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Abstract 

Universally, maternal healthcare system is an important segment of 
medical system in any society; this is as a result of the importance of 
mothers in the overall sustenance of human society. Despite the 
significance of maternal health care, however, there is an increasing gap 
between the developed countries and the developing countries in terms of 
levels of morbidity and mortality and mothers’ survival at prenatal, 
delivery and postnatal periods. Across the globe, millions of women suffer 
from poor reproductive health and serious pregnancy related illnesses and 
disability and yearly the rate at which women die from complications of 
pregnancy and childbirth is alarming. Most of the deaths occur in Asia, but 
the risk of dying is highest in African countries. Patriarchal practices can 
be viewed as one of the leading reasons for the poor maternal health 
situation in Nigeria. Many have observed that traditional African culture 
has not been fair to women. Gender as entrenched in Culturaldictates, 
shapes behaviours; one’s environment affects her reproductive attitudes, 
perceptions and motivations. The use and non-use of health services are 
determined by one’s socio-cultural environment, which, in most cases, is 
shaped by its patriarchal structure.This paper attempts a review of existing 
literatureon gender and patriarchy as proximate determinants on maternal 
health-seeking behaviour especially in Nigeria and Sub-Sahara Africa at 
large with the aim of closing the gap in knowledge and understanding of 
maternal health.As a means of methodology, related existing literatures 
were sourced to facilitate this review. The review shows that gender and 
patriarchy like the two sides of a coin, though different but inseparable to a 
large extent, determines the actions and inactions of women of child 
bearing age as regards their health seeking. Conclusively, the paper 
suggests that policy makers and maternal health advocates should embark 
on policies and advocacies that will enhance the new normal of 
discouraging the harmful traditional gender and patriarchal practices that 
could hinder healthy maternal health seeking. 
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Introduction 

A review of previous efforts to understand similar or related phenomena is very crucial to the 
success of any social research. This review presents a systematic review of various researches 
and studies that sought to have a broad understanding of the information available about the 
variables of interest on gender and patriarchy as it affects maternal health seeking behaviour 
particularly in Nigeria and Africa as a whole. General information is supported by findings from 
empirical studies and perceived gaps in the information available are discussed. The factors 

The review provides information on gender and patriarchy as proximate determinants of maternal 
health seeking behaviour and by extension the consequences on health of women of reproductive 
age especially within the African context and Nigeria in particular. 

Patriarchy 

Patriarchal practices can be viewed as one of the reasons for the poor maternal health situation in 
Nigeria. Many have observed that traditional African culture has not been fair to women. Women 
stand to be victims of injustice in traditional culture not because of what the society did to them, 
but due to what the society did not do to them [1]. However, this author like many others are of 
the opinion that injustices suffered by today’s women and girls are from both angles. The 
traditional system defined the roles which both men and women should play in the family as well 
as in the community. On the one hand, boys were to grow up knowing that they were expected to 
be strong and hardworking, so as to be able to take care of their wives. While girls, on the other 
hand, were to be concerned with domestic activities and to be submissive. Women’s success and 
happiness to a large extent will be determined by the husbands they were to marry, not the 
women themselves. Thus, they were robbed of every initiative and resourcefulness, which could 
enable them, to make decisions affecting them and the family generally. 

Regarding maternal health, a number of cultural practices abound in different African countries 
which militate against women and their health, a study of Ibani people of Rivers State in Nigeria 
revealed that pregnant women are prohibited from coming out of their homes during a popular 
(Nwaotam) festival, which lasts for three days, notwithstanding their conditions [2]. If there is a 
violation, the consequences range from inflicting severe injury up to death of the woman or girl.  

There are also nutritional taboos for pregnant women. For instance, most of the Yoruba 
community and other areas of Nigeria, pregnant women are forbidden from eating snails in spite 
of the rich protein content which they and the foetus greatly need at such time. There are other 
unhealthy practices which are found in other parts of the region, which are also applicable to 
other parts of Africa. For instance, cases of female genital mutilation are found in different parts 
of the State; while wife battery are equally reported, not just in Nigeria but in Uganda and other 
parts of Africa and beyond [1]. Rape, which is also a common practice in several parts of the 
world, this occurs in every thirty-six seconds in South Africa [1]; just like widow inheritance is 
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not uncommon in parts of Africa so also is for teenage girls to be married off by force. The afore-
mentioned practices have untold consequences on maternal health. 

Patriarchy seen in the light of wholesome inequity has been perceived as an over-arching 
category of male dominance [3], a situation carefully sustained by men through ages. While it 
has been claimed by some men that such gender relationship is responsible for peace at homes 
and the society generally, scepticism and suspicion about the genuineness of such assertion 
among women and the likely consequent breakdown in spousal/household communication can 
have indirect impact on maternal health seeking. However, the tendency is high for couples that 
lack confidence in themselves to seek assistance from other people. The consequence in the long 
run is that the intimacy and agreement that should necessarily follow decisions on maternal 
health care seeking are lost.  

The pervasiveness of patriarchy as a system that does not discriminate against either patrilineal 
or matrilineal societies, but conceived in terms of the difference in magnitude of its application to 
both societies have been highlighted. It was argued that men are always in control of the myth 
system, even in matrilineal societies [4]. Ottong [5] expressed the same view by stating that the 
male plays a very dominant role in the social structure; he is, as a matter of right, the head of the 
family, and is seen and regarded in certain circumstances by the wife (or wives) as the lord and 
master whose decision is always final. Even in the exceptionally few matrilineal societies, 
authority relations are still patriarchal, although patterns of descent and inheritance might be 
governed by the principles of matrilineal [5]. 

Never the less, consciousness about the consequences of male dominance on women folk for the 
past few decades has been increasing and appears to be waxing stronger by the day. It was 
opined that the principle, which regulates the existing social relations between males and 
females, is not only wrong in itself, but also one of the chief hindrances to human development. 
It was also observed that such principle should be replaced by an alternative, which will be 
embedded in perfect equality, admitting no power or privilege on the one side, or disability on 
the other. Consensus among feminist and liberal writers on the negative implications of male 
dominance is evident [2]. Patriarchy is viewed in some quarters as an institutional mechanism 
that serves to limit women’s economic autonomy relative to men’s. The result is that women 
unwittingly depend almost entirely on men, which has implication for the involvement of the 
former in family decisions, including reproductive health, even when they are directly affected. 

Gender 

Studies have shown that socialization into sexuality and gender roles begins early in the family 
and community and are reinforced through the interplay of familial, social, economic and cultural 
forces, which are subsumed in patriarchy [6]. Similarly, Isiugo-Abanihe [6] maintained that 
cultural dictates shapes behaviours; one’s environment affects her reproductive attitudes, 
perceptions and motivations. To corroborate this assertion, it was observed that the use and non-
use of health services are determined by one’s socio-cultural environment, which, in most cases, 
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is shaped by its patriarchal structure [7]. A scholar has also noted that many culture bound 
syndromes are effectively managed through an informed knowledge of their cultural contexts and 
the background of patients [8].  

Some socio-cultural factors, which not only prevent women from getting out of their homes to 
utilize maternal health facilities, even in emergencies, but also prohibit them from eating certain 
foods, have been identified [9]. For instance, in parts of Nigeria, cultural taboos discourage 
pregnant women from eating certain fruits, vegetables, rice and other high-calorie foods that 
ordinarily reduce susceptibility to diseases and malnourishment during the period [10]. Most of 
these restrictions are given in order to sustain the myth surrounding a particular tradition or to 
emphasize the sacredness of a custom conceived as inviolable. 

Another factor affecting maternal health seeking behaviour in Africa is associated with gender 
equality. Researchers studying women in Northern Nigeria also found a gender measure in 
decision making for a child being fully vaccinated [11]. The curvilinear relationship between 
maternal conjugal decision-making power and child immunization is curious. Indeed, it is not 
clear why the positive relationship between conjugal power and child immunization is reversed at 
higher levels of conjugal power. Nonetheless, a few studies have found a similar relationship in 
sub-Saharan Africa [12]. One could possibly infer that in a society where gender norms 
absolutely restrict women’s participation in household decision making power process, women 
with high conjugal power tend to be those who live separately from their husbands and have 
limited access to substitute caregivers with whom to share the responsibility of household chores 
and childrearing thereby making limited time available for them to take their children for 
immunization [11]. 

Itwas found that women in Zimbabwe who did not have a say in household decisions were more 
likely to have low Body Mass Index (BMI) than women who did have some say [13]. 
Researchers studying women in Nigeria have recently found that gender equality is significantly 
associated with whether a woman has a facility for delivery [14] and whether her child is fully 
immunized [15]. 

In considering attitude and practice of males towards antenatal care, Nuraini and Parker [16] 
submitted that antenatal care is a key strategy for reducing maternal mortality and a crucial 
determinant for safe delivery. ANC is the attention, education, supervision and treatment given to 
the pregnant mother from the time confirmed until the beginning of labour in order to ensure safe 
pregnancy, labour and puerperium. Male involvement functions should seek to address men’s 
own health needs and concerns as well as the needs of their female partners. In their view, if 
adequately supported, many men will rise to curb traditional practices that might endanger their 
partner’s health. 

It was also stated [17] that, lack of knowledge by male partners of complications associated with 
delivery, cultural beliefs, high fees charged for deliveries at health facilities and un-cooperative 
health workers are major contributing factors to low male partner involvement in child birth 
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activities, hence, improving the levels of education and income of male partners, addressing the 
cultural beliefs and practices, improving health care provider-client relationship and sensitizing 
men on complications associated with pregnancy and child birth can contribute significantly in 
enhancing male partner involvement in promoting deliveries. Men’s presence and their 
participation at the health facilities during antenatal care visit of their wives will help boost the 
morale of their wives and also bring about a greater sense of commitment of both parents to 
having healthy mothers and babies [18]. 

Males are generally excluded from participating in routine care because the medical system does 
not accommodate them and the community considers maternal care as exclusively preserve of 
women. Males tend to be decision makers within the family and often govern behaviour 
regarding the availability of nutritious food, women’s workload and the allocation of money, 
transport and time for women to attend health services, yet, men are often unable to make 
informed choices because they have not been included in maternal and child health services. 
Literature revealed that male involvement should not be seen as limited to men’s participation in 
clinical services [19]. In practice, male involvement includes the wide variety of actions that men 
take to support and protect the health of their wives and children. Men can positively influence 
maternal and child health issues in a variety of ways and have a right to the information they 
need to make decisions to protect their own health and that of the family.  

Male involvement includes men making informed decisions with their partners or seeking and 
sharing information about appropriate health behaviour and care during pregnancy, child birth 
and postpartum. Men can encourage and support antenatal care attendance, ensure good nutrition 
and reduce workload during pregnancy, assist with birth preparations and provide emotional 
support for their wives at home. 

According to Jose [20], Nigeria has one of the worst maternal health indicators across the globe. 
In most African countries, maternal health issues which include family planning, pregnancy and 
childbirth have long been regarded exclusively women’s affairs [21]. It has been noted that 
men’s involvement in maternal health is an encouraging strategy for promoting maternal health 
[22]. Mullay, Hindin& Becker [21] observed that involving husband/partner and encouraging 
joint decision-making among couples may provide an important strategy in achieving women’s 
empowerment; this will ultimately result in reduced maternal morbidity and mortality. Stycosalso 
observed that men’s behaviour and involvement in the maternity care of their pregnant partners 
can significantly affect the health outcomes of the women and babies [18]. 

Secka [23] opined that, globally it is estimated that nearly 500,000 women die annually from 
causes related to pregnancy and child birth and 99 percent of these deaths occur in developing 
countries. It is sometimes seen as a sign of weakness or bewitchment in some cultures when a 
man follows his wife to clinic. Many men believe that their participation in Prevention of Mother 
to Child Transmission (PMTCT) would signal weakness and lack of masculinity and power to 
other men [24]. 
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In 2002, a longitudinal study was conducted in the United States with a sample size of 5404 
women and their partner which explored the effect of father involvement during pregnancy on 
receipt of prenatal care and maternal smoking. The findings of the study indicated that women 
whose partners were involved in their pregnancy care were 1.5 times likely to attend prenatal 
care in the first trimester and smokers reduced smoking by 36 percent as opposed to those whose 
partners were not involved in their pregnancy care [25]. 

Literature on socio-cultural factors of gender roles in women’s healthcare utilization revealed 
that 62 percent of births in Nigeria occur at home, 36 percent of women received no antenatal 
care, only 39 percent of births were delivered by a skilled provider and 56 percent of women did 
not receive any post-natal care within 41 days of delivery [26]. Several factors lead to such 
horrendous statistics and dismal performance on maternal health status indicators such as 
economic, environment, health, social and culture [27]. The last two, socio-cultural factors are 
the less studied. Culture reinforces the gender roles and life style of husband and wives, making 
it difficult for the females to exercise her rights including reproductive rights and behaviours. 
Social and cultural norms concerning gender roles powerfully shape women’s autonomy [28]. 

On one hand, Jejeebhoy [28] opined that in many homes in South Western Nigeria, husband’s 
permission is required before a wife could seek healthcare and it depends on whether the husband 
sees the ill health as strong enough to warrant hospital treatment. A scholar defined gender 
ideology based on data from a case study of a rural Ekiti Yoruba village in South Western 
Nigeria as beliefs about the nature of women and men and their appropriate behaviours in society 
on reproductive decision making [29]. Men are believed to be head of households, have authority 
over family members and decide on what happens in the household ranging from social, 
economic, cultural and health related issues. Renne [30] opined that men have superior 
knowledge over the women. Adding a voice to this subject, Omideyi, [31]observed that many 
women are denied their rights and subjected to some cultural practices that greatly endanger their 
health in Nigeria. On the other hand, [32]women are deprived of decision making positions both 
in the private realm of the family and the public sector and others make decisions that directly or 
indirectly affect their lives on a daily basis. This scenario makes it difficult for women to access 
health care even in emergency situations. 

Few studies have examined explicitly the relationship between socio-cultural factors and 
maternal utilization of health services especially as it relates to gender roles in sub-Saharan 
Africa including Nigeria. For instance, Longwe, [33]noted that the trend in developing countries 
is much worse, as studies from various countries of sub-Saharan Africa indicate that maternal 
mortality has not only continued to be high, but is indeed increasing after the launch of the Safe 
Motherhood Initiative (SMI) in Kenya in 1987. Similarly in Nigeria, not only the Federal 
Ministry of Health set Year 2006 as the target year that maternal mortality would have been 
reduced by half, but to the contrary the situation of maternal health in Nigeria was even much 
worse than in previous years [34]. 



                  International Journal of Humanities & Social Science: Insights & Transformations 
Vol. 6, Issue 2 – 2021 

ISSN: 2581-3587 
 

 
© Eureka Journals 2021. All Rights Reserved.  Page 7 

Education of women has a powerful role in health utilization outcomes. It acts as catalyst for 
changes and a transformer of high female autonomy. Parpart, Connelly &Barriteu [35] observe 
that the hallmark of Kerela’s success in health care use by female is to better female education 
and autonomy. Others have equally confirmed that education of women as an important 
determinant of health and a valuable public good in its own right [36]. Scholars have suggested 
that culture and social systems were more important determinants of health than health systems 
itself [37]. Also, researchers have added to the literature on the distal determinants of health such 
as political, social, macro-economic and cultural factors [38, 39, 40, 41]. Similarly, Subramanian, 
[41] observe in their own dimensions of women autonomy and maternal health utilization in a 
North Indian city ascertain the influence of women’s autonomy on the use of care during 
pregnancy and child birth in the study area. They further assert that the influence of women’s 
autonomy on the use of health care appears to be as important as other known determinants such 
as education. 

The cultural perspective on the use of maternal health services suggests that medical need is 
determined not only by the presence of physical disease but also by cultural perception of illness 
[43], influenced by individual perceptions of the efficacy of modern health services and the 
religious beliefs of individual women [44] and decisions about maternal care are often made by 
husbands or other family members [45]. It was found out that a husband’s approval has a greater 
effect on pre-natal care utilization than whether a wife wanted the pregnancy or a wife’s level of 
education [46]. Although, women in higher socio-economic groups tend to exhibit patterns of 
more frequent use of maternal health services than women in the lower socio-economic groups, 
factors such as education appear to be important mediators [43, 47, 48]. 

Cultural tenets appear to structure women’s education thereby de-accelerate female autonomy 
and their capacity to decide or partake in the decision making process of the family or household. 
In a study investigated among women from four local governments in Benue State, Nigeria, 
Biratu & Lindstrom [49] showed that education and domicile play significant roles in the health-
seeking behaviour of pregnant women. 

Addai, [50]equally confirmed that women’s and husband’s education have a strong relationship 
with maternal health care utilization while women’s autonomy had a weak relationship with 
various form of ante-natal and delivery care usage in his study. Leslie & Gupta, [51] added that 
cultural practice of the Hausa people plays a major role in determining women’s choice of place 
of child delivery in addition to poor hospital services and nature of attendants which may violate 
women’s privacy. In consonance with the above finding, Kistiana, [52] opined that ethnicity, 
religion and traditional belief are often consistent markers of cultural background and are thought 
to influence beliefs, norms and values in relation to child birth and service use by women. 
Certain ethnic or religious groups may be discriminated against by staff making them less likely 
to use health care services. It was further argued that socio-cultural beliefs and the need for 
immediate and specialized services have hampered women’s ability to access services in many 
low and middle income countries including Nigeria. 
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The game of effective reduction of maternal mortality should not be left alone with the provision 
of facility but re-engineered towards behavioural change. In a cross-sectional study in Nigeria, 
[53], it was found that efforts were required to improve men’s attitudes and knowledge in order 
to make them appreciate and be active participants in the fight to reduce maternal mortality, 
which begins with utilization of the available health care facility. In an exploratory study which 
focused on socio- cultural factors affecting pregnancy outcome among the Ogu speaking people 
of Badagry area of Lagos State, Nigeria, scholars [54]found that the culture of the people of Ogu 
Community was very dominant in shaping their reproductive behaviour. 

In a study among childbearing women in Ibadan North Local Government Area of Oyo State 
Nigeria, [55] itreveals that husband’s decision or preference of ANC and privacy constituted the 
prominent factors that influenced the choice of ANC as well as place of delivery. In another 
study among pregnant women in Ife Central Local Government Area, Osun State, Nigeria, a 
group of researcher [56]with a stratified sample of 102 pregnant women revealed among others 
that lack of knowledge about the existing services in ANC and husband’s acceptance of the 
services rendered as the major factors influencing its utilization. Using community- based 
research, it wasfound that most pregnant women had little or no contact with the health care 
system for reasons of custom, lack of perceived need, distance, lack of transportation, lack of 
permission, cost and/or unwillingness to see a male doctor [57]. 

Studies revealed that factors like husband’s approval, money for treatment, and personal cultural 
preferences still had negative effects on the maternal health seeking behaviour in the Benin 
Republic [58]. A secondary data based study from the Zimbabwe Demographic and Health 
Survey (ZDHS) between 2005 and 2006, found age, education, wealth, polygamy and religious 
affiliation among other variables [59]. Commonly held beliefs and norms that could be religious 
or cultural, shape the way individuals perceive their own health and the health services available. 
Religious and cultural beliefs have been found to be sources of exclusion from maternal 
healthcare utilization in India and Africa [60]. Although most studies have ignored polygamy, it 
is a customary practice that is associated with traditionalists. 

Suffice to say that women in polygamy were less likely to report for delivery at a health 
institution. Maternal healthcare utilization is constrained by women’s lack of decision making 
power, the low value placed on women’s health and the negative or judgmental attitudes of 
family members. Women with more self-sufficiency in decision making, which is determined by 
society and culture, have also been found to be more likely to use maternal healthcare [60]. 

Education has been found to be a source of exclusion in studies conducted in India and different 
countries in Africa. A duo of scholar [61] found education linearly increasing with utilization of 
maternal healthcare in Ethiopia. Uneducated women less likely to use maternal healthcare, but 
found no differences in utilization among the educated [62]. It is discovered that education assists 
women placing autonomy resulting in women developing greater confidence and capabilities to 
make decisions regarding their own health [50]. The significant impact of education on delivery 
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at health institutions is evidence that educated women have better knowledge and information on 
modern medical treatment [50]. The link from education to higher utilization of health services 
extends to better health outcomes like lower child and maternal mortality [63]. Poor use of 
antenatal care among Nigerian women has been a great concern to public health because of its 
life threatening and other negative consequences to the health of mothers and the child [64]. 

A study looked into the significant determinants of antenatal care service use in Nigeria, 
specifically focusing on Ibadan. Four hundred women in two randomly selected local 
government areas of Ibadan were surveyed to achieve the study objective of investigating the 
factors that are associated with antenatal care use in Ibadan [49]. The study revealed a significant 
difference in residence, religion and age in relationship with antenatal care use in Ibadan. 

White, Dynes, Rubardt, Sissoko & Stephenson [65] studied the factors that are significantly 
associated with the usage of antenatal care services in rural northern Nigeria. The study was 
explicitly done in a village setting of Kumbotso in Kano, Nigeria. The study used data from 200 
women of childbearing age in the village community to assess factors that significantly 
determine antenatal care use in the village. The study found that women education and the 
education of the husband were positively associated with antenatal care use among rural women. 
The higher the educational status attained by both spouses, the higher the use of antenatal care 
among women. In a community-based survey of maternal health conducted in Yirgalem town, 
South West Ethiopia, a husband’s approval has a greater effect on prenatal care utilization than 
whether a wife wanted the pregnancy or a wife’s level of education [66]. 

Cultural factors have also been noted to affect the utilization of maternity care services in Africa 
[67]. In consonance with the above assertion, Bloom, Wypij and Das Gupta, [45]corroborates 
that in many parts of Africa, women’s decision making power is extremely limited, particularly 
in matters of reproduction and sexuality. 

A study on cultural background and socio-economic influence on women coping with 
postpartum depression note that pregnancy and childbirth might be similar worldwide, but how 
Postpartum Depression (PPD) is conceptualized and experienced by women of diverse cultures 
might be quite different [68, 69, 70, 71]. How women define PPD and their attitudes toward it 
will be a strong influence in how they utilize and access social support networks and mental 
health care services. Moreover, lack of knowledge about and understanding of PPD can limit 
help-seeking behaviour. Culturally determined barriers include fear of stigma and lack of 
validation of depressive symptoms within the family and within the ethnic community. New 
mothers suffering from postpartum depression might not have any knowledge of PPD. They 
might be reluctant to reveal feelings to family and friends and to seek help for their challenges 
[72]. 

In some cultures it might be perceived that it is inappropriate to seek external help for depressive 
symptoms. Medical assistance might seem inappropriate if PPD is not understood to be a medical 
problem [73,74,75,69]. Rodrigues et al. [74] found that Asian Indian mothers suffering from PPD 
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perceived their symptoms to be natural sequelae of childbirth and were therefore unlikely to 
access health care services. It has been reported that in Asian Indian communities, maternal 
depression often goes unrecognized, leaving the mother isolated within her own family [76, 77]. 

Barclay & Kent [78] observed that the difficulties of new immigrant mothers are exacerbated if 
they come from cultures where women are held in high esteem and valued and supported during 
the postnatal period. Cultural beliefs can serve in positive and protective ways when the mother 
and family participate in traditional customs and rituals that bolster the mother’s network of 
support. Assigning value and respect to the mother’s role can improve the mother’s overall 
postpartum health. When cultural expectations and beliefs are not met, the woman can be 
susceptible to depression. Oates et al. [68] found that recent immigrant mothers might find 
themselves bereft of the emotional and practical social support they would normally expect in 
their home country. 

Conclusion 

This paper made a review of the related literature directly relevant to gender and patriarchy n 
relation to maternal health seeking behaviour. Following from the review, it can be argued that 
most of the findings from previous studies solely depend on data generated using single method 
of social investigation and limited theoretical background whereas studies involving maternal 
health deserves an exploration the strength in mixed method and theoretical triangulation, this 
calls for further research that will stimulate a holistic framework for understanding maternal 
health issues in sub-Saharan Africa. In addition, while many researchers have addressed maternal 
morbidity and mortality issues in sub-Saharan Africa, studies related to factors affecting maternal 
health seeking behaviour in the region on the other hand are not extensive. Summarily, this 
reviewer have interrogated the secondary literature and examined how other authors have dealt 
with the issue relating to maternal health and specifically its interplay with gender and 
patriarchyand in so doing revealed gaps in the current scholarship that future researchers will 
address. 
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