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This paper examined the influence of socio-demographic characteristics 

of displaced persons in flood affected States in Nigeria on their access 

and utilization of maternal health care services during displacement. A 

sample of 400 women who experienced displacement from their home 

during the 2012 flood disaster was purposively selected in Niger and 

Kogi State. The results showed that 98.0% of the displaced persons had 

health facilities close to their camp and most of these facilities were 

mainly Health Posts. The odds of a displaced person without education 

attending Antenatal clinic during displacement was 82.2% less than a 

displaced person with tertiary education while women with lower parity 

were less likely to attend antenatal clinic during their displacement. The 

study concluded that some background characteristics of the displaced 

persons had great influence on the use of maternal health care services 

during displacement which helped improve maternal health conditions 

in displaced setting. 
               Copy Right, IJAR, 2018, All rights reserved. 

…………………………………………………………………………………………………….... 

Introduction 
Maternal morbidity and mortality is generally high in Sub-Saharan Africa and also in northern Nigeria in particular 

with the goals of safe motherhood eluding many governments. Maternal healthcare services are provided to pregnant 

women in order to monitor the progress of the pregnancy, delivery and to give mother and child proper antenatal and 

post-natal care. World Health Organization (WHO) estimated that 587,000 maternal deaths (World Health 

Organization, 2010) result each year from complications arising from pregnancy. Sub-Saharan Africa accounts for 

most of these deaths while Nigeria accounts for about 10% of all maternal deaths globally and has the second 

highest maternal mortality rate in the world after India (World Health Organization, 2004; Adam et al, 2005). These 

deaths are unjust and can be avoided with key health interventions, like provision of antenatal care and medically 

assisted delivery (Adam et al, 2005; MCcaw-Binns et al, 2007). 

 

The recent sharp increase in the number of IDPs, up by 7.5 per cent at the end of 2011 was linked to worsening 

conflict and violence throughout Sub-Saharan Africa. About two-thirds of the world's forcibly uprooted people are 

displaced within their own country. According to Internal Displacement Monitoring Centre (IDMC), the global 

number of IDPs has steadily increased from a total of around 17 million in 1997 to 28.8 million in 2012. Women in 

displaced setting are at increased risk of maternal mortality because of absence of essential health facilities. 

Maternal health care in emergency situation is not a luxury, but a necessity that saves lives and reduces illness. 

Socio-demographic characteristics of women are strong influence on utilization of maternal health services among 

the people. In this regard, some good examples are maternal age and parity, education, poverty, place of delivery 
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and residence (World Health Organization, 2007). Hence, this study focuses on the effect of the socio-economic and 

demographic characteristics of the displaced persons to overcome the barriers to access of maternal health services 

and its outcome on utilization of this essential health services among expecting mothers who are displaced. 

 

Statement Of The Problem:- 

High maternal morbidity and mortality rate is a huge public health problem in the developing countries of the world, 

including Nigeria. Despite the existence of national programs for improving maternal and child health in Nigeria, 

maternal mortality and morbidity continue to be high. In recent times, the Nigerian government has developed 

numerous policies and strategies that focus generally on health and, specifically, on maternal health. These policies 

recognize maternal mortality as a national problem and acknowledge the weaknesses of the health-care system in 

addressing women’s health issues. The recent increase in the number of internally displaced persons due to conflicts, 

violence, natural disaster and developmental projects in Nigeria has made some of the Nigerian populace to be in 

deprived conditions in term of access to good and quality health care which exposed women who are pregnant to 

higher risk and the health strategies of the Nigerian government did not adequately capture the health needs of the 

displaced persons, hence this study seeks to know if government policies on health tend to cover people in the 

displaced situation.  

 

 Studies have shown that the majority of maternal deaths and disabilities can be prevented through early and timely 

access to and utilization of quality MHCS (Bhatia, 1993; Babalola & Fatusi, 2009). However, many women in 

developing countries do not have access to MHCS and it is reported that the use of such services remain low in sub-

Saharan Africa (Mekonnen & Mekonnen, 2002; Mpembeni, 2007), including Nigeria (Galadanci et al, 2007; 

Babalola & Fatusi, 2009); where only 58% of women have attended at least one antenatal clinic during pregnancy, 

39% of births are attended to by a skilled professional, 35% of deliveries take place in a health facility and 43.7% 

receive postnatal care (Nigeria Demographic Health Survey, 2008).These MHCS eludes most women in displaced 

setting because of many factors that serves has deterrent to their access to and utilizations of these important 

services. Previous studies have focus on community, individual and household factors associated with the use of 

maternal health services, however, studies have not sufficiently examined the displaced persons access to and 

utilization of maternal health services, hence this study.  

 

Objectives of the Paper 

The objective of the paper is to examine the contributions of socio-demographic characteristics of the internally 

displaced persons in explaining their access and utilization of maternal health care during displacement and also 

examine the level of responsiveness of Nigerian government to the provision of maternal health care services to 

people in displaced setting. 

 

Literature Review 

Displacement in Africa is complex. People are displaced for different reasons; conflict, natural disasters while some 

are evicted for urban renewal projects and still others are displaced because of large-scale development projects. 

Africa has more internally displaced persons (IDPs) than refugees; in fact, there are nearly five times as many IDPs. 

In 2010, there were around 2 million refugees in sub-Saharan Africa while the corresponding figure for IDPs was 

around 11 million (United Nations Office for the Coordination of Humanitarian Affairs, 2011). Africa is, and has 

long been, the region with the largest number of IDPs in the world. Out of an estimated 26.4 million IDPs in the 

world at the end of 2011, there were some 9.7 million IDPs in Sub-Saharan Africa, a figure which is down by 13 

percent from 2010 when there were just over 11 million. 

 

The World Health Organization constitution in 1948 defined the Right to Health as the right of all people “to the 

enjoyment of the highest attainable standard of physical and mental health”. According to General Comment 14, the 

right to the highest attainable standard asserts the right to the highest possible level of health, which is a relative 

level dependent on individual biology, socio-economic conditions and available resources. However, the maternal 

health rights of women in the context of displacement are inadequately addressed in policy at the national level of 

many countries and the provisions applicable for the general population applies equally to IDPs. According to the 

1998 United Nations Guiding Principles on Internal Displacement; it states that internally displaced persons shall 

enjoy, in full equality, the same rights and freedoms under international and domestic law as do other persons in 

their country. They shall not be discriminated against in the enjoyment of any rights and freedoms on the ground 

that they are internally displaced. These Principles shall be observed by all authorities, groups and persons, 

irrespective of their legal status, and applied without any adverse distinction. In particular, the Guiding Principles 
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states explicitly that special attention should be given to the health needs of women, including access to quality 

health care services, such as maternal health care.  

 

An assessment carried out in Southern and East African countries on progress made towards the Abuja target, 

Govender et al (2008) observed that among countries reviewed, only Zambia and Malawi have made considerable 

progress towards the target, with the health sector’s share of total government expenditure increasing consistently 

from 8% and 5%, respectively, in 1997 to nearly 11% and 7% in 2000 and almost 18% and 11% in 2003 (thus, 

Zambia exceeding the Abuja target). 

 

Different factors prevent women from utilizing skilled services, for example, in a study carried out in the Ahafo-Ano 

South district, Ghana, it was revealed that inaccessible roads to health facilities and the lack of access to vehicles 

account for the low utilization of skilled attendants (Nai- Adjei, 2008). According to UNFPA (2004), difficult 

geographic terrain and limited transportation may present obstacles to reaching a skilled attendant. Tsanga (2011) 

suggested that the main challenges for poor rural women in accessing health care include transportation difficulties, 

poverty and lack of access to health care information. A study in Nepal shows that living far away from a health 

facility is eight times more likely to lead to non-use of the health facility for delivery (Wagle et al, 2004). Claeson, 

et al (2001) agrees that if proximity to health services are not easily accessible, then the issue of whether they are 

properly staffed or not is irrelevant. 

 

The study carried out in Ahafo –Ano South district, Ghana, showed that cost can be an important obstacle to the 

decision to seek lifesaving care in many settings. For most women, cost was a major barrier to obtaining appropriate 

medical care; those delivering in a public facility had to pay medical fees, anesthetic and antibiotic costs and the cost 

of surgical supplies, such as gloves and surgical drapes (Nai Adjei, 2008). Mrisho et al (2007) assert that women 

still deliver at home despite the availability of maternity services and cite fees and low income as reasons for not 

using the health facility in Nigeria. Further, the reproductive health needs of women are exacerbated by the 

likelihood that the health services are extremely limited or essentially unavailable. Consequently, complications of 

pregnancy and child birth are not addressed appropriately. It is estimated that about 15% of pregnant women in 

emergency situations experience complications during pregnancy or delivery that are life-threatening and require 

emergency obstetric care (World Health Organization, 2005). When such care is not available, the likelihood of 

maternal death increases. 

 

In Nigeria, according to the 2008 Nigerian Demographic Health Survey (NDHS), Nigeria’s maternal mortality ratio 

(MMR) is high, at 545 maternal deaths per 100, 000 live births, well above the 2015 MDG target of 147 per 100, 

000. Although, vast majority (58%) of women were reported to have received some antenatal care (ANC) from a 

skilled provider, among these women 45% had visited antenatal clinics at least four times during pregnancy, and 8% 

reported two or three antenatal visits while 2%t of the women had just one antenatal care visit, 36 percent did not 

receive any antenatal care visit (NDHS, 2008). More than half of Nigeria’s births occur at home. 35% of births in 

Nigeria are delivered in a health facility; 20% deliveries occur in public sector facilities and 15% in private facilities. 

Three out of five births (62%) occur at home. The most commonly given reasons for not going to a health facility to 

give birth were cost, distance and a lack of transportation (NPC & ICF Macro, 2009). 

 

In terms of safe motherhood, the 2001 assessment of reproductive health services of IDPs in Angola painted a very 

bleak picture (Meriwether et al, 2001). Antenatal care was available at only some health posts and health centres, 

although it was noted that few women accessed antenatal care, possibly because women level of awareness of the 

importance of antenatal care or that services were not widely available and accessible to them. Majority of women 

were said to deliver at home with a TBA in attendance; ‘home’ for an IDP was described as a tent shared with 

another family or a straw hut with a dirt floor. Some deliveries took place under a tree, in a classroom or in some 

other structure within the camp. Additionally, the hospitals had very poor sanitary conditions and were poorly 

equipped and staffed, leading to high rates of life-threatening postpartum infections, among other complications 

(Meriwether et al, 2001).  

 

Krause (2003) in his assessment carried out in Colombia, showed the reproductive health needs of IDPs rather than 

assessing existing services. Nonetheless, in terms of safe motherhood services, the report indicated that IDP women 

received less antenatal care than did Colombian women as a whole. In addition, because of their inability to pay for 

services, IDP women who needed EmOC were referred from one hospital to another, delaying the provision of 

lifesaving care. (Krause, 2003). 
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Hynes et al (2002) study of reproductive health indicators and outcomes among refugees and IDPs living in 52 post-

emergency phase camps in seven countries (Azerbaijan, Ethiopia, Myanmar, Nepal, Tanzania, Thailand, and 

Uganda) was that refugees and IDPs in most post-emergency phase camps had better reproductive health outcomes 

than people in their respective host country and country-of-origin populations.  

 

A number of socio-demographic characteristics of the individual affect the underlying tendency to seek care (Addai, 

2000). In this regard, good examples are maternal age and parity, which have been examined as determinants of 

health care use repeatedly (Adekunle et al, 1990; Celik and Hotchkiss, 2000; Leslie and Gupta, 1989). The greater 

confidence and experience of the older and higher parity women, together with greater responsibilities within the 

household and for child care, have been suggested as explanatory factors for their tendency to use services less 

frequently (Kwast and Liff, 1988). Maternal education has also been shown repeatedly to be positively associated 

with the utilization of maternity care services (Addai, 2000; Addai, 1998; Akin and Munevver, 1996; Beker et al, 

1993; Celik and Hotchkiss, 2000; Ferdnandez, 1984; Stewart and Sommerfelt, 1991).  

 

Another important factor in the utilization of maternal care services, especially in Africa, is the cultural background 

of the woman (Leslie and Gupta, 1989; Pelto, 1987). The cultural perspective on the use of maternal health services 

suggests that medical need is determined not only by the presence of physical disease but also by cultural perception 

of illness (Addai, 2000). In most African rural communities, maternal health services coexist with indigenous health 

care services; therefore, women must choose between the options (Addai, 2000). The use of modern health services 

in such a context is often influenced by individual perceptions of the efficacy of modern health services and the 

religious beliefs of individual women (Adetunji, 1991). Moreover, in many parts of Africa, women’s decision-

making power is extremely limited, particularly in matters of reproduction and sexuality (World Health 

Organization, 1998).   

 

Methodology:- 
The study used primary data. Two States that were affected by 2012 flood in North Central (Niger and Kogi State) 

were used for the study; the rationale for the selection is that these States were most affected by the 2012 flood in 

the North-Central zone. Local Government Area that were greatly affected by the flood in the selected States was 

used for the study; Wushishi and Shirroro Local Government Areas (LGAs) in Niger State and Lokoja and 

Ajaokuta(LGAs) in Kogi State. Since the study is on maternal health care utilization, the target groups are women 

aged 15-49 years old that experienced displacement from their homes during the 2012 flood disaster in the selected 

LGAs. The National Population Commission Enumeration Area (EA) of the selected LGAs was used to generate the 

frame for the study. Five EAs were randomly selected and used in each LGA.  From each of the selected EA, 20 

respondents that were affected by the flood were purposively selected and interviewed. A total of one hundred 

respondents were interviewed from each LGA. In total, 400 respondents were purposively selected and interviewed 

from the two states. One Focus Group Discussion (FGD) was conducted in each of the selected LGAs in order to 

collect additional information on experiences as regards maternal health services during the displacement. Each 

FGD had at least eight persons to participate in the discussion. The target populations in this study are all the women 

aged 15-49 in communities that were affected by the 2012 flood and were displaced from their usual place of 

residence for some time before their return.  

 

Data Analysis:- 

In order to examine all aspects of data collected, quantitative and qualitative methods of data analysis were used. 

The descriptive analysis employed the use of frequency distribution table for all the variables considered during 

displacement. The bivariate analysis revealed the pattern of association between some background characteristics of 

the displaced persons (e.g age of mother, parity and religion) were cross tabulated against utilization of maternal 

health like Antenatal care clinic attendance and use of trained medical personnel for delivery. 

 

Binary logistic regression analysis was used to assess the relationship between the independent variables and the 

dependent variable. Logistic regression analysis is used because of its similarity to linear regression model and due 

to the dichotomized nature of the dependent variable. Controlling for some factors at different stages, a nested model 

logistic regression analysis was applied in examining the net effects of some statistically significant independent 

variables on the dependent variable. Utilization of maternal health services among the displaced persons is the 

outcome variable in this study and as stated earlier; it is measured in four ways. Therefore, to be able to see the 

nested effect of all the independent variables on utilization of maternal health services among the displaced persons, 
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the application of the proposed logistic regression model was performed. Reference category (RC) takes on the 

value of one (1.000) and any value less than one implies that displaced persons in that category have a lower 

probability of utilizing maternal health services.  

 

Availability and Type of Health Facilities in the Camp/Host Communities 

The availability of health facilities in communities where the displaced persons were camped is an essential factor to 

encourage utilization of health care services. The distribution of respondents as shown in Table 1 indicates that most 

of the respondents (98.0%) had health facilities close to where they were camped. As shown in Fig.1, the types of 

health facilities available in the camp were mostly Health Post (60.0% 

Source: Survey report, 2011 

 

 
Fig 1: Percentage distribution of respondents on Type of Health Facility available in Camp 

 

Distance of Health Facilities from the Camp/Host Communities 

Proximity of the health facilities to the displaced person’s camp can be a source of encouragement in their use of 

maternal health service. As depicted in Fig.2, more than half of the respondents (53.7%) claimed that the health 

facilities are located at a close distance of less than 1km from the camp while 30.3% reported that the health 

facilities were within the range of 1-2km from the camp; the remaining 16.0% said that the health facilities is far 

from the camp (more than 3km).  

Percentage of Respondents 
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 Frequency Percentages 

Yes 392 98.0 

No 8 2.0 

Total 400 100.0 
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Fig 2: Percentage distribution of respondents on Distance of Health Facility from the Camps 

 

Utilization of Maternal Health Services 

The indicators that were used to measure the extent of utilization of maternal health services in this paper are 

antenatal clinic attendance and use of trained medical personnel during delivery. The distribution of respondents as 

presented in Table 2 shows that most of the women (87.5%) attended antenatal care clinic during pregnancy during 

their displacement although most of the women (68.0%) started ANC during the second trimester of their pregnancy 

while some started in third trimester (20.8%). The Nurse/Midwife mostly assisted the women during delivery 

because most of the available health facilities to the camps of the displaced persons were mainly health post and is 

managed mainly by nurses or midwife. Majority of the women had a normal delivery (98.7%).  

 

Table 2: Percentage distribution of respondents by Utilization of Maternal Health Services 

Source: Survey report, 2014 

Percentage of Respondents 

D
is

ta
n

ce
 o

f 
H

e
a

lt
h

 F
a

ci
lit

y 

Characteristics Frequency (n=400) Percentages 

Had Antenatal 

Yes 

No 

Who did you see? Doctor 

Yes  

No 

Nurse/Midwife 

Yes  

No 

Traditional Birth Attendant 

Yes 

No 

Community Health worker 

Yes  

No 

When ANC started 

First trimester 

Second trimester 

Third trimester 

Number of ANC visits during pregnancy 

1-3 

4-6 

7+ 

 

350 

50 

 

31 

369 

 

278 

122 

 

2 

398 

 

79 

321 

 

45 

272 

83 

 

108 

155 

137 

 

87.5 

12.5 

 

7.8 

92.2 

 

69.5 

30.5 

 

0.5 

99.5 

 

19.8 

80.3 

 

11.3 

68.0 

20.8 

 

27.0 

38.7 

34.3 
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Influence of Respondent’s Background Characteristics on selected Indicators of Barrier to Utilization of 

Maternal Health Services 

A number of socio-demographic characteristics of individual influence the underlying tendency to seek care (Addai, 

2000). However, accessing this care in a displaced circumstance may be hindered by distance of hospitals, cost of 

services and attitude of the medical personnel. The relationship between the background characteristics of the 

respondents and its influence to overcome some challenges to the use of maternal health services among the 

displaced persons cannot be overemphasized.  

 

Table 3: Relationships between selected Background Characteristics of Respondents and Assisted by Trained 

Medical Personnel during Delivery 

 Assisted by Trained Medical Personnel Chi Square P-Value 

Trained Person Untrained 

Person 

Total   

Educational 

Attainment 

None 

Primary 

Secondary 

Tertiary 

Total 

 

 

63 (90.0) 

140 (92.7) 

44 (93.6) 

77 (58.3) 

324 (81.0) 

 

 

7 (10.0) 

11 (7.3) 

3 (6.4) 

55 (41.7) 

76 (19.0) 

 

 

70 (100.0) 

151 (100.0) 

47 (100.0) 

132 (100.0) 

400 (100.0) 

 

 

 

 

66.08 

 

 

 

 

 

0.00 

 

Religion 

Christianity 

Islam 

Others 

Total 

 

90 (95.7) 

234 (77.0) 

0 (0.0) 

324 (81.0) 

 

4 (4.3) 

70 (23.0) 

2 (100.0) 

76 (19.0) 

 

94 (100.0) 

304 (100.0) 

2 (100.0) 

400 (100.0) 

 

 

25.00 

 

 

 

0.00 

 

 

Education has been shown to be one of the factors that influence a person’s desire to seek quality health care 

(Adamu, 2011). Table 3 indicates that 81.0% of the respondents were assisted by trained medical personnel during 

delivery of their babies. It was discovered that among respondents with primary, secondary and tertiary education, 

92.7%, 93.6% and 58.3% respectively used trained medical personnel for delivery of their babies. The finding 

further shows that education has a great influence on the behavior of the displaced persons in connection to the use 

of trained medical personnel for delivery (Chi-Square = 66.08; df =3; p<0.05). Also, most of the respondents with 

no formal education made use of trained medical personnel (90.0%) for the delivery of their babies even though they 

have never attended formal school. This is possible because they might have received enlightenment on the 

importance of using trained medical personnel from their relatives, friends or neighbor which is also a form of 

education which would have informed their decision to use the trained personnel during delivery.  

 

Table 3 further showed that among the Christian (95.7%) were assisted by trained medical personnel during the 

delivery of their babies while among the Muslims faithful (77.0%) used the services of trained medical personnel for 

the delivery of babies. Religion is shown to have influence on the attitude of his members in seeking health care 

services (Chi-Square = 25.00; df =2; p<0.05). it implies that religion is significant to the use of trained medical 

personnel by the displaced persons during delivery of their babies because the sermon heard from the religious 

leaders goes a long way to influence the decision of type of health care service that will be seek by members of the 

religious group.  

 

 

Who assisted during delivery 

Doctor 

Nurse/Midwife 

Community Health Attendant 

Traditional Birth Attendant 

Friend/Relative 

Were you delivered by Caesarean Section? 

Yes 

No 

 

42 

282 

42 

4 

30 

 

5 

395 

 

10.5 

70.5 

10.5 

1.0 

7.5 

 

1.3 

98.7 
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Multivariate Analysis 

Table 4 & 5 presents odds ratio estimates from logistic regression analysis models on the use of maternal health care 

services among displaced women by selected background characteristics. The multivariate analyses help to predict 

the outcome of the dependent variable based on the values of a set of predictors (independent variables) running 

simultaneously in a single model.  Utilization of maternal health services is the outcome or dependent variable in 

this study and it is measured in four ways; (1) antenatal clinic attendance (2) assisted by trained medical personnel 

during delivery while the set of independent variables considered in this study includes age, education, children ever 

born and religion. Therefore, to be able to see the nested effect of all the independent variables of the displaced 

persons on utilization of the maternal health services, the regression model was performed. As presented in Table 4, 

it shows the relative effects of selected background characteristics of the displaced persons on Antenatal clinic 

attendance. The result shows that the odds ratio of a displaced person without education attending Antenatal clinic 

during displacement is (82.2%) less likely to attend Antenatal clinic than a displaced person with tertiary education 

while among the displaced persons with secondary education the odds ratio of antenatal clinic attendance during 

displacement is (16.2%) less than a displaced person with tertiary education. The table further shows that displaced 

persons who are not Christians are less likely to attend Antenatal clinic than the Christians. The table reveals that the 

odds ratio of antenatal clinic attendance of a Muslim faithful in the displaced camp is 94.8% less than a displaced 

person who is a Christian. The result is not statistically significant which implies that religion of a displaced person 

is not the major predictor of antenatal clinic attendance. 

 

 The number of children ever born by the displaced persons is also not statistically significant to Antenatal clinic 

attendance as depicted in Table 4, the result shows that respondents with lower parity are less likely to attend 

antenatal clinic during their displacement. The odds ratio of a displaced person with (1-3) children to attend 

antenatal clinic is 25.1% less than a displaced person with more than three children. This implies that those with 

more children have experience and have seen needs to attend antenatal clinic during pregnancy than those without 

children. Finally, the age of the displaced persons was considered to know the effect age of the displaced persons on 

Antenatal clinic attendance, the result indicates that displaced woman who is between the age range 15-24 years is 

35.3% less likely to attend antenatal clinic than a displaced woman that is over 45 years, although the result is not 

statistically significant to Antenatal clinic attendance.  

 

Table 4:- Odds Ratios (Logistic Regression Models) of Antenatal Clinic Visits and Socio-economic Variables of 

Respondents. 

Variables ANTENATAL VISITS 95% Confidence Interval 

B. Coefficient Odd ratio Significant Lower Upper 

Educational 

Attainment 

No Education 

Primary 

Secondary 

Tertiary 

 

Religion 

Islam 

Others 

Christianity 

 

Children Ever Born 

No Child 

1-3 

4-6 

7+ 

 

Age Group 

15-24 

25-34 

35-44 

Over 45 

 

 

-1.725 

-0.302 

-0.176 

RC 

 

 

-2.948 

-2.015 

RC 

 

 

-0.130 

-0.289 

-0.906 

RC 

 

 

-0.435 

-0.439 

-1.032 

RC 

 

 

0.178 

0.740 

0.838 

1.000 

 

 

0.052 

0.133 

1.000 

 

 

0.878 

0.749 

0.404 

1.000 

 

 

0.647 

0.645 

0.356 

1.000 

 

 

 

0.215 

 

 

 

 

 

0.138 

 

 

 

 

0.375 

 

 

 

 

 

0.617 

 

 

 

 

0.035 

0.345 

0.183 

 

 

 

0.001 

0.003 

 

 

 

0.168 

0.202 

0.122 

 

 

 

0.085 

0.109 

0.063 

 

 

 

0.910 

1.586 

3.850 

 

 

 

2.384 

5.130 

 

 

 

4.576 

2.779 

1.341 

 

 

 

4.902 

3.808 

2.000 
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As depicted in Table 5, the displaced persons’ religion and age were not significantly related to the use of trained 

medical personnel during the delivery of their babies. Similarly, the table shows that the odds ratio of a displaced 

persons that were younger in age are more likely to use the services of trained medical personnel during the delivery 

than those who were over 45 years; it is revealed that displaced persons whose ages are 15-24 years are more than 

six times more likely to use the services of trained medical personnel during delivery than displaced persons whose 

ages are over 45 years. For those whose ages were 25-34 years were more than twice more likely to use trained 

personnel during delivery than displaced women of over 45 years. The religion of the displaced person shows that 

displaced women who were Muslims are less likely to use trained medical personnel during delivery of their babies 

than the Christians women. The table also indicates that education and children ever born of the displaced persons 

were significantly related to their use of trained medical personnel during the delivery of their babies. The table 

shows that displaced persons with lower level of educational attainments were less likely to use trained medical 

personnel during delivery of their babies than those with tertiary education; it is revealed that displaced person with 

no formal education is 60.8% less likely to use trained medical personnel for delivery than a displaced person with 

tertiary education while those with secondary education is 50.6% less likely to use the services of trained medical 

personnel for delivery than those with tertiary education. The displaced women with low parity were less likely to 

use trained medical personnel during the delivery of their babies than those with more than seven children; it is 

revealed that the odds ratio of a displaced person with (1-3) children to use trained medical personnel for delivery is 

85.1% less than a displaced person with more than three children. 

 

Table 5:- Odds Ratios (Logistic Regression Models) of Assisted by Trained Medical Personnel during Delivery and 

Socio-economic Variables of Respondents. 

Variables TRAINED MEDICAL PERSONNEL 95% Confidence Interval 

B Coefficient Odd ratio Significance Lower Upper 

Educational 

Attainment 

No Education 

Primary 

Secondary 

Tertiary 

 

Religion 

Islam 

Others 

Christianity 

 

Children Ever Born 

No Child 

1-3 

4-6 

7+ 

 

Age Group 

15-24 

25-34 

35-44 

Over 45 

 

 

-0.935 

-1.712 

-0.705 

RC 

 

 

-24.091 

-23.088 

RC 

 

 

-2.724 

-1.903 

-1.387 

RC 

 

 

1.899 

1.055 

0.326 

RC 

 

 

0.392 

0.181 

0.494 

1.000 

 

 

0.000 

0.000 

1.000 

 

 

0.066 

0.149 

0.250 

1.000 

 

 

6.676 

2.871 

1.385 

1.000 

 

0.000 

 

 

 

 

 

0.237 

 

 

 

 

 

0.011 

 

 

 

 

 

 

0.149 

 

 

0.150 

0.081 

0.121 

 

 

 

0.000 

0.000 

 

 

 

 

0.012 

0.041 

0.085 

 

 

 

0.847 

0.472 

0.254 

 

1.010 

0.426 

2.080 

 

 

 

0.924 

0.830 

 

 

 

 

0.389 

0.521 

0.783 

 

 

 

52.683 

17.430 

7.513 
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Discussion of Findings 

The main research question is to examine the effect of socio demographic characteristics of displaced persons on is 

access and utilization of maternal health care services. Hence, an insight to the personality and composition of the 

selected respondents help to give a better explanation to the findings. The age of the respondents as indicated in the 

survey showed that bulk of the respondents were between 25-34 years with a mean age of 31 years. This indicates 

that majority of the women are mature and by implication will have a better experience in child-birth. The dangers 

attached to pregnancy are issues they are aware of, either from personal experience or from families and friends. The 

educational status of the respondents shows that 66.3% attended school; this indicates that more than half of the 

respondents can read and write which could assist them in information gathering either from the print media or 

television. According to World Health Organization (2005), all pregnant women need to have access to skilled care 

throughout pregnancy, delivery, postpartum and postnatal periods. Considering availability and type of health 

facilities available in the camp, it is revealed that most of the respondents (98.0%) had health facilities where they 

were camped and these facilities were mostly Health Post (60.0%), also most of these health facilities are less than 

1km from the camp and they rendered maternal health services to the displaced persons which includes Antenatal 

care, postnatal care and Immunizations. The 1998 United Nations Guiding Principles on Internal Displacement 

states explicitly that special attention should be given to the health needs of women, including access to quality 

health care services, such as maternal health care. This finding shows that government considered health issues of 

the displaced persons before they chose the location the displaced camp is to be sited but the study further indicates 

that the quality of care that the internally displaced persons have access to is not comprehensive enough to meet up 

with the needs of the expecting mothers since most of the camp only have access to Health post. Closeness of the 

health facility for easy access encourage the IDPs to make good use of the health facilities and in situation where 

there is no health facility close to the camp, government employed some trained medical personnel for the camp and 

provide drugs and equipment for use. By implication, the IDPs are limited in their choice of use of health facility. 

World Health Organization (2005) stated that up to 15% of all births are complicated by a potentially fatal condition. 

These complications are unpredictable but can be prevented depending on the level of use of available maternal 

health services. The study revealed that most of the women (87.5%) attended antenatal care clinic during pregnancy. 

Furthermore, more than half of the women delivered their babies in government hospitals (64.0%) and the finding 

revealed that the sampled women (91.0%) acknowledge that cost of services is not a barrier to their access of 

maternal health services during the displacement because the costs of services were moderate. These findings show 

that to an extent the government has made the issue of maternal health care for pregnant women to be affordable for 

the displaced persons and in most cases, the health strategies in most of the State in Nigeria is free at the primary 

care level, that is most of the services in the Health Post are free including maternal health services. By implication 

the study shows that awareness on the use of maternal health services among the displaced person is considerably 

high but more still need to be done to increase sensitization for some women that still believed in home delivery of 

pregnancy and also who do not attend Antenatal clinic because of the notion that they are strong and do not need any 

medical check-up for the unborn child and themselves. 

 

Several studies found out that women’s age plays a significant role in the utilization of maternal health care. It is 

indicated in the study that women whose age were more than 25 years had more antenatal clinic attendance than 

those who were less than 25 years possibly because women in these age brackets are more exposed to information 

from the media which includes enlightenment programme about the importance of ANC attendance for pregnant 

women. Moreover, over the years women with older age would have seen the importance of ANC in preventing any 

complication during pregnancy either from personal experience or from family, friends or possibly neighbors.  The 

implication of this finding is that more sensitization still need to be done among young women who are pregnant to 

make good use of the health facilities, even if it is unwanted pregnancy, they need to think about the girl’s health 

and her future before any other thing. 

 

Religion is a powerful influence on the attitude of people. It is revealed in the study that Christians use maternal 

health care services more than the Muslim faithful. This implies that more sensitization still needs to be done 

through the Muslim religious leaders on the importance of maternal health care for the pregnant women in their 

congregation. The study revealed that all the socio-economic variables of the respondents considered were 

significantly related with the use of trained medical personnel for delivery. The result is similar with other results 

which revealed that education has a positive relationship with maternal health care utilization since educated 

mothers are considered to have a greater awareness of the existence of maternal health care services and benefits in 

using such services.  This finding implies that individual background characteristics of the displaced persons help 

shape their behavior towards the use of maternal health services during displacement and these qualities includes 
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education, religion and number of children ever born. It can be deduced that the socio-economic characteristics of 

the displaced persons have a serious influence on their behavior on the level of utilization of maternal health 

services available in the camp. Government need to do more to encourage female education and also female 

empowerment through provision of soft loan for the women to be engaged in any form of economic activities that 

can provide them with consistence income so that in situation where the family head might not want to support in 

the use of the maternal health services available, the women can be able to provide for themselves. 

 

Conclusion and Policy Recommendations:- 
The study concluded that the behavior of the displaced persons towards the use of maternal health care services 

during displacement can be linked to some of the socio demographic characteristics of the displaced person, 

although, independent effects of socio-demographic factors of the displaced persons may not provide enough 

explanations for the use of maternal health care during displacement. 

 

The evidence from this study suggests that public health policies aimed at reducing maternal morbidities and 

mortalities in Nigeria should include strategies that will improve MHCS among women in displaced setting through: 

Increasing maternal education among mothers generally. 

 

Provision of well-equipped and well staff health care centre either in the camp or very close to the camp of the 

displaced persons. 

 

Campaigns against social norms that are harmful to women's health such as early marriage and a woman should 

have the right to choose the kind of medical services she want, not the family members taking the decision on her 

behalf. 

 

Cost of services for pregnant women should be highly subsidized for everyone to help encourage the women to 

attend antenatal during pregnancy and also cost of delivery in the health facility needs to be subsidized especially for 

people in displaced setting. 

 

Education programmes to women of Islamic and traditional beliefs on the importance of MHCS utilization are very 

paramount in the northern region of Nigeria. These programmes can be routed through religious leaders or 

traditional/community leaders. 
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