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 Abstract. Maternal mortality remains a major public health and socio-
economic challenge, with Nigeria contributing disproportionately to the 
global maternal death index. Although largely preventable, many wom-
en, especially in rural areas, face barriers such as limited access to 
skilled care, cultural practices, poverty, and inadequate health infra-
structure. This study examines the determinants of antenatal care 
(ANC) utilisation among pregnant women in the Makurdi area of Nigeria, 
focusing on awareness, socioeconomic and health system factors, and 
cultural influences. The researchers used a descriptive survey design 
guided by the Health Belief Model (HBM). The researchers selected a 
sample of 300 pregnant women aged 18–45 years from a study popula-
tion of 1,327 women registered for ANC. Data were collected through 
systematic and simple random sampling from three major facilities — 
Benue State University Teaching Hospital, Federal Medical Centre Wada-
ta, and Bishop Murray Medical Centre — using a validated, structured 
questionnaire. Results show high awareness of ANC services, but utili-
sation is limited by socioeconomic constraints (spousal support, 
transport, and work schedules), health system challenges (accessibility 
and quality of facilities), and cultural beliefs (patriarchal control and 
religious restrictions). The study concludes that while ANC is essential, 
socioeconomic and cultural barriers in Nigeria, particularly in Makurdi, 
hinder effective utilisation. It recommends community-based education, 
financial support for ANC, improved healthcare facilities and staffing, 
and culturally sensitive programs that engage community leaders to 
address these barriers. 

Keywords: Maternal Mortality; Antenatal Care; Socioeconomic Factors; 
Health System Determinants; Cultural Beliefs; Public Health; Healthcare; 
Health Belief Model; HBM; Makurdi. 

 

INTRODUCTION 

Maternal mortality remains a major global health 
challenge, with about 830 women dying daily 
from preventable pregnancy and childbirth com-
plications. An estimated 99% of these deaths oc-
cur in low- and middle-income countries [1]. Ni-
geria accounts for about 19% of global maternal 

deaths, one of the highest burdens worldwide. In 
rural areas, up to 63% of births occur at home, 
and only 38% are attended by skilled personnel 
[2]. Despite multiple interventions, maternal 
mortality remains persistently high. 

Antenatal care (ANC) is crucial to safe mother-
hood, as it provides risk identification, preven-
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tion, and management of complications, as well 
as health education [2, 3]. ANC reduces anaemia, 
haemorrhage, convulsions, and obstetric morbid-
ity while improving maternal and neonatal sur-
vival. WHO [2] and UNICEF [4] recommend at 
least eight ANC contacts: one in the first tri-
mester, two in the second, and five in the third. 
Globally, 69% of women achieve at least four vis-
its. Still, coverage is lower in West and Central 
Africa (56%) compared to Eastern Europe, Cen-
tral Asia, Latin America, and the Caribbean 
(92%), as well as North America (99%) [2]. Ma-
ternal mortality remains highest in South Sudan 
(1,223 per 100,000 live births), Chad (1,063), 
and Nigeria (1,047) [53]. Although global mater-
nal deaths declined by 2.1% between 2000 and 
2020, progress is insufficient to meet the SDG 
target of 70 deaths per 100,000 live births by 
2030. 

ANC utilisation is shaped by sociodemographic 
factors (age, marital status, education, and 
wealth), clinical factors (parity and pregnancy 
history), and environmental factors (partner 
support, media exposure, facility distance, and 
geography). Women with lower wealth and edu-
cation are less likely to access skilled care, 
whereas wealthier women are more likely to use 
institutional delivery [5, 6]. Nigerian adolescents 
face additional barriers, including stigma, cultur-
al beliefs, and limited access to facilities, contrib-
uting to high maternal and neonatal morbidity [7, 
8]. Regional disparities persist: 19% of Nigerian 
women aged 15–19 have begun childbearing, 
with 14% already mothers and 4% pregnant 
with their first child. The risk of pregnancy-
related complications is one in 22 for Nigerian 
women, compared to one in 5,400 in high-
income countries [9]. Similar inequalities in ANC 
use have been reported in Ghana and other Afri-
can and Asian countries [10, 11]. 

Nigeria has introduced policies such as the Abiye 
program and Midwives Service Scheme (MSS) 
[12]. A biomedical focus and weak integration of 
cultural factors have limited their impact. The 
WHO's updated ANC policy in Nigeria recom-
mends eight visits, including nutrition counsel-
ling and supplementation [13]. Yet, Nigeria still 
ranks fourth globally in maternal mortality and 
second in neonatal mortality. Evidence remains 
limited on how individual, household, communi-
ty, and system-level determinants shape ANC up-
take across regions, and whether the eight-
contact model has improved equity among mar-

ginalised populations. This study addresses these 
gaps. 

Statement of the Problem. Maternal health is cen-
tral to women's reproductive well-being, yet Ni-
geria continues to record high maternal mortali-
ty. WHO recommends at least eight ANC contacts 
for optimal outcomes, but many Nigerian women 
initiate ANC late or attend fewer visits. Utilisation 
is influenced by maternal factors (education, 
marital status, age), wealth, parity, pregnancy 
complications, and environmental barriers such 
as partner support, media exposure, distance to 
facilities, and geography. Rural and low-income 
women face the most significant challenges. 

Despite multiple interventions, the uptake of 
ANC remains inadequate. Analysis of the 2018 
NDHS shows that while 74% of women received 
some ANC, only 11% achieved adequate care, 
with rural and northern regions lagging [14]. Alt-
hough several studies have examined maternal 
healthcare in Nigeria, few focus on rural women, 
where mortality remains disproportionately 
high. Most research has centred on Western and 
Eastern regions, with limited evidence from 
North Central Nigeria, particularly the Makurdi 
area of Benue State. This study, therefore, evalu-
ates the determinants of ANC utilisation among 
women in Makurdi. 

The following objectives will guide the study. 

1) To assess the level of awareness of antenatal 
services by pregnant women in Makurdi Metrop-
olis 

2) To examine the socioeconomic factors influ-
encing antenatal care utilisation among pregnant 
women in Makurdi Metropolis 

3) To assess the health system factors in deter-
mining antenatal care utilisation among pregnant 
women in Makurdi Metropolis 

4) To investigate the influence of cultural beliefs 
and traditions on antenatal care utilisation 
among pregnant women in Makurdi Metropolis 

Conceptual Clarifications 

Antenatal care. Antenatal care (ANC) refers to the 
care provided to pregnant women by skilled 
health professionals to ensure the health of both 
mother and child. According to the World Health 
Organisation [2], ANC provides evidence-based 
interventions and counselling to support a safe 
pregnancy and delivery. Holistic ANC includes 
screening and management of preeclampsia, ges-
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tational diabetes, anaemia, and psychosocial is-
sues such as intimate partner violence [15]. It 
also involves monitoring fetal growth, identifying 
complications, and promoting health through 
education on nutrition, substance avoidance, 
family planning, recognition of danger signs, and 
birth preparedness. 

In practice, ANC visits include screening for hy-
pertension, infections (HIV, syphilis, malaria), 
and anaemia; providing treatment or referral; 
nutritional support and micronutrient supple-
mentation (iron and folate); preventive interven-
tions such as tetanus immunisation and malaria 
prophylaxis; and psychosocial support on diet, 
breastfeeding, and family planning [2, 15]. 

ANC participation directly promotes safer deliv-
eries, more facility-based births, and higher 
postnatal attendance [4]. Nutrition interventions, 
especially iron and folic acid supplementation, 
reduce newborn mortality by up to 40% (RR = 
0.60, 95% CI: 0.54–0.68) [16]. High-quality pre-
natal care lowers newborn mortality by 41%, 
while psychosocial support reduces preterm 
birth and low birth weight. Telehealth interven-
tions have also been shown to reduce NICU ad-
missions in low-risk populations (relative risk, 
RR = 0.88; 95% confidence interval, CI: 0.75–
1.03). Reflecting this evidence, WHO updated its 
recommendations from four to eight ANC con-
tacts to reduce perinatal mortality and improve 
women's care experience [2]. 

Pregnant Women. Pregnancy is the period from 
conception to birth, typically lasting about 40 
weeks, and involves significant physical, psycho-
logical, and emotional changes [17]. Outcomes 
may include live birth, miscarriage, stillbirth, or 
abortion. Common early signs are nausea, vomit-
ing, frequent urination, appetite changes, and 
missed periods. Pregnancy is divided into three 
trimesters: the first with a higher miscarriage 
risk, the second with fetal development and 
movement, and the third focused on delivery. 
Fertilisation usually follows sexual intercourse 
but can also occur through assisted reproductive 
technologies [17]. 

Although pregnancy is a normal physiological 
process, it can present life-threatening complica-
tions such as severe bleeding, hypertension, sei-
zures, infection, and reduced fetal movement 
[10]. It is therefore considered a critical period 
requiring protection and care. Pregnancy also 
brings psychosocial challenges, including mood 
shifts, anxiety, and identity changes ("matres-

cence"), with strong social support helping to 
buffer stress [18, 19]. 

Social determinants of health (SDOH) such as 
poverty, limited education, poor nutrition, inade-
quate shelter, and exposure to violence increase 
risks of miscarriage, preterm birth, and 
preeclampsia [20]. These stressors highlight 
pregnancy as a biopsychosocial state shaped by 
physiology, emotional health, and environment 
[21]. Some authors [22] describe the pregnant 
woman as a "unit of two"—mother and fetus—
whose health and well-being are interdependent 
throughout pregnancy and the postpartum peri-
od. 

Determinants of Antenatal Care Utilisation among 
Pregnant Women. Antenatal care (ANC) use re-
mains uneven across African countries, including 
Nigeria, and varies by geography, age, education, 
and income. Younger women (under 20 years) 
and those with secondary education attend ANC 
more frequently than older or less educated 
women [23]. Education, income, and residence 
consistently predict ANC initiation and visit fre-
quency [24–26]. Although WHO's Focused Ante-
natal Care (FANC) recommends at least four vis-
its under the older guidelines and eight under the 
newer guidelines, coverage in many low- and 
middle-income countries remains low [27]. 

In Nigeria, ANC utilisation is still below target. 
Only 20.3% of women received eight or more vis-
its, with wide urban–rural disparities (35.5% vs. 
10.4%) [28]. Utilisation is associated with mater-
nal autonomy, education, and health insurance, 
while access barriers persist in rural areas. Occu-
pation, income, religion, and media exposure also 
influence use, with radio listening linked to rural 
uptake and TV or internet use to urban settings 
[4, 29]. 

Socioeconomic status remains a powerful deter-
minant. Women and partners with secondary or 
tertiary education, formal employment, or higher 
household wealth are more likely to complete 
recommended visits [14, 28]. Shared decision-
making between spouses also increases the use 
of ANC, whereas male-dominated decision-
making reduces it. 

Cultural and religious beliefs further shape ANC 
behaviour. Muslim and Christian women have 
higher attendance than those practising tradi-
tional religions [28, 30]. Ethnicity also matters: 
Yoruba women are more likely to use ANC than 
Hausa or Fulani women. Restrictive gender 
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norms, secrecy around pregnancy, and beliefs in 
witchcraft or destiny deter formal care [31, 32]. 

Health system factors, especially cost, distance, 
staff attitudes, and service quality, strongly influ-
ence utilisation. Women cite long travel times, 
high fees, and disrespectful providers as barriers 
[14, 33]. While initiatives like Nigeria's Midwives 
Service Scheme have expanded rural access, ine-
qualities persist [4]. Insecurity in the northeast, 
particularly due to Boko Haram, continues to re-
duce ANC access and data coverage in affected 
areas [4, 13]. 

 

Theoretical Framework 

Health Belief Model (HBM). This study adopts the 
Health Belief Model (HBM), initially developed in 
the 1950s by social psychologists Rosenstock, 
Hochbaum, Kegeles, and Leventhal at the U.S. 
Public Health Service. The model was first used 
to explain why few people utilised tuberculosis 
(TB) screening services despite the availability of 
mobile X-ray units [34]. Since then, HBM has 
been widely applied to understand a range of 
preventive and treatment behaviours, including 
vaccination uptake, disease prevention, symptom 
response, adherence to medical regimens, and 
other health-related practices [35]. 

In this study, HBM helps explain how pregnant 
women's perceptions influence their use of ante-
natal care (ANC). Women who believe they are 
vulnerable to pregnancy complications (per-
ceived susceptibility) and view these complica-
tions as serious (perceived severity) are more 
likely to seek ANC services [36, 37]. Their confi-
dence in accessing care (self-efficacy), their per-
ception of the benefits or drawbacks of attending 
ANC, and external influences such as family, me-
dia, or community cues (cues to action) further 
shape their decisions. 

 
METHOD 

This study used a descriptive survey design con-
ducted in Makurdi Metropolis, the administrative 
capital of Benue State, Nigeria. Located along the 
Benue River, Makurdi lies in Nigeria's Middle Belt 
and has an estimated population of 497,212 as of 
2024, with a growth rate of 3.2%. The Tiv, Idoma, 
and Igede ethnic groups primarily inhabit the ar-
ea, sustaining the local economy through agricul-
ture and markets such as Wurukum and Modern 
Market. Major healthcare facilities included the 

Benue State University Teaching Hospital, the 
Federal Medical Centre Wadata, and the Bishop 
Murray Medical Centre, where study participants 
were recruited [38–40]. 

The target population consisted of 1,327 preg-
nant women aged 18–45 years who were regis-
tered for antenatal care at these three facilities. A 
sample of 300 participants was determined using 
the Krejcie and Morgan (1970) formula, with sys-
tematic sampling allocating 100 participants per 
facility and simple random sampling ensuring 
equal selection within each. 

Data were collected using a structured, self-
administered questionnaire containing demo-
graphic items and Likert-scale questions. The in-
strument was validated by public health experts 
and pretested for reliability, yielding a 
Cronbach's alpha of 0.7 or higher. Trained field-
workers assisted the researchers in collecting 
data. The researchers gathered primary data di-
rectly from respondents and obtained secondary 
data from relevant documents and literature. 

Data were analysed using SPSS version 25, apply-
ing descriptive statistics (frequencies, percent-
ages, means, and standard deviations). The re-
searchers obtained ethical approval from rele-
vant authorities, secured informed consent from 
all participants, and maintained confidentiality 
through coded responses to ensure anonymity. 

 
RESULTS AND DISCUSSION 

Table 1 presents the sociodemographic profile of 
respondents. 

 

Table 1 – Demographic characteristics of 
respondents  

Characteristic Category Frequency % 

Age group 
(years) 

18–23 62 20.7 
24–29 112 37.3 
30–35 83 27.7 

36 and above 43 14.3 

Marital status 

Married 228 76.0 
Single 54 18.0 

Divorced / 
Separated 

12 4.0 

Widowed 6 2.0 

Highest 
education 

No formal 27 9.0 
Primary 49 16.3 

Secondary 116 38.7 
Tertiary 108 36.0 

Employment Unemployed 97 32.3 
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Characteristic Category Frequency % 
status Informal/Self-

employed 
122 40.7 

Formal 81 27.0 

Parity 
(previous live 

births) 

0 109 36.3 
1–2 127 42.3 
3–4 51 17.0 
≥5 13 4.3 

Current 
trimester 

First 73 24.3 
Second 142 47.3 
Third 85 28.3 

Place of 
residence 

Urban 196 65.3 
Periurban 78 26.0 

Rural 26 8.7 

Religion 
Christian 231 77.0 
Muslim 54 18.0 

Traditional/Other 15 5.0 

Ethnicity 

Tiv 187 62.3 
Idoma 69 23.0 
Igede 26 8.7 
Other 18 6.0 

Each 
household 

Less than 50,000 102 34.0 
60,000–100,000 96 32.0 

Characteristic Category Frequency % 
reported its 

monthly 
income in NGN 

100,000–500,000 68 22.7 
600,000 and 

above 
34 11.3 

 

Most were young women aged 24–29, predomi-
nantly married, and with at least secondary edu-
cation. Employment was largely informal, alt-
hough a notable proportion of the population 
was unemployed. Parity varied, but many had 
one or two live births. Nearly half of the women 
were in their second trimester at the time of the 
survey. The majority resided in urban areas, 
identified as Christian, and belonged to the Tiv 
ethnic group. Household income was generally 
low, with many earning below ₦100,000. Overall, 
the data suggest that ANC utilisation in Makurdi 
is shaped by sociodemographic factors, particu-
larly age, marital status, education, and income, 
with young, married, urban women with higher 
levels of education more likely to access services. 

 

Table 2 – Awareness of Antenatal Services by Pregnant Women in Makurdi Metropolis 

No Item N Mean SD Remark 
1 I am aware that antenatal care helps detect pregnancy complications. 300 4.21 0.87 High Awareness 
2 I am aware of the recommended number of antenatal visits. 300 3.33 1.02 Moderate 
3 I am aware that antenatal services provide health education. 300 4.13 0.91 High Awareness 
4 I know that antenatal care includes nutritional counselling. 300 3.87 0.98 Moderate 
5 I am aware that blood tests are part of antenatal care. 300 4.33 0.82 High Awareness 
6 I know that antenatal care helps reduce maternal mortality. 300 4.19 0.88 High Awareness 
7 I am aware of the availability of free/subsidised antenatal services. 300 3.21 1.05 Moderate 
8 I know that antenatal services involve tetanus immunisation. 300 3.73 1.01 Moderate 
9 I am aware that antenatal visits involve monitoring fetal growth. 300 4.11 0.92 High Awareness 

10 I know that booking antenatal care early is essential. 300 4.27 0.84 High Awareness 

 
Table 2 shows that respondents demonstrated a 
strong understanding of the clinical and preven-
tive functions of antenatal care, particularly its 
role in identifying complications, conducting 
blood tests, enabling early intervention, and re-
ducing the risks of congenital disabilities. Aware-
ness was more moderate for areas beyond clini-
cal care, such as the recommended number of 

visits, nutrition counselling, vaccination pro-
grams, and tetanus immunisation. Overall, the 
results indicate that pregnant women in Makurdi 
are well-informed about the lifesaving and com-
plication-preventing benefits of ANC, although 
knowledge of broader supportive services is less 
consistent. 

 

Table 3 – Socioeconomic Factors Influencing Antenatal Care Utilisation Among Pregnant Women in Makurdi 
Metropolis 
No Item N Mean SD Remark 
1 I attend antenatal care because my husband supports my decision. 300 3.21 1.33 Agreed 
2 My level of education influences how frequently I attend antenatal visits. 300 3.33 1.21 Agreed 
3 I sometimes miss antenatal care because my workplace schedule is tight. 300 2.87 1.18 Neutral 
4 I rely on advice from elders in my family before attending antenatal care. 300 2.65 1.27 Disagreed 
5 I attend antenatal care because my friends and peers encourage me. 300 2.92 1.21 Neutral 
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No Item N Mean SD Remark 

6 
My access to transportation determines whether I keep antenatal appoint-
ments. 

300 3.45 1.19 Agreed 

7 
I feel motivated to attend antenatal care when health workers treat me with 
respect. 

300 3.68 1.12 Agreed 

8 
I sometimes skip antenatal visits because I lack household help to manage 
chores. 

300 2.73 1.31 Neutral 

9 
My exposure to health information through the media influences my use of an-
tenatal care. 

300 3.56 1.25 Agreed 

10 
I sometimes miss ANC appointments because I cannot afford the hospital regis-
tration and drug fees. 

300 2.9 1.18 Agreed 

 
Table 3 highlights the socioeconomic factors in-
fluencing ANC use in Makurdi. Spousal support, 
education, access to transport, respectful treat-
ment by health workers, and media exposure 
emerged as essential facilitators of attendance. In 
contrast, work schedules, reliance on elders' ad-
vice, and peer influence were largely neutral, 

while financial constraints such as household 
debt and the cost of care posed notable barriers. 
Overall, ANC utilisation is shaped by a mix of 
supportive and limiting socioeconomic condi-
tions, with encouragement from spouses, educa-
tion, and accessible, respectful healthcare stand-
ing out as the strongest drivers. 

 

Table 4 – Health System Factors Influencing Antenatal Care Utilisation among Pregnant Women in Makurdi  

No Item N Mean SD Remark 

1 
I find it challenging to attend ANC because the wait at the clinic is always too 
long. 

300 3.3 1.21 Agree 

2 
My experience at the hospital shows that healthcare workers sometimes treat 
me with little respect. 

300 2.7 1.09 Neutral 

3 
I feel encouraged to use ANC services because the midwives always explain 
things clearly to me. 

300 3.8 1.12 Agree 

4 
My decision to attend ANC is often influenced by the distance of the health facili-
ty from my home. 

300 3.5 1.33 Agree 

5 
I feel safer attending ANC in private clinics than government hospitals because of 
better attention. 

300 3.1 1.26 Neutral 

6 
I attend ANC regularly because I trust the quality of equipment and drugs used 
at the facility. 

300 3.4 1.07 Agree 

7 
I sometimes skip ANC visits because health workers ask me for unofficial pay-
ments. 

300 2.5 1.15 Disagree 

8 
My comfort with ANC services depends on whether the clinic environment feels 
clean and welcoming. 

300 3.9 1.08 Agree 

 
Table 4 highlights health system factors influenc-
ing ANC use in Makurdi. Long waiting times and 
the distance to facilities were significant barriers. 
In contrast, effective communication by mid-
wives, trust in the quality of drugs and equip-
ment, and clean, welcoming facilities strongly en-
couraged attendance. Other factors, such as ill-

treatment by providers, preference for private 
facilities, and informal payments, were rated 
neutrally. Overall, ANC utilisation is shaped by 
both structural barriers and service quality, with 
respectful communication and facility standards 
motivating use, but long waits and distance limit-
ing access. 

 

Table 5 – Influence of Cultural Beliefs and Traditions on ANC Utilisation among Pregnant Women in Makurdi 

No Item N Mean 
Std. 

Deviation 
Remark 

1 
I sometimes rely on traditional birth attendants because my mother 
believes they understand pregnancy better than hospitals. 

300 21.4 6.2 Disagree 

2 My husband insists I should first seek blessings from elders before 300 33.1 7.4 Agree 
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No Item N Mean 
Std. 

Deviation 
Remark 

attending antenatal care. 

3 
I feel hesitant to disclose my pregnancy early because of cultural taboos 
in my community. 

300 28.7 5.9 Agree 

4 
My belief in traditional herbs sometimes causes me to delay going for 
antenatal check-ups. 

300 24.2 6.5 Disagree 

5 I consider attending antenatal care only after completing family rituals. 300 19.6 5.4 Disagree 

6 
I feel more comfortable listening to older women's advice than that of 
medical doctors during pregnancy. 

300 31.3 6.8 Agree 

7 
My cultural belief discourages me from visiting the clinic during the first 
trimester. 

300 27.9 6.0 Neutral 

8 
I sometimes think going to church/mosque prayers for protection is 
more critical than hospital visits. 

300 29.5 7.1 Agree 

9 
My community discourages me from mixing modern medicine with 
traditional practices during pregnancy. 

300 23.7 6.6 Disagree 

10 
I feel pressure from my family to follow cultural traditions even when I 
want to attend antenatal care regularly. 

300 32.6 7.3 Agree 

 
Table 5 illustrates how cultural beliefs and tradi-
tions shape ANC use in Makurdi. While reliance 
on traditional carers and delaying care for cere-
monies were largely unsupported, patriarchal 
and family pressures remained strong, with 
many women reporting the need for elders' 
blessings or adherence to tradition before at-
tending ANC. Women often delayed disclosing 
pregnancy or attending first-trimester visits be-
cause of cultural taboos, spiritual beliefs and 
generational norms, such as reliance on prayer or 
respect for older women, further influenced their 
decisions. In contrast, the declining influence of 
traditional herbs and openness to blending mod-
ern and traditional practices suggest a gradual 
shift toward biomedical care. Overall, cultural 
norms, patriarchal control, confidentiality con-
cerns, and religious practices remain significant 
barriers to timely ANC utilisation. 

The fact that use of antenatal care in Makurdi is 
exceedingly biased towards married, young, ur-
ban women who have at least secondary educa-
tion only mirrors the uneven availability of ma-
ternal care. That is, no woman can use these de-
vices evenly. They are mostly educated, married, 
urban dwellers. Education plays a crucial role 
here. An educated woman can understand her 
care needs, make wise choices, and make appro-
priate care decisions. Women educated up to 
secondary level or beyond not only appreciate 
the rationale for the ANC but also have self-
confidence and the ability to negotiate with 
health workers and hospitals, which can be chal-
lenging institutions. Marriage also provides a 
sense of security. In most societies, a married 
woman receives both economic support from her 

husband and social acceptance to participate in 
the ANC. 

In contrast, unmarried women may be stigma-
tised if they try to access the services. Being lo-
cated in urban areas also makes it more accessi-
ble. For the women of Makurdi, healthcare in-
formation reaches them more widely through TV, 
radio, social media, and word of mouth; roads are 
better, and health centres are closer. Put all those 
together, and you get a "perfect" picture of wom-
en most likely to be abusing the ANC; this is sup-
ported by [28], which assumes educational levels 
and living in an urban setting as determinants of 
ANC utilisation, whereas [41] also holds marital 
status as the final determinant of ANC utilisation. 

The pregnant women in Makurdi are well edu-
cated about the benefits of ANC, which is evi-
dence that health education campaigns, provider 
information and communication, and media are 
effective. Indeed, awareness does not equate to 
practice, and the gap between the two is a signifi-
cant challenge. Access to mass media is another 
major challenge. Including social media has 
proven to influence media users, which explains 
why the media is often utilised in behaviour-
influencing campaigns, including health cam-
paigns [42]. However, most women who are 
aware of the lifesaving potential of the ANC are 
still prevented from regular use by barriers such 
as finance, time-consuming household duties and 
rigid work schedules. The findings reveal that the 
gap between use and awareness in Makurdi mir-
rors that in India, where general awareness of 
ANC did not lead people to attend visits as rec-
ommended, highlighting the limited impact of 
awareness-raising as a stand-alone approach. 
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Financial issues are bound to be the greatest ob-
stacle to the ANC being utilised in Makurdi. Ma-
ternal health care is declared to be free by the 
Nigerian government at the level, but indirectly, 
the women pay excessive amounts. Transport 
costs, a day's wages, and the loss of children and 
household chores all add up. For women who 
bake at home and earn their own income, work-
ing without paid leave means that each clinic visit 
results in a loss of pay, and multiple visits be-
come too expensive. This is consistent with [31], 
which confirms that indirect and hidden costs 
remain a potent disincentive to accessing 
healthcare in Nigeria. At the same time, [40] pro-
vides evidence that Ethiopian covered women 
are more likely to utilise ANC services, indicating 
that insurance provides financial security. The 
health system creates a barrier to use by exclud-
ing the medicine. Most clinics are understaffed, 
overcrowded and poorly equipped. They wait for 
hours and even an entire day to learn of stock-
outs or crumbling facilities [44], which aligns 
with descriptions of genuine health care access 
as "effective coverage," where the service is ac-
cessible, of good quality, acceptable, and timely. 
The patriarchal system, religion and cultural be-
liefs still dominate the ANC women's conduct in 
Makurdi. 

Despite increased awareness, the majority of 
women have not yet gained the freedom to de-
cide when and where they receive care, as hus-
bands or older relatives typically make these de-
cisions. These observations align with broader 
trends across Sub-Saharan Africa. According to 
[45], patriarchal control is a contributory factor 
to the delayed enrollment of women in the ANC 
in Kenya despite individual women's desire. In 
Makurdi, widespread perplexity at first-trimester 
visits, based on witchcraft or evil spirits, deters 
early-term visits, and several religious groups 
encourage the utilisation of faith healing over 
medical treatment. So, combine the fact that men 
usually control domestic funds and women's 
mobility is typically limited, and you can see why 
it is not easy. Authors [46] argue that the firmly 
embedded social and cultural limitations contin-
ue to prevent access to maternal health care, 
even within urban areas where services are 
comparatively accessible. 

 
CONCLUSIONS 

Antenatal care, or ANC, is the universally accept-
ed lifeline that saves mothers and babies by pre-
venting morbidity and mortality through early 

identification of complications before they can 
blossom and by promoting healthy birth out-
comes. However, in Nigeria, where maternal 
health markers are some of the worst in the 
world despite the cacophony of free maternal 
health initiatives, the path to care is typically a 
maze of socioeconomic and cultural issues need-
ing skilful unscrambling. Antenatal clinic attend-
ance and utilisation in Makurdi reflect the joint 
strands of education, marriage, and urban resi-
dence, but are negated by deeply ingrained socio-
cultural barriers. Married, educated, urban wom-
en are informed and available but are deterred 
by financial barriers, hidden fees, and under-
equipped health facilities. Firm patriarchal 
norms, restrictive religious prohibitions and 
mythic culture also cast shadows upon women's 
freedom in utilising the ANC. Knowledge, while 
prevalent, tends to remain silent in practice; un-
less firm interventions are made to break eco-
nomic shackles, mend health systems in sham-
bles, and break the grip of gender and cultural 
barriers, the gap between awareness and con-
sistent use of ANC will remain a river too wide to 
wade across. To address this, we recommend uti-
lising aggressive media strategies to increase 
awareness of ANC, given the media's far-reaching 
impact [47]. 

Based on the foregoing, we made the following 
recommendations. 

1) Health authorities in Makurdi must provide 
ongoing community-based education through 
interactive sessions, peer groups, and home visits 
to translate high awareness of antenatal services 
into regular, early, and repeated visits. 

2) The Benue State Ministry of Health and local 
governments should eliminate hidden costs by 
providing transport vouchers, conditional cash 
transfers, or community-based health insurance 
to make antenatal care more affordable for poor 
women. 

3) Health and government actors must improve 
infrastructure, hire more staff, ensure regular 
drug supplies, and implement efficient appoint-
ment systems to increase the quality and acces-
sibility of antenatal care. 

4) Policymakers, traditional leaders and religious 
groups ought to work together in designing cul-
turally appropriate programs that engage men 
and community opinion leaders to turn around 
patriarchal norms and religious restrictions on 
antenatal care. 
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