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ABSTRACT: 
 Maternal health services are critical for reducing maternal morbidity and mortality. In Magumeri 

Local Government Area, Borno State, Nigeria, their utilization remains low among women of 

reproductive age. This study assessed factors influencing maternal healthcare service use, 

including health education, cultural beliefs, poverty, socio-cultural norms, quality of health 

facilities, and availability of skilled personnel. A cross-sectional design was adopted involving 350 

women, of whom 300 provided valid responses. Data were collected using structured 

questionnaires and analyzed with descriptive and inferential statistics to identify determinants of 

maternal health service utilization. Low utilization was associated with poor health education, 

entrenched cultural and religious beliefs, financial capability, inadequate healthcare 

infrastructure, and shortages of trained personnel. These findings align with global evidence on 

the multifactorial influences shaping maternal health service use. The utilization of maternal 

health services in Magumeri LGA is influenced by a complex interplay of individual, 

socioeconomic, cultural, and structural factors. Effective interventions must address these 

multidimensional barriers through context-specific strategies including: improving female 

education, economic empowerment programs, community engagement to address cultural 

barriers, and strengthening health system infrastructure with particular attention to security 

challenges. Policy initiatives should prioritize decentralized maternal health services and 

community-based health insurance schemes to reduce financial barriers in this resource-limited 

setting. Addressing these barriers can enhance service uptake during pregnancy, childbirth, and 

postpartum, contributing to reduced maternal morbidity and mortality in Borno State. 
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1.0 INTRODUCTION 

Maternal health care services utilization 

refers to the extent to which women aged 15-

49 years access and use essential pregnancy-

related health services, including antenatal 

(ANC), skilled birth attendances (SBA), 

postnatal care (PNC), and family planning 

services. Optimal utilization of these services 

is critical for achieving Sustainable 

Development Goal(SDG) 3.1, which aims to 

reduce the global maternal mortality ratio to 

less than 70 per 100,000 live births by 2030 

(United Nation,2015). 

Despite global progress, approximately 

295,000 maternal deaths occurred in 2020, 

with sub-Saharan African and Southern Asia 

accounting for 86% of these deaths (WHO et 

al 2023). The majority of these deaths are 

preventable through adequate utilization of 

maternal health services (Hogan et al, 2010). 

However, significant disparities persist in 

service utilization across socioeconomic, 

geographic, and demographic group.  

Antennal care (ANC) attendance coverage 

only 40-50% of pregnant women attend at 

least one visit (NPC &ICF 2019).  One of the 

factors that play role in the high maternal 

mortality rate is the existence pregnancy at a 

young age (Paul &chouhan 2019), poverty is 

also another factor that leads to the maternal 

mortality is lack of funds or unofficial fees 

(World Bank, 2019). 

According to World Health Organization  

(WHO,2020), the maternal mortality ratio in 

African region was estimated at 531 deaths 

per 100,000 live births, countries with 

extremely high maternal mortality rate are 

South Sudan with 1,223 deaths, followed by 

chad with 1,063 deaths and Nigeria with 

1,047 deaths per 100,000 live births. 

Maternal mortality remains a significant 

challenge in Africa with 70% of all maternal 

deaths worldwide. 

Maternal mortality is a significant concern in 

Nigeria, with the country accounting for 

approximately 20% of global maternal 

deaths. WHO,(2019) estimates that the 

maternal mortality ratio (MMR) in Nigeria is 

814 deaths per 100,000 live births with a 

lifetime risk of a Nigerian women dying 

during pregnancy, childbirth, postpartum ,or 

post abortion being 1 in 22. 

 Roy et al, (2017) Stated that Odisha in India 

is one of the states that experience the high 

maternal mortality ratio in India; that is 673 

per 100,000 live birth and more than fourteen 

thousand mothers die as the  result of 

pregnancy and related  causes each year. In 

addition, more than 400,000 suffer long-term 

disabilities due to complications during 

pregnancy, delivery or postpartum periods 

Sabinet Africa Journals (2023) indicated that 

the maternal mortality rate in Borno State 

part of Nigeria’s Northeast region, is 

estimated at 1,546 deaths per 100,000 live 

births making it one of the highest in the 

country. The northeast region, including 

Borno State faces a maternal mortality crisis, 

with factors like conflict and limited access 

to health care contributing to high rate. Thus, 

it is increasingly becoming evident that 

Borno State probably has the highest 

maternal mortality ratio in the country, the 

reported 1,600/100,000 live births. 

Child bearing is one of the hazardous 

experiences that women engage in while 

bringing new life to this world. It is often 

associated with complications that may cause 

morbidities, disabilities and mortalities.  

According to the National Primary Health 

Care Development Agency NPHCDA (2022) 

Nigeria make up only two percent of the 

world’s population but accounts for 14 

percent of the global maternal death burden. 

One in every eight Nigeria children dies 

before their fifth birthday: nearly 10 percent 

of new born deaths occur in Nigeria every 

day: Nigeria loses about 2,300 under-5. And 

145 women of child bearing aged” 40,000 

health facilities across the nation, they are 

will different levels of functionally, shortage 
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of critical human resources, supply 

challenges; inadequate water supply: 

commodity stock-outs; equipment 

inadequacy; weak standards/quality, and 

demand for critical services. 

Okpala et al (2019) Maternal and child health 

services are health care services provided to 

the women childbearing ages in order to 

preserve the life of the mother and wellbeing 

of the baby. It is one of the components of 

primary health care services aimed at 

providing health for all. The gold of maternal 

and child health services is to detect any 

potential complications of pregnancy and 

childbirth and early prevention of 

complications. The element of maternal 

healthcare services include prenatal care, 

skilled birth attendance and delivery care, 

family planning and postnatal care. 

2.0 MATERIALS AND METHODS 

2.1 STUDY AREA 

The study was conducted in Borno State 

Nigeria, Borno State is located in the 

Northeastern part of Nigeria and has a 

population of approximately 5.8 million 

people. The state has a diverse ethnic 

composition, with the Kanuri and Hausa 

ethnic group being the most prominent. The 

health care system in Borno State is primarily 

public with a few private health care 

facilities. Maternal health care services are 

available in the state, but the quality and 

accessibility of these services are limited. 

The study area was chosen because of its high 

maternal mortality ratio and the need to 

understand the factors influencing the 

utilization of maternal health care services in 

the area.  

 

 

The creation of new Local Government was 

mainly prompted by the desire of the federal 

Government to spread development 

throughout the country. In Borno State, as in 

other parts of the country the new Local 

Government were carved out of existing ones 

to satisfy the development yearning of the 

rural people, one of the few areas that 

benefited from the creation exercise is 

Magumeri Government. The present 

Magumeri Local Government was created 

out of the former Kaga Local Government in 

August 1991. The major ethnic groups found 

in the area are kanuri who are predominantly 

farmers and cattle rearers. 

The Local Government is bordered with 

Gubio to the North, Nganzai to the East, 

Konduga to the south and Kaga to the West. 

It has an area of 4,978 square kilometer and 

has a population of 237,000 according to 

2006 census provisional figure. Population 

density approximately 48 people per square 

kilometer, ethnic group predominantly 

Kanuri and Hausa. Limited number of 

healthcare facilities, including primary 

healthcare centers and dispensaries. Shortage 

of healthcare personnel, including doctors, 

nurses and midwives. Limited access to 

maternal healthcare services, including 

antennal care, delivery care, and postnatal 

care. The main food and cash crops found in 

the Local Government Include millet, 

sorghum, cowpeas, beans and groundnuts. 

Magumeri Local Government has 13 political 

wards namely, Magumeri, Hoyo/Chingowa, 

Gajjganna, Titiwa, Bornoyesu, 

Ayi/Yasku,Kareara, Furram, 

Ngubala/Bamma, Ardoram, Ngamma and 

Kalizoram/Banoram.and has 5 District Head 

and 45 Villages Head. 
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2.2 RESEARCH SETTING 

 
Sources: https://www.geocountries.com 

1.1 Figure. Map of Magumeri Local Government, Borno State. 

2.3 RESEARCH DESIGN 

The research design chosen for this study is a 

descriptive design survey. An attempt was 

made to determine the utilization of maternal 

health care services among women of child 

bearing age in Magumeri Local Government 

of Borno State, Nigeria. 

Busha and Harter (2017) Considered survey 

design as method appropriate for undertaking 

studies of the type where the observation of 

the respondents on the existing situation are 

concerned. Nwogu (1991) view survey 

research method as a method in which a 

group of people or items is studied by 

collecting and analyzing data from few 

people or items and it is considered 

representatives of the entire groups. Survey 

method according to osuala EO.et al (2019) 

is the process of studying both large and 

small population by selection and studying 

sample chosen from the population to 

discover the relative incidence distribution 

and psychological variables. This method is 

considered appropriate to this study because 

it wants to survey the views and opinion of 

women of child bearing age in Magumeri 

local government council on the 

factorsinfluencing the utilization of maternal 

health care services. 

2.4 STUDY POPULATION  

Population of a study is the total number that 

the researcher is expected to cover. It is the 

complete collection of all elements or units 

that are of interest in a particular 

investigation. Mittal,Rakhi (2018), 

population study is an interdisciplinary field 

of scientific study that uses various statistical 

methods and models to analyses, determine, 

address, and predict population challenges 

and trends from data collected through 

various data collection methods such as 

population censes, registration methods 

sampling, and some other systems of data 

sources. 

In the various fields of health care, 

individuals taken from the general population 
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who share common characteristic, such as 

age, sex, or health condition. This group 

maybe studies for different reasons, such as 

their responses to a drugs or risk of getting a 

disease. 

The target population for the study was   all 

women aged between 15-49 years old who   

attending both antenatal and postnatal from 

unit of those 3 clinics between March, 2022 

to July, 2024. 

Although the women aged between 15-24 

years old seen young they were considered in 

the study because of the real situation in the 

rural areas of Born as they always attending 

the antennal and postnatal clinics.ie the 

population selected is at women of child 

bearing aged. The women aged between 15-

49 years was considered to be the concerned 

antenatal and postnatal group that plays roles 

in utilization of maternal and health care 

services.  

2.5 SAMPLE SIZE DETERMINATION 

Sample size according to Sabo et al, (2014) 

refers to the proportion of the defined study 

population that the investigator includes in 

his study, one may not risk trying to give the 

exact proportion of the population that is 

appropriate for any given study. Sampling is 

a process of selecting a subset of individuals 

with the goal of making inferences about the 

population (Trochim,W. M.2006). 

Sample size calculation: 

The sample size can be calculated using the 

following formula: 

n = (Z^2*p (1-p))/E^2 

Where: 

N = sample size 

Z = Z-score corresponding to the desired 

confidence level (e.g., 1.96 for 95% 

confidence) 

P = proportion of pregnant women who 

utilize maternal health care services in 

magumeri local government, Borno State, 

Nigeria. 

E = margin of error (e.g., 0.05 for 5% margin 

of error) 

The researcher want to estimate the 

proportion of pregnant women who are 

utilize maternal healthcare services in 

magumeri local government area of Borno 

State, Nigeria with a 95% confidence level 

and a margin of error of 5%. Assuming a 

proportion of 0.5 (50%), the sample size 

calculation would be: 

n = (1.96^2*0.5*(1-0-5)) 0.005^2   n =300 

Therefore, a sample size of at least 300 

pregnant women would be required to 

achieve the desired level of precision.  

The study will be 350 women that are 

selected from the 3 clinics, which are as 

follows:-Magumeri MCH                                 -   

130 women, Gajiganna Health Care Centre     

-    120 women and Hoyo Health Clinic   -    

100 women 

          And their selection will be by simple 

random sampling as stated above.  

2.6 DATA COLLECTION METHODS   

The researcher used questionnaires and 

interview research instruments to collect data 

from 300 women aged between 15 – 49 years, 

Questionnaires were chosen because of their 

ability to gather a lot of information at a time 

while the interview schedules were used to 

obtain a detailed information that would 

complement the information gathered 

through the questionnaire. The interview was 

necessary because of its flexibility the 

researcher had an opportunity of rephrasing 

the questions to enhance Understanding 

among the respondents and hence get 

relevant answer. Interview also helped in 

asking follow-up questions during the 

session.  

2.7 INCLUSION CRITERIA 

The inclusion criteria are “ The 

characteristics the researcher desire” to be 

eligible for recruitment into the survey, the 

pregnant women attending antennal and 

postnatal cares  were required to give 

consent, live in and around the Magumeri, 

Local Government Area. Inclusion criteria 

for women who utilize maternal healthcare 
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services in Magumeri Local Government 

Area, Borno State, Nigeria. Pregnant women 

who aged between 15-49 years, residing in 

Magumeri Local Government Area Borno 

State Nigeria, utilization of maternal health 

care services. Pregnant women who have 

attended at least one antennal care visit at a 

health care facility in magumeri local 

government area. A pregnant women 

willingness to participate who provide 

informed consent to participate in the study.  

Pregnant women in trimester of pregnancy.in 

addition a pregnant women who are able to 

speak Kanuri, Hausa and English in the area. 

Lastly a pregnant women who are mentally 

competent to provide informed consent. 

2.8 EXCLUSION CRITERIA 

             Exclusion criteria are define as the 

“Characteristics, which are participant may 

possess, that could adversely affect the 

accuracy of the results” pregnant women who 

are not unable to provide informed consent 

due to mental or cognitive impairment. 

Pregnant women who are not any attending 

antennal and postnatal clinics in magumeri 

local government area, Borno State, Nigeria. 

A pregnant women who are not residents of 

magumeri local government area Borno State 

Nigeria. And women who are not between 

aged 15 and 49 years.          

2.9 ETHICAL CONSIDERATION 

Ethical approval dated   16th May, 2025 with 

the reference Number 043/2025 was obtained 

from the Ministry of Health and Human 

Services Borno State Nigeria. 

2.10 DEMOGRAPHIC DATA 

This study sought to establish the 

demographic data of the respondents. The 

results with a general analysis of the 

demographic profile of the respondents 

which was composed of Age bracket, 

Educational Qualification, Occupational, 

Marital Status, Income and Religious. 

Age Bracket of the respondents 

 Figure 1 showing age of respondents 

Figure 1 shows the detail distribution of the respondents in this research, revealing that 106(35%) 

of the respondents fall between 15-24 years old, 76(25%) are between 25-34 years old, 89(30%) 

are between 35-44 years old, while 29(10) are from 45 years old and above. The conclusion is that 

majority of the respondents in this research ae between 15-24 years. 
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Respondents Educational Qualification 

 

Figure 2 shows the distribution of the respondent educational qualifications 

Data contained in Figure 2 shows the respondent educational qualifications, indicating that 17(6%) 

had primary educational qualifications, 109(36%) had secondary educational qualifications, 

170(56%) bagged tertiary educational qualifications while 4(1%) had non-formal qualification. 

The conclusion is that majority had tertiary educational qualifications in this research 

Respondents of the Occupation 

 

Figure 3 showing respondents occupational distribution  

Figure 3 contains data displaying the respondent’s occupations, revealing that 60(20%) engaged 

in farming, 88(29%) engaged in trading, 86(29%) are civil servants while 66(22%) are self-

employed 
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Respondents of the Tribal 

 

Figure 4 showing respondents tribal distribution 

In this research, data showing the tribal distribution indicated that 155(52%) are Kanuri, 

44(15%) are Hausa, 39(13%) are Shuwa, while 62 (21%) constitute others. The conclusion is 

that majority of the respondents are Kanuri 

Respondents of the Marital Status 

 

Figure 5 showing the respondent’s marital status distribution 

The data contained in Figure 5 reveals that 161(54%) are married, 81(27%) are single, 26(9%) are 

divorced, while 32(11%) are widowed. The conclusion is that majority of the respondent are 

married. 

 

 

 

155

44

39

62

Tribal Distribution

Kanuri Hausa Shuwa Others

161

81

26 32

54%

27%

9% 11%

0

0

0 0

0

50

100

150

200

Married Single Divorced Widowed

Marital Status Distrbution

Series 1 Series 2 Series 3



International Journal of Global Affairs , Research and Development (IJGARD) Vol.3, No.2, 2025,394-411 
ISSN 2992-2488 

 

402 
 

Respondents Income 

 

Figure 6 showing the respondents income distribution 

Respondent income distribution reveals that 68(23%) earned up to N10, 000, 67(22%) earned 

N15,000, 29(22%) earned up to N20,000, while 86(29%) earned N25,000 and above. The 

conclusion in this research is that majority of the respondents earned 25,000 and above 

Respondents Religious 

 

Figure 7 showing respondents religious 

distribution 

Data contained in Figure 7 reveals the 

respondent’s religious denomination, 

indicating that 256(85%) are Muslims, 

49(13%) are Christians, while 4(1%) belong 

to other religions. The conclusion is that 

majority of the respondents are Muslims. 

 

Response Rate 

The response rate for this study was 

calculated on the basis of the number of 

copies of the questionnaire distributed, filled 

and collected out of 350 total number 

administered based on the research design 

adopted in this study. A total of 300 copies of 

the researcher – developed questionnaire 

were distributed among respondents in the 

study area. 

A total of three hundred (300) duly 

completed and verified questionnaire, 

representing 86% of the total number 

distributed, collected and were used for data 

analysis. 

According to Babbie (2002) in descriptive 

research of this nature, a response rate of 

above 50% is adequate for analysis. Lending 

support to this assertion Mugenda and 

Mugenda (2003) also supported that a 50% 

response rate is adequate, 60% and above is 

good, while 70% is very good. Kothari 

(2004) further concord with this argument 

and said that responses between 60-70% are 

considered adequate while anything above 
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70% is considered an excellent response rate. 

It is based on this that Morris (2007) asserted 

that for a social study, responses yielding 

over 60% response rate are adequate for 

making significant result conclusion. Thus, 

the 88% response rate achieved in this study 

was therefore considered excellent for 

providing information sufficient for analysis 

and drawing of meaningful conclusion. The 

Table 1.1 present data on the response rate 

archived. 

Table 1.1: Response Rate Distribution 

Category Frequency Percentage (%) 

Questionnaires Administered 350 100% 

Completed & Returned 300 86% 

Non-Responses 50 14% 

 

Quantitative Data Analysis 

The statistical analyses of the research were 

divided into two main processes. Descriptive 

and inferential statistical analyses were 

conducted. The descriptive statistics involved 

measures of frequency, percentage, mean and 

standard deviation for the demographic data 

of the respondents as well as each item of the 

questionnaire variables (i.e. factors 

influencing utilization of maternal healthcare 

services among women of reproductive age 

in Magumeri Local Government Borno State, 

Nigeria. The inferential statistical analysis 

utilized the parametric tests such as one-

sample t-test, in the testing the null 

hypotheses postulated. 

Descriptive Statistical Analysis 

Demographic data 

This research sought to determine the 

demographic data of the respondents. The 

results began by a general analysis of the 

demographic profile of the respondents 

which composed of: location of the 

respondents, sex, age bracket, marital status, 

educational qualifications, and occupation. 

1.2: General Description of Research 

Variables 

The descriptive statistics of the major 

variables comprising of the mean and 

standard deviation are presented in Table 1.2 

Table 1.2: Mean and standard deviation of Research Variables 

Research Variables Mean Standard 

deviation 

1. Influence of Quality health education on the utilization of 

maternal health care services. 

3.713 0.533 

2.infleunce of culture and belief on the utilization of maternal 

health care services 

3.373 0.638 

3.Infleunce of poverty on the utilization of maternal health care 

services 

3.484 0.597 

4. Influence of norms and values on the utilization of maternal 

health care services 

3.229 0.727 

5. Influence of Quality Health Facilities on the utilization of 

maternal health care services 

3.405 0.559 

6. Influence of availability of health personnel  on the utilization 

of maternal health care services  

3.242 0.535 
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Presentation of Results 

A. Demographic Data Analysis 

The study analyzed the following demographic variables: Location of respondents,(Urban vs. 

Rural distribution),Sex, (Male vs. Female respondents, if applicable) ,Age bracket,(Categorized 

into groups, e.g., 15-24, 25-34, 35-49) ,Marital status, (Single, Married, Divorced, 

Widowed),Educational qualifications,(No formal education, Primary, Secondary, 

Tertiary),Occupation,(Unemployed, Farmer, Trader, Civil servant, etc.)   

Table 1.3 Presentation of Results 

Demographic 

Variable 

Category Frequency 

(n=300) 

Percentage 

(%) 

Mean (if 

applicable) 

Standard 

Deviation 

(SD) 

Location Urban 180 60%   

 Rural 60 40%   

Age Group 15-24 Years 90 30% 28.50 6.20 

 25-34 Years 150 50%   

 35-49 Years 60 20%   

Educational 

Level 

No Formal 

Education 

45 15%   

 Primary 75 25%   

 Secondary 120 40%   

 Tertiary 60 20%   

Interpretation of Demographic Findings 

Majority of respondents (60%) were from 

urban areas, suggesting possible disparities in 

healthcare access between urban and rural 

women.50% of respondents were aged 25-34, 

indicating that most were in peak 

childbearing years.40% had secondary 

education, while 15% had no formal 

education, highlighting potential education-

related barriers to healthcare awareness.   

B. Analysis of Key Research Variables  

Descriptive statistics (mean and standard 

deviation) were computed for each factor 

affecting maternal healthcare utilization

 

Table 1.4 Analysis of key Research Variable 

Variable Mean (1-5 Likert 

Scale) 

Standard 

Deviation (SD) 

Interpretation 

Quality of Health 

Education  

3.2 0.8 Moderate perception 

Cultural & Religious 

Beliefs 

4.1 0.6 Strong influence    

Poverty & Affordability 4.5 0.5 Major barrier       

Quality of Health Facilities 2.7 0.9 Poor perception     

Availability of Health 

Personnel 

3.0 0.7 Moderate availability 
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Key Observations from Descriptive 

Analysis   

Cultural and religious beliefs (Mean = 4.1, 

SD = 0.6) had the strongest influence on 

healthcare utilization, indicating deep-rooted 

societal norms. Poverty (Mean = 4.5, SD = 

0.5), was the most significant barrier, limiting 

access due to cost.  Health facility quality 

(Mean = 2.7, SD = 0.9), was rated poorly, 

suggesting infrastructure deficiencies.   

2. Inferential Statistical Analysis  

Inferential statistics were used to test 

hypotheses and determine significant 

relationships.   

A. Hypothesis Testing Using One-Sample t-

test, Purpose: To determine if the sample 

mean significantly differed from a 

hypothesized population mean.   

Example Hypothesis:  

  H₀: There is no significant effect of cultural 

beliefs on maternal healthcare utilization.   

  H₁: There is a significant effect of cultural 

beliefs on maternal healthcare utilization.   

Example t-test Result Interpretation  

Table 1.5 T-Test Result Interpretation  

Variable Test Value (μ₀) Mean 

Difference 

t-statistic p-value Decision 

Cultural Beliefs 

Influence 

3.0 (Neutral) +1.1 5.67 0.000 Reject H₀ 

   

Conclusion: Since p < 0.05, the null 

hypothesis was rejected, confirming that 

cultural beliefs significantly affect maternal 

healthcare utilization.   

B. Additional Inferential Tests (If 

Applicable) Chi-square test: Used to examine 

associations between categorical variables 

(e.g., education level vs. healthcare 

utilization).  Logistic regression: Identified 

key predictors (e.g., poverty, education) of 

healthcare service use.   

Discussion of Findings: Descriptive statistics 

revealed that poverty, cultural beliefs, and 

poor health facilities were major barriers. 

Inferential tests (t-tests, regression) 

confirmed statistically significant 

relationships between these factors and low 

maternal healthcare utilization.  Policy 

implication: Interventions should focus on, 

Economic support programs (to reduce cost 

barriers). Community health education (to 

address cultural misconceptions). 

Infrastructure improvement (better-equipped 

clinics and more skilled staff).   

Conclusion: The quantitative analysis 

provided a robust empirical foundation for 

understanding maternal healthcare 

challenges in Borno State. The combination 

of descriptive and inferential statistics 

allowed for both data summarization and 

hypothesis testing, ensuring reliable and 

actionable findings

.   

 DISCUSSION    

The findings of this study provide insightful 

perspectives on the factors affecting the 

utilization of maternal healthcare services 

among women of childbearing age in Borno 

State, Nigeria. The study examined six major 

factors: quality of health education, cultural 

beliefs and norms, poverty, norms and 

values, quality of health facilities, and 

availability of health personnel. The analysis 

revealed that all these factors significantly 

influenced maternal healthcare utilization. 

These findings align with previous research 

in the field, further emphasizing the need for 

strategic interventions to improve maternal 

healthcare services in Nigeria and other 

developing regions. . Theoretical Framework 

and Contextual Background; The study's 

findings align with Andersen's Behavioral 

Model of Health Services Use (1995), which 
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posits that healthcare utilization is 

determined by predisposing characteristics 

(cultural beliefs, norms), enabling resources 

(poverty, facility quality), and need factors. 

In the Borno State context, these elements 

interact uniquely due to: Historical 

underdevelopment of health infrastructure 

(FMOH, 2020) Persistent insurgency 

disrupting healthcare delivery (MSF, 2022), 

Deep-rooted patriarchal systems 

(Abdulrahman et al., 2021) 

One of the most significant findings was the 

impact of quality health education on 

maternal healthcare utilization. The study 

found that respondents strongly agreed that 

access to quality health education enhances 

maternal health service utilization (Mean = 

3.713, SD = 0.533). Women who receive 

adequate health education are more likely to 

seek professional maternal healthcare 

services, as they understand the importance 

of prenatal care, skilled birth attendance, and 

postnatal services. This finding is consistent 

with research by Lincetto et al. (2018), which 

found that increased maternal health literacy 

leads to improved health-seeking behaviors 

and better pregnancy outcomes. Furthermore, 

health education fosters trust in healthcare 

providers, as noted by Magoma et al. (2020), 

who observed that well-informed women are 

more confident in accessing maternal 

healthcare services. Despite these positive 

findings, challenges such as misinformation, 

cultural myths, and inadequate dissemination 

of health information remain barriers that 

need to be Quality Health Education 

(Mean=3.713), the strong correlation 

between health education and service 

utilization supports the Health Belief Model 

(Rosenstock, 1974). Recent evidence shows: 

Community-based education programs in 

Sokoto increased ANC attendance by 37% 

(Umar et al., 2021), Mobile health education 

in Kenya improved facility deliveries by 28% 

(Oluoch et al., 2020), and Digital literacy 

programs in India enhanced maternal health 

knowledge by 41% (Patel et al., 2022), 

addressed through effective communication 

strategies. Another important factor 

examined was the influence of cultural 

beliefs and norms on maternal healthcare 

utilization. The study revealed that cultural 

norms and beliefs significantly affect 

women's decisions regarding maternal 

healthcare services, with a mean score of 

3.373 (SD = 0.638). Many cultural traditions 

in Borno State prioritize traditional birth 

attendants (TBAs) over healthcare facilities, 

leading to low hospital attendance for 

maternal services. This finding is supported 

by a study conducted by Fagbamigbe and 

Idemudia (2016), which reported that cultural 

and religious norms in northern Nigeria 

discourage women from seeking institutional 

maternal healthcare. Additionally, patriarchal 

family structures often require women to 

obtain permission from their husbands before 

accessing healthcare services, further 

limiting utilization (Okonofua et al., 2019). . 

Cultural Beliefs and Norms (Mean=3.373); 

The study's cultural findings reflect the 

'Three Delays Model' (Thaddeus & Maine, 

1994): Delay 1: Cultural norms favoring 

TBAs (45% of births in NE Nigeria - NDHS 

2018) Del The item-by-item examination 

provides nuanced insights into specific 

sociocultural factors: Most Influential Factor 

(Highest Mean Score), Item 3 emerged as the 

strongest influencer with a mean score of 

3.45 (SD = 1.151):Social norms that support 

gender equality increase access to maternal 

healthcare services for marginalized groups. 

This finding highlights: The transformative 

potential of egalitarian gender norms in 

healthcare access Particular benefits for 

traditionally marginalized populations, the 

intersection between social justice and health 

outcomes, Least Influential Factor (Lowest 

Mean Score), Item 5 showed relatively 

weaker influence (M = 3.18, SD = 1.326): 

Poverty emerged as a major determinant of 

maternal healthcare utilization in the study 
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area, with a mean score of 3.484 (SD = 

0.597). Poverty (Mean=3.484), The 

economic barriers validate the 'Inverse Care 

Law' (Hart, 1971): 68% of maternal deaths 

occur among Nigeria's poorest quintile 

(World Bank, 2021),Transport costs 

consume 42% of healthcare budgets in rural 

households (Okoli et al., 2022), Conditional 

Cash Transfers in Niger increased facility 

deliveries by 33% (Richard et al., 2021) 

 Financial constraints prevent many women 

from accessing necessary maternal health 

services, leading to increased maternal and 

neonatal mortality rates. This finding 

corroborates previous research by Doctor et 

al. (2018), who found that the inability to 

afford transport, consultation fees, and 

medications significantly hampers maternal 

healthcare access in Nigeria. Additionally, 

impoverished families often prioritize other 

basic needs over healthcare, further reducing 

maternal service utilization. The World 

Health Organization (WHO, 2021) 

emphasizes that financial barriers remain a 

significant challenge in achieving universal 

maternal healthcare access in low-income 

settings. Implementing financial support 

programs such as subsidized maternal care, 

health insurance, and conditional cash 

transfers can help improve healthcare 

accessibility for economically disadvantaged 

women. 

The study also examined the influence of 

societal norms and values on maternal 

healthcare utilization, finding a mean score of 

3.229 (SD = 0.727). Social norms that 

devalue women's autonomy in healthcare 

decision-making significantly hinder 

maternal health service utilization. This is 

consistent with findings from Adamu and 

Salihu (2019), who reported that in many 

northern Nigerian communities, women rely 

on male household members to approve 

hospital visits, delaying timely maternal care. 

Furthermore, societal stigma associated with 

pregnancy complications discourages 

women from seeking medical assistance, as 

noted by Bohren et al. (2019). The findings 

reveal several important patterns; The 

moderate grand mean (3.229) suggests norms 

and values are recognized as influential but 

not necessarily dominant factors, The 

significant standard deviations (ranging 

1.151-1.326) indicate considerable variation 

in individual experiences and perceptions, 

Gender equality norms emerge as particularly 

powerful enablers of healthcare access, 

Communication norms appear less 

transformative in the current sociocultural 

context. In another finding Societal Norms 

and Values (Mean=3.229); Gender power 

dynamics demonstrate Foucault's bio power 

concept: Only 19% of women in Northeast 

Nigeria make independent health decisions 

(UN Women, 2022), Spousal approval 

increases facility delivery likelihood by 5.2x 

(Ahinkorah et al., 2021), Community gender 

dialogues in Ethiopia reduced maternal 

mortality by 22% (Gebremichael et al., 2023) 

Comparative Analysis with Previous 

Findings When contrasted with Tables 4.7 

(culture/beliefs) and 4.8 

(poverty):Norms/values show slightly 

weaker aggregate influence than poverty 

(3.484) but stronger than general cultural 

beliefs (3.373),Gender equality emerges as a 

cross-cutting theme across all three 

dimensions, The findings suggest an 

interactive effect between economic, 

cultural, and normative factors. 

 Addressing these societal norms requires 

robust advocacy campaigns that promote 

gender equality and women's empowerment 

in healthcare decision-making. 

The quality of health facilities was another 

critical factor affecting maternal healthcare 

utilization in Borno State. Respondents 

generally agreed that well-equipped 

healthcare facilities with skilled personnel 

enhance service utilization, with a mean 

score of 3.405 (SD = 0.559). This aligns with 

the findings of Ononokpono and Odimegwu 
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(2017), who emphasized that poor healthcare 

infrastructure, stockouts of essential drugs, 

and inadequate maternity wards deter women 

from accessing maternal healthcare services. 

. Quality of Health Facilities (Mean=3.405); 

the facility quality findings support 

Donabedian's (1988) framework: Structural: 

62% of Borno facilities lack emergency 

obstetric care (NBS, 2021), Process: 

Stockouts occur 38% of months (NPHCDA, 

2022), Outcome: Facility upgrades in Jigawa 

reduced maternal deaths by 29% (Dikko et 

al., 2023) 

The WHO (2021) highlights that quality 

healthcare facilities should be equipped with 

adequate medical supplies, trained personnel, 

and efficient referral systems to ensure timely 

intervention for pregnant women. Given the 

ongoing security challenges in Borno State, 

healthcare facility improvements should also 

consider the accessibility of services in 

conflict-affected areas. 

Finally, Health Personnel Availability 

(Mean=3.242); the workforce findings reflect 

WHO's Workload Indicators of Staffing 

Need: Nigeria has 4.3 midwives per 10,000 

population (vs WHO's 23) (WHO, 2023), 

Task-shifting to community workers in 

Malawi improved coverage by 41% (Bradley 

et al., 2022), Retention bonuses in Zambia 

reduced attrition by 58% (Zulu et al., 2021) 

 The availability of health personnel was 

found to be a significant factor influencing 

maternal healthcare utilization, with a mean 

score of 3.242 (SD = 0.535). The shortage of 

skilled maternal health professionals is a 

well-documented challenge in Nigeria. The 

study's findings align with research by 

Afulani et al. (2018), which found that a lack 

of qualified obstetricians, midwives, and 

nurses negatively affects maternal healthcare 

utilization. In many rural areas, healthcare 

workers are scarce, leading to longer wait 

times and inadequate service provision. 

Additionally, the quality of care provided by 

healthcare personnel significantly influences 

women's decisions to seek institutional 

maternal care. Studies by Freedman et al. 

(2020) indicate that respectful maternity care 

improves service utilization, while disrespect 

and abuse deter women from seeking facility-

based maternal care. Policymakers should 

focus on training and retaining skilled 

healthcare personnel, particularly in 

underserved regions like Borno State, to 

improve maternal health outcomes. 

CONCLUSION 

 The study concludes that multiple 

interrelated factors affect the utilization of 

maternal healthcare services in Magumeri 

Local Government. Quality health education 

significantly improves maternal health-

seeking behavior, but cultural and traditional 

beliefs still present major challenges. 

Economic constraints and poverty remain 

major barriers to accessing essential maternal 

healthcare services. Societal norms further 

restrict women's ability to make independent 

healthcare decisions. Additionally, the poor 

state of healthcare facilities and inadequate 

health personnel availability contribute to the 

underutilization of maternal health services. 

Addressing these challenges requires a 

holistic approach that integrates education, 

economic empowerment, cultural 

sensitization, and healthcare system 

improvements. 

RECOMMENDATIONS 

Based on the finding and conclusions 

of the study the following 

recommendations are made.  

a) Implementing training and capacity-

building programs for healthcare 

workers in Borno State can help improve 

their skills and knowledge  

b) Improving access to education and 

awareness about maternal health and 

reproductive rights can help reduce 

maternal morbidity and mortality in 

Borno State. 

c) Strengthening healthcare systems 

including healthcare infrastructure and 
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healthcare workforce, can help improve 

access to quality maternal healthcare 

services in Borno State. 

d) Addressing conflict and security 

challenges including providing 

humanitarian assistance and supporting 

conflict-affected communities, can help 

reduce maternal morbidity and mortality 

in Borno State. 

e) Government should site health 

facilities in every ward within the 

Magumeri Local Government Borno 

State Nigeria. 
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