. This excessive mortality is a
sheer waste of human lives. The tragedy of the situation is that there are simple and
relatively inexpensive strategies such as giving pregnant women tetanus toxoid
injections during pregnancy as well as antenatal and postnatal care, which can be put
in place to combat excessively high maternal mortality. Reducing maternal mortality
means helping mothers to live to participate effectively in the development process.
Because women comprise more than half of the total population of most sub-Saharan
African countries poor maternal health and care constrain human and sustainable
socio- economic development.

The Millennium Summit in 2000 like previous several international
conferences also identified maternal health as an urgent priority. The fifth Millennium
Development Goal (MDG) is to improve maternal health and this is to be achieved
by reducing maternal mortality ratio by three-quarters between 1990 and 2015. An
assessment of inequalities in access to maternal health care in Ghana, Kenya, Nigeria,
Uganda and Zambia will give an indication of the progress made towards attainment
of goal 5.

Previous studies have shown a fairly consistent relationship between some of
the demographic and socio-economic factors such as maternal age, parity, maternal
educational attainment, place of residence, ethnicity and institutional delivery as well
as early antenatal care use (Tawiah, 1998; Magadi et al., 2000; Overbosch et al.,
2002; Magadi et al., 2003; Magadi et al., 2004; Ram and Singh, 2006).

The aim of the paper is two-fold (i) to examine variations in inequalities in
access to maternal health care in Ghana, Kenya, Nigeria, Uganda and Zambia and (ii)
to identify demographic and socio-economic factors associated with poor maternal
health outcomes in each country.

2. Data and Methods

The data for this paper are derived from five Demographic and Health Surveys
(DHSs) conducted in Ghana (2003), Kenya (2003), Nigeria (2003), Uganda (2000-
2001) and Zambia (2001-2002) whose sampling designs are described elsewhere
(Ghana Statistical Service, Noguchi Memorial Institute for Medical Research and
ORC Macro, 2004; National Population Commission and ORC Macro, 2004; Central



Bureau of Statistics [Kenya], Ministry of Health [Kenya] and ORC Macro, 2004;
Uganda Bureau of Statistics and ORC Macro, 2001 and Central Statistical Office
[Zambia] and ORC Macro, 2003). These surveys collected detailed information on
fertility, family planning, infant and child mortality, maternal and child health and
nutrition and HIV/AIDS related knowledge, attitudes and behaviour. In addition, they
collected information on the person who has final say on respondent’s own health
care as well as respondent’s perception of problems in accessing health care for
themselves when they are sick.

In order to collect information on antenatal care, tetanus toxoid injections,
place of delivery, assistance at delivery and postnatal care, eligible women were asked
a number of questions about the survival status of each birth in the past five years
before the survey namely; (i) last birth and (ii) next-to-last birth. A total of 3,639
births had occurred to 2,645 women in Ghana, 6,219 births to 3,911 women in
Nigeria, 6,102 births to 4,052 women in Kenya, 7,672 births to 4,489 women in
Uganda and 6,649 births to 4,402 women in Zambia in the five years preceding the
survey.

One or two points about data limitation can be mentioned. A useful
distinction has been made between factors related to the supply of services (“service
factors”) and those related to utilization (“user factors”) (Leslie and Gupta, 1989). The
analysis is handicapped by lack of data on service availability and interpretation of
results should be done with extreme caution. The crucial influence of service
availability on utilization can hardly be overstressed. The second limitation is that
some of the observed covariates relating to the characteristics of the woman refer to
the time of the survey and not the time when a particular birth took place. The
relationships should not therefore be considered causal but rather mere associations.

The six maternal health care indicators employed to describe women’s access
to maternal health care services are receipt of tetanus toxoid injection during
pregnancy, type of antenatal care, type of assistance at delivery, place of delivery,
type of postnatal care and contraceptive use.

Bivariate analysis was used to describe inequalities in access to maternal
health care services in the five countries. Three forward stepwise logistic regression
models were run for each country to identify demographic and socio-economic factors
associated with (i) inadequate antenatal care, (ii) institutional delivery and (iii) current
use of any contraceptive method. The results of the logistic regression analysis are
given as regression coefficients, odds ratio (if greater than unity, the probability of
institutional delivery is higher than that of non-institutional delivery), and p values, to
assess the relative statistical significance of the selected variables.

3. Results
Maternal health outcome
Care during pregnancy is essential for diagnosing and treating complications

that could threaten the lives of mother and child. Although most life threatening
obstetric complications cannot be prevented through antenatal care (ANC), care



during pregnancy is an important opportunity to deliver interventions that will
improve maternal health and survival during the period immediately preceding and
after birth. If the antenatal period is used to inform women and families about danger
signs and symptoms and about the risks of labour and delivery, it may provide the
route for ensuring that pregnant women deliver with the assistance of a skilled health
care provider. ANC is a potentially important way to connect a woman with the
health system, which, if functioning, will be critical for saving her life in the event of
a complication.

Table 1 shows percentage distribution of women who have a live birth in the
five years preceding the survey by antenatal care provider during pregnancy for the
most recent birth, number of antenatal care visits, timing of first antenatal check and
tetanus toxoid injection. As expected, in all the five countries rural women are less
likely to receive antenatal care than urban women. The rural-urban disparity in access
to antenatal care is more pronounced in Ghana than in the other countries. In Ghana,
rural women are 7.7 times less likely to make ANC visit than urban women compared
to Kenya where it is two times. Although the percentage of women who do not
receive antenatal care is highest in Nigeria (36.9 percent) it is interesting to note that
Nigeria also has the largest percentage of doctors providing ANC (21.3 percent).
Zambia has the least percentage of medical doctors providing ANC (2.3 percent). In
all countries, nurses/midwives/auxiliary midwives are the largest group of antenatal
care providers followed by medical doctors.

The importance of ANC in preventing adverse pregnancy outcomes when it is
sought early in the pregnancy and continued through to delivery can hardly be
overemphasized. Respondents were asked whether they saw anyone for ANC for
their most recent birth. The World Health Organisation (WHO) recommends a
minimum of four visits per pregnancy to ensure proper care. Uganda is worse off
than any other country. The percentages of women who have at least the minimum of
four visits are 41.9 in Uganda, 47.4 in Nigeria, 66.7 in Kenya, 69.4 in Ghana and 71.6
in Zambia as depicted in Figure 1.

The proportions of urban and rural women who receive ANC for the most
recent birth during the first trimester differ substantially. Early use of ANC is
considerably higher among urban than rural women. It is seen in Table 1 that few
women receive ANC in the first trimester, particularly in Kenya, Zambia, Uganda and
Nigeria (see for example, Magadi et al., 2003). Among women who receive ANC,
11.1 percent make their first ANC visit during the first three months of pregnancy in
Kenya, 14.3 percent in Zambia, 14.4 percent in Uganda, 16.7 percent in Nigeria and
46.4 percent in Ghana. Table 1 shows that except in Nigeria (43.4 percent), Kenya
(47.8 percent) and Uganda (49.3 percent), more than three out of four women in
Ghana (81.1 percent) and two out of three women in Zambia (66.7 percent) receive
ANC during the first five months of pregnancy. The findings seem to suggest that
safe motherhood initiatives should focus more on rural women by encouraging them
to seek ANC early in the pregnancy to forestall any adverse outcomes.

Tetanus toxoid immunization is given pregnant women to protect the new
born against neonatal tetanus, a major cause of death among infants. Tetanus toxoid
coverage is lowest in Nigeria (50.7 percent) and highest in Kenya (85.4 percent). It is
recommended that for full antenatal protection, a pregnant woman should receive two



doses of tetanus toxoid. It is seen that half of the women in Ghana and Kenya have
received two or more injections, while in Nigeria it is four out of 10 women. Zambia
has the smallest proportion (26.7 percent) of women who have received two or more
injections.

Table 1 about here
Figure 1 about here

Some of the factors associated with delivery outcome include place where a
mother delivers a baby and the hygienic practices associated with such delivery as
well as type of assistance received during delivery. One important way to reduce the
health risks of mothers and children is to increase the proportion of babies delivered
under medical supervision. Table 2 and Figure 2 show the percentage distribution of
live births in the five years preceding the survey by place of delivery, the person who
provided assistance during delivery, type of place of residence and country. With
regard to place of delivery, it is seen that more than one out of two births take place at
home. Magadi et al., (2000) found that more than half of deliveries in Kenya in 1993
took place at home. The proportion of births delivered at home varies from 53.4
percent in Ghana to 66.4 percent in Nigeria. Once again, rural births are more
disadvantaged. Except in Nigeria, rural births are more than twice likely to be
delivered at home, than urban births. The percentages of rural births delivered at
home are 65.5 in Kenya, 67 in Uganda, 69.7 in Ghana, 71.3 in Zambia and 75.1 in
Nigeria. Having more than half of births delivered at home has implications for
reducing the risk of complications and infections that cause the death or serious
illness of the mother and baby.

The level of assistance received by a woman during delivery can reduce
maternal and child deaths and related complications. The proportion of deliveries
with a skilled attendant reflects coverage of care for women at the time of delivery.
Table 2 shows that the proportions of births assisted by doctors, nurses or midwives
are 35.2 percent in Nigeria, 39 percent in Uganda, 41.6 percent in Kenya, 43.4 percent
in Zambia and 47.1 percent in Ghana. This is an indication that the level of medically
assisted deliveries is low in the five countries. Except in Ghana, relatives who may
not be as skilled as medically trained providers assist more than one out of five births.
It is interesting to note also that no one compared to 2.2 percent in Ghana assists 16.9
per cent of births in Nigeria. The corresponding percentages are 6.7 in Zambia, 8
percent in Kenya and 14.7 in Uganda.

Table 2 about here
Figure 2 about here

Postnatal care

Postnatal care is one of the important safe motherhood initiatives aimed at
reducing maternal deaths and improving the health status of the mother and child. It
does not only provide an opportunity for the mother and the child to treat
complications arising from delivery but also provide the mother with important
information on how to care for herself and her child (National Population
Commission, 2004). Timing of first postnatal checkup is crucial for effective
management of post-delivery complications. The percentage distribution of women



who have a non-institutional live birth in the five years preceding the survey by
timing of postnatal care for the most recent non-institutional birth by type of place of
residence and country is shown in Table 3. The percentages of women who give birth
outside a health facility and receive postnatal care are 46.4 in Ghana, 28.2 in Nigeria,
22.8 in Zambia, 19 in Kenya and 7.6 in Uganda. The expected pattern of greater
proportion of urban women receiving postnatal care is shown for the five countries.
Rural women are less likely to receive postnatal check up than urban women.

Coverage of postnatal care is much lower than that of prenatal care in the five
countries. In Uganda, 5.8 percent of women who give birth outside a health
institution receive postnatal care within two days of delivery compared to one in four
women in Ghana. It is seen in Table 3 that a smaller proportion of women receive
postnatal care after two days of delivery. It may well be that women think that the
first two days after delivery are the most crucial period after which the risk of illness
or death is more or less negligible. This is more pronounced in Nigeria where 5
percent of women receive postnatal care between three and 41 days after delivery.

Table 3 about here
Contraceptive use

The ability to plan the number, spacing and timing of births has been defined
as a fundamental right of couples in the agreements reached at several key
international meetings including the 1990 World Summit for Children, the 1994
International Conference on Population and Development (ICPD) and the 1995
Fourth World Conference on Women. Access to a range of contraceptive methods
and information, and high quality family planning services are crucial for ensuring
that women and men can plan their births.

Excessive childbearing in sub-Saharan Africa tends to predispose women to
higher risk of maternal death. One of the strategies to curb unacceptably high levels
of maternal deaths is to make family planning accessible and affordable particularly to
rural women. Table 4 provides information on current contraceptive use by method
type by women who have births in the five years preceding the survey. The five
countries are characterised by the phenomenon of low contraceptive prevalence and
there is a substantial variation in current use of contraception among the countries.
Contraceptive use level is higher in East than West Africa. It varies from 14.2 percent
in Nigeria to 34.9 percent in Zambia. Nigeria has the lowest percentage of women
using modern methods of contraception (see Figure 3). Once again, rural women are
more disadvantaged. In Ghana and Kenya, rural women are almost twice less likely
to use modern contraception. It is noted that use of inefficient methods (folkloric
methods) is very low (less than 1 percent) in Ghana, Nigeria, Kenya and Uganda,
while the percentage is relatively high in Zambia (3.4 percent).

Table 4 about here
Figure 3 about here



Final say on health care

Women’s empowerment which was highlighted by the 1994 ICPD is one of
the building blocks for the attainment of the Millennium Development Goals (MDGs)
particularly Goal 5 which aims at improving maternal health. The extent to which
women have final say on their health care can be used as a rough indicator of their
empowerment. The person who has the final say on a mother’s health care has a role
to play in the strategy to help women off the road to death. Respondents were asked
to indicate who in their households usually has the final say on their own health care.
Table 5 shows that less than half of respondents have final say on their own health
care. Nigerian women are worse off than women in the other four countries. The
percentages of women who have final say on their own health care are 12.8 in
Nigeria, 33.1 in Zambia, 36.7 in Ghana, 38.8 in Kenya and 45.3 in Uganda. It is
worthy of note that in Nigeria, for almost three out of four women, the
husband/partner alone has final say on the woman’s health care. In both Kenya and
Zambia, it is four out of 10 women.

Whether the person who has final say is the respondent alone or
husband/partner alone, rural women are more disadvantaged than urban women. The
proportion of cases where a joint decision is made is less than 20 percent. It is
relatively low in Nigeria (8.3 percent), Zambia (9.2 percent), 13.1 percent in Kenya,
16.2 percent in Uganda and 19.4 percent in Ghana (see Figure 4).

Table 5 about here
Figure 4 about here

An analysis was done to examine the relationship between the person who has
final say on respondent’s health care and the respondent’s educational attainment as
well as religious affiliation. To a large extent a woman’s educational attainment is
positively related to final say on her health care. In all the countries except Nigeria,
more than 50 percent of women with higher education have final say on their own
health care. In Nigeria, among women with higher education, the percentage is 23.4
compared with 51.9 percent for women whose husband/partner has final say on
respondent’s health care (figures not shown). Among uneducated women, a larger
proportion has husband/partner taking the decision except in Uganda where the
reverse is the case. In Nigeria, husband/partner takes decision on health care for 84.9
percent of uneducated women.

With regard to religious affiliation, the analysis shows that a larger proportion
of Muslim women have husband/partner deciding on their health care in Nigeria,
Kenya and Zambia. The Muslim influence is more pronounced in Nigeria than in the
other two countries. Among Muslim women in Nigeria, 85.1 percent have their
husband/partner making the decision on health care compared to 7.9 percent of the
respondents themselves (figures not shown). In Uganda, the percentages among
Muslim women are 52.8 and 34.3 for respondent alone and husband/partner
respectively. Obviously, the situation in Nigeria has serious implications for maternal
health care.



Problems in accessing health care

Information on women’s perceptions of problems in accessing health care is
important for programme design and health planning. Many different factors prevent
women from getting medical advice or treatment for themselves. Except in Kenya, all
women were asked whether they had problems with knowing where to go, getting
permission to go, getting money for treatment, distance to a health facility,
availability of transport, not wanting to go alone, lacking a female health provider and
negative attitude of health provider. Table 6 presents information on women’s
perceptions of problems in accessing health care for themselves. Clearly, women
have problems in accessing health care services. Nigeria has the least percentage of
women citing any of the specified problems, 46.6 percent compared with 68.2 percent
in Ghana, 77.3 percent in Zambia and 85.2 percent in Uganda.

With regard to the type of problem encountered in accessing health care,
“getting money for treatment” stands out as the most prominent problem followed by
“distance to a health facility” and “having to take transport”. The distance effect on
health care utilization has been reported elsewhere (Muller et al., 1998; Magadi et al.,
2000; Overbosch et al., 2002). The percentages of women who report that getting
money for treatment is a big problem range from 30.4 in Nigeria to 66.4 in Zambia.
As expected, a greater proportion of rural than urban women have difficulty in getting
money for treatment for them. The disparity is more pronounced in Nigeria where
twice as many rural women have difficulty in getting money for treatment. This
finding seems to suggest that poverty reduction particularly among rural women holds
the key to positive health seeking behaviour. It is noted that negative attitude of
health care provider is the fourth most important problem affecting women’s access to
health care in Uganda.

Table 6 about here
Predictors of inadequate antenatal care

One logistic regression model was run for each country using the forward
stepwise method with five independent variables namely; type of place of residence,
birth order, age at birth, highest educational level and partner’s occupation and
inadequate antenatal care as the dependent variable. Inadequate antenatal care is
defined as less than four antenatal visits during pregnancy with the first visit taking
place late, during the last trimester (Magadi, 2000). As shown in Table 7, all the five
independent variables attain statistical significance in Kenya, while birth order and
age at birth are significant in Nigeria and Uganda respectively. In both Ghana and
Zambia, birth order and age at birth are not significant. Type of place of residence,
highest educational level and partner’s occupation stand out as significant predictors
of inadequate antenatal care in all the five countries. Urban and rural women in
Ghana experience the largest disparity in inadequate antenatal care. Rural women in
Ghana are three times more likely to have inadequate antenatal care than their urban
counterparts. In Zambia, the corresponding value is 1.2 times.

With regard to inadequate antenatal care, Table 7 also shows that uneducated
women are worse off particularly in Nigeria and Kenya. Uneducated women in
Nigeria are five times more likely to have inadequate antenatal care (OR = 5.4) than



women with higher education. In Uganda, it is women with primary school education
who are most disadvantaged. Partner’s occupation, which may be a proxy for
household resources to finance health care, is an important predictor of inadequate
antenatal care in all the five countries. It is more dominant in Ghana where mothers
whose partners are in unskilled manual occupations are three times more likely to
have inadequate antenatal care than their counterparts whose partners are in
professional, technical, managerial and clerical occupations. In Nigeria, women
whose partners are in agriculture are two times more likely to have inadequate
antenatal care, compared with mothers whose partners are in professional, technical,
managerial and clerical occupations.

Table 7 about here
Predictors of institutional delivery

Table 8 presents predictors of institutional delivery by country. For each
country six independent variables, namely, age of mother at birth, birth order, type of
place of residence, level of education, religion and partner’s occupation were run in
each model. It is only in Nigeria where all the six independent variables attained
statistical significance. In Kenya, five of the six independent variables are significant
compared to four in Ghana, Uganda and Zambia. The probability of institutional
delivery increases with increasing maternal education. This finding confirms that of
Magadi et al., 2003, which examined delivery care in urban sub-Saharan Africa in the
1990s. Except in Ghana, the disparities in institutional delivery among educational
groups are more pronounced in Kenya, Nigeria, Uganda and Zambia. In Kenya,
women with higher education are 10 times more likely to deliver in a health facility
than their uneducated counterparts. As expected, type of place of residence is a
predictor of institutional delivery. Urban women are more likely to deliver in a health
facility than rural women. Mothers in urban areas in Ghana are five times more likely
to deliver in health facility like government hospital, government health centre,
private hospital/clinic and maternity home, (OR = 5.13) than mothers in rural areas.
The disparity is least in Nigeria (OR = 2.22).

Religious affiliation is a significant predictor of institutional delivery in
Ghana, Kenya and Nigeria where Christian mothers are three times more likely to
deliver in an institution (OR = 3.24) than Muslim women after controlling for age at
birth, birth order, type of place of residence, level of education and partner’s
occupation. In all the five countries, partner’s occupation emerges as a significant
predictor of institutional delivery. Women whose partners are in agricultural
occupational are more disadvantaged, while women whose partners are in
professional, technical, managerial and clerical occupations are better off.

Table 8 about here

Predictors of current use of any contraceptive method
The predictors of current use of any contraceptive method are shown in Table

9. Level of education is a significant predictor of current use of any contraception in
all the countries. Largest disparities in current use of any contraception are
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experienced in Nigeria and Kenya where women with higher education are almost
nine times more likely to use any contraceptive method (OR = 8.7) than their
uneducated counterparts. Discussion of family planning with partner is also a
significant predictor of current use of any contraceptive method in Ghana and Nigeria,
whereas it is husband’s approval of family planning in Kenya and Uganda. In
Nigeria, women who discuss family planning with their partners more often are
almost four times more likely to use any contraceptive method (OR = 3.8) than
women who never discuss family planning with their partners. As expected,
husband’s approval of family planning is a significant predictor of current use of any
contraceptive method in Kenya and Uganda as shown in Table 9. The odds ratio for
women whose husband approve family planning is 3.3 compared with corresponding
values of 2.0 and 2.0 for Ugandan and Zambian women respectively.

Except in Nigeria, type of place of residence is also a significant predictor of
current use of any contraceptive method. This finding is more of a reflection of
availability of health facilities and contraception in urban areas and not urban
residence per se. The relatively low contraceptive use in Nigeria (14.2 per cent) may
partly explain why type of place of residence is an insignificant predictor. It is seen
that larger disparities are characteristic of Uganda and Zambia. The odds ratios for
urban women in Uganda and Zambia are 2.3 and 1.8.

Table 9 about here
4. Summary and Discussion

This paper has examined maternal health care measures in Ghana, Nigeria,
Kenya, Uganda and Zambia. There are wide variations in inequalities according to
the six maternal health care measures among the countries. In general, rural women
are much worse off than urban women with regard to the six maternal health care
indicators. For example, in Nigeria, the proportion of rural births that does not
receive any antenatal care is 46 per cent compared to 15 per cent for urban births.
Home deliveries are more in rural than urban areas. They account for 65.5 per cent of
rural births in Kenya, 67 per cent of rural births in Uganda, 69.7 per cent of rural
births in Ghana, 71.3 per cent of rural births in Zambia and 75.1 per cent of births in
Nigeria. Delivering more than half of total births at home has serious implications for
reducing the risk of pregnancy complications and infections that cause the death or
serious ill health of the mother and baby.

The rural-urban differences in the maternal health care indicators are due in
part to physical inaccessibility of health services in many rural areas of these
countries. The urban bias in the allocation of and concentration of public and private
health care resources should give way to equitable distribution of infrastructure and
other social services such as education, health, housing and potable water.

The interesting finding that less than half of women have final say on their
own health care is a serious indictment and shows that these countries have not made
much headway in respect of women’s empowerment since 1994 ICPD and the 1995
World Conference on Women. The analysis strongly suggests that maternal
educational attainment and religion make a world of difference as to who has final say
on the respondent’s own health care. In all countries except Nigeria, more than half
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of women with higher education have final say on their own health care. With regard
to religious affiliation, the analysis shows that a larger proportion of Muslim women
have husband/partner deciding on respondent’s own health care in Nigeria, Kenya and
Zambia. The Muslim religion as a way of life seems to be more pervasive in Nigeria
than in Kenya and Zambia. Among Muslim women in Nigeria, 85.1 per cent have
their husband/partner making the decision on respondent’s own health care compared
to 7.9 per cent of respondents who decide for themselves.

“Getting money for treatment” stands out as the most important problem
women have in accessing health care. The other two related problems are “distance to
health facility” and “having to take transport”. This finding corroborates that of
Magadi et al., (2003) which suggests that poverty is possibly a hindrance to receiving
adequate maternal health care. Poverty reduction strategies are likely to play a critical
role in improving maternal health care particularly among rural women who are more
disadvantaged.

Maternal educational attainment, type of place of residence and partner’s
occupation stand out in all the models as the critical variables to be manipulated in
any attempt to improve maternal health care. Lower maternal educational attainment
is consistently associated with poorer maternal health outcomes. In Kenya, women
with higher education are 10.6 times more likely to deliver in a health facility than
their uneducated counterparts, while in Nigeria uneducated women are 5.4 times more
likely to have inadequate antenatal care than women with higher education. Partner’s
occupation, which can be used as a proxy for household income and socio-economic
status, is associated with antenatal care and institutional delivery. For example, in
Ghana women in unskilled manual occupations are three times more likely to have
inadequate  ANC than their professional, technical, managerial and clerical
counterparts.

The fact that more than half of total births take place at home coupled with
low modern contraceptive use seem to suggest that not much progress has been made
in respect of the attainment of MDG 5 by 2015 which is only eight years from now.
The maternal health care indicators suggest that Ghana and Kenya are the pacesetters,
while Nigeria trails behind.

Two policy measures that emerge from the analysis are that conscious efforts
should be made by governments in these countries to promote female education up to
at least secondary level coupled with general improvement of the standard of living of
majority of the people.

12



References

Central Bureau of Statistics (CBS) [Kenya], Ministry of Heath (MOH) [Kenya], and
ORC Macro, 2004. Kenya Demographic and Health Survey
2003. Calverton, Maryland; CBS, MOH, and ORC Macro.

Central Statistical Office [Zambia], and ORC Macro, 2003. Zambia Demographic
and Health Survey 2001-2002. Calverton, Maryland, USA;
Central Statistical Office, Central Board of Health, and ORC
Macro.

Filippi, Veronique G.A., Wendy J. Graham and Oona M.R. Campbell. 1990.
Utilizing survey data on maternity care in developing countries:
An illustrative study. Maternal and Child Epidemiology Unit,
Publication No.3.

Ghana Statistical Service (GSS), Noguchi Memorial Institute for Medical Research
(NMIMR), and ORC Macro, 2004. Ghana Demographic and
Health Survey 2003. Calverton, Maryland: GSS, NMIMR and
ORC Macro.

Magadi Monica, 2000. Maternal and child health among the urban poor in Nairobi,
Kenya. African Population Studies, Supplement B to Volume 19:
179-198.

Magadi, M.A., 1. Diamond and R. Rodrigues, 2000. The determinants of delivery
care in Kenya. Social Biology, 47 (3-4): 164-188.

Magadi, M.A., E. Zulu and M. Brocherhoff, 2003.  The inequality of maternal
health care in urban sub-Saharan Africa in the 1990s. Population
Studies, 57 (3): 347-366.

Magadi, Monica, lan Diamond, Nyovani Madise and Peter Smith, 2004. Pathways of
the determinants of unfavourable birth outcomes in Kenya.
Journal of BioSocial Science, 36:153-176.

Muller, Ivo, Tom Smith, Steve Mellor, Lawrence Rare and Blaise Genton, 1998. The
effect of distance from home on attendance at a small rural health
centre in Papua New Guinea. International Journal of
Epidemiology, 27:878-884

National Population Commission (NPC) [Nigeria] and ORC Macro, 2004. Nigeria
Demographic and Health Survey 2003. Calverton, Maryland:
National Population Commission and ORC Macro.

Overbosch, G.B., N.N.N Nsowah-Nuamah, G.J.M. van den Boom and L. Damnyag,

2002. Determinants of antenatal care use in Ghana. Centre for
World Food Studies, Staff Working Paper, WP — 02 — 13.

13



Population Reference Bureau, 2005. 2005 World Population Data Sheet, Washington,
D.C., U.S.A.

Ram, Faujdar and Abhishek Singh, 2006. Is antenatal care effective in improving
maternal health in rural Uttar Pradesh? Evidence from a district
level household survey. Journal of BioSocial Science, 38: 433-
448.

Tawiah, E.O. 1998. Determinants of maternal health care in Ghana. Ghana Medical
Journal, 32a: 917-925.

Uganda Bureau of Statistics (UBOS) and ORC Macro, 2001. Uganda Demographic

and Health Survey 2000-2001. Calverton, Maryland, USA:
UBOS and ORC Macro.

14



Sl

500 T8 30 SonsSHE)S Jo neaing [enua)) 007 ‘010 DO pue uolssiuwo)) uonendod [euoneN 00 <18 10 901AI0g [eo1ISeIS BUBYLD)

€007 OI0BIA DO PUE 901JO [BoNSHEIS [elUd)) {100T ‘0I0BIA DO PUe SOousne)s jo neaing epuedn)

:$92INn0S

I'l I'l I'l 90 70 S0 90 81 80 0¢C 0¢C 0¢C 7'l L'¢ € Sursstuymousy| 3, uo(
['8C 8'¢T L9T 8'6¢ 9°¢¢ L'y 908 LS 6'1S 8'1I¢ L09 oy 89 8°9¢ °0¢ SuondS[uUr dI0W 10 OM T,
Sy S5Y 4 I'8v ['8C 9°6C 8'LT L'EE 9'C¢ gee 96 LTI SN 9'C¢ 8'¢¢ ['¢¢ uonosfur suQ
0'9C 90T (4 4 9'1¢ 81 6'6C I'SIT '8 L€l 9'9¢ L'vT €LY el 9°¢ erl QUON
uonoafur proxo} snuejd |,
S0 90 9°0 0 0 €0 90 60 L0 01 80 01 80 S0 L0 Sursstw/mousy 3, uo(
[aS 6'1 I'v 9 6C 19 901 'S 96 09r 0°SI 6'9¢ 6 [ €9 SQUON.
6'1 6'1 6’1 0L 'y L9 €< €e 6V 1'c € 1'C 80 S0 'l +8
89T 99C L9C 8'LE P9¢ 9'LE €LE 9¢ I'LE 0'ST  ¥'0T 991 aq! L'L L0T L—9
€S 9'CS ¥'CS 0'sE  Sve 6'v¢ £9¢ '8¢ L'9¢ 0'cc 1'8¢ L9T 6'v¢ v'¥e L'YE Sl 4
el €91 vl Sgel VI ad! 66 8'SI I'TT 6'¢l 7' €T L91 0'lv 0'9¢ 79y >
Y99y [e)eud)uE )SaLj JO SUTWIL],
€ LT ¢C I'C 7'e I'C §C €¢ 9'C 81 LT I'C 8C €S L'¢ Sursstw/mouy 3, uo(q
L9 96L 9IL 8¢ €99 6’1y 9'8Yv L99 €S 9LE T'IL VLY 0’19 €8 769 +¥
§'Te 9Vl 86l 8vy LYC 144 L'EE 1'CC €1e 't ¥'8 0TI ¢€1cC €8 L91 €—C
¥'C [ 0'¢C '8 LT L'L LY ST (44 ST 8'C 9'C LS 60 (184 I
[4S 6'1 I'v 9 6C 19 901 'S 96 09r 0°SI 6'9¢ 6 [ €9 SUON
SJISIA 918J [B)BUIIUR JO JaqUInN
0 0 €0 0 1'0 0 90 €0 90 1'0 0 1'0 90 90 90 SuIssIN
[aS 6'1 I'v 9’9 6'C 19 901 V'S 96 09r 0°SI 6'9¢ 6 [ €9 U0 ON
Ve 1'0 €C S0 1'0 €1 0¢C 01 8’1 1 9'1 8'C 9'1 0 [ Pyo/vd L
¥4 €0 1'C IONIOM UOISURIXd [)[eay AjTunmuuuo))
008 96 0v8 LY8 €1IL 0°¢8 1'0L LOL 0L 9'¢t T L9¢ 6'vL 9 0'IL Sympru ATer[xne
[FTMPIA/FSINN
00T 7'l 0L 13J1JFO [edTUI[D
I'l 9'v €C 'L Y4 7’6 L91 §'Te 6'LI1 vl S'8¢ ¢€1cC L€l L'EE 6°0¢C J0j00(q
Jopiaoid o1ed [ejRUNUY
[y Uueqin [eI0], [eIny UeqI [BIO], [eIy UeQI [BIO] eIy UeQi [BIOL [eary UuUeqin [BI0L JI0jeOIpUL
BIqUIEYZ epuedn _AUSY] BLIOSIN eURYD) I[eay [euIdBN

Anunoos pue 9ouaprsa Jo doe[d Jo adA) Aq (o180 [BIEUSIUER) SOUWIOOINO YP[BAY [BUIIBW JO UOHNQLYSIP 03ejudd1dd [ d[qel



91

7007 “'Te 32 sonsnel§ Jo neaing [enua)) 007 ‘0I0BA DY O pue uorssiuwo)) uonendod [euoneN 007 T 30 90IAIOS [Bd1ISNeIS uryD)

€007 OI0BIA DO PUE 901JO [BO1SHEIS [eNUd)) {100T ‘0I0BIA DO PUe SOousne)s Jo neaing epuedn)

:$921n0S

o o o o 70 (4 70 1o €0 80 01 60 L0 90 L0 Suissiwymowy 1,.uoq
€8 0¢ L9 6°SI vy L'yl 6'8 (47 08 vol 901 691 4 Sl [ U0 ON
88y Pyl '8¢ ¥'0¢ 901 €8¢ 9v¢ I'T1 ¢ L'8T 6'L1 9°¢¢C §'se 9 I'el 19yjo/eAne[ey
[ Ve SI1 €6l 1% L'L1 9'1¢ ¢l 0°8¢ 6°¢C 911 ¥'0¢ eor Il 0°1¢ vdl
|l €0 't JMI0OM UOISUIIXI
YI[edy Ayunwuo))
v've CIL  6'8¢ SI¢ 99 (433 0'9¢ 0'8Y (413 e vvy 9'8¢ £'8¢ 1S9 soy oJimprur Arerjrxne
/RJIMPIL/ASIN
L1 90 el 19310 [edIUI)
Sl L ce 4 eyl 8¢ ¢8 ove vl Se I'vl 99 9¢ ad 99 1010
AIIAT[IP JE JIUB)ISISSY
€0 €0 €0 L0 ¥0 90 €0 4V €0 L0 S0 L0 90 90 90 SuIssIN
S0 00 ¥0 60 80 60 60 ¥0 80 €0 S0 ¥0 €0 ¥0 ¥0 RSEUe)
elL 9°0C LSS 0°L9 96l 619 §'s9 (4 L'8S I'SL 8vy 99 L69 ¥'0¢ %S SWoH
6L 1L 16 VIl £se oyl 86 9°¢¢ 144! 1S 9Ll v'6 101038 9JeALI]
0°0¢ L9 Sve SI¢ oL 9°9¢ 8'1¢ 6y 19¢ oy §'8¢ 8l 0v¢ 019 £9¢ 101998 ol[qnd
AJIIAT[IP Jo ddeld
[exy ueqlin [el0] [exy ueqin [el0] Jexy ueqln [el0], [eIny ueqin [eI0] [eInY UBQI) [EI0L JIoyeorpul
BIquIRyZ epuedn BAUOY BLIOSIN BUBYD) I[eay [euIdleN

Anunoos pue 9ouapIsa1 Jo doe[d Jo adA) Aq (9180 AIOAI[IP) SOWOINO [)[BAY [BUISIEBW JO UOIINQLYSIP 938jUd010d T 9[qeL



L1

*€00T OIORIAl DO PUB 991J( [eo1s1Ie)S [eNud)) ([0 ‘0I0N DY Pue sonsnels Jo neaing epuedn
007 “'Te 10 Sonsnels Jo neang [enud)) ¢ (0 ‘0I0N DY pue uorssiuwo)) uonemndod [euoneN 007 T8 19 99IAI9S [ed1)SIe]S BURYL) 1$921n0§

LSO'T €I OLET 999°C  OI1  9LLT 980T STT  11€T 890T 86v  99S°T v8I‘'T 00T  ¥8€°1 uawom Jo IequinnN
018 ¢CS TLL 8C6  LT8 ¥'T6 018 68. 808 6¢L ¥09 €IL g¢S vec  TES dn 30010 Teremsod
QATO03I JOU PI(]

10 €0 [0 0 00 0 90 ¥0 90 0 60 ¥0 Surssty/mouy 3,uo(
88 Sve 670l L1 9Y 8’1 L8 811 06 Y 6L 0¢ cel  vee €17  yMIqIye skep [4— ¢
€0l 0¢€C 611 ¢S Ll 8¢ 101 €6 001 e1c e1e (R Y4 6vCc ¢£9¢ Y4 K12AT[9p

Jo sAep 7 unpipy
dn yooyo 1erewsod jsiiy Jo Surwl |,

[exy ueqin [ej0] [emy ueqin [eI0L [emy ueqi) [eI0]  [exy UeQI [eI0O]  [eINY Ueqln [€J0], onsLIvlORIRYD)
BIqUIBYZ epuedn BAUOY BLIOSIN 'UBYD)

Anunoos pue 0ouapIsar Jo aoe[d Jo odA) Aq yiIIq [BUOIINNSUI-UOU JUIIAI JSOW A} 10
axed Tejewsod Jo Jurn Aq £oAIns oY) Surpasaid s1eaA 9ATJ AU} UT YIIq AI] [BUOIIMINSUI-UOU B PBY OYM USWOM JO UONNGLISIP 93 IU0010d € 9[qeL



81

€007 0I9BIAl DM O PUE 901J( [BONSHEIS [B1IUD)) S[00T ‘010N DY Pue sonsnels jo neaing epuedn

007 “'Te 10 sonsnels Jo neang [enud)) ¢ (0 ‘0I0N DY pue uorssiuwo)) uonemndod [euoneN 007 T8 19 99IAI0S [ed1)SIe]S BURYL) 18921n0§
9Ll oy 9T 9°¢1 60y €8I L'1T 69¢ SVC L9 91 ) ¥yl 08¢ 6'81 POYjolW UISPON
€8 L't 69 ye 6'¢ Ve €L 6'S 0L 0¢ 9 (43 Sv 9L ¢s potjaw [euonIpe.],
[44 Sl ve 80 1'0 80 L0 01 80 6’1 ¥0 Sl vir 10 60 poyjewt SLIO[0]
6'69 eys  1'S9 08 ¢ss SLL oL €9¢  L'L9 €68 TLL 8'68 86L €19 L'yL poyjeuwr ON

adKy poyroN
[eany ueqin [EIOL [eay ueqin [EIOL [eay UueqIin [EIOL (eI UBQI) [EIOL  [eINY UeQIN [BIOL O1SLIS}ORIRY)
BIqUIBYZ epuedn BAUOY BLIOSIN 'UBYD)

Jo ad£y 03 Surp10ooe KoAins ayy Surpasard s1eA AT} oY) UI SYMIQ M udwom Aq odA) poyjewr £q asn 9A13dadenu0d JUILIND JO UOIINQLYSIP 938IU0I0J

A1unos pue 9ouapIsa1 Jo doed
¥ 9lqeL



61

0 €0 0

0sT vl €91

ey Lee 96¢

(4! €1 (4!

't 79 96

yoe 06t T°€¢

90 0 S0

L¢ 8¢ Lc

1'9¢ Vee 8¢

0] 01 ¢o

991 6¢Cl  T9I

9ty L6S €SY

€0 €0 €0

0L 89 69

ey ¢0e 00v

01 ¥0 60

0°¢l cel o Tel

¢9¢ ey  88¢

1’0

vy

L9L

€0

0L

STI1

¥0 0
oY 194
1'89 yL
0 €0
! €8
661 8¢l

6L

¥9¢

(4!

L6l

6'v¢

¥0

96

¥'6¢

L1

06l

€0y

00

¥'8

I've

vl

6l

L9¢

9rqeorjdde jou
/3peu 10U UOISIOa(

9S[0 QUOAWOY

ouofe Iowred/pueqsny

uosiod 1o7)0
pue judpuodsoy

Jouyaed/pueqgsny
pue juopuodsay

ouo[e Juopuodsay

Q18D J[BaY UMO UO KBS [eUl]

[exy ueqin [el0L
elquey

[exy ueqlin [el0]
epuedn

[exy ueqin [eI0L

rAUSY

Jeany

ueqin [el0]
BLIOSIN

[eay ueqin
BURYD)

[ejoL

onsLIvlORIRYD)

‘aIed [jreay umo s juspuodsar uo Aes [eurj sey oym Aq AoaIns oy} Surpaoard s1edA dAIJ 9U) UI [IIIq SAI[ B PRY OUM USWOM JO UONJLISIP 9F8IUS0IdJ

Anunoo pue 9ouapIsa1 Jo soejd jo adKy

EEICLAS



€00 019N DYO PU® JO [2O1SHEIS [21UD)

$100¢ ‘0108 DY O PUE sonsnels Jo neaing epuel 4007 ‘OI0BN DYO pue uoisstuwo)) uonendod [eUoneN 007 e 19 99IAIS [BJ1ISIE)S BUBYD) :$901n0S
S8y €L0°C  8SY°L 6€0°9  LOTT  9¥TL 166  679°C  079°L 9€6‘C  SSLT  196°S UdWIoM Jo _qunN
878 799 €LL S'L8 TEL (4% 9°LS 9°¢¢C 9°9% 9°6L 196 89 swojqoid payroads
oy jo Auy
R°6¢ 1'€s 0'ZY 1op1aoxd 91e0 3By JO IpnIINe dAIIBSON
L91 €91 991 |44 8L Ll 6'81 6'Cl1 091 Topraoxd yyjeay ofeway
£ 0q J0U ABW 9I9Y) UIIUO))
6'CC vyl S'1c 981 09 eyl 0°¢¢C 91 80T auo[e 03 0} SunueM JON
€09 0°8¢C LY S8y 81 vey 8'1¢ ¢8 8'¢T cov 191 1'¢e yodsuen
aye} 03 Suraeyq
1'6S (44 Sy 861 el 6ty [43 ) yve L'Ly 891 L'ce Ayproey yeay
0} ouBISI(]
91L ¢'8¢ ¥'99 999 v'sy '¢9 9°LE 691 o€ s9 9ty L'¥S jusuyean) 10y
Kouow Fumen
Ly 0¢ oY 98 es I'8 0°¢l oY 66 €0l S'L 06 Jusuneay) 10y 03
0} uorssiuiad 3umen
I'8 s 0L €L Sy 89 £8l1 I's L€l 9°¢l 6’8 €Tl juswean) 10y 03
0} 219UM FUIMOUY]
woyqold Jo adA g,
[eay ueqin  [BI0L [exy ueqin [BI0L [elry ueqin [BI0L [exry ueqin [BI0L o1SLIJORIRYD)

BIqUEBZ epuedn BLIOSIN BUBYD

Anunod pue 90udpIsal Jo doe[d Jo adA) ‘worqoid jo 2d4y £q
OIS aIe A9} USUM SOA[ISWAY) J0J 218D Y3[edy Sulssaooe ul swo[qoid 31q aaey Loy parrodar oym uowiom Jo 03ejuddrdd "9 9[qe],



Table 7. Logistic regression of inadequate antenatal care by selected characteristics

of women and country

Ghana 2003
Characteristic Logistic Odds
coefficient ratio P value
Type of place of residence
Urban (RC) 1.000
Rural 1.108 3.028 0.000
Partner’s occupation
Prof. tech. manage, clerical (RC) 1.000
Sales and services 0.019 1.019 0.952
Agriculture 0.905 2.472 0.000
Skilled manual 0.793 2.210 0.002
Unskilled manual 1.120 3.065 0.064
Level of education
No education 0.320 1.377 0.013
Primary 0.191 1.210 0.183
Secondary and higher (RC) 1.000
Constant -2.887
Model X*  185.079
Df 7
N 2330
Nigeria 2003
Age at birth
Under 20 years 0.295 1.343 0.067
20 — 34 years (RC) -0.258 0.772 0.081
35 years and over
Type of place of residence
Urban 1.000
Rural 0.334 1.397 0.011
Level of education
No education 1.686 5.398 0.000
Primary 1.113 3.043 0.002
Secondary 0.464 1.590 0.194
Higher (RC) 1.000
Partner’s occupation
Prof. tech. manage, clerical (RC) 1.000
Sales and services 0.380 1.463 0.015
Agriculture 0.741 2.097 0.000
Unskilled manual 0.211 1.235 0.397
Constant -2.529
Model X*  203.228
Df 9
N 1723
Kenya 2003
Age at birth
Under 20 years 0.355 1.426 0.005
20 -34 (RC) 1.000
35 years and over 0.065 1.067 0.593
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Table 7 Contd.

Characteristic Logistic Odds
coefficient ratio P value
Birth order
1 -0.513 0.599 0.000
2-5(RC) 1.000
6—14 0.085 1.089 0.431
Type of place of residence
Urban (RC) 1.000
Rural 0.469 1.599 0.000
Level of education
No education 1.036 2.818 0.000
Primary 0.991 2.695 0.000
Secondary 0.723 2.060 0.000
Higher 1.000 0.004
Partner’s occupation
Prof. tech. manage. clerical (RC) 1.000
Sales and services 0.476 1.609 0.001
Agriculture 0.538 1.712 0.000
Domestic service 0.944 2.570 0.003
Skilled manual 0.355 1.426 0.095
Unskilled manual 0.599 1.821 0.000
Constant -1.959
Model X*>  157.534
Df 13
N 3071
Uganda 2000 - 2001
Birth order
1 -0.366 0.693 0.000
2-5(RC) 1.000
6-13 -0.129 0.879 0.095
Type of place of residence
Urban (RC) 1.000
Rural 0.700 2.014 0.000
Level of education
No education 1.112 3.042 0.000
Primary 1.158 3.182 0.000
Secondary 0.429 1.536 0.150
Higher 1.000
Partner’s occupation
Prof. tech. manage. clerical (RC) 1.000
Sales and services 0.204 1.226 0.172
Agriculture 0.591 1.806 0.000
Manual 0.529 1.697 0.000

Constant -1.681
Model X*>  238.415
Df 9

N 3664
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Table 7 Contd.

Characteristic

Type of place of residence
Urban (RC)
Rural
Level of education
No education
Primary
Secondary
Higher (RC)
Partner’s occupation
No work
Prof. tech. manage. clerical (RC)
Agriculture
Domestic service
Sales and services
Manual

Logistic
coefficient

Zambia 2001 — 2002

0.217

0.567
0.448
-0.974

-0.116

0.584
0.477
0.349
0.195

Odds
ratio

1.000
1.242

1.764
1.565
0.377
1.000

0.891
1.000
1.794
1.612
1.418
1.215

P value

0.049

0.000
0.000
0.085

0.720

0.027
0.102
0.212
0.480

Constant -2.010
Model X* 117.071
Df 9

N 3827

RC is reference category
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Table 8.  Logistic regression of institutional delivery by selected characteristics of

women and country

Ghana 2003
Characteristic Logistic Odds
coefficient ratio P value
Type of place of residence
Urban 1.635 5.128 0.000
Rural (RC) 1.000
Level of education
No education 1.000
Primary 0.185 1.203 0.179
Secondary and higher 0.842 2.321 0.000
Religion
No religion 0.125 1.133 0.621
Catholic 0.136 1.146 0.471
Christian 0.445 1.560 0.003
Moslem (RC) 1.000
Traditional -0.376 0.687 0.304
Partner’s occupation
Prof. tech. manage. clerical 1.035 2.816 0.000
Sales and services 1.126 3.083 0.000
Agriculture (RC) 1.000
Manual 0.359 1.432 0.004
Constant -1.549
Model X*  684.368
Df 10
N 2328
Nigeria 2003
Age at birth
Under 20 years -0.728 0.483 0.001
20 — 34 years (RC) 1.000
35 years and over 0.502 1.652 0.004
Birth order
1 0.544 1.723 0.005
2-5(RC) 1.000
6-13 -0.551 0.576 0.001
Type of place of residence
Urban 0.799 2.222 0.000
Rural (RC) 1.000
Level of education
No education (RC) 1.000
Primary 0.634 1.886 0.000
Secondary 1.163 3.198 0.000
Higher 1.907 6.730 0.000
Religion
Christian 1.176 3.240 0.000
Islam (RC) 1.000
Traditional 0.718 2.050 0.129
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Table 8 Contd.

Characteristic Logistic Odds
coefficient ratio P value
Partner’s occupation
Prof. tech. manage. clerical 0.617 1.853 0.000
Sales and services 0.251 1.285 0.108
Agriculture (RC) 1.000
Unskilled manual 0.899 2.457 0.000
Constant -1.820
Model X*  504.053
Df 13
N 1720
Kenya 2003
Birth order
1 0.949 2.583 0.000
2-5 (RC) 1.000
6-13 -0.514 0.598 0.000
Type of place of residence
Urban 1.310 3.707 0.000
Rural (RC) 1.000
Level of education
No education (RC) 1.000
Primary 0.654 1.924 0.000
Secondary 1.594 4.923 0.000
Higher 2.360 10.589 0.000
Religion
Christian 0.376 1.457 0.031
Muslim (RC) 1.000
No religion -0.190 0.827 0.531
Partner’s occupation
Prof. tech. manage. clerical 0.939 2.559 0.000
Sales and services 0.486 1.625 0.000
Agriculture (RC) 1.000
Domestic service 0.434 1.543 0.179
Skilled manual 0.443 1.557 0.025
Unskilled manual 0.292 1.340 0.006
Constant -2.000
Model X*  800.145
Df 13
N 3065
Uganda 2003
Birth order
1 0.612 1.844 0.000
2-5(RC) 1.000
6—-13 0.070 1.072 0.410
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Table 8 Contd.

Characteristic Logistic Odds
coefficient ratio P value
Type of place of residence
Urban 1.555 4.737 0.000
Rural (RC) 1.000
Level of education
No education (RC) 1.000
Primary 0.739 2.093 0.000
Secondary 1.629 5.101 0.000
Higher 1.803 6.068 0.000
Partner’s occupation
Prof. tech. manage. clerical 0.716 2.046 0.000
Sales and services 0.680 1.975 0.000
Agriculture (RC) 1.000
Manual 0.637 1.891 0.000
Constant - -1.748
Model X*- 740.756
Df -9
N - 3650
Zambia 2001 — 2002
Birth order
1 0.369 1.446 0.001
2-5(RC) 1.000
6-13 0.011 1.011 0.907
Type of place of residence
Urban 1.489 4.433 0.000
Rural (RC) 1.000
Level of education
No education (RC) 1.000
Primary 0.639 1.894 0.000
Secondary and higher 1.761 5.819 0.000
Partner’s occupation
No work 0.657 1.928 0.004
Prof. tech. manage. clerical 1.675 5.339 0.000
Agriculture (RC) 1.000
Domestic service 0.552 1.737 0.000
Sales and services 1.115 3.050 0.000

Constant -1.930
Model X*>  1310.220
Df 9

N 3781

RC is reference category
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Table 9. Logistic regression of current use of any contraceptive method by selected

characteristics of women and country

Ghana 2003
Characteristic Logistic Odds
coefficient ratio P value
Age at birth
Under 20 years -0.664 0.515 0.003
20 34 years (RC) 1.000
35 years and over -0.072 0.930 0.654
Type of place of residence
Urban 0.421 1.524 0.000
Rural (RC) 1.000
Level of education
No education (RC) 1.000
Primary 0.635 1.886 0.000
Secondary and higher 0.679 1.972 0.000
Number of living children 0.185 1.203 0.046
Desire for more children
Wants within two years (RC) 1.000
Wants after 2+ years 0.394 1.483 0.041
Wants, unsure timing -0.232 0.793 0.658
Undecided 0.439 1.551 0.233
Wants no more -0.050 0.951 0.813
Infecund/never had sex 1.472 4.360 0.000
Husband approves f.p.
Disapproves (RC) 1.000
Approves 0.634 1.885 0.002
Don’t know 0.050 1.051 0.864
Discussed f.p. with partner
Never (RC) 1.000
Once or twice 0.900 2.460 0.000
More often 1.505 4.504 0.000
Respondent approves f.p.
Disapprove (RC) 1.000
Approves 0.983 2.672 0.003
Don’t know 0.622 1.863 0.365
Constant -4.280
Model X* 368.755
Df 17
N 2155
Nigeria 2003
Level of education
No education (RC) 1.000
Primary 0.803 2.232 0.000
Secondary 0.999 2.715 0.000
Higher 1.821 6.179 0.000
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Table 9 Contd.

Characteristic Logistic Odds
coefficient ratio P value

Number of living children 0.202 1.224 0.026
Visited by f.p. worker last 12 months

No (RC) 1.000

Yes 0.501 1.650 0.005
Visited health facility last 12 months

No (RC) 1.000

Yes -0.294 0.745 0.028
Desire for more children

Wants within two years (RC) 1.000

Wants after 2+ years 0.432 1.540 0.008

Wants, unsure timing 0.408 1.503 0.219

Undecided -0.273 0.761 0.577

Wants no more 0.458 1.580 0.027
Husband approves f.p.

Disapproves (RC) 1.000

Approves 0.608 1.836 0.001

Don’t know -0.119 0.888 0.646
Discussed f.p. with partner

Never (RC) 1.000

Once or twice 0.648 1.911 0.000

More often 1.334 3.796 0.000
Respondent approves f.p.

Disapprove (RC) 1.000

Approves 1.199 3.316 0.000

Don’t know -0.907 0.404 0.176
Constant -4.419
Model X* 552.661
Df 16
N 2147

Kenya 2003

Age at birth

Under 20 years -0.462 0.630 0.005

20 — 34 years (RC) 1.000

35 years and over 0.218 1.243 0.163
Birth order

1 0.042 1.043 0.770

2-5 (RC) 1.000

6—14 -0.657 0.518 0.000
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Characteristic Logistic Odds
coefficient ratio P value
Type of place of residence
Urban 0.377 1.457 0.001
Rural (RC) 1.000
Level of education
No education (RC) 1.000
Primary 0.846 2.331 0.000
Secondary 1.484 4.409 0.000
Higher 2.163 8.699 0.000
Religion
Christian 0.624 1.866 0.005
Muslim (RC) 1.000
No religion 0.732 2.078 0.052
Number of living children 0.283 1.328 0.001
Desire for more children
Wants within two years (RC)
Wants after 2 + years 0.231 1.260 0.169
Wants, unsure timing 0.231 1.259 0.572
Undecided -0.876 0.417 0.011
Wants no more 0.271 1.311 0.126
Husband approves f.p.
Disapprove (RC) 1.000
Approves 1.186 3.275 0.000
Don’t know -0.669 0.512 0.001
Partner’s occupation
Prof. tech. manage. clerical 0.445 1.560 0.006
Sales and services 0.239 1.270 0.050
Agriculture (RC) 1.000
Domestic service 0.557 1.745 0.115
Skilled manual 0.213 1.237 0.306
Unskilled manual 0.271 1.312 0.021
Constant -3.566
Model X*  636.867
Df 22
N 2686
Uganda 2000 — 2001
Type of place of residence
Urban 0.840 2316 0.000
Rural (RC) 1.000
Level of education
No education (RC) 1.000
Primary 0.266 1.305 0.029
Secondary 1.806 2.963 0.000
Higher 1.579 4.852 0.000
Number of living children 0.377 1.458 0.000
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Table 9 Contd.

Characteristic Logistic Odds
coefficient ratio P value
Husband approves f.p.
Disapproves (RC) 1.000
Approves 0.708 2.029 0.000
Don’t know -0.314 0.731 0.063
Discussed f.p. with partner
Never (RC) 1.000
Once or twice -0.088 0.915 0.488
More often 0.333 1.395 0.015
Respondent approves f.p.
Disapprove (RC) 1.000
Approves 0.576 1.778 0.007
Don’t know -0.355 0.701 0.353
Partner’s occupation
Prof. tech. manage. clerical 0.208 1.231 0.213
Sales and services 0.364 1.439 0.004
Agriculture (RC) 1.000
Skilled manual 0.577 1.780 0.000
Unskilled manual -0.023 0.978 0.886
Constant -3.479
Model X* 493.281
Df 15
N 3154
Zambia 2001 — 2002
Age at birth
Under 20 years 0.071 1.074 0.555
20 34 years (RC) 1.000
35 years and over -0.331 0.718 0.010
Type of place of residence
Urban 0.582 1.789 0.000
Rural (RC) 1.000
Level of education
No education (RC) 1.000
Primary -0.137 0.872 0.264
Secondary 0.206 1.229 0.164
Higher 0.370 1.448 0.258
Number of living children 0.422 1.525 0.000
Desire for more children
Wants within two years (RC) 1.000
Wants after 2+ years 0.495 1.641 0.000
Wants, unsure timing -0.081 1.084 0.802
Undecided -0.615 0.541 0.042
Wants no more 0.108 1.114 0.449
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Table 9 Contd.
Characteristic

Husband approves f.p.
Disapproves (RC)
Approves
Don’t know

Discussed f.p. with partner
Never (RC)

Once or twice
More often

Respondent approves f.p.
Disapprove (RC)
Approves
Don’t know

Partner’s occupation
No work
Prof. tech. manage. clerical
Agriculture (RC)
Domestic service
Sales and services
Skilled manual
Unskilled manual

Logistic
coefficient

0.693
0.216

0.516
0.619

0.716
0.186

-0.806
0.223

-0.032
-0.199
0.224
0.909

Odds
ratio

1.000
1.999
1.241

1.000
1.676
1.857

1.000
2.045
1.204

0.447
1.250
1.000
0.969
0.820
1.251
2.481

P value

0.000
0.237

0.000
0.000

0.000
0.607

0.003
0.208

0.846
0.165
0.083
0.033

Constant  -3.285
Model X*  434.489

Df 23

N 3262

RC is reference category
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100+

Figure 1: Percentage of women who make four or more antenatal
care visits by type of place of residence and country
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Figure 2. Percentage of births in the five years preceding the survey
delivered at home by type of place of residence and country
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Figure 3. Percentage of women with births in the five years preceding the
survey who use modern contraceptive method according to type of place of

residence and country
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Figure 4: Percentage distribution of women who had a birth in the five
years preceding the survey by who has final say on respondent's own
health care and country
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@ Respondent alone

W Someone else

[ Respondent and other person [ Husband/partner alone

W Respondent and husband/partner

@ Decision not made/not applicable
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