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ABSTRACT
This study examined the socio-economic implications of Maternal Health Care in
Tanzania using Masoko and Ilembo wards as a case study. The specific questions were
(a) To what extent does maternal health care utilization affect household production in
Tanzania? (b) To what degree does maternal health care utilization affect the healthy
days of maternal mothers in Tanzania? (c)To what level does maternal health care
utilization reduce vulnerability to diseases of maternal mothers in Tanzania? (d)To what
extent does maternal health care utilization affect the health expenditure of the
Tanzanians? The random probability sampling technique chose a sample size of 143
respondents.

The findings show that most respondents (64%) made one to three

antenatal Care visits, while 36% made the required number of four and above antenatal
care clinic visits. Based on these data, it can be confirmed that the utilization is low. The
findings also show that the maternal mother’s age, distance, lack of education, and
income level were reasons for the low utilization of maternal health services. On the
socio-economic effects, the results showed that respondents with higher antenatal care
visit majority 76.7% of them earned more than 500,000Tzs per year compared to 23.3%
with lower antenatal care visits (p=0.0005). Furthermore, among respondents with
higher antenatal care clinic visits, only 7.6% were unhealthy for more than 40 days per
year compared to 92.4% with lower antenatal care clinic visits (p= 0.0005). In
respondents with higher antenatal care clinic visits, only 17.9% were vulnerable to
hemorrhage, puerial-sepsis, eclampsia, and anemia compared to 82.1% with lower
antenatal care clinic visits (p=0.0005). 91.4% of respondents with lower antenatal care
visits spent more than 100,000Tzs on health problems compared to only 8.6% with
higher antenatal care visits (p=0.0005). Increase of health facilities Availability and
provision of maternal health knowledge were some of the study's policy
recommendations.
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CHAPTER ONE
BACKGROUND INFORMATION AND PROBLEM STATEMENT

1.1 Background Information
Improvement of Maternal Health Service (MHS) is one of the essential agendas in
developing countries as they strive to reduce the number of maternal mortality in the
continent (Say et al., 2014).

According to WHO (2014), it is reported that most

maternal mortalities in developing countries result from complications during pregnancy
and childbirth. Furthermore, it is estimated that pregnancy complications and childbirth
problems claim 289 000 lives of pregnant women every year in the world, of which 62%
(179,000) of these deaths occur in Africa, especially SSA. These data show that Africa is
still the riskiest continent in the world for claiming the lives of pregnant women
compared to other continents in the world. Say et al. (2014) argued that developing
countries have the highest maternal mortality rate of 230 per live birth compared to only
16 deaths per 100,000 live births in developed countries. However, there is also a
massive disparity between countries in the same continent, especially in Africa. There
are few countries with a very high maternal mortality rate of around 1000 per 100 000
live births, while others have lower mortality rates (Say et al., 2014). Furthermore,
disparities occur not only among countries but also within countries where women with
high income are better off than women with low income. In addition, it is also claimed
that women living in rural areas suffer more pregnancy and childbirth complications
than those in urban areas (Say et al., 2014).

In Tanzania, the maternal mortality ratio shows an uneven trend from time to time
(WHO, 2013). For example, TDHS (2010) reported a maternal mortality ratio of 790
deaths per live birth compared to 449 and 610 deaths per 100,000 live births in 2008 and
1990, respectively. Moreover, Tanzania improved in reducing the under-five deaths in
2010, only 26 deaths per 1,000 live births compared to 155 deaths per 1,000 live births
1

in 1990 (UN, 2011). Furthermore, Honorable Ummy A. Mwalimu, when presenting the
budget for the Ministry of Health, Community Development, Gender, Elderly and
Children 2016/2017, reported a decrease in mortality rate in Tanzania from 454 per
100,000 lives birth in 2010 to 398 per 100,000 live births in 2015 which is still far
behind to reach and achieve the standards set by WHO of 300 deaths per 100,000 live
births. This data is still lagging in achieving and meeting the goals set by the Health
Sector Strategic Plan III target of 265 deaths per 100,000 live births by the end of
2015(WHO, 2013). The data above made maternal health care a substantial public
health problem in Tanzania.

Taking into consideration that the significant percentage of maternal mortality rate and
the child mortality rate is directly related to the health and well-being of the pregnant
women and their babies brought the necessity for different international agencies to take
a close look and initiatives to ensure that maternal health care is the primary target to be
improved. One of the initiatives the United Nations took in collaboration with other
international agencies was the Millenium Development Goals (MDGs), in which goals 4
and 5 were specifically established to address the problem of maternal and child health.
Therefore, like other members of the UN through the Ministry of Health, Community
Development, Gender, Elderly and Children, Tanzania formulated various policies and
strategies to promote safe maternity and improve child survival (WHO, 2013). Some of
the policies and plans developed by the government of Tanzania include Maternal
Newborn and Child Health Partnership (MNCHP), The Primary Health Service
Development Program 2007-2017, the Health Sector Support Program III in 2008,
Health Sector Strategic Plan IV 2015-2020 and Sustainable Development Goals (SDGs)
2030 to addresses Maternal, Newborn and Child Health issues (WHO, 2013).
Furthermore, the government of Tanzania abolished the user fees in public health
facilities for maternal and children under five years to improve maternal and child health
care services to increase their survival and well-being (WHO, 2013).
2

1.2

Problem Statement

Despite the efforts, utilization of maternal health care in Tanzania is low, as proved by
the TDHS (2010), which reported that in the five previous years before the survey, 96%
of pregnant women made only one antenatal care visit during the pregnancy period
while only 43% of pregnant women whose last birth occurred in the five years before the
survey made four or more ANC visits as suggested by WHO. This was the lowest
number of antenatal care visits by pregnant mothers as required compared to WHO
standards. Moreover, the report also showed that only 15% of pregnant women at least
made an effort to seek the first ANC clinic visit before the fourth month of pregnancy. In
contrast, about one-third of the women did not even take the trouble to look for ANC
until their sixth month of pregnancy (TDHS, 2010).
Furthermore, not only the utilization of ANC in Tanzania was reported to be low, but
also the TDHS (2010) report showed that 65% of women whose last live birth occurred
in the past five years did not receive a postnatal check-up within 41 days after delivery
while only 18% were examined within 4 hours of delivery, 7% within 4-23 hours, 5%
within 24-48 hours and 4% within 3-41 days of delivery. In total, only 31 percent of
births were examined within two days, as recommended by WHO. Therefore, the
divergence between government strategies and maternal care services utilization by
women in Tanzania brought many doubts that require intuitive answers.

However, in looking at this problem, most studies in Tanzania focused on determinants
or causes of maternal health services utilization. While some of these studies are the
ones carried out by Simfukwe (2008) in Kongwa, which aimed at investigating the
factors behind home delivery as natural habits, traditional practices as well as distance
and unsatisfactory maternal health care were the main reasons behind home delivery in
the area. Furthermore, Samson (2012) revealed that women’s education, distance, and
3

ANC clinic visits were positively associated with maternal health care utilization in
Nkasi district in Lindi Region. In another study by Mukong (2013) on socio-economic
determinants of maternal health care in Tanzania, the researcher found that distance,
health awareness, husband’s education, woman’s education, and household income
positively influenced the utilization of maternal health care.
Since most of the studies have dwelt on the determinants of utilization, looking at the
causes or factors for it, none of them had focused on the implications for utilization of
maternal health care. Hence, this research is interested in addressing this knowledge gap,
and the question is, does maternal health care utilization affect the socio-economic
welfare of the people?
From this understanding, the researcher is therefore interested in analyzing the
utilization of maternal health care and its socio-economic implications in Tanzania using
Ilembo and Masoko wards as a case study.
1.3

Research Questions

1.3.1

Main Research Question

What are the socio-economic implications of maternal health care utilization in
Tanzania?
1.3.2

Specific research questions

(a)

To what extent does maternal health care utilization affect household production
in Tanzania?

(b)

To what degree does maternal health care utilization affect the healthy days of
maternal mothers in Tanzania?

(c)

To what level does maternal health care utilization reduce vulnerability to
diseases of the maternal mothers in Tanzania?

(d)

To what extent does maternal health care utilization affect the health expenditure
of the Tanzanians?
4

1.4

Research Objectives

1.4.1

General research objective

The general research objective of this study is to assess the socio-economic implications
of maternal health care utilization in Tanzania using Masoko and Ilembo wards as a case
study.
1.4.2

Specific research objectives

(a) To evaluate the contribution of maternal care utilization in household production
of the Tanzanians
(b) To evaluate the effects of maternal health care utilization on healthy days of
maternal mothers in Tanzania
(c) To examine the degree to which maternal health care utilization reduces
vulnerability to diseases the Tanzanians
(d) To examine the scale to which maternal health care utilization affects the health
expenditure of the Tanzanians
1.5

Scope of the Study

The study was carried out in Mbeya district in Mbeya region in Tanzania. The study
covered two wards of Ilembo and Masoko in which eight villages were selected: Ilembo,
Ilomba, Masoko, Italazya, Mumba, Mwakasita, and Shilanga, as well as Mwala. Time
and resources constraints forced the researcher to select only these few villages to
comply with the time and resources allocated to the researcher. Maternal health care
utilization and its socio-economic implications for the welfare of the community
members in terms of vulnerability to diseases, healthy days, health expenditure, and
family income earned per year were the focus of this study.

5

1.6

Significance of the Study

Good health services provision is the primary target for the sustainability of any country.
This is because healthier people have more time to engage in productive activities than
unhealthy people. Maternal health care utilization is crucial in determining the direction
of the future workforce as it directly touches the lives of maternal mothers and their
babies, who are the future workforce in the country. The importance of the health sector,
especially maternal health, was the main reason this study was undertaken.

Additionally, the findings from this study will assist in informing the policy makers and
implementers to scale up the provision of health services, especially in the rural areas,
which are the primary source of the workforce. Furthermore, improving the provision of
health services in rural areas will help Tanzania achieve the targets set in Tanzania
vision 2025, The Primary health services development program 2007-1017, The Health
Sector Strategic Plan IV 2015-2020, and Sustainable Development Goals 2030.
Moreover, the findings will provide up-to-date information for academicians and
medical practitioners and contribute to the already presented body of knowledge
regarding maternal health care utilization and its socio-economic implications. It will
further explore the reasons for low maternal health services utilization and recommend
the proper measures. Lastly, the successful completion of this study will enable the
researcher to obtain a master’s degree in Project Planning Management.
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CHAPTER TWO
LITERATURE REVIEW
2.1

Theoretical Review

2.1.1

Definitions of key terms

(a) Maternal mortality is the death that occurs to the woman during pregnancy or
after delivery for up to 42 days—the results from poor pregnancy management but not
accidental or incidental causes (WHO, 2005).
(b) Maternal morbidity: refers to any health situation motivated by pregnancy and
childbirth that harms the women’s wellbeing but is not fundamentally lives to threaten,
though it can have a significant impact on the quality of life (WHO, 2005)
(c) Antenatal care(ANC): refers to routine medical checkups and nursing care given to
pregnant women during the pregnancy period to detect as well as treat potential health
problems that may arise in a pregnant woman (WHO, 2005). Furthermore, pregnant
women will receive critical information and advice about their health conditions, fetus
development, and appropriate delivery places depending on their health condition.
(d) Postnatal Care (PNC): refers to all health services given to a maternal mother
immediately after birth up to 41 days. During this period, a maternal mother has to
receive a complete checkup or screening aiming at counseling, motivating, detecting as
well as treating any complications resulting from pregnancy to a mother and child
(WHO, 2013)
(e) Maternal Health Services (MHS): these refer to Basic essential obstetric care
(BEOC) and Emergency obstetric care (EmOC). BEOC includes preventive services as
well as medical interventions and procedures that can be provided by well-trained
primary care physicians and non-physician providers. This includes ANC, with
preventive interventions, early detection and treatment of common pregnancy problems,
7

and the ability to manage simple pregnancy problems and first aid for pregnancy
complications and labor to minimize the need for emergency interventions. EmOC
specifically covers lifesaving interventions of blood transfusion and surgery (WHO,
2013).
2.1.2 Components of MHS Utilization
2.1.2.1 Antenatal care (ANC)
Antenatal care involves routine medical checkups and nursing provided to pregnant
women to detect, prevent, and treat any health problems that may arise during
pregnancy. During ANC clinic visits, pregnant women can receive valuable information
and advice from medical experts about their health condition, the development of the
fetus, and the appropriate place of delivery depending on their health conditions (Bloom
et al., 1999). Furthermore, pregnancy-related problems such as malaria, anemia, and
hypertension during ANC clinic visits can be monitored and treated before a pregnant
woman's life and the unborn baby is affected (Bhatia & Cleland, 1995).

Since the pregnancy period is a critical period for the survival of both pregnant woman
and unborn baby (Lincetto et al., 2015), good quality ANC is required to ensure the
safety of the expectant mother because inadequate care during this time can break a
critical link in the range of care, and affects both women and babies (Lincetto et al.,
2015).

Due to its importance in any reproductive health care system, different models of ANC,
such as a traditional model of prenatal care and focused ANC clinic visits, were
developed and practiced in other countries. According to Shah and Say (2007),
tradition's nature, historical, socio-cultural, human and financial resources available, and
constraints were the main factors behind the development of these models.
8

The

traditional model of prenatal care is widely used in most developed countries, whereby
maximum numbers of ANC clinic visits ranging from 7 up to 10 visits are recommended
to be made by the pregnant woman. In this model, pregnant women have to make
monthly visits until the seventh month of pregnancy, and then after that, they should
have to make weekly visits until the day of delivery (Say & Raine, 2007). The model
helps the expected mother receive enough medical care, supervision from trained
personnel, and emergency treatment if any complications arise.

Therefore, most developing countries developed their model known as Focused
antenatal care (FANC) as customized medical care aiming at making pregnant women
aware of their overall health, birth preparation, and readiness for foreseen pregnancy
complications (Villar et al., 2001). In this model, the clinic visits are focused on
enabling the pregnant woman to make all visits recommended which are sequentially
arranged whereby the first visits start during the first three months of pregnancy,
followed by second visits in the sixth month of pregnancy, followed by the third visit in
the eighth month of pregnancy and the last visits have to be made in the final month of
pregnancy (Villar et al., 2001).

Inadequate health care resources, waiting time,

transportation costs, and loss of working hours are common problems faced in most
developing countries; hence the FANC model was designed to help reduce these
problems (Birungi et al., 2008).
2.1.2.2. Benefits of Antenatal care (ANC)
Antenatal care contributes to good pregnancy outcomes, and frequently benefits of
antenatal care are dependent on the timing and quality of the care provided (WHO &
UNICEF, 2003). Regular ANC is necessary to establish a relationship and confidence
between the woman and her health care provider, individualize health promotion
messages, and identify and manage maternal complications or risk factors (Hollander
1997). During these visits, essential services such as tetanus toxoid immunization, iron,
9

and folic acid tablets, and nutrition education are provided (Magadi et al., 1999).
Furthermore, lack of antenatal care has been identified as one of the risk factors for
maternal mortality and other adverse pregnancy outcomes in developing countries
(Anandalakshmy et al., 1993; Fawcus et al., 1996). Moreover, many studies have also
demonstrated the association between lack of antenatal care and perinatal mortality, low
birth weight, premature delivery, pre-eclampsia, and anemia (Ahmed & Das 1992;
Coria-Soto et al., 1996).

In addition, it is evidenced that intra uterine growth retardation, as well as birth weight,
are positively related to ANC clinic visits as lack of ANC clinic visits results in higher
intra uterine growth retardation as well as low birth weight and vice versa is accurate
(Coria-Soto et al., 1996; Ahmed & Das, 1992). Moreover, 160,000 more newborn lives
will be saved in Africa if 90% of pregnant women will receive the recommended ANC
clinic visits (WHO, 2013).

Furthermore, sexually transmitted diseases such as HIV infection, syphilis, gonorrhea,
urinary tract infection (UTI), counseling, birth preparedness’ education, and family
planning education are all given attention during ANC clinic visits (Lincetto et al.,
2015). However, the significance of ANC clinic visits in improving maternal health care
results can be reduced by the absence of a functioning health system where pregnant
women can receive emergency obstetric care whenever needed (Coria-Soto et al., 1996).
2.1.2.3

Postnatal Care (PNC)

This is the period from birth time until up to 42 days after birth (WHO, 2013). This is
the most crucial period for both mother and her born baby, as it has been evidenced that
60% of maternal death in developing countries occurs during this time and the death of a
mother exposes her newborn child to a high risk of morbidity and infant mortality, hence
receiving postnatal care during this time is of very important as the life of both mother
10

and child depends on this care (Gill et al., 2007). Postnatal care helps obtain important
information on maternal and child nutrition, immunization, hygiene, sanitation, and
prevention of infections, including HIV and other STIs (USAID, 2009). Despite the
significance of postnatal care, most women in Tanzania do not utilize these services, as
it was reported that only 31% of women accessed and received postnatal care
immediately after birth (TDHS, 2010). Due to this situation, developing countries have a
high maternal mortality rate, and the leading causes of these deaths are hemorrhage,
infections, and hypertensive disorders. However, these conditions are technically
treatable if detected early (Hauwa, 2011).
2.1.3. Effects of lack of MHC Utilization
2.1. 3.1 Effects of lack of ANC Utilization
Good quality care during pregnancy is significant for a mother's health and the unborn
baby's growth (Lincetto et al., 2015). However, pregnancy is critical to endorse healthy
behaviors and parenting skills. ANC provides platforms for pregnant women and their
families to access formal health education to increase the probability of getting
supervision from trained personnel during delivery and contributes to better health
through the life cycle. At the same time, the lack of care breaks a critical link in the care
range, affecting both expected mothers and unborn babies (Warren et al., 2008).
In addition, it is estimated that almost 900,000 expected newborn babies die as stillbirths
during the last twelve weeks of pregnancy in SSA due to a lack of antenatal care visits
and nursing (Warren et al., 2008). Moreover, antepartum stillbirth accounts for twothirds of all stillbirths in countries where the mortality rate is greater than 22 deaths per
1,000 live births in African countries (Lincetto et al., 2015). Furthermore, maternal
infections, especially syphilis and pregnancy complications, are the leading causes of
antepartum stillbirths deaths, even though systematic global estimates of reasons are not
available. Also, preterm birth, restricted fetal growth, congenital infections, and fetal
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alcohol syndrome are the leading problems affecting newborn babies (Warren et al.,
2008).

It is also estimated that 25% of maternal deaths occur during pregnancy, with
changeability between countries depending on the occurrence of unsafe abortion,
violence, and disease in the area (Lincetto et al., 2015).

Pre-eclampsia and post-

eclampsia and hemorrhage claim about a third and a half of maternal lives due to
inadequate antenatal care during pregnancy. Moreover, the high prevalence of Malaria,
HIV/AIDS infections, Anemia, and malnutrition claims about three out of five pregnant
women in West African countries (Lincetto et al., 2015).
2.1.3.2 Effects of lack of PNC Utilization
It is known that the postnatal period is significant to the health and survival of a mother
and her newborn, especially immediately after delivery until the sixth week of delivery
(WHO, 2013). However, the most susceptible time for both mother and baby is during
the hours and days after birth. So, lack of care during this period may result in death and
disability and hinder the opportunities to promote health behaviors affecting pregnant
women, newborns and children ((Lincetto et al., 2015).

It is estimated that half of all postnatal maternal deaths occur within 24 hours up to the
first week after a new baby is born (Warren et al., 2008). However, the leading cause of
maternal mortality in Africa is hemorrhage which accounts for up to 34% of deaths. In
comparison, sepsis and infection claim another 10% of maternal deaths; practically all
occur during the postnatal period. Access to family planning in the early postnatal
period is also essential, and lack of effective PNC contributes to frequent poorly spaced
pregnancies; this is a stressful time for new mothers, so emotional and psychosocial
support should be available to reduce the risk of depression (Warren et al., 2008).
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Effects on newborns: Studies show that SSA has the world's highest neonatal mortality
rates and has led to the slowest progress in reducing newborn deaths, especially deaths
in the first week of life (WHO, 2013). It is estimated that at least 1.16 million African
babies die each year in the first 28 days of life, and 850,000 of these babies do not live
pasts the week they were born (Warren et al., 2008). There are various causes of these
deaths; one of them is asphyxia which claims many babies during the first day, and the
majority of deaths due to preterm birth occur during the first week (WHO, 2013).
Infections, mainly after the first week of life, claim 38% of babies' lives in SSA, and the
majority of these deaths are low birth weight babies, many of whom are preterm. In
addition, long-term disability and poor development often originate from childbirth and
the early postnatal period (Warren et al., 2008).

Effects on children: In SSA, at least one in four child deaths occur during the first month
of life (Warren et al., 2008). These deaths often occur before child health care services
begin to be offered in the first six weeks of the first immunization visit. Low coverage of
care in the postnatal period negatively influences other maternal, newborn, and child
health (MNCH) programs along the continuum of care. For example, the lack of support
for healthy home behaviors such as breastfeeding can continue to affect child
undernutrition. Additionally, newborns and mothers are frequently lost due to a lack of
follow-up during the postnatal period (Warren et al., 2008).

2.1.4

Theories on Maternal Health Care Utilization

Since it is difficult to identify which determinants are most significant in the decision to
utilize health care, a range of different aspects ranging from culture, economics, access,
perceptions, knowledge, belief in usefulness, age, gender roles, to social roles is believed
to influence the choice to seek health care and the evaluation of which health care option
to utilize for prevention and treatment of illness. So to understand why people decide to
seek and use health care in their daily lives, the researcher looked at various theories and
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models which explain and explored factors responsible for people seeking and utilizing
health care from theoretical perspectives. These theories and models are Andersen’s
health behavior model, Choice making model, and Health Belief Model.
2.1.4.1

Andersen’s health behavior model

Andersen developed Andersen’s health behavior model in 1968, which looks at three
categories of determinants (Rebhan, 2008). The first category is a Predisposing
characteristic which represents the tendency to utilize health care services, and
according to Andersen, an individual is more or less likely to use health services based
on demographics, position within the social structure, and beliefs about health services
benefits (Warren et al., 2008). An individual who believes health services are helpful for
treatment will likely utilize those services (Rebhan, 2008). The second category is
enabling, which includes family and community resources. Family resources comprise
economic status and the location of residence, while community resources incorporate
access to health care facilities and the availability of persons for assistance; the third
category is Need-based characteristics. This category includes the perception of the need
for health services, whether individual, social or clinically evaluated perceptions of need
(Rebhan, 2008).

Furthermore, the model was revised in the 1980s-1990s to form three components with a
linear relationship. These three components are primary determinants, health behaviors,
and health outcomes (Andersen, 1995). Primary determinants are noted as the direct
cause of health behaviors. These determinants include characteristics of the population
(demographics), the health care system (resources and organization), and the external
environment (political, physical, and economic influences of utilization). In addition, the
model explains that health behaviors determine health outcomes. Health behaviors
include personal health practices (diet and exercise) and the use of health services.
Lastly, the model indicates that health behaviors directly cause health outcomes. Health

14

outcomes include perceived health status, evaluated health status, and consumer
satisfaction (Rebhan, 2008).
Figure 2.1: Andersen’s Behavioral Model of Health Services Utilization

Source: Wolinsky, 1988b
Generally, the model assumes that predisposing characteristics, enabling characteristics,
and need features always influence people to use the health service, especially the
maternal health services in this case.
2.1.4.2

Choice-making model

The choice-making model was proposed by Young (1981) in his ethnographic studies of
health services utilization in Mexico. In his proposed model, Young includes four
essential components to influence the individual's decision on health services utilization.
These four components are perceptions of gravity, the knowledge of home treatment, the
faith in the treatment, and the accessibility of the treatment (Rebhan, 2008).
A perception of gravity includes individuals' perceptions and their social network’s
consideration of illness severity. Individuals’ perceptions of the illness severity will
influence whether to seek medical treatment or not. Also, the social network is based on
the assumption that the culture plays a part in classifying the severity of illnesses by an
individual (Rebhan, 2008). The second component of the choice-making model is the
knowledge of home treatment. This component emphasizes that a person is likely to use
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home treatment if that person believes home treatment is efficient compared to the
professional health care system (Wolinsky, 1988b).

The third component of the choice-making model is the faith in treatment which
incorporates the individual’s belief in the efficiency of treatment for the present illness.
Individuals will not utilize the treatment if they do not believe it is effective. The last
component of the choice-making model is the accessibility of treatment. The term
accessibility includes the individuals’ evaluation of the cost of health services provided
and the availability of those services. According to Young, access may be the most
important influence on health care utilization (Wolinsky, 1988b).
Figure 2.2: Choice-Making Model

Source: Young, 1981
In general, the Choice making model assumes that the gravity of the illness, knowledge
of home treatment, faith in medicine, and access to treatment always influence people to
utilize health services, especially the maternal health services in this case.
2.1.4.3

Health Belief Model

The Health Belief Model was developed by cognitive belief theorists, who believe that
behavior depends on the significance that a person puts on a preferred result. That
behavior will make that person achieve the most desired outcome (Bandura, 1977).
Moreover, the Health Belief Model elaborates that health behaviors can be predicated
based on the information from determinants such as perceived severity, perceived
benefits/barriers, modifying factors, and susceptibility related to specific behavior. The
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applicability of the Health Belief Model in this study has been explained based on the
four determinants.
Perceived susceptibility: Perceived susceptibility refers to a person’s decision on the
danger of contracting a health problem. The possibility of looking for health
interventions and care increases as the perceived susceptibility level increases
(Rosenstock, 1974). For example, a pregnant woman is likely to look for medical
intervention and care if she believes that she is susceptible to pregnancy complications
during her pregnancy period or has faced difficulties during her pregnancy.

Perceived severity: This refers to a personal assessment of the probability that a problem
or illness will have cruel consequences such as pain, handicap, or even death if
contracted or left untreated (Backer & Maiman, 1977). The willingness of a pregnant
woman to seek and utilize MHC depends on her assessment of the seriousness of the
adverse effects related to pregnancy complications, for example, the risk of facing death
to the pregnant woman and the death of the fetus.
Perceived benefits/barriers: Perceived benefits/barriers refer to an individual’s selection
of particular behavior depending on the perceived benefits and obstacles that person is
likely to get and face by choosing specific behavior. An individual carries out a costbenefit analysis to evaluate the expected use of particular behavior against perceived
expenditure incurred by engaging in the behavior (Rosenstock, 1974). Furthermore,
compliance with suggested healthcare-seeking behavior is hindered to the extent that
perceived barriers outweigh perceived benefits that would result from engaging in health
behavior (Rosenstock, 1974). For example, lack of knowledge about the benefits of
MHC, distance to a health facility, inadequate resources, traditional practices, and long
waiting time at the health facility would make the pregnant woman not utilize MHC.
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Modifying factors: The decision to look for health care can also be influenced by sociocultural factors as well as demographic factors such as educational attainment, age,
religion, social values, beliefs, and practices, and from this aspect, the individual’s
decision to seek and utilize medical care depends on context surrounding that person
(Chivonivoni et al., 2008).
2.2

Empirical Literature Review

A review of the literature suggested that in developing countries, the use of modern
health care, such as maternal health services, is the function of many factors such as
socio-demographic factors, socio-economic factors, cultural factors, and individual
behaviors and decision making as well as the accessibility of these services. The
following are some of the studies done by researchers on maternal health care
utilization.
Abor and Nkrumah (2013) in Ghana did a study to assess socio-economic determinants
of maternal health care utilization in which three specific objectives were examined
which were maternal health services current status, determinants of maternal health care
and their predicted changes in utilization as well as factors responsible for changes by
using a discrete choice model. The study revealed that antenatal visits are not a problem
for most women as they made the recommended number of ANC clinic visits; however,
prenatal care, delivery at a health facility, and postnatal care were utilization problems.
Furthermore, The study also revealed that education, residence place, age, access to a
health facility, ethnicity, and religion were critical socio-economic factors influencing
utilization of maternal health services; these results are in line with previous studies
done by (Mekonnen & Mekonnen, 2003; Gage, 2007). The study recommended that
innovative strategies be developed to improve prenatal care, place of delivery, and
postnatal care as their utilization rate is shallow.
A cross-sectional study was done by Jat et al. (2011) to investigate the factors affecting
the use of maternal health services in Madhya Pradesh state of India, with the specific
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objective of estimating the effects of individual, community, and district-level
characteristics on the utilization of maternal health services in which three measures of
maternal health care utilization namely ANC visits, PNC visits, and skilled birth
attendants were examined by using Multilevel logistic regression analysis. The study's
findings showed that 61.7% of the respondents used ANC at least once, 37.4% received
PNC within two weeks of delivery, and 49.8% of mothers were assisted by skilled
personnel during delivery. Furthermore, the study found a considerable variation of
about 40% and 14% in the use of ANC, 29% and 8% in the use of skilled attendants at
delivery, and 28% and 8.5% in the use of PNC at community and district levels
respectively. The household socio-economic status and mother’s education were the
most critical factors associated with the help of ANC and skilled attendance at delivery,
as was the case in the previous studies done by (Navneetham & Dharmalingam, 2002;
Gertler et al., 1993; Elo, 1992; Fosu, 1994; Babalola & Fatusi 2009). The main focus
should be directed at an individual level as the strategy to increase utilization in the
state.

Banda (2013) did a cross-sectional quantitative study in Malawi to investigate the
barriers to utilization of FANC among pregnant women in Ntchisi district. The Pearson
Chi-Square tests were used to examine various maternal health care utilization measures,
namely knowledge, distance, age range, and seeking permission. The study revealed that
long-distance, seeking permission to start and use FANC, range of maternal age,
showing off the pregnancy perception, and fear associated with witch craft were
positively related to low utilization of FANC. The study also found that 96% of pregnant
women were aware of FANC and its importance as they received vaccines, supplements,
and Malaria prophylaxis during FANC visits. A similar result was observed (Nisar &
White, 2003). Furthermore, the study found that 94% of health workers were conversant
with FANC guidelines and principles, and there was a positive perception of FANC
among health workers.
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Adamu (2011) did an analytical ecological study in Nigeria whereby the researcher
explored the differential factors affecting utilization of maternal health services across
the six geopolitical zones of Nigeria, four-measure of maternal health care utilization,
namely antenatal care visits, skilled birth attendance, place of delivery and postnatal care
utilization by using logistic regression were examined. The study found that the
Utilization of MHCS varies across the regions of Nigeria. Furthermore, the study
revealed that family wealth index, education, and residence place were strongly
associated with MHC utilization in all areas. However, employment was significant in
the northern region and not in the southern part, while the mother’s age was influential
in the southern region and not in the northern region. Generally, pregnant women in the
southern region were more likely to utilize services than those in the north. These results
were similar to the studies done by (Nwogu, 2009; Doctor et al., 2011), in which the
main reason is higher demographic indices of women living in the south compared to
those residing in the north.

Ngake et al. (2014) did a study in Uganda intending to explore the effect of
demographic and socio-economic factors on the utilization of maternal health care
services using the 2006 Uganda Demographic Health Survey. A furthermore binary
logistic regression model was used to examine three measures of maternal health care
services, namely visits to antenatal clinic, tetanus toxoid injection, and place of delivery,
to see their relationship with the socio-demographic factors such as place of residence,
educational attainment, birth order, religion, wealth index, marital status, and age. The
study revealed that urban women were more likely to use antenatal care services, receive
tetanus toxoid injections and deliver their babies in public health facilities than women
from rural areas. Furthermore, the study revealed that women education and wealth
index were both positively associated with antenatal care, place of delivery, and a
tetanus injection. These results were compatible with other studies (Mekonnen &
Mekonnen, 2003; Chakraborty et al., 2003; Gage, 2007), which stressed that educated
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women are more informed and aware of the availability of health care services and there
were likely to utilize them compared to uneducated and poor women.

A study was done by Mukong (2013) to investigate the Socioeconomic determinants of
Maternal Health Care Utilization in Tanzania and to explore the importance of
socioeconomic factors in explaining the adequate utilization of maternal health care
services by pregnant women and newborns mothers in Tanzania over the year 20042010. The logit model examined socio-economic and demographic factors to show their
impacts on maternal health care utilization. The study revealed that household income,
maternal education, paternal education, Health knowledge, and distance to the facility
are positively associated with maternal health care utilization, which was compatible
with other studies (Gage, 2007; Magadi et al., 2000; Overbosch et al., 2004).
Furthermore, the study revealed that households with more children were less likely to
utilize prenatal care services than households with few children. Moreover, married
women were more likely to utilize postnatal care due to their partners' help in decisions
regarding care-seeking.

A cross-sectional analytical study by Samson (2012) aimed to investigate the Utilization
and Factors Affecting Delivery in Health facilities among Recent Delivered Women in
Nkasi District. Using bivariate and multiple logistic regression, education, distance to a
health facility, place of delivery, and antenatal care visits were regressed as the factors
affecting maternal health care utilization in the study area. The study revealed that
women's education, distance to health facilities, and antenatal care visits were
significantly associated with maternal health care utilization in the study area. These
findings were compatible with other studies (Anwar et al., 2007; Yanagisawa, 2006;
Mrisho et al., 2007; Lwelamira, 2012; Wagle et al., 2004). Delivery in a health facility
increased with education and the number of antenatal care visits but decreased as the
distance between the health facility and home increased.
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A cross-sectional study was done by Simfukwe (2008) to investigate factors contributing
to home delivery in Kongwa district whereby three measures of home delivery, namely
accessibility of maternal health care, practicing TBA, the existence of beliefs, traditional
practices, and reasons for home delivery were examined. The study revealed a high
home delivery ratio of 65%. Natural habits, customary practices, and unsatisfactory
maternal health care were the main reasons for home delivery in the study area.
Furthermore, the existence of TBAs and distance to the health facility were also the
other reasons contributing to home delivery in the area which were compatible with the
study done in Nepal by Adhikari (2006). Community sensitization was recommended as
the strategy to improve maternal health care utilization in the area.

A study by Mrisho et al. (2009) investigated antenatal and postnatal care use,
perspectives, and experiences of women and health care providers in rural southern
Tanzania. Various measures, namely information about the timing of antenatal and
postnatal services, perceptions of the rationale and importance of antenatal and postnatal
care, barriers to utilization, and suggestions for improvement, were examined using indepth interviews with health care providers and village-based informants in villages of
Lindi Rural and Tandahimba districts in southern Tanzania. The study generally found
that women were positive about antenatal and postnatal care. Furthermore, the study
found that fear of cesarean, late initiation of antenatal care visits, fear of encountering
wild animals, lack of money to pay for transport, distance, and lack of privacy in
attending ANC and PNC were found to be the main reasons hindering utilization of
maternal health services in the area. Other studies found similar results (Dhaka et al.,
2007; Ndomugyenyi et al., 1998; Myer, 2003).

All the above studies emphasized the socio-economic and demographic factors relating
to the utilization of maternal health care services without explaining their implications
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for the welfare of those societies; hence this study will focus on socio-economic
implications for the welfare of the Ilembo and Masoko communities.

2.3

The Conceptual Model

Figure 2.3 illustrates the hypothesized model for this study. The model assumed that low
antenatal and post-natal care utilization has negative implications for the socio-economic
welfare of the people in Tanzania. The model also thought that high antenatal and postnatal care utilization has positive implications for the socio-economic welfare of the
people in Tanzania.

The model assumes that maternal health care utilization directly affects the socioeconomic welfare of the people in terms of Household production of the people either
positively or negatively. The model also assumed that the level of maternal health care
utilization affects the healthy days of the maternal mothers. The model also believed that
vulnerability to diseases in maternal mothers depended on the number of clinic visits
made by maternal mothers.

Healthy days of maternal mothers and health expenditure depend on the level of
maternal health care utilization among the people. The more people utilize maternal
health care, and the more likely the maternal mother will be healthier. Also, the level of
maternal health care utilization determines the number of expenditure people spends on
treating diseases resulting from not utilizing the services during maternity.
Generally, the hypothesized model assumed that the socio-economic welfare of the
people is the function of maternal health care utilization (antenatal care and post-natal
care). The variables contained in this model and their measurements are indicated in
Table 2.1.
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Figure 2.3: Maternal health care utilization and its socio-economic welfare
implications
Independent variables (causes)

Dependent variables (effects)

Socio-economic welfare

Maternal health
care utilization
level
 High/Low
Antenatal
care
 High/ Low
Post natal
care

 Household
production
 Healthy days of
maternal mother
 Vulnerability to
diseases
 Health expenditure

Source: Researcher’s construction 2016
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Table 2.1: Variables and Their Measurements on Maternal Health Care Utilization
Variables

Measurements

Sources

Utilization

Antenatal care
1. ANC clinic visits
i.
ANC clinic visits made during pregnancy
are measured based on WHO standard
2. Tetanus toxoid (TT) vaccine
i.
The number of tetanus vaccines received
during pregnancy measured based on WHO
standard
Postnatal care
1. Checks up
i.
Checkups for postpartum hemorrhage within 24
hours to 6 weeks after delivery
ii.
Checkups for puerial-sepsis within 48hours - 42
days after delivery
iii.
Checkups for eclampsia after delivery

Maternal mother

Household
production

Income earned per year of the household members.

Head of the
family and
maternal mother

Healthy days of
maternal mother

Numbers of days
i.
Number of unhealthy days of the mother during the
maternal period

Maternal mother

Vulnerability to
diseases

Disease contracted by maternal mother after delivery
i.
Postpartum hemorrhage
ii.
Eclampsia
iii.
Puerial sepsis
iv.
Anemia
i. Income spent on maternally related problems during
delivery
ii. Income spent on maternally related problems after
delivery

Maternal mother

Health expenditure

Source: Researcher 2016

25

Head of the
family

CHAPTER THREE
RESEARCH METHODOLOGY
3.1

Overview

In doing research, different methodological approaches are used to ensure smooth
completion and organization of the work. If that is the case, this chapter describes and
explains the methodology used to design and conduct this research. The issue addressed
in this chapter involves research design, study area, geographical area, target population,
inclusion criteria, sample size, sampling techniques, data collection techniques, data
processing and analysis techniques, reliability and validity, and ethical considerations.
3.2

Research Design

As the researcher was only interested to know the prevailing situation without observing
the changes afterward in the area, the cross-sectional study design was the suitable
research design employed by the researcher. Moreover, questionnaires and personal
interviews were tools for acquiring data from the respondents, and they were ideal since
they accommodated those with writing skills and those with no writing skills.
Furthermore, a research design is the arrangement of conditions for collecting and
analyzing data that combines research relevance with an economy in the procedure
(Kothari, 200).

3.3

Study Area

This study was carried out in Tanzania, specifically in the Mbeya region, where Ilembo
and Masoko wards in Mbeya district council were used as a case study to analyze the
socio-economic implications of maternal health care utilization in Tanzania. The
researcher's awareness of the area and easy accessibility of information were the reasons
for selecting the scope of the study.
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3.4

Target Population

The study population included maternal mothers who are residents of Ilembo and
Masoko wards. The targeted population enabled the researcher to get complete
information on maternal health services utilization and its socio-economic implication
on the welfare of the community members in the study area.
3.4.1

Inclusion criteria

Maternal mother with babies of 0-5 years old who are residents of Masoko and Ilembo
wards

3.5

Sample Size

The study's sample size was drawn from each ward's total population. According to
(URT, 2012), the people of Ilembo and Masoko were 17391 and 7682, respectively.
Generally, the sample size in this study was estimated from the below equation, as
explained in detail by Rwegoshora (2006).

Whereby

------------------------------------ (1)

n = Sample size
N= Total population in the area
e = Standard error (1-10%)
1= constant
In Ilembo ward, various values were used to compute the sample size as follows; N =
17391 and e = 10%, giving a sample size of 99 people. In Masoko ward, the values used
were as follows; N = 7682 and e = 10%, giving the sample size of 44 people. So
generally, the sample size in this study was 143 people.
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3.6 Sampling Technique
This study employed random probability sampling. This technique has opted because
everyone was selected and picked randomly and entirely by chance; hence, everyone had
an equal opportunity to be selected during the sampling process.
Masoko and Ilembo wards comprised about thirteen villages; only eight villages were
randomly selected by using the lottery method as follows, the village’s name was written
on a piece of identical paper, and one blinded person chose one piece of paper randomly,
then opened the form and read the name of the village which appeared on the piece of
paper. The process was repeated until all eight villages were randomly selected from
thirteen villages. The villages picked and included in the study were Ilembo, Ilomba,
Mwakasita, Masoko, Italazya, Mumba, Shilanga, and Mwala. Moreover, systematic
random sampling was used to pick eighteen houses from each village. After four places,
the researcher corrected the data, and each household provided one respondent until all
the required number of respondents were obtained.
3.7

Data Collection Techniques

The researcher obtained data from mainly two sources, namely primary sources as well
as secondary sources. The methodology in primary data collection included
questionnaires

and

interviews,

and

the

secondary

data

included

detailed

documentation/documentary review.
3.7.1 Primary Data
3.7.1.1 Questionnaires
In this study, a structured and open-ended questionnaire was employed, which provided
the researcher with more recorded information for the problems and simplified data
analysis. Furthermore, a questionnaire refers to several printed or typed questions in a
specific arrangement on a form or set of conditions (Kothari, 2009). Moreover, a
questionnaire can be mailed or presented manually to the respondents, who are expected
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to read and write down the response after understanding what the researcher asks in the
questions.
3.7.1.2 Interviews
Interviews as the primary data collection method covered different categories of
respondents, including key informants' interviewees. These people were likely to
provide the needed information on particular subjects. The interview was based on openended questions to simplify data analysis. Structured and unstructured interview with
maternal mothers was employed. This was the appropriate method for data collection
that allowed the researcher to probe diverse issues in a comfortable environment to
obtain and record additional information.
3.7.2 Secondary data
3.7.2.1 Documentation/Documentary review
Documents from libraries and other research works were used for this study. It involved
the activity of extracting the necessary information from the documents. These
documents included books, journals, papers, articles, newspapers, and various research
reports related to the study's problem.
These documents were found in the main library of Mzumbe University, Ilomba, Ilembo
dispensaries and health centers, internet and journals, e-books, and International Health
organization report. These helped provide the researcher with the required information
for the problem.
3.8 Data Processing and Analysis Techniques
In this study, qualitative and quantitative approaches were used during data analysis.
SPSS for classifying and tabulation of data was employed in data analysis. Data
collected through the interviews were analyzed by comparing various answers that the
respondents provided concerning their authenticity and terms of validity. The interview
aimed to allow the researcher to understand a person's perspective. For the
documentation consistency, validity, and reliability of the arguments provided from other
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sources such as books, journals, and the internet concerning the problem at hand. Data
were checked for accuracy and completeness before analysis. All questionnaires with
inconsistent filling were rejected, and only wholly filled and clean questionnaires were
coded and entered into a computer ready for analysis.
The estimation technique used was Cross tabulation for key variables with Chi-Square
Tests, which enabled the analysis to be done per objective to identify the causal effects
relationship (correlations of variables).
3.9

Reliability and Validity

3.9.1

Validity

According to Polit and Beck (2004), the term validity refers to whether there is evidence
to support the statement that the methods used by the researcher are measuring the
theoretical concepts intended. The researcher considered the validity issue by ensuring
that the theories used in this study reflect the subject at hand, which is a maternal health
service.
3.9.1.1

Internal validity

Burns and Grove (2005) defined internal validity as the extent to which the study
findings accurately reflect reality rather than the results of irrelevant variables. The
researcher made several efforts to ensure that unrelated variables in the study were
reduced as much as possible to increase the study's internal validity with the use of
random sampling techniques, the homogeneity of the selected group of maternal mothers
making a sample, and blocking off some of the possible irrelevant variables by including
and measuring them (such as demographic characteristics of respondents).
3.9.1.2

External validity

The researcher made purposeful efforts to ensure external validity is observed in this
study. The researcher confirmed that the study's sample size represents the broader
population; the study setting and experimental arrangements were in harmony with other
environments. In this study, efforts to enhance external validity included the random
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selection of a large sample, which made it more representative—a comparison of the
findings with other studies found in the literature.
3.9.2 Reliability
A structured questionnaire was one of the methods used to improve reliability in this
study. This was done to avoid asking questions with little relevance to the respondents or
questions that made the respondents not clearly recall. This is supported by Kothari
(2004), who states that reliability problems commonly result when the respondents do
not understand the question or are asked about something they do not recall or have little
relevance.
3.10 Ethical Considerations
The implementation of this research observed all known ethics. The research protocol
was followed by obtaining a research permit from the Mzumbe University, which
introduced the researcher to the Mbeya Regional Administrative Secretary. Then
researcher received the research permit from the Mbeya Regional Administrative
Secretary, who introduced the researcher to the Mbeya district Administrative Secretary
and introduced the researcher to the Ilembo and Masoko WEOs by letter. Respondents
were asked for voluntary participation in the study, and the researcher ensured that
participants' privacy was not violated. The information obtained from the respondents
was treated as confidential and used only for this study. Moreover, the researcher made
sure that the names of the respondent were not included in the study
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CHAPTER FOUR
PRESENTATION OF RESULTS AND DISCUSSION OF THE FINDINGS
4.1

Overview

This research analyzes the socio-economic implications of maternal health care
utilization in Tanzania. Specifically, the study assessed the extent does maternal health
care utilization affects household production in Tanzania; to what degree does maternal
health care utilization affect the healthy days of maternal mothers in Tanzania; to what
level does maternal health care utilization reduce vulnerability to diseases to the
maternal mothers in Tanzania; and lastly to what extent does maternal health care
utilization affect the health expenditure of the Tanzanians.
This chapter begins with presenting the results regarding the characteristics of the
respondents, followed by observing the general research question, and then it explains
the specific research questions. This is followed by the presentation of the results
regarding socio-economic implications (effects) of maternal health care utilization based
on household production, healthy days of the maternal mother, vulnerability to diseases,
and health expenditure.
4.2 Sample Size and Characteristics of the Respondents
The study sample had 143 maternal mothers’ respondents and their Socioeconomic
characteristics assessed include sex, age, marital status, the level of education,
relationship with the head of the family, occupation, place of delivery, health
infrastructure availability in the area, and average income earned per year.
The results from the scenes indicate that most of the respondents were 31 and above
years old, 38.5% presumably aged for active reproduction period and followed by 15-24
years old 32.9%, followed by 25-30 years old 28.7%. The results also indicate that the
second majority of respondents were 15-24 years old, 32.9%, which showed the
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existence of early marriage in the area because many respondents have either achieved
primary education level or have never attended school (Table 4.1).
The majority, 69.2% of the respondents, are married, followed by single respondents
12.6%, while widow respondents were 10.5% and divorced respondents were 7.7%
(Table 4.1). Most respondents had attained primary education 51.7%, followed by those
who never attended primary education 38.5% and secondary education 9.8% (Table 4.1).
Since many respondents had attained at least primary and secondary education, it creates
a favorable environment for the respondents to quickly digest the questions asked by the
researcher regarding their understanding of maternal health care services. The majority
of the respondents were married, 69.2%. In comparison, 30.8% were heads of families,
meaning they are single parents, divorced, widows, or separated parents and have to
work hard to feed their families because they are the head of families (Table 4.1).
The primary economic activity of most of the respondents was farming 57.3%, which
was claimed to earn between Tanzania Shillings 0-300,000TZS, followed by 21.7% who
earned between 300,001-500,000TZS and 21.0% who earned more than 500,000TZS
(Table 4.1). The findings implied that most respondents worked harder to earn a living.
Similar results were observed by (Koening et al., 2007). The majority of respondents
have unavailability of healthy facilities as reported that 59.4% of respondents have no
health facility in their area, and only 40.6% of respondents have health facilities in their
place (Table 4.1). The type of occupation and the unavailability of health facilities
provide difficulties for allowing one to have an opportunity to seek maternal health care
services such as attending clinics.
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Table 4.1: Respondents characteristics (n=143)
Variable

Category

Sex

Female

Age

15-24yrs

47

100
32.9

25-30yrs

41

28.7

31+ yrs

55

38.5

Never attended

55

38.5

Primary school

74

51.7

Secondary school

14

9.8

Married

99

69.2

Single

18

12.6

Divorced

11

7.7

Widow

15

10.5

Wife

99

Head of household

44

69.2
30.8

Education level

Marital status

Relation with the head of
household

Frequency

Percentage
143

Economic activities

Farmer

Health infrastructure availability
in the area

Yes

58

No

85

Hospital

58

Home

85

0-300,000Tzs

82

300,001-500,000Tzs
>500,000Tzs

31
30

Place of delivery

Average income earned per year

143

100.0

40.6
59.4
40.6
59.4
57.3
21.7
21.0

Source: Field data 2016

4.3

Level of Maternal Health Care Utilization

Maternal health care utilization was the independent variable in this research. The
number of ANC clinic visits, Tetanus Toxoid vaccination, and medical checkups within
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42 days after delivery was observed to determine its utilization level. The findings show
that the only 36% of the respondents made the recommended ANC clinic visits during
the pregnancy period (four and above) (Figure 4.1), while 39% of the respondents
received the recommended number of Tetanus Toxoid vaccination, which is at least
three and above during pregnancy (Figure 4.2). Lastly, only 41% of the respondents
received medical checkups within 42 days of delivery (Figure 4.3). Similar results were
obtained by (Ngake et al., 2014) in Uganda. From these findings, we can conclude that
the average level of maternal health services utilization in the study area is only 38.7%
depicting low utilization of maternal health services in the area. Below are the points
observed to determine the level of maternal health care utilization in the area.
(a) Number of clinic visits made during pregnancy
The number of clinic visits is essential in ensuring the mother's and child's welfare.
From this understanding, it was in this research's interest to know how many visits
mothers made so that we could determine whether these visits were adequate in
guaranteeing their welfare. A total number of 143 maternal mothers were involved in the
study, and their results indicated that only 36% of the respondents made four and above
clinic visits during the pregnancy period as recommended by the FANC model, while
majority 64% of the respondents made only one to three clinic visits during pregnancy
period (Figure 4.1). Depicting that utilization is low in terms of ANC clinic visits since
the majority of 64% did not make the recommended number of clinic visits, which is
four and above visits during pregnancy. This finding is compatible with Banda (2013) in
Malawi, who found that long distance to the health facility, late initiation of ANC visits,
and seeking permission to start and use ANC visits was responsible for the lower
utilization level in term of ANC clinic visits in the area.
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Figure 4.1: Response to number of clinic visits made during pregnancy period
(n=143)

Source: Field data 2016

(b) Tetanus Toxoid (TT) vaccination and number of TT vaccines received
during pregnancy
Receiving the Tetanus Toxoid vaccine is crucial in ensuring better health for both
mother and unborn child. For this case, it was in this research's interest to know how
many Tetanus Toxoid vaccines maternal mothers received so that we could determine
whether these vaccines were adequate in guarding their welfare. A total of 143 maternal
mothers were involved, and their results in Figure 4.2 showed that only 39% received
three Tetanus Toxoid vaccines. In contrast, 61% of the respondents received one to two
Tetanus Toxoid vaccines during pregnancy, depicting that majority of the respondents
did not receive the recommended number of Tetanus Toxoid vaccines which is three and
above, during the maternal period. The failure to obtain the recommended number of
Tetanus Toxoid vaccines exposes the mother to Tetanus infections because their
immunity to resist diseases during pregnancy tends to be weak. Ngake et al. (2014)
obtained similar results that tetanus toxoid injection utilization was very low for women
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living in rural areas and poorer women compared to women residing in the urban area,
the main reason for these differences being the distance to a health facility, knowledge
about MHC, late initiation to seek ANC visits as well as health facilities availability
differences in the area.
Figure 4.2: Response to Tetanus Toxoid (TT) vaccination (n = 143)

Source: Field data 2016

(c) Medical checkups for postpartum hemorrhage, puerial-sepsis, eclampsia, and
anemia to maternal mothers within 48hours to 42 days after delivery
Medical checkups before and after birth are vital in determining any complications the
mother and child will likely face. For this case, it was the interest of this research to
know whether doing medical checkups helps improve the welfare of maternal mothers.
A total number of 143 maternal mothers were included, and their results Figure 4.3
indicated that majority 59% of the respondents did not get medical checkups within 42
days after delivery as recommended by WHO, while only 41% of the respondent got
medical checkups within 42 days after delivery as recommended by WHO. These
findings are similar to other studies (Bloom et al., 1999; Bhatia & Cleland, 199; Mrisho
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et al., 2007; Wagle et al., 2004; Simfukwe, 2008). Furthermore, distance to a health
facility, home delivery, the existence of TBAs, fear of encountering wild animals as well
as unawareness of the date of delivery were the reasons for not getting medical checkups
immediately after delivery in the area.
Figure 4.3: Response to medical checkups for postpartum hemorrhage, puerialsepsis, anemia, and eclampsia in maternal mothers (n=143)

Source: Field data 2016

4.4

Reasons for Low Level of Maternal Health Care Utilization

Although the researcher aimed at analyzing maternal health care utilization and its
socio-economic implications, since the findings showed a lower level of utilization of
maternal health care in the study area, this brought interest to the researcher to want to
know the factors responsible for the lower level in the utilization of maternal health care
in the area of study. Age, education level, marital status, and family income were the
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socio-economic factors examined in how these factors influence the utilization of
maternal health services among respondents in the study.
4.4.1

Age

Maternal mother age is significant in determining utilization of maternal health care, and
the assumption is that older women are less likely to utilize maternal health care
compared to younger women. From this understanding, it was the interest of this
research to know how age relates to utilization. To determine how utilization of maternal
health care and the age pattern of the respondents influence each other, the crosstabulation was done comparing the age pattern of the respondents against ANC clinic
visits made during the pregnancy period, place of delivery, and reasons for the place of
delivery.

(a) Age pattern in relation to the number of clinic visits made during the
pregnancy period
The cross-tabulation was done to determine how the respondents' age patterns
determined the decision to utilize maternal health care in the area.
Table 4.2: Age pattern in relation to number of clinic visits (n = 143)
Variable

Description

Age of
respondents

Number of clinic visits made during
pregnancy period
One-Three
Four and above

15-24 yrs
25-30 yrs
31+yrs

Total

47.8%
40.2%
12.0%

5.9%
7.8%
86.3%

100

100

P-values

0.0005

Source: Field data 2016
Table 4.2 shows that except for the respondents with the age 31+years, maternal health
services utilization is low, ranging from 5.9% to 7.8% if measured concerning the
maternal mother's age pattern study. These results were inconsistent with the
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assumptions that older women utilize less maternal health care than younger women. In
this study, the results were vice versa though these findings were compatible with the
studies (Reynolds et al., 2006; Mekonnen & Mekonnen, 2003). Furthermore,
complications from pregnancy, confidence, higher household decision-making power,
experience, and knowledge were the main reasons for older women to utilize more MHC
than younger women, particularly adolescents.

(b) Age pattern in relation to place of delivery and reasons for a place of
delivery
The place of delivery is essential to both the mother and child as it determines the safety
of both the mother and child. The assumption is that younger women are more likely to
deliver at the hospital than older women. From this understanding, it was the interest of
this research to know how maternal age influences the place of delivery.
Table 4.3: Age pattern in relation to place of place of delivery (n = 143)
Varia
ble

Age of
respon
dents

Descriptio
n

15-24 yrs
25-30 yrs
31+yrs

Place of delivery

Reasons behind a place of delivery

hospital

Complic
ations
during
previous
pregnant
6.2%
12.5%
81.2%

distance

17.0%
41.5%
41.5%

unawar
eness of
the date
of
delivery
74.2%
16.1%
9.7%

100

100

100

22.4%
22.4%
55.2%

40.0%
32.9%
27.1%

Safety of
mother
and
unborn
baby
32.6%
27.9%
39.5%

100

100

100

Total

home

Pvalues

0.0005

Source: Field data 2016
Results in Table 4.3 show that maternal mother below 31 years old was more likely to
deliver at home ranging from 32.9% to 40% compared to pregnant women above 30
years old if measured concerning the age pattern of the respondents who participated in
the study. These results were not consistent with the expectation that younger women
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were more likely to deliver in hospital than older women, as in this study, older women
were more likely to deliver in hospital than younger women, and this study was
compatible with the study done by (Treffers et al., 2001; Wall, 1998) whereby fear of
being hated by the society was the main reasons for low utilization among young women
in the rural area. Furthermore, results show that among the causes which influence the
respondents to decide on where to deliver, respondents the aged between 15-24 years,
unawareness of the date of delivery was the main reason for them to deliver at home as
most of them it was their first pregnant while the respondents with age 31+ years
complications they got from the previous pregnant were the main reason for them to
deliver at a hospital.
4.4.2 Marital status
To determine how the marital status of the respondents influences the utilization of
maternal health care, cross tabulation was done comparing the marital status of the
respondents against ANC clinic visits made by the respondents during pregnancy and
where they delivered their child.
(a) Marital status in relation to a number of clinic visits made during the
pregnancy period
Marital status plays a significant role in determining the number of maternal mothers'
ANC clinic visits. The expectation is that married women are more likely to utilize
maternal health care compared to unmarried women. In this case, it was the interest of
this research to know if this statement is true in the area. A cross-tabulation was done to
determine how the respondent’s marital status influenced the decision to use maternal
health care in the area.
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Table 4.4: Marital status in relation to the number of clinic visits (N =143)
Variable

Marital status of
respondents

Description

Number of clinic visits made during
pregnancy period
One-Three
Four and above

Married

64.1%

78.4%

Single

14.1%

9.8%

Divorced

12.0%

.0%

Widow

9.8%

11.8%

100

100

P-values

0.03

Total

Source: Field data 2016
Results in Table 4.4 indicate that except for married respondents, maternal health
services utilization of the respondents is low, ranging from 0% to 11.8% if measured
with respondent’s marital status participated in the study. These results were consistent
with the expectation that married women are more likely to utilize maternal health care
than unmarried women. Furthermore, these results were compatible with the studies
observed by (Mukong, 2013; Tann et al., 2007), whereby joint decision-making made by
both partners regarding care-seeking, knowledge, and experience were the main reasons
for married women to utilize more MHC compared to single, separated and widow in the
study area.
(b) Marital status in relation to place of delivery
Since delivery is a complicated process, the Place of delivery is very important for the
survival of both the mother and child. The appropriate place of delivery will help both
mother and child from any complications related to delivery. The assumption is that
married women are more likely to deliver in hospital than unmarried women. From this
case, it was in the interest of this research to know whether married women are more
likely to deliver in hospital than unmarried women. Cross tabulation was done to
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determine how respondents’ marital status influences the decision taken by pregnant
women regarding the place of delivery.
Table 4.5: Marital status in relation to place of delivery (n = 143)
Variable

Marital status of
respondents

Description

Married
Single
Divorced
Widow

Place of delivery
Hospital/health
center
96.6%
1.7%
.0%
1.7%

Total

100

P-values
Home
50.6%
20.0%
12.9%
16.5%

0.0005

100

Source: Field data 2016
Results in Table 4.5 indicate that with exceptions for married respondents, maternal
health services utilization of the respondents in terms of the place of delivery is low,
ranging from 7.7% to 12.6% if measured with respondent's marital status participated in
the study. These results were consistent with the assumption that married women are
more likely to deliver in hospital than unmarried women. -Similar results were observed
by (Mukong, 2013; Mrisho et al., 2007) in Tanzania, whereby married women were
more likely to utilize maternal health services than single/separated women because their
partners helped them decide on healthcare-seeking. Furthermore, distance to the health
facility, fear of encountering wild animals, and fear of being hated by society were the
main reasons for younger women, single women, divorced women, and widows to
deliver at home compared to married women.

4.4.3 Family income
To determine how the family income of the respondents influenced decision-making
regarding maternal health care utilization cross tabulation was done comparing the
family income of the respondents against ANC clinic visits made during pregnancy and
delivery place and reasons for a place of delivery and maternal health education
awareness.
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(a) Family income in relation to the number of clinic visits made during the
pregnancy period
Family income is significant in determining the utilization of maternal health care as the
assumption is that wealthier families are more likely to utilize maternal health care than
low-income families. From this case, it was the interest of this study to know whether
this statement holds in the study area. Cross tabulation was done to determine how the
family income of the respondents defines the ANC clinic visits made by respondents
during the pregnancy period in the area.
Table 4.6: Family income in relation to ANC clinic visits (n = 143)
Variable

The family's
average income
per year

Description

ANC clinic visits
One-Three
Four and above

0-300,000Tzs

93.8%

11.1%

300,001-500,000Tzs

5.0%

42.9%

>500,000Tzs

1.2%

46.0%

100

100

P-values

0.0005

Total

Source: Field data 2016
Results in Table 4.6 indicate that respondents with low income are more likely to make
fewer clinic visits, with 93.8%of respondents making only one to three visits compared
to respondents with more income, as evidenced by 46.0%% of them made four and
above visits during the pregnancy period. These results were consistent with the
expectation that wealthier families are more likely to make more ANC clinic visits than
low-income families. A similar effect was observed by (Ngake et al., 2014; Adamu,
2011; Koenig et al., 2007), whereby family income has strongly influenced the
utilization of maternal health care in terms of delivery place and antenatal visits.
Furthermore, distance acted as a barrier for women from low-income households
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because it brought additional costs in seeking maternal health care, hence low
utilization, especially those small income earners, as is the case in this study.
(b) Family income in relation to delivery place and their reasons
Family income plays a significant role in determining the place of delivery. The
assumption is that respondents from wealthier families are more likely to deliver in
hospitals than those from low-income families. To determine the influence of family
income on the utilization of maternal health care, cross-tabulation was done by
comparing family income with the decision made by the respondents regarding where
they delivered and what made them deliver in that place.
Table 4.7: Family income in relation to place of delivery and factors behind it
(n=143)
Variabl
e

Description

Place of delivery

Hospita
l

The
family's
average
income
per year

0300,000Tzs
300,001500,000Tzs
>500,000Tz
s

39.7%

69.4%

Safety
of
mother
and
unborn
baby
.0%

27.6%

17.6%

48.8%

37.5%

5.7%

3.2%

32.8%

12.9%

51.2%

43.8%

.0%

3.2%

100

100

100

100

100

100

Total

Home

Factors behind the place of delivery

Complic
ations
during
previous
pregnant

distanc
e

unaware
ness of
the date
of
delivery

18.8%

94.3%

93.5%

Pvalues

0.005

Source: Field data 2016
Results in Table 4.7 indicate that respondents with less income were likely to deliver at
home 69.4% compared to high-income earners 12.9%, if measured by the family income
of the respondents who participated in the study. These results were consistent with the
expectation that respondents from wealthier families are likely to deliver in hospital
compared to respondents from low-income families. A similar result was observed by
(Ngake et al., 2014; Mrisho et al., 2007; Koenig et al., 2007), whereby family income is
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positively associated with the place of delivery. Furthermore, for respondents with high
income, distance was not the reason for them to deliver at home, while the respondents
with less income were the main reason for them to deliver at home.

4.4.4 Education level
To determine how the education level of the respondents influenced maternal health care
utilization, cross tabulation was done comparing the education level of the respondents
against the number of clinic visits made during pregnancy and maternal health education
awareness.
(a) Education level of the respondents in relation to the number of clinic visits
made during the pregnancy period
Education attainment plays a significant role in influencing maternal health care
utilization for mothers. The assumption is that more educated respondents are likelier to
make more ANC clinic visits than less-educated respondents. From this case, it was the
interest of this research to know the validity of this statement cross-tabulation was done
to determine the education level of the respondent's influences on ANC clinic visits
made by respondents during pregnancy in the area.
Table 4.8: Education level in relation to ANC clinic visits (n = 143)
Variable

Level of
education

Description

ANC clinic visits

P-values

One - Three

Four and above

42.4%
52.2%
5.4%

31.4%
51.0%
17.6%

100

100

Never attended
Primary school
Secondary school

Total

0.025

Source: Field data 2016
Results in Table 4.8 indicate that respondents who did not attend primary school utilize
fewer maternal health services, 31.4% compared with respondents with primary school
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education and above 51.0% if measured with education level. These results are
consistent with the expectations that more educated women are more likely to make
more ANC clinic visits than less educated women. A similar result was observed by
(Samson, 2012), whereby there was a significant association between women's
education with the frequency of antenatal care visits due to those women with high
education levels were more aware and had a lot of information about the available
maternal health care hence put them in a better position to utilize that information more
effectively compared to uneducated women as it was the case in this study.
(b) Education level in relation to maternal health education awareness
The assumption is that more educated women are likely to have more maternal health
knowledge than less educated women. From this case, it was the interest of this study to
know whether this statement holds in the area. Cross tabulation was done to determine
the education level income of the respondents determines maternal health education
awareness in the area.
Table 4.9: Education level in relation to maternal health education awareness
(n =143)
Variable

Description

Maternal health education
awareness
Yes
No

Level of
education

Never attended

19.8%

66.7%

Primary school

64.0%

33.3%

Secondary school

16.3%

.0%

100

100

P-values

0.01

Total

Source: Field data 2016
Results in Table 4.9 indicate that respondents who did not attend primary school lacked
maternal health education 66.7% compared to respondents with primary school
education and above only 33.3% % if measured with the education level of the
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respondents who participated in the study. These results were consistent with the
expectation that more educated women have more information regarding maternal health
care than less educated women. Also, these findings are compatible with other studies
(Samson, 2012; Navneetham & Dharmalingam, 2002; Elo, 1992; Fosu, 1994; Babalola
& Fatusi, 2009), whereby educated women had more information regarding the maternal
health care and its benefits which enable them to use this information to the fullest to
achieve and maintain their health goals.

4.5
Socio-Economic Implications of Maternal Health Care Utilization in
Tanzania
This part analyzed the socio-economic implications of maternal health care utilization
on the welfare of the community members in Tanzania by using Ilembo and Masoko
wards in Mbeya district as a case study. This part explains these implications by looking
at the specific questions, which include the following variables, household production,
healthy days of the maternal mothers, vulnerability to diseases of the maternal mothers,
and health expenditure of the household members.

4.5.1 Household production level
The number of clinic visits is essential in ensuring the mother's and child's welfare. For
this case, it was the interest of this research to know how clinic visits made by
respondents affect their household production level. The expectation is that inadequate
clinic visits negatively affect household production. To determine how maternal health
care utilization affects household production, cross-tabulation was done comparing the
number of clinic visits made during pregnancy and the average income earned per year
in the household.
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Table 4.10: Number of clinic visits in relation to income level earned per year
(n=143)
Variable

Number of
Clinic Visits

Description

Average Income Earned Per Year (Tzs)
0- 300,0000
300,001-500,000
>500,000

One-three

91.5%

32.3%

23.3%

Four
and Above

8.5%

67.7%

76.7%

100

100

100

P-values

0.0005

Total

Source: Field data 2016
Results in Table 4.10 show that the number of clinic visits has a significant (P < 0.05)
implication on household production per year as illustrated in the table that majority of
91.5% of respondents attended one to three clinic visits during the pregnancy period and
earned between 0-300,000Tzs per year compared to high-income earners who earn
above 500,000Tzs per year whose almost all 76.7% attend four and above clinic visits
during pregnancy period if measured with average income per year. Results also show
only 8.5% of the respondents made the recommended ANC clinic visits fall into the
category of low-income earners of 0-300,000Tzs. As expected, the study's data
confirmed that adequate clinic visits have positive implications on the welfare of the
respondents in terms of income level. A similar result was observed by (Ngake et al.,
2014; Adamu, 2011; Koenig et al., 2007), whereby those respondents who did not make
the recommended ANC clinic visits earned less income because they were vulnerable to
diseases that affected their production capacity per year compared to those respondents
who completed the recommended number of ANC clinic visits.

4.5.2 Healthy days of maternal mother
Adequate clinic visits are important in ensuring the health of the mother and child. For
this case, it was in this research's interest to know how the number of clinic visits made
by respondents affects their welfare in terms of healthy days. The assumption is that
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more clinic visits have positive implications on the healthy days of the maternal mother.
Cross tabulation was done to determine how maternal health care utilization affects the
healthy days of the maternal mother.
Table 4.11: Number of clinic visits in relation to Number of unhealthy days (n=
143)
Variable

Number of Clinic
Visits

Description

Unhealthy Days of Maternal Mother
Per Year
0-40 days
>40 days

One-three

29.7%

92.4%

Four
and Above

70.3%

7.6%

100

100

P-values

0.0005

Total

Source: Field data 2016
Results in Table 4.11 indicates that several clinic visits have significant (P < 0.05)
implication on healthy days of maternal mother per year. As illustrated in the Table
majority, 92.4% of respondents who attended one to three clinic visits during pregnancy
were unhealthy for more than 40 days per year compared to only

7.6% of the

respondents who made the recommended ANC clinic visits if measured with a number
of sick days per year. As expected, the data from the study confirmed that an inadequate
number of clinic visits have negative implications on the welfare of the people in terms
of healthy days per year. Similar results were observed by other studies (Bhatia &
Cleland, 1995; Bloom et al., 1999), whereby lack of ANC clinic visits exposes pregnant
women to diseases like malaria and anemia, among others which put at risk both the life
of the pregnant women and unborn baby.

4.5.3 Vulnerability to diseases
The following four points were observed to determine how the lack of maternal health
care utilization exposes pregnant women to different diseases: Eclampsia suffering,
Puerial-sepsis suffering, hemorrhage, and Anemia suffering.
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(a) Vulnerability to postpartum hemorrhage
Antenatal care visits play an important role in ensuring the mother's and child's welfare.
The assumption is that an adequate number of clinic visits reduces maternal mothers'
and children's vulnerability to diseases. For this case, it was the interest of this research
to know whether this expectation is correct. The results in Table 4.12 indicated that a
number of clinic visits have significant (P < 0.05) implications on vulnerability to
postpartum hemorrhage suffering within 42 days after delivery. As illustrated in the
table, most (94.1%) of respondents who attended one to three clinic visits during
pregnancy were vulnerable to postpartum hemorrhage compared to only 5.9% of the
respondents who made the recommended number of clinic visits. As expected, the data
from the study confirmed that inadequate clinic visits have negative implications on the
welfare of the people in terms of vulnerability to diseases such as postpartum
hemorrhage in this case.

A similar result was observed by (Bloom et al., 1999),

whereby lack of antenatal care visits exposes pregnant women to various diseases like
postpartum hemorrhage and puts pregnant women and their unborn babies at risk of
losing their lives. Absences of medical checkups during pregnancy for these pregnant
women lead to late detection of the diseases.
Table 4.12: Number of clinic visits in relation to postpartum hemorrhage (n = 143)
Variable

Description

Number of Clinic
Visits

postpartum Hemorrhage
Suffering Within 42 Days after
Delivery
Yes
No

One-three

94.1%

20.7%

Four
and Above

5.9%

79.3%

100

100

Total

Source: Field data 2016
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P-values

0.0005

(b) Vulnerability to eclampsia
Antenatal care visits play an important role in ensuring the mother's and child's welfare.
The assumption is that an adequate number of clinic visits reduces maternal mothers'
and children's vulnerability to diseases. For this case, it was the interest of this research
to know whether this expectation holds. The results in Table 4.13 indicated that a
number of clinic visits have no significant (P > 0.05) implication on vulnerability to
eclampsia suffering within 42 days after delivery. As illustrated in the Table, the
majority (64.7%) of respondents who attended one to three clinic visits during
pregnancy were not vulnerable to eclampsia. In comparison, those who pay four and
above visits (36.2%) were vulnerable to eclampsia suffering within 42 days after
delivery. These data did not confirm that inadequate clinic visits have positive
implications on the welfare of the people in terms of vulnerability to diseases which in
this case is eclampsia. Also, this result was incompatible with the results observed by
(Bhatia & Cleland, 1995), who attended that lack of ANC clinic visits exposes pregnant
women to diseases such as eclampsia.

Table 4.13: Number of clinic visits in relation to eclampsia (n= 143)
Variable

Number of Clinic
Visits

Description

eclampsia suffering within 42
days after delivery
Yes
No

One-three

63.8%

64.7%

Four
and Above

36.2%

35.3%

100

100

Total

P-values

0.456

Source: Field data 2016

(c) Vulnerability to puerial-sepsis
Clinic visits play an important role in ensuring the mother's and child's welfare. The
assumption is that an adequate number of clinic visits reduces maternal mothers' and
children's vulnerability to diseases. For this case, it was the interest of this research to
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know whether this expectation is correct. The results in Table 4.14 indicated that a
number of clinic visits have significant (P < 0.05) implications on vulnerability to
puerial-sepsis suffering within 42 days after delivery. As illustrated in the table majority
of 79.4% of respondents who attended one to three clinic visits during the pregnancy
period were vulnerable to puerial-sepsis while those who paid four and above visits,
20.6%, were vulnerable to puerial-sepsis suffering within 42 days after delivery. As
expected, the data from the study confirmed that adequate clinic visits have positive
implications on the welfare of the people in terms of vulnerability to puerial-sepsis in
this case. A similar result was observed by (Bloom et al., 1999), who observed that
pregnant women were at risk of suffering from puerial-sepsis due to inadequate ANC
clinic visits and lack of medical checkups during pregnancy.
Table 4.14: Number of clinic visits in relation to puerial-sepsis (n =143)
Variable

Description

Number of Clinic
Visits

puerial-Sepsis Suffering Within
42 Days after Delivery
Yes
No

One-three

79.4%

P-values

26.8%
0.0005

Four
and Above
Total

20.6%

73.2%

100

100

Source: Field data 2016

(d) Vulnerability to anemia
Antenatal care visits play an important role in ensuring the mother's and child's welfare.
The assumption is that an adequate number of clinic visits reduces maternal mothers'
and children's vulnerability to diseases. For this case, it was the interest of this research
to know whether this expectation is correct. The results in Table 4.15 indicated that a
number of clinic visits have significant (P < 0.05) implications on vulnerability to
anemia suffering within 42 days after delivery. As illustrated in the table that almost the
53

majority, 91.0% of respondents who attended one to three clinic visits during pregnancy
were vulnerable to anemia compared to only 9.0% of respondents who made four and
above visits. As expected, the data from this study confirmed that an adequate number of
clinic visits reduces vulnerability to disease in the people and vice versa. Similar results
were observed by other studies (Bhatia & Cleland, 1995; Bloom et al., 1999), whereby
lack of antenatal care visits exposes pregnant women to various diseases of which
anemia puts them at risk for the life of pregnant women and their unborn baby.
Table 4.15: Number of clinic visits in relation to anemia (n = 143)
Variable

Description

Number of Clinic
Visits

anemia Suffering Within 42
Days After Delivery
Yes
No

One-three

91.0%

40.8%

Four
and Above

9.0%

59.2%

100

100

P-values

0.0005

Total

Source: Field data 2016

4.5.4

Health expenditure

To determine the relationship between maternal health care utilization and health
expenditure to the household members in Tanzania, the following four points were
observed: cost spent on treating anemia, cost spent on treating eclampsia, cost spent on
treating postpartum hemorrhage, and cost spent on treating puerial-sepsis.

(a) Expenditure spent on treating anemia
An adequate number of clinic visits is essential in ensuring the mother's and child's
welfare. The assumption is that a sufficient number of clinic visits reduces health
expenditure to be incurred by the maternal mothers. For this case, it was the interest of
this research. It knows whether this expectation is correct. The results in Table 4.16
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indicated that a number of clinic visits have significant (P < 0.05) implications on health
expenditure spent on treating anemia. As illustrated in the table, almost the majority,
91.0% of respondents who attended one to three clinic visits during pregnancy, spent
more than 100,000Tzs on treating anemia.
In contrast, for those who pay four and above visits, 9.0%of them spent more than100
000Tzs. As expected, the data from this study confirmed that an adequate number of
clinic visits have positive implications on the welfare of the people. These results are
compatible with the studies done by (Bhatia & Cleland, 1995; Bloom et al., 1999),
whereby lack of antenatal care visits exposes pregnant women to various diseases such
as anemia which puts at risk both the life of pregnant women and their unborn baby and
cause the expectant maternal mother and their families to incur more cost on treatment.
Table 4.16: Number of clinic visits in relation to Expenditure spent on anemia
(n =143)
Variable

Number of Clinic
Visits

Description

Expenditure spent on treating
anemia (Tzs)
0-100,000
>100,000

One-three

40.8%

91.0%

Four
and Above

59.2%

9.0%

100

100

P-values

0.0005

Total

Source: Field data 2016

(b) Health expenditure spent on treating eclampsia
An adequate number of clinic visits is essential in ensuring the mother's and child's
welfare. The assumption is that a sufficient number of clinic visits reduces health
expenditure to be incurred by the maternal mothers. For this case, it was the interest of
this research to know whether this expectation is correct. The results in Table 4.17
indicated that a number of clinic visits have positive significant (P < 0.05) implications
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on health expenditure spent on treating eclampsia as illustrated in the table that almost
all majority, 87.9% of respondents attended one to three clinic visits during pregnancy
and spent more than 100,000Tzs on treating eclampsia. In contrast, only 12.1% of the
respondents made four and above stops more than 100,000Tzs. These data confirm that
an inadequate number of clinic visits negatively affect the welfare of the people in terms
of expenditure incurred to treat the health-related problems. These results are compatible
with the study done by (Bhatia & Cleland, 1995), who observed that a lack of ANC
clinic visits exposes pregnant women to diseases such as eclampsia and leads these
maternal mothers to incur a lot of costs for treatment due to late detection of the disease.
Table 4.17: Number of clinic visits in relation to Expenditure spent on eclampsia
(n = 143)
Variable

Number of
Clinic Visits

Description

Expenditure spent on treating eclampsia (Tzs)
0-50,000
50,001-100,000
>100,000

One-three

52.2%

80.0%

87.9%

Four
and Above

47.8%

20.0%

12.1%

100

100

100

P-values

0.0005

Total

Source: Field data 2016

(c) Expenditure spent on treating postpartum hemorrhage
An adequate number of clinic visits is essential in ensuring the mother's and child's
welfare. The assumption is that a sufficient number of clinic visits reduces health
expenditure to be incurred by the maternal mothers. For this case, it was the interest of
this research to know whether this expectation is correct. The results in Table 4.18
indicated that a number of clinic visits have positive significant (P < 0.05) implications
on health expenditure spent on treating postpartum hemorrhage. As illustrated in the
table, almost 94.6% of respondents attended one to three clinic visits during pregnancy
and spent more than 100,000Tzs on treatment, while for those who made four and above
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stops, only 5.6% of them paid more than 100,000Tzs. These data confirm that an
adequate number of clinic visits have positive implications in terms of health
expenditure to be incurred by the maternal mother. Bloom et al. (1999) observed the
similar results that lack of antenatal care visits exposes pregnant women to various
diseases like postpartum hemorrhage and putting pregnant women and their unborn
babies at risk of losing their lives because most of them do not have enough money to
incur the higher cost for postpartum hemorrhage treat
Table 4.18: Number of clinic visits in relation to expenditure spent on postpartum
hemorrhage (n = 143)
Variable

Number of
Clinic Visits

Description

Expenditure spent on postpartum hemorrhage
(Tzs)
0-50,000
50,001-100,000
>100,000

One-three

43.9%

59.4%

94.6%

Four
and Above

56.1%

40.6%

5.4%

100

100

100

P-values

0.0005
Total

Source: Field data 2016

(d) Expenditure spent on treating puerial-sepsis
An adequate number of clinic visits is vital in ensuring the mother's and child's welfare.
The assumption is that a sufficient number of clinic visits reduces health expenditure to
be incurred by the maternal mothers. For this case, it was the interest of this research to
know whether this expectation is correct. The results in Table 4.19 indicated that a
number of clinic visits have positive significant (P < 0.05) implications on health
expenditure spent on treating puerial-sepsis.

As illustrated in the table, almost all

majority 92.0% of respondents attended one to three clinic visits during pregnancy and
spent more than 100,000Tzs on treating puerial-sepsis.
In comparison, of those who made four and above visits, only 8% spent more than
100,000Tzs. These data confirm that an adequate number of clinic visits have positive
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implications for reducing health expenditure in treating health-related problems. Bloom
et al. (1999) observed similar results that lack of antenatal care visits exposes pregnant
women to diseases like puerial-sepsis and puts their mother and baby at risk of losing
their lives because most of them do not have enough money to incur the higher cost for
puerial-sepsis treatment.
Table 4.19: Number of clinic visits in relation to expenditure spent on puerial-sepsis
(n= 143)
Variable

Number of
Clinic Visits

Description

One-three

Expenditure spent on puerial-sepsis (Tzs)
0-50,000
50,001-100,000
>100,000

27.4%

92.9%

P-values

92.0%
0.0005

Four and Above
Total

72.6%

7.1%

8.0%

100

100

100

Source: Field data 2016
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CHAPTER FIVE
SUMMARY, CONCLUSION, AND POLICY IMPLICATIONS
5.1

Summary

This study analyzed maternal health care utilization and its socio-economic implications
in Mbeya district in Mbeya region, Tanzania. The study was mainly conducted in Ilembo
and Masoko wards. The main research question was what are the socio-economic
implications of maternal health care utilization in Tanzania? The specific questions were
(a) To what extent does maternal health care utilization affect household production in
Tanzania? (b) To what degree does maternal health care utilization affect the healthy
days of maternal mothers in Tanzania? (c)To what level does maternal health care
utilization reduce vulnerability to diseases of maternal mothers in Tanzania? (d)To what
extent does maternal health care utilization affect the health expenditure of the
Tanzanians? The results for the main research questions revealed that ANC clinic visits
in the study were very low, whereby only 36% of the respondents who participated in
this study made four and above ANC clinic visits as recommended by WHO, while only
39% of the respondents received the required number of Tetanus Toxoid vaccination, as
well as only 41% of the respondents, received medical checkups within 42 days after
delivery. Generally, we can conclude that utilization of maternal health care in the area
was low.
For the first specific question, the data indicated that among respondents with higher
ANC visits, the majority, 76.7% of them, earned more than 500,000Tzs per year
compared to 23.3% of the respondents with lower ANC visits. For the second specific
research question, data revealed that among respondents with higher ANC clinic visits,
only 7.6% were unhealthy for more than 40 days per year compared to 92.4% of the
respondents with lower ANC clinic visits. For the third specific question, the study
indicated that among respondents with higher ANC clinic visits, only 17.9% were
vulnerable to hemorrhage, puerial-sepsis, eclampsia, and anemia compared to 82.1% of
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respondents with lower ANC clinic visits. For the fourth specific research question, the
data revealed that 91.4% of respondents with lower ANC visits spent more than
100,000Tzs on health problems compared to only 8.6% with higher ANC visits. The
study also revealed that these socio-economic factors have a strong association with the
decision taken by the respondents regarding the utilization of maternal health care. The
study showed that women aged above 30 years old were more likely to make more ANC
clinic visits compared to the women aged below 30 years old as mistimed pregnancy,
fear of being hated by the society, inexperience, and lack of decision-making autonomy
and power were primary reasons for younger women to have late and irregular ANC
clinic visits which resulted in low utilization of maternal health care for them.
Married women were more likely to deliver at the hospital and made more ANC clinic
visits than single/ separated, widowed, and divorced women. Joint decision-making
regarding health care sought by both partners was the main reason for married women to
have more ANC clinic visits and deliveries at the hospital. The respondents' education
attainment was strongly associated with maternal health care utilization. The study
revealed that respondents with primary and secondary education were more likely to
utilize maternal health care than respondents with no education or who never attended
school. Furthermore, family income positively influenced maternal health care
utilization as it was found that high-income earners were more likely to deliver at the
hospital and have more ANC clinic visits compared to small-income earners.
5.2

Conclusions

Conclusively, the study revealed that maternal health care utilization has implications
for the welfare of the community members in the study area. As evidenced in this study,
high utilization of maternal health care has positive implications for the welfare of the
community members. In contrast, low utilization of maternal health care has negative
implications on the interest of the community members. The study revealed that
respondents who made more ANC clinic visits, were delivered to the hospital, received
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the required number of Tetanus Toxoid vaccine, got medical checkups within 42 days
after delivery was likely to produce more and earn more income per year, incurred less
health expenditure per year, was less vulnerable to diseases and had more healthy days
compared to those respondents who had less ANC clinic visits, delivered at home,
received inadequate Tetanus Toxoid vaccination,

as well as did not get medical

checkups after delivery.
Lack of maternal health knowledge, distance to the health facility, traditional beliefs and
practices, lack of health facilities, lack of human resources ( doctors and nurses), lack of
health equipment in the available dispensaries and health centers, poor infrastructures,
especially roads were the main concerns in the study area faced by the health sector in
the area. However, the findings of this study reflect the situation in the rural area with
only the government as the sole provider of health facilities and may not be generalized
to other settings.
5.3

Policy Implications

Like many other countries, Tanzania was determined to attain the 2015 Millennium
Development Goal (MDGs), mostly numbers 4, 5 and 6 which relate to health that was
not achieved in Tanzania. In this regard, with the failure to meet the 2015 MDGs goals,
especially goals number 4, 5, and 6, various national commitments are being enforced to
ensure the improvement of the health sector in Tanzania, including Tanzania vision
2025, the Five Years Development Plan 2016/17-2020/21, the Primary Health Services
Development Program (PHSDP 2007-2017) and Health Sector Strategic Plan IV 20152020) among others.

Since maternal health services are of very importance to reduce Maternal deaths and
improve the survival of the infants' children, Thus enhancing access to quality health
services for mothers requires joint efforts from both stakeholders in the health sector to
ensure that policies, strategies, and interventions formulated should be relevant to the
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actual situation exist in the rural areas and setting especially in developing countries
Tanzania included. The followings are the recommendations suggested by the researcher
to improve the health sector in the area.

i. More resource allocation in the health sector
Health sector financing in Tanzania is still low compared to the importance of this sector
to the well-being of the people. Any nation's prosperity depends on how well the health
sector performs, as no one will be able to engage in production while they are not
healthier. As data shows that total government expenditure on health is relatively low
though the government has been increasing the budget on health; for example, for the
financial year of 2016/17, the health budget was approved to be 845billion compared to
769billion in the 2009/10 financial year. The researcher recommends that there should
be more efforts from the government to finance the health sector, training more
manpower and collaborating with the private sector to help provide health services in the
area.
Also, the people themselves should make initiatives to ensure availability of those health
facilities by contributing their resources such as land and material support instead of
waiting for the government to do everything for them. These will help reduce the health
facility unavailability problem in most areas, especially in rural areas.
ii.

Maternal health knowledge accessibility

Since the study found a lack of maternal health knowledge in the area, the researcher
recommends that the government, through the Ministry of Health, Community
Development, Gender, Elderly and Children, and another stakeholder, formulate and
design programs to solve health problems faced by rural communities. More people
should be trained in the health sector to ensure that each village has health expertise.
Also, various programs aiming at community sensitization should be designed and
spread out through mass media such as radio, Television and organizing public seminars
to ensure that the health education reaches more people. Also, the government can use
62

community development officers (CDOs) who are many and are employed at least in
each ward to provide primary health education, especially to the younger people aged
15-24 years, as the study revealed that most of them lack maternal health care
education.
iii.

Improvement of infrastructures

The presence of dry weather roads was the problem in the area as respondents failed to
seek health care during rainy seasons. The researcher recommends that the government
ensures the accessibility of all-weather roads in the area to enable the people to pursue
and access the health services in the area; also, this will help reduce high transportation
costs incurred by the people in seeking health services in the area.
5.4

Limitation of the Study

This study was limited only to a small number of respondents from two wards. Still,
unfortunately, its results were generalized to all maternal mothers in Mbeya district
though they were not involved in this study. Moreover, the rainy season was a problem
during data collection for the researcher as it was difficult to obtain and reach some of
the key informants in the area as they were busy with agriculture activities. Although the
researcher tried to put more effort into ensuring the data required were obtained.
Records keeping was also among the problems faced by the researcher. Researchers
experienced that most of the pregnant women in the area had no attendance of keeping
records regarding maternal health utilization as many of them did not even remember
how often they took the trouble to seek ANC clinic visits. They did not recognize the
amount of Tetanus Toxoid vaccination received and even when was the last time they
get medical checkups. This may lead to the likelihood of providing inaccurate
information. However, the researcher was more careful to ensure that the research
results were not affected. The information obtained from the respondents was beneficial
in providing the purpose of this study.
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The cross-sectional design was employed in this study which provided the results based
on the current situation prevailing in the area; hence the study failed to observe changes
afterward in the area regarding the utilization of maternal health care as well as the role
played by husband's regarding utilization of maternal health care were neglected in this
study.
5.5

Recommendation for Further Studies

The research was limited to only two wards. Still, the researcher suggests that more
studies should be broadened to cover the whole nation, given that resources are available
to finance these studies on maternal health care utilization and its socio-economic
implications since it will help to reveal the actual situation in different regions with
different features rather than limit the study in a small area with a limited number of
respondents.
Since this study considered only four variables, namely household production,
vulnerability to diseases, healthy days, and health expenditure, the researcher
recommends that other research should consider more variables, including traditions and
norms, quality of the services provided, and family support. Moreover, this study used
cross-sectional data, so other investigations should consider using a different design,
such as the longitudinal data.
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APPENDICES
1. Questionnaire
Dear Madam/ Sir
I am Maguja Nestory, a student from Mzumbe University pursuing a master’s degree in
Project Planning Management. As a requirement for the achievement of this program, I
am required to carry out a study on maternal health care utilization and its socioeconomic implications in Mbeya district, specifically in Ilembo and Masoko wards.
As a result, I kindly request you to participate in this study. I promise your opinions will
be of valuable use in completing this study. I assure you that your views and answers
will remain confidential and only be used for this study. I am kindly thanking you in
advance for your cooperation.

PART A
A1

A2

PERSONAL DETAILS FOR MALE/FEMALE

SEX
(i.)

Me

(

)

(ii.)

Female (

)

respondent’s age
i. 15-24 years. (

)

ii. 25-30 years. (

)

iii. 31+ years

)

(

A 3 Education level
(i.)

Never attended school

(

)

(ii.)

Primary education

(

)

(iii.)

Secondary education

(

)

(iv.)

University/ college education

(

)
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A 5 Respondent’s marital status
(i.)

Married

( )

(ii.)

Single

( )

(iii.)

Separated/divorced

( )

(iv.)

Widow

( )

A6 Relationship with head of household
i) Wife

(

)

ii) Husband

(

)

iii) Child

(

)

iv) Head of household

(

v) Others

)

(

)

A7 Economic activities
i. Farmer

(

)

ii. Employed (

)

iii. Business person

(

)

iv. Others (specify) ………………
PART B

Maternal health care utilization

B 1 Are there any health infrastructures in this area?
i.

Yes

(

)

ii.

No

(

)

B 2 How often are you supposed to attend clinic during pregnancy?
i.

None (

)

ii.

One to three

(

)

iii.

Four and above

(

)

B 3 how many visits did you make during your pregnancy period?
i.

None (

)

ii.

One to three

(

)
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iii.

Four and above

(

)

B 4 How many visits did you make before the fourth to sixth month of pregnancy?
i) None (

)

ii) one to two

(

iii) three

)

(

)

B5: Give reasons for your observation in B4
……………………………………………………………………………………………
……………………………………………………………………………………………
B 6 Did you get any tests on these diseases below in the table during the pregnancy
period?
No

diseases

1

HIV test

2

STIs test

3

Malaria

4

Others

Test √

B 7 Did you receive the Tetanus toxoid (TT) vaccine during pregnancy?
i. Yes
ii. No
B 8 If Yes, in the question above, how many times did you receive the vaccine?
i.
One to two
(
)
ii.
Three and above
(
)
B 9 If NO in the question B 8 above, gives reasons
……………………………………………………………………………………………
……………………………………………………………………………………………
……………………………………………………………………………………………
B 10 Did you get checks up within 48 hours after delivery?
i) Yes (
ii) No

)
(

)
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B 11 If No in B10 above, why?
……………………………………………………………………………………………
……………………………………………………………………………………………
……………………………………………………………………………………………
B12 Did you get checks up within 48 to 42 days after delivery?
i) Yes (

)

ii) No (

)

B 13 Did you suffer from the following diseases after delivery?
Diseases
Put √
Postpartum hemorrhage within 42 days)
Post Eclampsia within 42 days
Puerial-sepsis within 42 days
Anemia
Others

No
1
2
3
4

PART C: PLACE OF DELIVERY AND ATTENDANTS
C 1. Where did you deliver your children?
i.

hospital

ii.

home

C 2. Why did you give birth in the place you mentioned in the above question?
..............................................................................................................................................
..............................................................................................................................................
..............................................................................................................................................
C 3 Who assisted you during delivery?
i) health professionals attendant ( doctors, nurses, midwives, clinical officers, etc
ii) Trained and traditional birth attendant (wakunga wa Jadi)
iii) untrained people
iv) delivered without assistance
PART D: HEALTHY DAYS OF MATERNAL MOTHERS
D1 how many days did you get sick during the maternity period?
i.

0-40 days
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ii.

Above 40 days

PART E: HOUSEHOLD PRODUCTION
E1 what is the level of production in your family per year?
i.

0-300,000 Tzs

ii.

300,001 – 500,000 Tzs

iii.

Above 500,000Tzs

E2 are you satisfied with your level of production?
i.

Yes

ii.

No

PART F: VULNERABILITY TO DISEASES AND HEALTH EXPENDITURE

Health problems after birth

Expenses incurred for treatment

Thank you for your time
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