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ABSTRACT 
 

This paper examines socioeconomic status and child health care utilization in Nigeria, using 
NMIS data. The primary objective of this study is to determine the socioeconomic factors that 
influence child health care utilization in Nigeria. Using Binary logistic regression as method of 
analysis, the research result found a positive and significant relationship between socioeconomic 
status especially wealth differential and child health care utilization. The result is robust to 
inclusion of relevant covariates such as child and parents individual and regional characteristics. 
Other indicators of child health care use included were region, family structure, gender of 
household head and place of residents which were also found to be important determinants of 
child health care use. Programs that will improve the wealth and education of the poor such as 
investment in agriculture, free and quality education and increase insurance coverage was 
recommended to increase child health care access in Nigeria. 
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1.0 INTRODUCTION 

 
Recent breakthrough in medical research worldwide has resulted to significant progress in child 
health. For instance, under five mortality rate globally dropped from 93 deaths per 1,000 live 
birth in 1990 to 41 in 2016 (UNICEF-WHO-World Bank Group-UNIGME, 2017). The report 
also shows that despite this reduction in child mortality, 5.6 million children in 2016 died before 
reaching age 5. Most of these deaths were caused by preventable diseases and 80% of these 
deaths occur in Sub-Saharan Africa and Southern Asia with India and Nigeria accounting for 
about 32%. Despite the effort by both governmental and non-governmental health organizations 
across the world, this inequality remains large especially across countries. 

 
The large differences in child mortality rate across countries can also be attributed to a large 
extent on the quality and accessibility of child healthcare of these countries. The better the 
quality of health care in a country and the more accessible it is, the better the health of the 
populace. As reported by WHO (2017) that large percentage of under-five mortality rate in low 
income countries were due to acute respiratory infections, diarrhea and malaria. For instance, 
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20% of under-five age death in Nigeria are caused by malaria infection while, 11% are connected 
to diarrhea (UNICEF, 2012 and WHO, 2010). These child diseases can be reduced to their barest 
minimum given well equipped and functional healthcare systems that are accessible to a wide 
populace of a country. 

 
Adika, Balarabe, Agada and Nneoma (2013) and Okeke and Okeibunor (2009) found that most 
at times parents resort to self-medication, seeking medical care from medical stores, traditional 
healers and drug peddlers for their children. To further show the poor nature of child health care 
access in Nigeria, report from NDHS (2013) shows that only 25% of children under-five were 
fully immunized at months 23 giving the fact that immunization is free. This is an indication that 
determinants of child health care utilization in Nigeria such as socioeconomic factors and child 
health care education need to be tackled to increase access to child health care by parents and 
guardians. 

 
The major focus of this study is to determine the important socioeconomic factors and 
mechanisms that influence access and utilization of healthcare by children. The argument was 
that children depend on their parents’ decision about the frequency and quality of healthcare they 
receive. Parents’ decision to influence not only the health but also education (human capital) of 
their children is determined by both financial, non-financial resources and family structure. For 
instance, Link and Phelan (1995), found that socioeconomic factors were important elements of 
the causal pathways to both child and adult ill health and diseases. 

 
Minkovitz, Campo, Chen and Grason (2002) and Takai, Dlakwa, Bukar, Audu and Kwayabura 
(2015); Takai, Dlakwa, Bukar, Audu and Kwayabura (2015) and Ugbor, David, Arua and 
Nwannosike (2017) found wealth and education which are important factors of socioeconomic 
status to increased physician, child health utilization and antenatal visits, but was not associated 
with emergency department use, mental health visits and hospitalization. These differences in 
association between poverty and utilization of these services might be due to billing systems of 
providers, systems characteristics and patients’ acuity. They added that emergency department 
use and hospitalization might less likely require out of pocket payment compared to physician 
visit at delivery point. 

 
Other factors found to influence child healthcare access and utilization includes: cultural and 
resource related factors (Adedini, Odimegwu, Bamiwuye, Fadeyibi and Wet 2014); Distance 
(Kadobera, Sartorius, Mesanja and Mathew, 2012 and Owoseni, Jegede and Ibikunle, 2014). 
Health insurance Coverage (Baker, Shapiro and Schur 2000); poor healthcare financing, long 
waiting times and poor healthcare systems (Davidson, Silva, Ganzi and Palfrey 2002) 
Due to the fact that several studies reported different factors to be responsible to poor access and 
utilization of child healthcare in low income countries and few studies were found to study this 
topic in Nigeria. This study will focus on socioeconomic status and access to child healthcare in 
Nigeria to uncover the socioeconomic factors responsible for low access to child healthcare use. 



Lafia Journal of Economics and Management Sciences (LAJEMS) Volume 4 Number 1, June, 2019. 
ISSN: 2550 -732X 

15 

 

 

 
 

2.0 THEORETICAL LITERATURE REVIEW 
2.1 Theoretical Framework 
2.1.1 Behavioural Theory of Health Care Use 

 
This paper adopted the behavioural theory of health care utilization by Anderson and Newman 
(1973). The theory specifies factors that determine health care utilization by individual 
households. The theory also categorized these health care utilization factors or health seeking 
behavior into: predisposing, enabling and need factors. Anderson proposes that these factors are 
responsible for health care utilization. The breakdowns of these factors are briefly explained 
below: 

 
Predisposing Factor: Anderson proposes that the actual behavior to seeking health care services 
is based on conditional and sequential function of and person’s predisposition to use the service. 
These predisposing factors refer to demographic characteristics (age and sex) and social factors 
(Education of parents, occupation, religion, ethnicity, marital status, place of residence, parental 
values concerning health and attitudes towards healthcare services). 

 
Enabling Factors: enabling factors refers to the ability of an individual to obtain or pay for 
health care services (financial and organization factors). It also involves individual’s knowledge 
about other health care access like insurance available to them. Enabling factors refers to family 
and individual resources (wealth index, material possession and extent of social relations) and 
community factors (proximity to health facility, quality and ratio of health care workers in 
relation to populace in the region and health care facility to the rate of services demanded). 

 
Need Factors: the need factors refer to the perceived need by an individual to use healthcare 
service. These factors include: general assessment of individual’s health condition and child 
perceived illness level. It refers to how people view and experience their general health, 
functionality state, illness and evaluated need (Babitsch, Gohi and Lengerke, 2012) 
It is important to note that both predisposing and enabling factors are important determinants of 
health care utilization, but not sufficient condition for utilization. Actual child health care 
utilization is triggered by prenatal and child health condition (illness level and how is perceive  
by parents). This paper seeks to examine the extent to which these factors (predisposing and 
enabling) influences child health care use/parents health seeking behavior for their children. 
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Figure 2 theoretical framework for child health care use in Nigeria. 
Source: Adopted from Amin, Shan and Becker (2010) and modified 

 
2.2 Empirical Literature Review 

 
This paper reviewed literatures on socioeconomic factors and other important factors that 
influence access to child healthcare and antenatal use. The inclusion of antenatal care is 
necessary because child health care starts with antenatal care. The major socioeconomic factors 
used in this study are household wealth and parental educational level. Other important 
covariates are place of residence, child and parents’ individual characteristics. 

 
Adedokun, Adekanmbi, Uthman and Lilford (2017) study contextual factors associated with 
health care service utilization for children with acute childhood illnesses in Nigeria. Data from 
2013 Nigeria Demographic and Health (NDHS) was analyzed using multilevel logistic 
regression model. The study found that children from higher wealth index households are more 
likely to utilized health care service compared to their counterparts from lower wealth index. 
This finding is similar to the finding of Sina, Jegede and Ayodele (2014) who reported positive 
relationship between children and pregnant mothers from richest households and health care use 
compare to children and pregnant mothers from poorer households. This is possible because 
most healthcare expenditure in Nigeria is incurred through out of pocket payment by households. 
Therefore, it is reasonable that children and pregnant women from higher income household to 
have higher utilization of health care facilities. These findings agree with reports from United 
State of America Minkovitz et al (2002) and studies from Bangladish by Amin, Shan and Beker 
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(2010). These findings confirmed the facts of the behavioural theory of healthcare use that 
wealth is an important determinant of health care use. Therefore, wealth inequalities lead to child 
health inequalities which will peradventure lead to adult health inequalities. 

 
Some studies found a conflicting result. For instance, Raso, Utzinger, Silue, Ouattara, Yapi, 
Toty, Matthys, Vounatsou, Tanner and Goran (2005), reported that no relationship existed 
between wealth and emergency department use, mental health visits and hospitalization. While, 
Ogunlesi and Olanrewaju (2010), studied Socio-demographic factors and appropriate health care 
seeking behavior for childhood illnesses using cross-sectional survey of mothers who took their 
children to Olabisi Onabanjo University Teaching Hospital in Sagamu Ogun State. They found 
low rate of prompt and appropriate healthcare seeking behaviours of mothers towards their 
children ill health to cut across all socioeconomic group. The authors reported lack of significant 
relationship between child healthcare utilization and household wealth. The reason for non- 
association between wealth and these health services might be due to differences in health center 
characteristics, provider billing systems and patients’ acuity. Payment at the point of delivery of 
services which is more common to physician visits but not to emergency departmental visit and 
hospitalization may be an important reason for the positive association between wealth and 
physician visit. Another reason could lack of variation due to small sample size. 

 
The second socioeconomic factor found to influence child health care use is the level of parents’ 
education. Takai et al (2015) study the factors responsible for under-utilization of postnatal care 
services in Maiduguri using multivariate logistic regression to analyze data collected from 350 
women of child bearing age at specialist hospital Maiduguri. They found children with mothers 
having higher education to utilize more postnatal care service compared to children whose 
mothers have lower educational qualification. This finding is similar to a country level studies by 
Antai (2011) and Ugbor, David-Wayas, Arua and Nwanosike (2017) who reported a positive 
relationship between prenatal care use and educational level of pregnant women in Nigeria. 
Women with higher educational qualification enjoy better opportunity of health care utilization 
for their children and themselves during pregnancy. This is possible because they have better 
chances of higher paid job which enable quality health care use; proper knowledge and 
awareness about child health care use. 

 
Ogunlesi and Olanrewaju (2010) reported a contrary result with respect to mothers’ education. 
They found no relationship between mothers’ education and child health care service use, this 
may be due to small sample size leading to selection bias as explained earlier. Agunwa, Obi, 
Ndu, Omotowo, Idoko, Umeobieri and Aniwada (2017) studied the determinants of patterns of 
maternal and child health service utilization in a rural community in south eastern Nigeria using 
logistic regression, they reported similar result to that of Ogunlesi and Olanrewaju (2010). The 
fact that these two studies used small sample size from small population verify the fact that data 
from sample of similar characteristics usually leads to results without significant variation. 
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Place of residence was reported to be an important determinant of child health access by 
Onwujekwe and Uzochukwu (2005). They studied the socioeconomic and geographic 
differentials in costs and payment strategies for primary healthcare services in Southeast Nigeria. 
They used logistic regression to analyzed data collected through the use of questionnaire. The 
authors discovered a negative relationship between general healthcare usage and rural dwellers. 
They opined that the higher utilization of healthcare in the urban communities could be attributed 
to the fact that urban dwellers have higher socioeconomic status, have better educational levels 
and uses a number of payment strategies for healthcare. 

 
A contrary result was reported by Antai, Wedren, Bellocco and Moradi (2010), who studied 
migration and child health inequalities in Nigeria using data from Nigerian Demographic and 
Health Survey 2003. Antai et al (2010) reported that children of rural-urban migrants had lower 
access to child healthcare utilization in terms prenatal care by doctors and receiving of tetanus 
toxoid injection by pregnant mothers compared to rural none migrants and urban dwellers. The 
study added that lower utilization of child healthcare by rural-urban migrants could mostly be 
due to difficulty in migrants’ adaptation to urbanization coupled with their low socioeconomic 
status. 

 
Marital Status was also reported by Sina, Adewumi and Oluwatoyin (2015) to influence child 
health service access. Their results show that married women are more likely to utilize antenatal 
care compared to their unmarried counterparts. This is possible because married couples  
combine resources and time to care for their children. Most at times single mothers might not 
have the finances to access quality care for their children and sometimes because they are the 
providers, they spend less time to care for their children. On the contrary, these results differ 
from a finding by Heck and Parker (2002), who found higher access to child healthcare by single 
mothers to be attributed to the higher frequency of Medicaid insurance coverage among single 
mothers. This higher prevalence among single mothers might be as a result of programme 
requirement that favours them. The authors concluded that universal insurance coverage will 
reduced the inequality in child health care access existing among different socioeconomic 
household and family structure. 

 
Other important covariates that influence child health utilization includes cultural and resource 
related factors (Adedini, Odimegwu, Bamiwuye, Fadeyibi and Wet, 2014). They opined that 
some of the cultural barriers to child health care utilization was difficulty in getting permission 
from mothers to seek care especially in the northern part of the country. Kalu et al (2017) and 
Sina and Adewumi (2015) reported higher utilization of antenatal and child health care among 
younger women and children of middle age women. A study from Enugu state by Agunwa, Obi, 
Ndu, Omotowo, Idoko, Umeobieri and Aniwada (2017) reported higher utilization of antenatal 
care and child healthcare among women of older age compared to younger women. Yar’Zever 
and Said (2013) and Titus, Adebisola and Adeniji (2015) found higher health care utilization 
among women with first and second pregnancy compared to women with higher number of 
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pregnancy. Takai et al (2015) found antenatal and child care service use to increase with large 
family size and with household where the household head is male. In a contrary view, Nnonyelu 
and Nwankwo (2014) and Kalu et al (2017) found child health care use to increase where the 
household head is female and antenatal care to be negatively associated with larger family size 
respectively. 

 
The empirics reviewed above reported different factors influencing access to child health care 
utilization. For instance, while Adedokun et al (2017); Sina, et al (2014) Minkovitz, Campo, 
Chen and Grason (2002) and Amin, Shah and Becker (2010) found positive relationship between 
child health care service use and household wealth, Ogunlesi and Olanrewaju (2010) and Raso et 
al (2005) found negative relationship. In the same light, while Takai et al (2019); Antai (2011) 
and Ugbor, et al (2017) reported increase child health care service use with increased level of 
parental education, Ogunlesi and Olanrewaju (2010) and Agunwa et al (2017) found no 
relationship between child health care use and parental level of education. In respect to place of 
residence, result from Onwujekwe and Uzochukwu (2005) shows higher utilization of child 
health care among urban dwellers compared to their rural counterparts, while Antai et al (2010) 
reported lower child health care utilization among households of rural-urban migrants. 
The fact that these studies presented different factors to influence child health care use and most 
of the studies either used Nigerian Demographic and Health Survey for 2003 and 2008 as 
country level data and primary data from community level study. This paper intends to use a 
different and more recent data source from Nigerian Malaria Indicator Survey (NMIS) 2015 
containing rich data on child diseases and parental socioeconomic status to study the relationship 
between socioeconomic status and access to child health care utilization. This is also aimed act 
reconciling the different factors reported by reviewed literature to determinant child health care 
access. 

 
2.0 DATA SOURCE AND DESCRIPTION 

 
This paper analyzed data from the Malaria Indicator Survey (MIS) 2015 conducted under the 
Nigerian Demographic and Health Survey. This survey data gathered information across the 36 
states of Nigeria including FCT on malaria indicators and other children diseases. Two-stage 
probability sampling method was used to collect samples for MIS 2015 Survey. These samples 
were collected in form of cluster; nine clusters were selected from each of the 36 states including 
FCT. 

 
Complete household listing was conducted and a total of 8,148 households were selected for 
survey samples. Out of the household selected, 7,841 households were occupied and 7,745 were 
successfully interviewed. In respect to respondents’ category, 8,034 women from the selected 
household were interviewed within the age bracket of 15-49 and children age 6-59 months were 
eligible for malaria and anemia testing. 
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Three different questionnaires were used to collect data for this survey. The first was the women 
questionnaire administered to the selected women age 15-49. Information on background 
characteristics; birth history; antenatal care and malaria prevention and treatment were collected 
of these women. The second questionnaire administered was the household questionnaire. 
Information was gathered from household members on individual characteristics and their 
relationship to household head. The third questionnaire was that of the biomarker. This was used 
to record information on malaria and anaemia testing conducted for children. 

 
3.1 Data Variables 

 
The variables used for analysis in this paper follow the theoretical framework. The dependent 
variable (indicators for child health care use) signifies parental health seeking behavior for their 
children as indicated in the framework above. Two different indicators are used as dependent 
variables to examine child health care use which are prenatal use (care received during 
pregnancy) and postpartum/child health care use. 
In respect to prenatal care, child health utilization is analyzed through the use of antenatal care 
during pregnancy of mothers’ which is the first point of care for a child. The independent 
variables include socioeconomic factors (wealth and Education) and other control variables. The 
table below shows the definition and coding of these variables. 

 
Table 3.1 Variable Definition and Coding 
Variables Description Coding 
Dependent Variables   

Prenatal care by a doctor Pregnant woman  was 
attended to by a  doctor 
during antenatal 

Yes = 1 
No = 0 

Child access to health care Child received medical 
treatment when sick (cough 
and fever) 

Yes = 1 
No = 0 

Independent Variables   
a. Predisposing Factors   

Head of household 
age 

Age of household head Numeric response in years 

Child age Age of child at time of survey 1 and below = 0, above 1 to 2 
years = 1, 3 years = 2, 4 years 
= 3 and 5 years = 4 

Family Structure Whether a household 
comprises of nuclear or 
extended family 

Nuclear family = 0 
Extended family = 1 
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b. Enabling Factors   

Wealth index Household wealth quintile, 
based on total income earned 

Poorest = 0, poor = 1, middle 
income = 2, richer = 3 and 
richest = 4 

Place of residence Whether parents reside in 
urban or rural center 

Rural = 0 
Urban = 1 

Region Geopolitical zone of 
households 

North west = 0, North Central 
= 1, North East = 2 South 
West = 3, South South =4 and 
South East = 5 

 

Owner’s Computation, 2019. 
 

Among these factors used as independent variables, household wealth index and educational 
level were variables of interest to proxy parents’ socioeconomic status. 

 
3.2 Models 

 
This paper used binary logistic regression as method of analysis, due to the binary nature of the 
dependent (explained) variable. Logistic model is a better and more sophisticated binary 
response model that overcame the limitation of linear probability model (Ordinary Least Square 
model for binary dependent variable). Logistic model uses a latent or unobserved variable y* 
Where: 

𝑦𝑦𝑦𝑦 ∗ =  𝛽𝛽𝛽𝛽0 + 𝑋𝑋𝑋𝑋𝛽𝛽𝛽𝛽 +  𝜀𝜀𝜀𝜀 −  −  −  −  − 𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝑙𝑙𝑙𝑙 1 
Assuming that the observed variable y is such that 

𝑦𝑦𝑦𝑦 = �0 𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖 𝑦𝑦𝑦𝑦 ∗ ≤ 0 
1 𝑖𝑖𝑖𝑖𝑖𝑖𝑖𝑖 𝑦𝑦𝑦𝑦 ∗ > 0 

Having our dependent variable as [0 1] means the variable is coded 1 if a child utilized health 
care otherwise 0, hence we obtain the binary response model for the latent form as: 

1 
𝑙𝑙𝑙𝑙 �𝑦𝑦𝑦𝑦 = 𝒙𝒙𝒙𝒙� = 𝐺𝐺𝐺𝐺(𝛽𝛽𝛽𝛽0 +  𝛽𝛽𝛽𝛽1𝑋𝑋𝑋𝑋1 +  −  −  −  −  + 𝛽𝛽𝛽𝛽𝑘𝑘𝑘𝑘𝐾𝐾𝐾𝐾𝑘𝑘𝑘𝑘) −  −  −  −  −  −  −   𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝐸𝑙𝑙𝑙𝑙 2 

Due to the non-linear function of the above model, the estimates from equation2 are difficult to 
explain except for their sign. The estimates can only be explained when transformed by using 
calculus to obtain their marginal effects which can easily be done in stata software by typing the 
command mfx after running the logistic regression. 
As regression results predicts values from negative infinity to positive infinity, the importance of 
equation2 is that it ensures estimated probabilities lies within the range of zero and one. The 
marginal effect of equation 2 provides values that explain the latent or unobserved variable. 
For the sake of this paper, the specify model is given below: 
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1 

𝑙𝑙𝑙𝑙 �𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝑖𝑖𝑖𝑖 = � = 
𝐺𝐺𝐺𝐺 

𝑋𝑋𝑋𝑋 1 
 

 

(𝛽𝛽𝛽𝛽𝛽𝛽𝛽𝛽 + 𝑊𝑊𝑊𝑊𝑖𝑖𝑖𝑖 𝛽𝛽𝛽𝛽1 + 𝐶𝐶𝐶𝐶𝐻𝐻𝐻𝐻𝐶𝐶𝐶𝐶𝑖𝑖𝑖𝑖 𝛽𝛽𝛽𝛽2)  Model A 
( 

 
 )Model B 

𝑙𝑙𝑙𝑙 �𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝑖𝑖𝑖𝑖 = � = 𝐺𝐺𝐺𝐺 
𝑋𝑋𝑋𝑋 

Where: 
𝛾𝛾𝛾𝛾𝑜𝑜𝑜𝑜 + 𝑊𝑊𝑊𝑊𝑖𝑖𝑖𝑖 𝛾𝛾𝛾𝛾1 + 𝐶𝐶𝐶𝐶𝐻𝐻𝐻𝐻𝐶𝐶𝐶𝐶𝑖𝑖𝑖𝑖 𝛾𝛾𝛾𝛾2 + 𝐶𝐶𝐶𝐶𝑖𝑖𝑖𝑖 𝛾𝛾𝛾𝛾3 + 𝑅𝑅𝑅𝑅𝐻𝐻𝐻𝐻𝑅𝑅𝑅𝑅𝑖𝑖𝑖𝑖 𝛾𝛾𝛾𝛾4 + 𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝑖𝑖𝑖𝑖 𝛾𝛾𝛾𝛾5 + 𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝑖𝑖𝑖𝑖 𝛾𝛾𝛾𝛾6 + 𝐹𝐹𝐹𝐹𝐹𝐹𝐹𝐹𝑖𝑖𝑖𝑖 𝛾𝛾𝛾𝛾7 

-  𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝑖𝑖𝑖𝑖 is child health care use when he or she is ill with fever or cough which is 
categorized into two (child was treated at a government hospital or child was treated at a 
private hospital). These two dependent variables constitute the models estimated in this 
paper. Each model is divided into A and B, models with only socioeconomic status as 
covariates and models with the necessary control variables. 

- 𝑊𝑊𝑊𝑊 = Wealth index 
- 𝐶𝐶𝐶𝐶𝐻𝐻𝐻𝐻𝐶𝐶𝐶𝐶 = Head of household education level 
- 𝑅𝑅𝑅𝑅𝐻𝐻𝐻𝐻𝑅𝑅𝑅𝑅 = Region of household 
- 𝐶𝐶𝐶𝐶 = Household reside in urban area 
- 𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶 = child individual characteristics (age and gender) 
- 𝐶𝐶𝐶𝐶𝐶𝐶𝐶𝐶 = Household head characteristics (age and gender) 
- 𝐹𝐹𝐹𝐹𝐹𝐹𝐹𝐹 = Family structure 
- 𝑖𝑖𝑖𝑖= Individual household 

𝑙𝑙𝑙𝑙 in the models is the probability of a child using a health facility when he or she is sick, 𝛽𝛽𝛽𝛽 and 𝛾𝛾𝛾𝛾 
are the coefficients of estimate. The major objective of this paper is to estimate the relationship 
between socioeconomic status and child health care utilization. 

 
4.0 RESULTS 
4.1 Summary Statistics 

 
Summary statistics is presented in table 1 showing the association between socioeconomic 
statuses other important individual characteristics and access to child health care utilization. The 
table started with the association between prenatal care use which is the first point of care for a 
child and socioeconomic status. It shows that 96 percent of women in the richest category of the 
wealth index use prenatal health care facilities during pregnancy, while only 61 and 41 percent of 
women in the poorer and poorest category of the wealth index respectively used prenatal health 
care facilities. The table also shows that women with higher educational level tend to use 
prenatal care facilities more than those with lower level of education (98 percent of women with 
higher education used prenatal care compared to 54 percent of women with no education). 
Among children aged 0 to 5 years that had cough/fever, 4 percent of children from poorest 
household access care from government hospital and 1 percent access care from private hospital 
compared to 72 percent from the richest household who received some form of medical 
treatment, 12 percent access care from government hospital and 9 percent access care from 
private hospital. The value in the table also shows that greater percentage of women in the urban 
areas use prenatal care compared to women from rural areas. Greater percentage of children that 
access some form of medical care either from private or public hospital came from the urban 
areas. The last row of the table presents values that favour children from household with female 
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head to access more care compared to children from household where the head is male. In 
summary, the percentage values presented in table 1 implies that children from higher 
socioeconomic household, who reside in urban communities and those from household where the 
household head is female, had higher access to child health care utilization compared to their 
counterparts. 

 
Table 1 Percentage of access to child healthcare utilization by parent socioeconomic status and 

Individual Characteristics 
 

Indicators Prenatal care Prenatal by 
Doctor 

Child 
Received Care 

Government 
Hospital 

Private 
Hospital 

Wealth Index      
Poorest 41 6 56 4 1 
Poorer 61 12 69 5 3 
Middle 77 24 69 4 6 
Richer 88 39 70 8 5 
Richest 96 61 72 12 9 
Education      
No Education 54 11 63 6 2 
Primary 80 26 70 3 5 
Secondary 89 45 69 7 5 
Higher 98 65 74 13 13 
Resident      
Rural 63 19 65 4 3 
Urban 92 47 72 10 7 
Gender      
Male 72 27 66 6 7 
Female 83 42 71 5 4 
Source: Owner’s Computation, 2019. 

 
4.2 Logistic Regression for Child Health Care Utilization 

 
Table 2, 3 and 4 presented binary logistic result of the relationship between different indicators 
of child health care use and socioeconomic status. The results revealed that relative wealth as 
indicated by wealth index is positively related to access to child health care utilization which 
conforms to the result in table 1 (summary statistics). 6 models were estimated, two each for the 
same indicator of child health utilization (dependent variable): one for model without covariates 
and the other with the inclusion of important covariates. 

 
4.2.1 Logistic Regression for Prenatal Care Utilization 

 
Table 2 contains models 1 to 4 with two dependent variables: women who had some prenatal 
health care services and those who were attended to by a doctor during prenatal care, as 
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compared to not using prenatal care during pregnancy and seeking prenatal care from other care 
givers rather than a doctor. Outcomes from model1 in table 2 indicated that moving from poorer 
wealth quintile to the richest wealth quintile increases the likelihood of using prenatal care. For 
instance, pregnant women from the poorer and the richest wealth quintile had coefficients 
ranging from 0.9 to 0.26 percentage point respectively. This signifies that compared to pregnant 
women from the poorest quintile, women from the richest household are 0.26 percentage point 
more likely to use prenatal care services. On the other hand, compared to pregnant women with 
no education, pregnant women with higher education were 0.19 percentage point more likely to 
use prenatal care. Model 2 included all other important covariates and the coefficients for highest 
wealth quintile reduced to 0.19 percentage point and higher educational attainment decreased to 
0.16 percentage point. This shows that other covariates like place of residence, region and child 
age influence prenatal health care use. These coefficients were statistically significant at less than 
0.01 percent (p˂ 0.01). Model 3 and 4 tested the robustness of model 1 and 2 by stepping further 
to use the dependent variable prenatal care by a doctor (woman was attended by a doctor during 
prenatal) against other care givers and the results follow the same pattern. Variables such as age 
of household head, gender and gender of child did not influence prenatal care use. 

 
Table 2 Logistic Result for Prenatal Care Utilization and Socioeconomic Status 

 Model 1(Pre-care) Model 2(Pre-care) Model 3(Pre-Dr) Model 4(Pre-Dr) 
Indicators 
Poorer 0.949*** (0.012) 0.066*** (0.012) 0.096** (0.035) 0.048 (0.034) 
Middle 0.156*** (0.122) 0.113*** (0.012) 0.229*** (0.037) 0.135*** (0.037) 
Richer 0.205*** (0.012) 0.155*** (0.014) 0.331*** (0.038) 0.209*** (0.041) 
Richest 0.267*** (0.013) 0.196*** (0.016) 0.479*** (0.036) 0.329*** (0.046) 

Highest Level of Education 
Primary 0.102*** (0.012) 0.088*** (0.011) 0.121*** (0.024) 0.066** (0.024) 
Secondary 0.120*** (0.014) 0.121*** (0.014) 0.191*** (0.022) 0.136*** (0.023) 
Higher 0.190*** (0.015) 0.163*** (0.014) 0.320*** (0.037) 0.257*** (0.040) 
Malkill   0.027 (0.016)   0.016 (0.019) 
Usual Residence 
Urban   0.097*** (0.015)   0.061*** (0.018) 
Region 
N. Central   0.009*** (0.016)   -0.069** (0.020) 
N. East   -0.91*** (0.020)   -0.14*** (0.019) 
S. East   0.0024** (0.031)   0.055* (0.029) 
S. South   -0.199** (0.034)   -0.01*** (0.023) 
S. West   0.115*** (0.020)   0.016*** (0.024) 
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Gender of Household Head 
Male   0.009 (0.025)   -0.0022 (0.023) 
Age of Household Head 
Hage   -0.00014 (0.0004)   -0.0011* (0.0005) 
Gender of Child 
Male   0.0009 (0.0111)   -0.005 (0.054) 
Child age 
Age   -0.15*** (0.0044)   0.004 (0.005) 
Family Structure 
Monogamy   0.001 (0.024)   -0.041 (0.028) 
Number of Children in Household 
No. of 
children 

   
0.011 

 
(0.007) 

   
-0.011 

 
(0.009) 

 
_cons 

- 
0.475*** 

 
(0.0742) 

 
-0.714** 

 
(0.239) 

- 
2.720*** 

 
(0.142) 

- 
2.778*** 

 
(0.243) 

N 4340 4205 4340 4205 
adj. R-sq 
Standard errors in parentheses 
="* p<0.05 **p<0.01 *** p<0.001" 

Source: Owner’s Computation, 2019. 
 

4.2. Logistic Regression for Child Health Care Utilization 
 

Access to child health care utilization of children aged 0 to 5 are shown in table 3 and 4. Model 5 
shows that children from richer and richest household wealth index were 0.07 (p ˂ 0.05) and 
0.12 (p ˂ 0.01) percentage point more likely to use government hospital when having 
fever/cough compared to children from the poorest household. While, children with household 
heads having primary and secondary certificates were -0.03 (p ˂ 0.001) and -0.02 (p ˂ 0.01) 
percentage point less likely to use government hospital when having fever/cough. These 
coefficients on richest household reduced to 0.11 percentage point after including important 
variables like region, place of residence and family structure. The coefficients on region shows 
that residing in the North Central, North East and South East increased the use of government 
hospital when a child suffered from fever/cough compared to residing in the North West. The 
coefficient on urban indicated that, children who reside in the urban centers were 0.023 
percentage more likely to utilize health care services when they suffered from fever/cough. 
While, children who reside in a nuclear family are 0.017 percentage point more likely to utilize 
health care services in the event of sickness (fever/cough). 
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Model 7 shows that children from the richest household were 0.095 percentage point more likely 
to be treated in private hospital compared to children from the poorest household. The coefficient 
on richest wealth index reduced to 0.048 after inclusion of necessary control variables such as 
region. These coefficients are statistically significant at 0.01 and 0.05 level for the model without 
covariates and the model with covariates respectively. This implies that relative wealth 
influences the use of child health care services. Increased educational level of parents was also 
positively related to use of private hospital by their children: higher educated parents were 0.63 
percentage point more likely to treat their children in a private hospital compare to parents with 
no education. This coefficient reduced to 0.026 due to the effect of other covariates. These 
coefficients on parents’ higher level of education are also statistically significant. 
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Table 3 Logistic Result for Child Access to Health care Utilization and Socioeconomic Status 
 Model 5 

(G. Hospital) 
Model6 G. 
Hospital 

Model 7 
(P. Hospital 

Model8(P. 
Hospital) 

Indicators 
Wealth Index 
Poorer 0.023 (0.016) 0.024 (0.015) 0.037* (0.021) 0.005 (0.011) 
Middle 0.021 (0.019) 0.029 (0.020) 0.072*** (0.028) 0.018 (0.014) 
Richer 0.071** (0.028) 0.073** (0.031) 0.062** (0.030) 0.019 (0.017) 
Richest 0.123*** (0.042) 0.105** (0.046) 0.095** (0.042) 0.034* (0.026) 
Highest Educational Level 
Primary -0.038** (0.009) -0.028** (0.009) 0.023* (0.013) 0.008 (0.008) 
Secondary -0.021* (0.011) -0.004 (0.012) 0.013 (0.012) 0.010 (0.008) 
Higher -0.0021 (0.018) 0.010 (0.021) 0.63** (0.031) 0.026* (0.019) 
Usual Resident 
Urban   0.023* (0.013)   0.006 (0.0074) 
Region 
N. Central   0.010 (0.016)   -0.040*** (0.0056) 
N. East   0.045* (0.019)   -0.048*** (0.0071) 
S. East   -0.017* (0.014)   -0.027*** (0.004) 
S. South   -0.014 (0.014)   -0.031*** (0.0045) 
S. West   0.0005 (0.018)   -0.022*** (0.0037) 
Household Head Gender 
Male   0.0022 (0.017)   -0.007 (0.010) 
Age of Household Head 
Age   -0.0002 (0.0003)   -0.005 (0.0017) 
Child Gender 
Male   -0.008 (0.0081)   0.0007 (0.0047) 
Child Age         
Chdage   0.003 (0.003)   0.0004 (0.0018) 
No. of 
children 

   
0.008 

 
(0.005) 

   
0008 

 
(0.0033) 

monogamy   -0.017** (0.0058)   -0.0079 (0.0061) 
Malakil   0.016 (0.012)   0.006 (0.0077) 
_cons -3.014*** (0.198) -2.579*** (0.517) -4.317*** (0.340) -4.533*** (0.645) 
N 2622 2622 2622 2622 
adj. R-sq 
Standard errors in parentheses 
="* 
p<0.05 

** 
p<0.01 *** p<0.001" 
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4.3 Discussion 

This paper studied access to child health care utilization and socioeconomic status using data 
from NMIS 2015 and using models consisting of predisposing and enabling factors. Some of the 
predisposing factors (education) and enabling factors (wealth and region) were significantly 
related to different types of child health care services. The major socioeconomic factor that 
explained the inequality in child health care use as found in this study was the wealth index. This 
finding is consistent with the result from Adedokun et al (2017); Sina, et al (2014), Raso et al 
(2005), Amin et al (2015) and Antai et al (2010), but in contrast to Ogunlesi and Olanrewaju 
(2019) who found no relationship between wealth and child health care utilization. The strong 
impact of wealth differential on access to child health care use in Nigeria is possibly due to mode 
of healthcare care payment which is usually out of pocket payment. While, the conflicting result 
from Ogunlesi and Olanrewa (2010) might be due to lack of variation in the data use. The study 
used data from Olabisi University Teaching hospital in Sagamu, the data size is small and it 
might be that most of the women interviewed were of similar socioeconomic status. When this 
happened there might not be variation especially with respect to socioeconomic status, therefore 
the disadvantage of using small data or data from population of similar characteristics. 

 
Educational level was found to be positively related to use of prenatal services and private 
hospital for medical treatment in event of child fever/cough. This finding agrees with the finding 
of Takai et al (2019), Antai (2010) and Adedini et al (2014). Agunwa et al (2017) and Ogunlesi 
and Olanrewaju (2010) on the other hand found no relationship between parents’ education and 
child health care use, while Amin et al (2010) found negative relationship. This paper also found 
negative relationship between increased educational level and use of government hospital when a 
child suffers from fever/cough. This could be due to the poor nature of public hospitals in 
Nigeria especially in terms of facilities, negative attitudes of health workers, congestion and poor 
sanitation. Educated parents’ that understood the value of their children health may prefer to seek 
care from other health centers with better services, even if it entails spending large percentage of 
their earnings. Studies that found negative or insignificant relationship between educational level 
and socioeconomic status might be as a result of data used and area of coverage. 

 
This paper also found place of residence and region to be important determinants of child 
healthcare use. While this paper found residing in the urban area and region other than North 
west to predict higher use of prenatal care as reported in the work of Antai (2011) and 
Unwujekwe and Ugochukun (2005), child medical care use as reported by Onwujekwe and 
Ugochukun (2005). It found no relationship between place of residence and child healthcare use 
through private hospital. This lack of relationship between the place of residence and the use of 
private hospital might be due to the effects of wealth and region which form strong determinants 
of child health care utilization. It could also be as a result of limited number of private hospital in 
the rural areas. While, the positive relationship between residing in an urban area and prenatal 
care, child medical care uses and health care access through government hospital could be due to 
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presence of educated, higher social status parents and higher number of healthcare facilities in 
the urban communities. 

 
Women who had younger children, living in smaller family household and having household 
head to male were also found to increase utilization of prenatal and child health services. This 
finding conforms to the result of Yar’zever and Said (2013) and Nnonyelu and Nwankwo (2014). 
But in contrast to the finding by Agunwa et al (2017) and Takai et al (2015). The higher use of 
child health care service among younger women is a result of inexperience and anxiety with 
handling first pregnancy or child. While, smaller families will have higher proportionate income 
to the number of household members and better afford quality care. 
The limitation of this study is the omission of some control variables such as distance to health 
care facilities, insurance coverage and perception of household heads to the use of  health 
services which is inherit in NMIS data 2015. Despite this identified limitation, this study 
provided valid empirical evidence, that socioeconomic factors such as household wealth and 
parental education are important determinants of child health care utilization in Nigeria. 

 
5.0 CONCLUSION 

 
This study is motivated by the high rate of child mortality prevalent in Nigeria. Surprisingly, 
most of the child diseases responsible for under-five mortality in Nigeria are preventable and 
curable which can be reduced to their minimum levels through access to quality health care. It is 
rather unfortunate that there is high rate of inequality in child health care utilization which is 
possibly responsible for child health inequality and mortality rate. Using binary logistic 
regression to analyzed data from the NMIS 2015, this paper found wealth differential to be the 
important factor that determine the high rate of inequality in access to child health care 
utilization in Nigeria. The result of this study also found residding in region other than the North 
West and residing in the urban area, having male household head and having small family size 
were positively associated to utilization of child healthcare services. This paper suggests that: 
improving the wealth of the poor through investment in agriculture and making access of fund to 
poor women especially those involved in petty trading; free and quality education especially at 
the primary and secondary level; improving primary health centers and citing of secondary  
health care facilities in the rural areas; increased incentives to health care workers in the rural 
areas and the most important which is increasing the effectiveness and coverage of National 
Health Insurance Scheme (NHIS) to include everyone in the country. These will close the gap of 
inequality in child healthcare utilization and reduce the rate of child mortality in the country. 
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