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Research on mriternal health was conduczed among the midents of the Sem hder 
community in repubtic of Benin to d~tefmine the available matem1 health care 
services in the community and the level of accessibility to residents, to find out the 
pattern of the maternal health seeking hhaviour and to examining the  lat ti on ships 
btween h e  scciwultural characteristic and makrnal hedth care seeking behaviour in 
the ma. The major instruments used w e d  structwed questionnaire, key informant 
i n m e w  and nun-participant observa!ion method. The study estabtisM that there are 
a considerable number of maternity hospitals and health centers in the mmuriiQ, 
many of which are privately owned. ~esidents tend to have a terrible level of access to 
the maternity services as here is no enough publicity either through word of mouth 
refemls or inlormation from social service workers. The study atso discovered thar a 
very luge propottion of the residents of the area use both !he western maternal health 
care services and traditional substances. Due KO h e  setling of this border area, a central 
cultural connotation is not pmmine~~l; h e  the cdtuml influence on the maternal 
bealth seeking tehaviour is not general to the society as a whole. Though many 
residents use thc western (private and public) services, factors like husbands appiaval, 
money for treat1 Irela, and persannl cultural preferences still had negative effects on the 
maternat health seeking hehaviour in h e  area. 
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As c~tod i i~ns  of family health, women play a critical sale in maintaining the health and 
well-being of their co~nmunitia. The .hedm of Families and communitia are tied to the health 
of women - the illiess or death of a woman has serious and far-reaching consequences for the 
health of her children, family and h e  cornmufifty at large. Becoming pregnant for some women 
in the world today is a cause. not for jay but for fear, not a celebration of new life but an 
acceptance that death in childbkfh is a very red possibility. Pregnancy-related complications are 
a leading cause of halh  amongwomen in the reproductive ages (1549) in devabping countries 
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(AjaIa, Smni and Adeyinka. 2085). In Kenya, the incidence of m a t e d  mortality is eshated 
to be 365 deaths per 100,000 live births (MOH, 2W), Some Sub-Saharan African caun~es 
record extremely high mammal mortality rates, for example, Mali, 1750; Somalia, 1 100: Ghana, 
1OOO deaths per 100,000 live births (MOH, 2009). These wk in conmt to lower rates in 
developed countries like S in Swede& 3 in Denmark, N Q W ~ ~  ad brael (P~pulation Action 
Cternational, 20101, 

There are over half a million m t d  deaths per year, 99% of which are from 
developing countries (86% in SuMahmn Africa and Asia) and for tach of these deaths, an 
estimated further 30 wornen w i U W m e  disabled, injured or ill owing to pregnancy. Pregaancy 
is a life threatening condirion in the majority of developing countries, and its outcome reduces 
h e  life expectancy of childbearing women. UNICEF, UMPFA and WHO (2000) indicated that 
37,000 maternal deaths occurred in Nigeria in  I999 only. It tias also been indicated that 
maternal mortality ratio varied from 700 to 1,500 per 100,000 live births in 2005 (State of 
Nigeria Health, 2Or16). A most m n t  estimate in 2010 showed that over 52,000 women died of 
pregnancy ~mpli~iEi0ns in ZM18 in Nigeria (Dada, 2010). According to the Demographic 
hdth Survey (NDHS) report, Nigeria (201 1) maternat mortality, in the seven years preceding 
the survey was 545 per 100,000 live births. Complications of pregnancy and childbirth cause 
more deaths and disability than my other reproductive health problems (ECRNFPA, 201 I). 
According to the Dmnopphic HeaIth Survey of Republic of Benin, the maternal death rate is 
estimated lo 397 maternal deaths per 100 000 live births for the period 1999-2006. 

Healh seeking behavior highlights factors and demonstrates the complexity of 
inflhxes on an individual's behavior about his health at a given time and place. However, in 
addition to the focus on the individual as a purposive and decisive agent. here is a growing 
concgm that factors promoting 'god' h d t h  seeking behaviors are no1 rooted solely in the 
individual, they also Rave a more forceful, collective, intwactlve eIements. Health and disease 
state as much as it affects the individual, is greatly subjectiv~ to the so&oculhlral pattern of tbe 
community ta which the individual belongs. 

Thm have been notable researches on some international bwders that centers on M t h  
(Asegbe, 2009 and Sam, 201 1)  but it is not the same for Africa, Also it is evident from studies 
that migration has an effect on the health status and behaviors of migrants. For example, it is 
said that the association of mimt with the g~nd of Am5 in Sub-Saharan Africa is well 
d ~ u ~ t e d ,  y& the smid and behavioral mechanisms underlying thb relationship remain 
poorly undecstood (Martin and Ann, 2008; Asegbe, 2009 and S&pq 2011). Border 
communities are significant yet neglected parff of neighboring ~omeiea in t e r n  of the people's 
health care system, espccidy in AfFica. They exist at the wttmms of the two countries and 
most times may be r u d  settings wicb neglected healtb care system, &spite their importance in 
internatid uade.and foreign relrttim. 

It is reasanable to amme that utilization of maternal bealth services depends on 
individtd and household factors, as wet1 as factors opwating at the community or poky levels 
(Dada. 20 101.. The review of literame however shows that very few studies have gone beyond 
individual and household Factom to consider factors at the community and higher levels (Martin 
and Ann,, 2008; ksegbe, 2009 and Sakpo, 201 1). The implication of this omissian is that some 
deteminmts are inadvertently missing, leaving a serious march and programmatic lacuna. 
Secondly, failure tc, consider the role of fxtors operating beymi the household level in swvice 
u e t i o n  may result in serious bias in the estimate. Individuals ate nested within families, 
which are in turn ncsted within communities (Dada, 201 0). 

Due to the p x U n r  characteristics of border communities and taking into consideration 
that maternal heahh care seeking behaviaur is always lnrgely dependent on external factors 
especiatly the socicty to which one belongs to. it is important to answer various questions such 
as: Does the porosity between border communities include their social systems, cultural values 
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and customs; Does this in tun affect their system md settings; Is there an dartid merging of 
the two neighborins communitia or there is no merging at dl; How does the socio-cultural and 
geographical setting of the Seme border community in Republic of Benin affect the use of the 
m a t d  hedth carc services avdlabIe; What is the pattern of antenatal. delivery and post natal 
health behavior; Does the location have any significant effect on the papie's pattern of 
behavior? A major focus of this paper is to go beyond the individual and household factors and 
investigate the eff~xts of community and stare level factors on mammd health care services 
ut ih t ion .  Some of these questions have been answered through several studies on maternal 
health seeking behavior but interests here is on the particular-smio-cultural setting that exist in 
the study area and iu influence on the maternal healthcare seeking behavior of the residents. 

2. MATERIALS AND METHOD 

Data from both primary and secondary sourc~.~ were utirized in the study. These include 
nor-paupant observation, key informant interview, and m m d  questionnaire, while the 
secondary source involved the consultation of devant documents like newspaper, artides, and 
journals. 

The study was conduckd in Seme-kpadji bordm community in &em h p b n e n t ,  
Requblic of Benin. Seven Key informants were ~ s i v e l y  selected from the study area. These 
include private health care providers (Doctors and Nurses), government health officials (Mid- 
wives); married male midents were interviewed in Seme border community. A total of 10 
sueas was randomly selected, In each street, ten houses were selected using a systematic 
random sampling method. la each house, the simple ballot method was used to mlect one 
hmh01d and the n~oher in each household was t h d t w  int&ewed. From h e  above, a total 

of @-five (55) copies of the questionnaire were administend in the study area. Tbe 
questionnaire was in two parts; the first part was the family records, which elicited infonnatidn 
on t4e socio-demugaphic characteristics of the respndents, while the second part of the 
questi~nnaire was used to obtain information an the socipfliltural detemi~ts  of m a m d  
health care seeking behavior. 

Of the fifty-five (55) questionnaire hat  were distributed, fifty (50) was t.emnied and the 
data generated froin the survey were processed far entry into computer. Thereafter, the edited 
data were coded and entered into the Micmmfi excel package for statistical analyses using 
simple v e n t a g e  Frequency table. The qualitative data from tbe in-depth i n m e w  and non- 
participant observation were recordedI and m d p d  using content analysis. Statistid mdysis 
such as chi-squarc t a t  which is a test of independence was alsa used to determine the 
relati~nsbip betwwn variables. 

3. RESULT AND IIJSCUSSION 

The key variables of the discussion are mother's age, mother's age at birth. educational 
status, marital sm~s ,  occupation, religion, etc. the variablm are viewed as capable of eliciting 
the socio-cultud determinant of maternal health care seeking behavior in the study area. The 
inf~mkon in the table below shows that50% were in the age bracket the ages af 20-34 and 
48% between 3 5 4  y w ,  and only 3% are between 15 and 19. Then,46% of the women had 
their first child a1 the age of 20-34years which is a reasonably good age for healthy birth 
delivery (Atlas, 20 1 O), while 6% of the respondents had their &st cbild at age 15-1 9 yean and 
dso 6% between 3545years. The majority of the mothers (84%) are martied and living tagether 
with their spouses, 6% are singles and 6% and 4% are separated and widowed respectively. 48% 
of the respondents lived in monogamous homes And 30% in polygamous families which shows 



an averagely balanced out community with no shift towards a particular famiIy setting. 58% had 
betweem 2-4 chidrcn, 30% had more 3hm 5 children while just about 12% bas 1 child. 

The women's level of education attainment shows that, 4% attended tertiary ducation, 
while 36% and 32% attended up to primary and secondary school respe~tively. About 20% did 
not have any educntionnl qualiftcation. This s i g d e s  that the level of literacy is low, thaugh 
they have enough lcvd of literacy to carry out their trading activities conveniently. h the same 
Iine, the husband's most educational level is also the secondary school level (38%), followed by 
other educational shldy b h  ~~~ar ional  study (28%). This may be related to bow 164%) of the 
women are traders md just 12% d the women are civil servants wMe just about 4% are into 
farming. Trading is the predominant occupation in the study .area and this substautiares the 
views of Asiwaju (19&], that 'prom b r d e r  post' are a business-like environment and had 
implication on the communiry members. According to the table on the level of iricome (see 
appendix), it indicates hat 26% of the respondents ermrning over 20,OOWa per month, an 
approximate of abour 7,000 EJh per month which in mrn amaunt of living below 1 dollar per 
day* 74% of the respondents em less than 20,000ch 18% e m s  bemen 10,MlOcfa and 
20,000cfa, 16% e m s  between 1,000& and 5.000Ffa, 26% earns between 5,000cfa and 
10,OODcfa and 14% eams just 1 ,OOOcfa. 

The study area Is a border community with people Fmnt different part of the world. 32% 
of the residents an. Nigerians a d  62% are Beninese. Though the study area is situated in the 
republic of Benin, here seem to be a hi& mk d Nigerian population residing them, though it 
shares border& with Migar, and Burkina Rsa. The high rate of Wing activities and exchange 
between Nigeria and Republic of Benin seems to .be the mmn for the population disuibution. 
The ethnic distribution of the study &tea indicat~s that 42% are Yorub$ 22% Fons, 4% Adjas, 
4% batmbaulbarihrrs wbi'le others ate 28%. 42% of the respondents speak Yoruba, 22% speak 
fungbe, 22% speak Egun wML 8% and 6% speak Ffinch ad English respectively. +his  shows 
that rrading and iukraction are majody by native languages. Though a large proportion of 
people residing in Benin republic as a whole md the interior of C O ~ O U  are African traditional 
reIigious pmple, oilly about 2% of the responden& pick Wtiond religious, Muslims are 52% 
while the cornbinalion of Catholics and protestant CMstians are 44%. 76% of 'Ehe respondents 
are permanent, residents of the study area, yet 16% are born in the community, 34% have been 
living there for o v a  10 years, 24% have stayed between 9-5 years while 13% have only lived 
he twm 4- 1 years. 

Table 2 shows that 48% of the. respondents .are awnre that there are government 
maternal heaIthwc services in the study area, 22% are aware of the availability of private 
health servicrs and 20% w aware of traditional services, though this mditioyl services are not 
about birth attendants but h e  use of herbs and tradi rional substances &.the women take wben 
they are pregnant is more prominent in the study m . 2 %  consented to L k  availability of fairh 
home (more of etkntion from spiritual Ieadws) and 8% of the respondents are aware of other 
health care services but such services are not mention. 

The antermtal l~eaith care attendants of the respondents show that 14% of the 
respondents are being aktended to by docW while 39% are attended to by €he nurses or mid- 
wives iR the health centcn; 16% were attended to by traditional health service provide~s while 
10% signified other means of antenatal ewe, 30% signiFid no om. Links with this is the 
number of times the mponknts attended mtenatd c, 10% attended more than four times 
which according to the World Health Orgdzatioh is tbc least every mother should go for, 19% 
go, for 2-3 times, 14% go oonct duriug their pregnancy while 37% do not go at all. The 0th 
20% fall under the respondents that do not lmmv or give any response. Responses to the time of 
post-natal visits show hat '20% visited within 2days after delivery, 20% went 3-6days after and 
while 34% attended 74 1 days and 28% did not attend post-natal sue at all. 
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Due to the nature of the border community and its porosity, there seems to be no 
particular culhual influence that is dominant. According to table on h e  culnuat influence (see 
appendix), 50% of respond~nts said that cultural taboos in the community did not have 
influence in the community, 42% have no knowledge of c u l W  taboos or its influences. Qthy 
about 8% said taboos had an influence. 56% of the respondents said that he  culture in the 
society supports the use of western maternal health care, 20% said it does not support it while 
24% said they do not know. This ind ims  that the cuItural setting in the community does not 
disturb the use of professioltli health care in the community but according to the extract below it 
was discovered hat there are traditional people that me opposed to westem medicine. 

The maternal health care facilities available in the study area are inadequate and the 
little ones avaihble are wt provided with ndequate drugs and equipment. There are tbree 
hospitals, of which one was dready dwed down, mother one is the health center (Miniatere & 
la Saate Republiquc Centre de m d  De Krake) and had only one scanning machine. The hedth 
center is short staffcd and most of the rimes, the docmrs a not around as many of chem have 
ather hospitals in the main town of Cotonou and Po& NWO, hence those situated are just d 
cehters of the larger ones. The lacation of the health center is very far from the residential meas 
in the community. h an interview with one of tbe staff, a sage femme (midwife), said the 
location is far and people are always afraid of robbery attach due to the seclusion of the area. 
She made it known that even though several coniplicatims arise during labor, emsarian smtiom 
and m y  other forms of operation is not carried out in the health center but they are referred to 
the main hospital at Agege in Colonow town. 

Many of the clinics use ward of mouth in ensuring people af their existence. while a 
doctor in Clinique Coopemtive de SaWeKmk made it clew that the social service segment of 
the hospital emwe to pass t h ~  information about the existence of maternal health services and 
this has since increased attendance. Only this particah cooperative hmpM had a scmmr, few 
staff and raises its fund pmly from the government and the cooperation of the members of the 
community. One of the private hospitals compIdned of ofow maintenance and lack of equipment 
since they depend on the money made from the patiem md this makes equipping and 
maintaining the hospital very diffidt. This problem led to the closure of one of the private 
hospitals. 

The distance of the hospital from residential homes makes accessibility vwy difficult, 
coupled with low economic stntns of the residents who are predominantly petty Waders and have 
a low monthly income. Hence, the cosm, of services in the private hospitals constrain many 
residents from using them. hl t l~~ugh some of the health'care providers are not really sure of the 
existence of traditional birth services, inkrviow with some of the members of the society 
revealed that there were sales of W~timd herbs and some other substances that are available 
for pregnant women. Many of &the women u s d  these products aloneide the western medicines. 
Also, during cmpIicatiaaa, some admitted to some nurses referring them to traditional 
tmtment. This shows &at, although there were no dominant traditional services publicly 
recognized in €he commlmity, they m much more available for the use of the mildents h one 
way or the athw, 

Residents in the area mgage in giving birth at home and as extracted from inrerviews 
with both health providers and tesidents, they are sometimes assisted by relatives, "'sage 
fernma", nurses, and sometimes doctors especiaI1y when complications arise. During the 
obsemtion and inrerview, the bike man that helped around confirmed hat somerimes, spiritual 
leaders are called upon to pray or perform activities thar could help alleviate fears during 
complications, 

According t~ h e  interview conducted with some of the tesibnts in the smdy area 
among the younger agegroups, it was discovered that they nre of the opinion that professional 
health care is relevant, though was taken to be tw expensive, they still preferred it. Women that 
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were middle aged were a lot more biased as to the antenatal health care and some even argued 
they were not as competent as expected as even the nurses who attended to them during their 
child birth in seeing the problems associated with dificult pregnancies often secretly advised 
them to go for traditional treatment. The majority of h e  worrien does not attend ante-natal care 
especially because of the fear of the unknown that m y  be discovered during the antenatal care. 
They are afraid to discover that tbey are diabetic, hypertensive and have heart conditions but 
they would prefer to go through Mi pregnancy oblivious of these problems. 

Many of the residents uses health clinics because that is the major services available but 
due to the implications of cost, distance and their family system, many are forced to use 
altemacive medicines. During the in-depth interview with the health professionals, it was noted 
hat some women gave birth at home and tbey were majorly the Hausa speaking people who are 
peroeived to be suong. Some of them make use of assistance and some don't, but when 
complications arise they rush them to the hospital or call the doctors in neighbouring countries. 

Many do not take post-natal c k k u p s  sedousiy. dnce they see the worst during child 
birth and do not have enaugb money neither do hey have the time. Furthermore, most of them 
me always in a hurry to return to their trading business as it is tbei only source of living and 
there is no one to fill  in for them, 

The socio-cultural environment creates, sustains and enforces community beliefs and 
practices, which i n  turn, inFIuence h e  maternal healthcare seeking behaviow. The study 
location is a border area that is highly porous, so there are varieties of people that are resident 
there, They are; of differwrt cultural background; hence there is no particular domiaant culture in 
the area. The area reflects a neutral, seemingly mixed cultural area due to intense economic 
activity that occurs h u g h  the area, yet it was discovred that the individual cdhue greatly 
a f f a s  their decision making especially their m a t e d  h d &  care seeking behavior. 

During thc interview, it was established that the patriarchal system is strong in the 
community and this affects the women's decision in a great way, Hence, the women do not have 
m c h  conml over their maternal health decisions. in fact, during administration of the 
questionnaire, many of the respondents' husbands i m d  and caused distractions claiming that 
they are the ones to be asked such questions and not their wives. The husbands are the one to 
foot the bill, help g t  to the hospitals if need be, and most impomtly make decision on choices 
of place of delivery and what to do during complications. The patriarchal system also puts 
decision making in the hands of older relatives like mother-in-laws and sister-in-laws. One of 
the rimes during the interview spoke of a woman who was beaten by her husband because she 
came to the hospilut for kntment. 

During one of the interviews, it was discovered that &anY of the residents go to the 
neighboring countly for efficient treatment especially during pregnancy compU~rriim. Wen 
they are referred by the doctors to bigger and specilzed hospital in town, many of them go 
back to their mother-in-law or their own mothers for the use of traditional ueahnents and 
services that is not avaiInble in their own base w h i h  is believed to be very effective. This shows 
that though the traditional culture of the community as a whole h a  been corrupted due to the 
~ccumdation d various and different people of different cultural backgrounds, yet people ate 
still adheted to their cultural backgro~t~ds and it influences heir memd h d t h  can seeking 
behavior. 

Prevalent in the Stmebake border area is the strong latent effect of culture that 
surfaces under suitable conditions. For example, though m n y  of the residents claim to be 
Christians and Muslims, yet most of them are still fundamentally tied to their traditional beliefs. 
Many of them join in the pmc tice of the Voodoo festival, since the whole country (Republic of 
Benin) recognizes the traditional ritual and even have a pubIic holiday ascribed to it. The 
porosity of the border which makes it more of an artificial boundary makes the return and 
practice of the people's culture very easy. Even though, it is not openly practiced in the 
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community because d the societal setting, residents easily retreat to the neighbouring counny to 
practice their tradiiional religious rite md return when they are through. 

4. CONCLUSION hMD RECOMMEMDATIONS 

The level d significance for this research study (under social science) is 0.05, whik the 
degree of fmdom rrom the above cdculation is 4 and the chi-square [x*] tgble value is 949. 
According to 'the dccjsion rule that, the researcher should accept the null hypothesis [HO] when 
the catcuIued chi-square [Fj value is less than the chi-square table value and reject tbe 
alternative Hypothesis /H 11. Thas from the data analysis, it can be deduced that the aculakd 
chi-square is 6.938 while the chi-square value i s  9.49 and therefore the null Hypothesis 
[a i.e. "religion of the residents does not affect their choice of the place of delivery, is 
accepted and the alternative hyptheds [HI] 'religion of the residents affects theit choice of the 
place of delivery is rejected 

The level or significance for this resea~cb study (under social science) is 0.05, while the 
degree of freedom from the above cdcuhfion is I and the chi-square [X*] table vdue is 3.84. 
According to the decision rule that, the researcher should ~ j e c t  fie nu11 hypothesis (&] when 
the cdculsted chi-square [X2J value is more than or greater than the chi-square table value md 
accept the alkrnarive Hypothesis IHI]. Thus from the data analysis, it can be deduced that the 
cahdated chi-squire PI ia 8.125 while the chi-square value is 3.84 and therefore the null 
Hypothesis [Hol "the busbands does not have the find say on where to go during pregnancy and 
birth' is rejected while the altefnsttive hypothesis [Hi] 'husbands have the fiaal say on where to 
go for pregnancy care and b i d '  is accepted. At Seme border in the Republic of Benin, there WE 

not enough health care services and the available ones are not well equipped and adequateIy 
staffed. Many of thc clinics are distant from the residents and hey have probIems with the cast 
of treatment and cust of transp~rtation. Hence, the availability and accessibility of maternal 
Mtfi care services are Iow in the study area. 

The p d c c  of respondents, are poor as only about 44% attends antenatal care., 28% 
have the mommended number of antenatf visits. They prefer to use the health cclinics yet end 
up using traditianal means. Lou of economic activities occur thmugh the border community yet 
they ate used as door mats and the residents are af low-wonomie status (74% traders and only 
26% earn above 5000 Naira monthly from sales) which hinders their use of health swim. Due 
to the porosity of the area, it is a place of variety of cultum with no particular culture dominant, 
yet h e  patriarchal system is dominant (80% respondents husbands had the final say). Though 
many residents (58%) use the w a k r n  (private and puMic) services for simple procedures, but 
when there am complications, they are refared to specialist bospitab in Cotonou town and most 
of them eventually go back to their neighboring communities to seek for trlitional treatments, 

This supported the ecologicd systems theory by identifying latent failures in utilization 
of matmd health care services and intervention to mat maternal health problem, along with 
the more obvious tictive failurn through the interaction with the social environment. In case of 
maternal health seeking behavior in this ma, among the factors that conn5butes to both latent 
md active failures are cul Ma1 (such as belief, patriarchal norm, etc.), occupation, income, and 
educationaI factors. Others are environment (in terms of residence, ehnicity, etc,), public 
perception of the method d intervention and the will to adhere to medical regime, which is in 
line with the position of Black and Hawks, (2005). 

The boundary of the -unity is predominantly artificial and the porosity is high, 
hence there me various of people in the community who practice their culture latently in 
the community and his in turn affects the behavior of the tesidents. The majoriw of the people 
goes back to their home countries and engages in traditional medicine in conjunction with the 
traditional substmccs they use in their own base. Therefore, despite the compted nature of the 



traditional settings in the bdrder community, there are socim:ulW factors and they bave 
strong influences on the mstemal health seeking behaviors of the residents. 

4.2 RECOMMENDATIONS 

The following measures can be put in place for improving the maternal health care seeking 
behaviour in the study m a .  

The intervention of the government to provide more health care facilities and to quip the 
existing one with adquate facilities that will improved servim and make them more 
available and easily accessible to the mothers. 

Cost of treatnwnt should be reduced and laboratory tests and drugs subsidized by the 
govemlnent, this will motivate the residents in the area to utilize the maternal health 
servica. 

The general public and t h  border community members should be enlightend on the 
negative impact of the patriarchal system on the maternal health behaviors and the other 
defective practices. The media h a w  shouid design indigenous pmgrammes in form of 
audio-visual in national and the major indigenous languages in the arm as a method of 
educating and sensitizing the public. 

Non-eBckric mthods like billboards, market outreach, and town criws should also be used 
on a freqncni basis at the Seme border community on the grave consequences of not 
attending an tsnaml cart, giving birth without assistance and use of unprofessional 
facilities and that husbands and mother-in-laws should reduce their enforcement of 
decisions on the mothers. 

Decisions should bc made objectively and bawd on what is the best for the health of the 
mother and the child and not based on cultural beliefs and practices only. 

The government and other concerried bodies should aiso make efforts to expand general 
community hsed education so that women can have better access to information 
concerning mulernily care. 

Women should be able to understand that they h e f i t  from maternity care services. They 
should, thus, be &le to take proper measures recognizing that prevention is much bemr 
than cure. 
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'able 1: socio-dernographic ch.aracteristic 

Variabk iwLbsh m!&lKYEkSmW& 
mothrs age 15-19 4 8 

20-34 25 50 

3549 24 48 
no response 2 6 

age at birth 

marital status Single 3 
married & living 
togethw 42 
Widowed 2 

level of education 

Teatiq 2 
othem(yocitional, 
e a  4 

husbands bvel of 
dwatiPn None 5 

primary 6 

Secondary 19 
Tati8l-y 6 
others 
(vocational, etc) 14 

Catholic 15 

Protestant 7 
Muslims 26 

Religion 

Traditionalkt 
Others 

AP 2 
Fon 11 

Yoruba 21 

Ghanaian 0 0 
Others I 2 

English 3 6 
French 4 8 

Fullgbe 11 22 

Ianguage spoken 
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family structure 

Occupation 

number of children 

Polygamous 

NucIear 
Extelmied 
civil m t  

Farming 
Trading 
O h m  

monthly income(in CFA) laOD 

1wmo 

5100-1mo 
I0,locr 20,000 
over 20000 

I 

2104 

5 and above 

Source: Field survey. 201 2 

TabIe 2: Awareness Of Availability Health Services 

Heaith services 
fmqucney prcentage 

privnte services 11 22 
government 
servi~es 24 43 
uadi tional 
wh 10 m 
faith homes 1 2  
oltters 4 8 

Source: Field survey, 2012 

Table 3: ~ittenata1 attendants - 
Antenatal attendam frequency percentage 
Dclctor 7 I4 
nurdrnidwife 15 30 
Attendants 0 0 
milional services 8 16 
no one 15 30 
others 5 10 

Source: Eeld survey, 2012 



e 4: complications during pregnancy and who r n h  decisir 
Cornpliegtions frequency percentage 
None 16 32 
Bleeding 10 20 
high blood 
pressur 9 18 
smke/convulsion 4 8 
Infection 3 6 
urine likagr: from 
vigina 0 0 
poscpatwm 

I tlepressim 8 16 
S m :  Pield survey, 2012 

Table 5: pIacc: of treatment of complications 
Treatment of 
c~npliation@lace) frequency percentage 
privatt hospimIs 8 16 
government hospital 1 1 22 
traditional assistant 16 32 
Other 12 24 
not treatpdlstayed home J 6 

Source: FieM survey, 2012 

during complications 

KEY INFORMANT LNTERVIEW GUIDES 

1. How are the maternal health care services suslained and maintained? 
2. Are there cultural beliefs, practices or taboos that influence pregnant women's choice 

of place of deli very? 
3. Cm it be concluded that the community is genderequal and does the answer affect 

maternal health care choices? 
4. HOW does the community being at the border affect the uvailnbility and use of health 

services? 
5 .  Cornmen1 on the relationship between the people's religion and their choice of 

pregnancy care and birth? 
6.  Is chm any migration effect on the residents' maternal health seeking behaviour? 
7. Comment on the people's ethnidty, nationar~ty and their maternal health care use 

A b ~ t m ~ t i n g  and t M n g  in: 
IndrxCuprmlcw WA, hitid Inlcm~Imi  Ubmricr. 
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