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Abstract
Background: Maternal mortality in developing countries is an issue of global concern. Delivery
attended to by skilled birth attendants is emphasized as an important strategy for reducing maternal
deaths. Choice of birth place is determined by various factors. This study thus evaluates determinants
of noninstitutional birth places and reasons for the choice among women in Aba, South-East,
Nigeria. Materials and Methods: The study was descriptive cross-sectional in design carried out
among 420 women in Aba, a commercial city in Abia state, Nigeria. Cluster and simple random
sampling techniques were used to select the study participants. Data was collected using interviewer
administered questionnaire and analysed by SPSS version 17 software. Logistic regression analysis
was done to determine predictors of noninstitutional birth places and the result presented in tables.
Result: One hundred and sixty-four respondents (39%) had their last deliveries in a nonhealth
facility with unskilled attendants. These places included maternity homes (10.2%), traditional birth
attendants (11.9%), religious home (7.4%) and home deliveries (9.5%). There was statistical
significant diﬀerence between age, marital status, level of education, number of living children and
noninstitutional birth places. Reasons cited for choice of nonhealth birth places included cost, friendly
staﬀ and perceived experience of birth attendant. Conclusion/Recommendation: Noninstitutional
birth places are still prevalent in urban communities and women prefer these birth places for diverse
reasons. This study recommends an address of reasons for the choice of birth places among women.
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INTRODUCTION

I

mproving maternal health has been an issue of global concern.
The fifth millennium development goal (MDG) addresses
the reduction of maternal mortality ratio (number of maternal
deaths per 100,000 live births) by 75% between 1990 and 2015.[1]
In 2013, 289,000 maternal deaths occurred worldwide, most of
which were in low-income and middle-income countries and
were preventable.[2] Maternal deaths have however dropped by
45% since 1990 showing some progress towards the target,[3]
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but further improvements are needed to achieve the MDG
required annual 5.5% decline in maternal mortality ratio. Risk
of maternal mortality is highest for adolescent girls under
15 years[3] especially in developing countries where limited
resources are available for adolescent reproductive health
services. A woman’s life-time risk of maternal death – the
probability that a 15-year-old woman will eventually die from
a maternal cause – is 1 in 3700 in developed countries when
compared with 1 in 160 in developing countries.[3] Worldwide,
80% of maternal deaths arise from complications of severe
bleeding, infections, hypertensive disorders and unsafe abortion
in that order.[4] Other causes such as malaria and AIDS during
pregnancies have been reported.[4]
Knowledge of the causes of maternal deaths is important in
maternal mortality reduction.[5,6] One of the key indicators
in achieving MDG 5 is the proportion of women who had
their deliveries with skilled birth attendants;[7] countries where
more than 80% of women are taken care of by skilled birth
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attendants in pregnancy and delivery have low maternal mortality
ratio.[8] Monitoring of pregnancy and delivery by trained health
professionals is crucial in maternal mortality reduction. Antenatal
care, for instance, provides an opportunity for mothers to acquire
knowledge regarding pregnancy, child birth and post child birth
period including family planning choices. During antenatal visits,
pre-eclampsia is detected early and managed before the onset of
eclampsia and other life-threatening complications. Skilled care
during child birth can abort deaths from bleeding as well as prevent
infections to mother and child thereby preserving two lives;
mother and new born.[9,10] Almost 3 million newborn babies die
every year and an additional 2.6 million delivered as still birth.[11,12]
Developing countries are faced with limited resources and,
as a result, investment in health care delivery is little amidst
other competing projects.[13,14] Over 99% of maternal deaths
occur in developing countries.[2] The maternal mortality ratio
in 2013 was 230/100,000 live births as against 16/100,000 live
births in developed countries.[2] In developing countries, a high
proportion of women still deliver at home[15-17] with only 46%
deliveries attended to by skilled attendants.[2] Various factors
such a maternal age, parents education, residential area (urban/
rural), available health facility, distance to health facility and
perceived experiences of health professionals by mothers
determine choice of place of delivery among women.[13] Many
health professionals are ill-equipped in delivering reproductive
services to young women, and this have been shown to
contribute to reasons why women prefer noninstitutional
birth places.[18] In most African countries, decisions to access
maternity services are taken by mother-in-laws especially for
women who have little or no education and are financially
incapable. This is also possible in marriages where the women
are still very young to take decisions regarding health and
access to health care.[19]
Nigeria is one of the highest contributors of high maternal
mortality in developing countries with an MMR of 560/100,000
in 2013.[20] There has been some reduction in the figure from
1990 to 2013 (1200–560/100,000 live births) which can
be attributed to increasing government efforts to make maternal
care available to women of reproduction age group with
particular reference to the recent mid wives service scheme.
Low use of maternal health services [MHS] has been reported
as a major contributory factor to high maternal mortality in
Nigeria.[16,21-23] According to the National demographic and
health survey of 2013, about three-fifth of mothers (61%)
who participated in the 5 year study period attended antenatal
care in a health facility by a skilled health provider - a doctor,
nurse, midwife or a certified auxiliary midwife among whom
were women aged 20–34 years. This data was higher in urban
areas (86%) than rural areas (47%). The survey also showed
that 67% of women in urban areas and 23% of women in rural
communities had deliveries taken by a skilled health provider.
This data varies among geopolitical zones; the South-East and
South-West geopolitical zones reported a higher percentage of
deliveries attended by skilled health providers (82% and 83%
respectively) than the North-West and North-East (12% and
20% respectively).[24]

Decision to deliver with a skilled provider is dependent on
a lot of factors and the understanding of which is vital to
utilization of MHS. More studies have been carried out in rural
communities than urban regarding birth place preferences of
women. This study was, therefore, conducted to add to existing
literature on the determinants of noninstitutional birthplaces
among mothers in an urban community in Nigeria.

MATERIALS AND METHODS
This was a descriptive cross sectional study conducted in Aba,
Abia State in January, 2014. Aba is a major commercial town
in South-East, Nigeria with trading as the main occupation.
Aba is an Ibo speaking town though due to its commercial
activities, other tribes reside in it.
The health facilities in the area include a tertiary health
facility - Abia State University Teaching Hospital, which is owned
by the Government, Primary Health Care Centres distributed
in all the Local Government areas and privates hospitals. The
primary health centres deliver health services including maternal
and child health care with referrals to the tertiary hospital.
The study population comprised women who have had
at least one pregnancy carried to term in the last 2 years.
Interviewer-administered questionnaire was used to collect data
from the participants. This was pre-tested in another community
and adjusted thereafter. Information on sociodemographic,
antenatal care attendant in the last pregnancy, place of delivery
and reasons for the choice were obtained from the respondents.
Women who delivered in private hospitals were excluded from
the study. Women who lived within 2 km from any health
facility owned by the government were included in the study.
Sample size determination was calculated using the formula
n = Z2Pq/d2, where z is 1.96 at 95% confidence interval,
prevalence of 47% was used based on previous studies of birth
places in developing countries[14] and d, the tolerable standard
error margin of 0.05. Calculated minimum sample size of 382 was
obtained and adjusted to 420 using 10% nonresponse rate. Cluster
sampling and simple random sampling techniques were used to
select the study participants. With cluster sampling, the roads and
streets were selected, while simple random sampling by balloting
was used in choosing the women from each compound in cases
with many eligible women living within the premises. Ethical
approval was obtained from the Abia State University Research
and Ethics committee and verbal consent from the respondents.
Data was analysed using SPSS version 17 (Chicago). Result was
presented in tables. Chi-square was used to evaluate categorical
variables and 0.05 accepted as statistically significant. Logistic
regression was used to determine predictors of noninstitutional
birth place choices of respondents.

RESULTS
A total of 420 women participated in the study. The age range
was 15–59 years. Those 30–34 years were the highest in the
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study population 124 (29.5%) while women < 20 years of age
were the fewest 39 (9.3%). Twenty-one of the respondents (5%)
were single while a greater proportion, 345 (82.1%) married.
Most had secondary education, 156 (37.1%), semi-skilled
professions, 219 (52.1%) while 201 (47.9%) of their spouses
were unskilled workers. Two hundred and one (47.9%) had
three living children while 26 (6.2%) had none [Table 1]. One
hundred and sixty-four women (39%) did not deliver with
skilled birth attendants; 43 (10.2%) where in maternity homes,
50 (11.9%) with traditional birth attendants, 31 (7.4%) in
religious places and 40 (9.5%) at home [Table 2]. Table 2 also
shows that 328 (78.1%) attended antenatal care at the primary
health care centres while 269 (64.0%) attended antenatal at
the tertiary health facility. There was statistical significant
difference between noninstitutional birth place choices and
age (χ2 = 21.2; P = 0.000), marital status (χ2 = 17.5; P = 0.000),
level of education (χ2 = 74.5; P = 0.000), working category of
both the woman and her spouse (P = 0.000) and number of
living children (χ2 = 25.8; P = 0.000) [Table 3].
Mothers in age range 20–23-year-old were 5 times more
likely to deliver in noninstitutional birth places than those
35–39 years of age (OR = 5.384, 95%CI: 2.201–13.158).
Widows were 3 times more likely to deliver at noninstitutional
birth places than the married women (OR = 3.226, 95%
CI: 1.784–5.829). Women with no formal education were
6 times more likely to deliver in non health facilities than
those with secondary education (OR = 6.284, 95% CI:
3.658–10.794). Regarding work categories, unskilled women
were 23 times more likely to deliver in noninstitutional birth
places than the highly skilled women (OR = 23.083, 95% CI:
Table 1: Socio demographic characteristics of respondents
Variable
Age (years)
<20
20-24
25-29
30-34
35-39
40 and above
Age range 15-49
Marital status
Single
Married
Widowed
Highest level of education
None
Primary
Secondary
Tertiary
Working category
Unskilled
Semi-skilled
Highly-skilled
Number of living children
None
1
2
3
4
>4
Husbands work category
Unskilled
Semi-skilled
Highly skilled
104

Frequency (%) n=420
39 (9.3)
46 (10.9)
87 (20.7)
124 (29.5)
75 (17.9)
49 (11.7)
21 (5.0)
345 (82.1)
54 (12.9)
39 (9.3)
141 (33.6)
156 (37.1)
84 (20.0)
117 (27.9)
219 (52.1)
84 (20.0)
26 (6.2)
36 (8.6)
49 (11.7)
201 (47.9)
97 (23.1)
11 (2.5)
201 (47.9)
146 (34.7)
73 (17.4)

10.623–50.149). Women with one living child were 1.9 times
more likely to deliver with unskilled birth attendants than
women with four living children [Table 4].
Table 2: Distribution of respondents by place of antenatal
care and delivery
Variable
Place of antenatal*
Maternity
Traditional birth attendants
Religious places
Home
Primary health care centres
Tertiary hospital
Others
Place of delivery
Noninstitution birth place
Maternity home
Traditional birth attendant
Religious places
Home delivery
Total
Institution birth place
Primary health care
Tertiary hospital
Total

Frequency (%) n=420
27 (6.4)
13 (3.1)
19 (4.5)
0 (0.0)
328 (78.1)
269 (64.0)
16 (3.8)
43 (10.2)
50 (11.9)
31 (7.4)
40 (9.5)
164 (39.0)
201 (47.9)
55 (13.1)
256 (61.0)

*Multiple responses

Table 3: Association between socio demographic
characteristics and NIBP
Variable
Age (years)
<20
20-24
25-29
30-34
35-39
40 and above
Total
Marital status
Single
Married
Widowed
Total
Highest level of
education
None
Primary
Secondary
Tertiary
Total
Work category
Unskilled
Semi-skilled
Highly skilled
Total
Number of
living children
None
1
2
3
4
>4
Total
Husband’s
work category
Unskilled
Semi-skilled
Highly skilled
Total

NIBP
Yes

No

Total

χ2/P

21 (53.8)
28 (60.9)
34 (39.1)
48 (38.7)
22 (29.3)
11 (22.4)
164 (39.0)

18 (46.2)
18 (39.1)
53 (60.9)
76 (61.3)
53 (70.7)
38 (77.6)
256 (61.0)

39 (100.0)
46 (100.0)
87 (100.0)
124 (100.0)
75 (100.0)
49 (100.0)
420 (100.0)

χ2=21.2
P=0.000

11 (52.4)
119 (34.5)
34 (63.0)
164 (39.0)

10 (47.6)
226 (65.5)
20 (37.0)
256 (61.0)

21 (100.0)
345 (100.0)
54 (100.0)
420 (100.0)

χ2=17.5
P=0.000

28 (71.8)
82 (58.2)
45 (28.8)
9 (10.7)
164 (39.0)

11 (28.2)
59 (41.8)
111 (71.2)
75 (89.3)
256 (61.0)

39 (100.0)
141 (100.0)
156 (100.0)
84 (100.0)
420 (100.0)

χ2=74.5
P=0.000

86 (73.5)
69 (31.5)
9 (10.7)
164 (39.0)

31 (26.5)
150 (68.5)
75 (89.3)
256 (61.0)

117 (100.0)
219 (100.0)
84 (100.0)
420 (100.0)

χ2=91.9
P=0.000

14 (53.8)
21 (53.8)
27 (55.1)
55 (27.4)
41 (42.3)
6 (54.5)
164 (39.0)

12 (46.2)
15 (41.7)
22 (44.9)
146 (72.6)
56 (57.7)
5 (45.5)
256 (61.0)

26 (100.0)
36 (100.0)
49 (100.0)
201 (100.0)
97 (100.0)
11 (100.0)
420 (100.0)

χ2=25.8
P=0.000

101 (50.2)
57 (39.0)
6 (8.2)
164 (39.0)

100 (49.8)
89 (61.0)
67 (91.8)
256 (61.0)

201 (100.0)
146 (100.0)
73 (100.0)
420 (100.0)

χ2=39.7
P=0.000

NIBP - Noninstitutional birth place
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Reasons for choice of noninstitutional birth places included
cost 125 (76.2%), staff availability 107 (65.2%), and friendly
attendant 164 (100.0%) [Table 5].

DISCUSSION
The aim of this study was to evaluate the noninstitutional
birth places in an urban community and reasons for the choice.
Urban residential areas, usually, have more infrastructures in
health care facilities than rural areas, and thus, usage of MHS
is expected to be high. The findings from this study adds to
existing literature in two facets; one the study area is an urban
community with fairly equipped health facilities that deliver
maternal services and good referral system to the tertiary
hospital thus eliminating an unequipped health facility as a
factor for non usage of MHS. Secondly, women who lived
within 2 km of any health facility were included in the study
so as to exclude distance that has been reported in previous
studies as a known barrier for the utilization of MHS.[14,15] This
inclusion criterion enabled the researchers to determine other
reasons other than distance as a limiting factor in institutional
birth place choices.
Table 4: Multivariate regression analysis of NIBP preference
among respondents
Variable
Age (years)
<20
20-24
25-29
30-34
35-39
40 and above
Marital status
Single
Married
Widowed
Educational status
None
Primary
Secondary
Tertiary
Work category
Unskilled
Semi-skilled
Highly skilled
Husband’s work category
Unskilled
Semi-skilled
Highly-skilled
Number of living children
None
1
2
3
4
>4

OR

SE

P

95% (CI)

4.038
5.384
2.221
2.187
1.436
1

0.469
0.456
0.405
0.386
0.432

0.001
0.000
0.02
0.02
0.2

1.611-10.125
2.201-13.158
1.004-4.914
1.026-4.66
0.616-3.350

2.087
1
3.226

0.449

0.05

0.866-5.033

0.302

0.000

1.784-5.829

6.284
3.429
1
0.296

0.276
0.245

0.000
0.000

3.658-10.794
2.121-5.540

0.394

0.001

0.137-0.641

23.083
1.344
1

0.396
0.381

0.000
0.000

10.623-50.149
1.817-8.093

1.578
1
0.139

0.219

0.01

1.027-2.423

0.459

0.000

0.056–0.342

0.443
0.396
0.352
0.257

0.1
0.06
0.5
0.000

0.669-3.796
0.881-4.158
0.513-2.038
0.311-0.852

0.639

0.2

0.469-5.732

1.594
1.913
1.023
0.515
1
1.639

NIBP - Noninstitutional birth place, SE - Standard error, CI - Confidence
interval, OR - Odds ratio

Table 5: Reasons for preference of NIBP
Reason*
Cheaper
Availability of staff
Friendly
Husband: Preference
Mother-in-law’s preference
Staff is experienced

Frequency (%) n=164
125 (76.2)
107 (65.2)
164 (100.0)
67 (40.9)
33 (100.0)
118 (72.0)

*Multiple responses. NIBP - Noninstitution birth places

Variations in socio-demographic characteristics have been
reported to affect decisions on choice of birth places among
women.[5,15] Extreme age groups (young and older women) have
a higher risk for birth complications[2,25] and thus the need to
have their deliveries attended to by skilled birth attendants; this
does not however exclude women in other age groups. In this
study, 9.3% of the respondents were less than 20 years and 11.7%
were 40 years and above. One hundred and sixty-four (39%)
respondents in this study utilized noninstitutional birth places
in their last delivery, with traditional birth attendants (11.9%)
being the highest patronised. This is similar to the 2013 National
Demographic Health survey.[24] Choice of birth places in Nigeria
varies among the geo-political zones and related to factors such
as accessibility, culture, education and differences in maternal
mortality within these zones.[24,26,27] A study conducted in
South-West Nigeria, showed a high use of maternity services
with only 20% of the respondents delivering with traditional
birth attendants[28] while another study in Northern Nigeria
reported a much lower use of maternal services.[22]
Most women in this study received antenatal care in health
facilities; 78.1% in Primary health care facilities and 64% in
the tertiary hospital. This finding is interesting considering the
high proportion of women who had antenatal visits in health
facilities as against a lower proportion (61%) who eventually
gave birth in these health facilities. The women also reported
registering for antenatal care in more than one health facility,
although the reasons were not obtained in this study. Some
women who registered in a health facility also registered in non
health facility showing a prior preference for noninstitutional
delivery. Further studies should be conducted to determine the
reasons why women registered for antenatal care with unskilled
attendants. Antenatal care is a key entry point for an uneventful
pregnancy, child birth and post natal period.[5] Experiences of
women during antenatal care can influence their decisions to
deliver in health facilities.[29,30] Antenatal care also provides
an opportunity for early diagnosis and prompt intervention
of diseases and complications.[31]
In this study, age, marital status, education, work category,
number of living children and husband’s work category
were all statistically significant with use of noninstitutional
birth place choices. Younger women from this study utilized
noninstitution birth facility which differs from some other
studies[5,14,18] but similar to a report in a Malawian study.[32]
The reason for this observation can be explained by lower
level of education, unskilled and semi-skilled work category
of the respondents. These young women might also have
been victims of early marriage when they had not completed
their education nor adequately learnt any skill. Education is
a proven factor affecting utilization of maternal services.[33-35]
This study revealed that women with no formal education
utilize noninstitutional birth places more than those with
secondary or tertiary education. Educated women are, usually,
better informed on the importance of skilled birth attendants
in maternal health and are thus better equipped in decision
taking regarding their health. Women who were single or
widowed from this study were more likely to have deliveries
with unskilled birth attendants than the married women. This
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is consistent with studies conducted elsewhere.[16,17,22,25] Such
women have autonomy in taking decisions regarding birth
places since there was no spouse to influence the decisions. It
also shows the role of the male partner in decisions regarding
utilizations of MHS.
Parity was an important factor that affected birth place
preferences from this study; women with more than four
children (higher parity) delivered in noninstitutional birth
places. This is similar to previous studies.[32,33] Multiparous
women are, usually, better experienced and have developed
some level of confidence in child birth especially if they have
not had birth complications in previous deliveries. Lower
parity (0–1 living child) from the result of this study was also
seen to be associated with a high preference for noninstitutional
birth places. This however differs from previous studies,[32,33]
and may be related to lower educational status and unskilled
status of the women who were ill-equipped before marriage.
Socio-economic status of the family has been reported as a
predictor to choice of health care.[34,35] This study showed
that women whose husbands were unskilled or semi-skilled
utilized noninstitutional birth places than those with highly
skilled spouses.

CONCLUSION
Noninstitutional birth places are still prevalent in urban
communities from the result of this study and women still prefer
unskilled attendants to take their deliveries for various reasons.
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