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Background: Ending maternal mortality has been a significant global health priority for decades. Many sub-
Saharan African countries introduced user fee removal policies to attain this goal and ensure universal access to
health facility delivery. However, many women in Nigeria continue to deliver at home. We examined the reasons
for home birth in settings with free maternal healthcare in Southwestern and North Central Nigeria.

Methods: We adopted a fully mixed, sequential, equal-status design. For the quantitative study, we drew data
from 211womenwho reported giving birth at home from a survey of 1227women of reproductive agewho gave
birth in the 5 y before the survey. The qualitative study involved six focus group discussions and 68 in-depth
interviews. Data generated through the interviews were coded and subjected to inductive thematic analysis,
while descriptive statistics were used to analyse the quantitative data.

Results: Women faced several barriers that limited their use of skilled birth attendants. These barriers operate
at multiple levels and could be grouped as economic, sociocultural and health facility–related factors. Despite
the user fee removal policy, lack of transportation, birth unpreparedness and lack of money pushed women
to give birth at home. Also, sociocultural reasons such as hospital delivery not being deemed necessary in the
community, women not wanting to be seen by male health workers, husbands not motivated and husbands’
disapproval hindered the use of health facilities for childbirth.

Conclusions: This study has demonstrated that free healthcare does not guarantee universal access to health-
care. Interventions, especially in the Nasarawa state of Nigeria, should focus on the education of mothers on
the importance of health facility–based delivery and birth preparedness.

Keywords: health facility, health system, health workers strike, home-based child delivery, maternal health, maternal mortality, so-
ciocultural norms, transportation.

Introduction
For decades, ending maternal mortality has remained an impor-
tant global health priority.1 Reducing maternal mortality by 75%
between 1990 and 2015 and universal access to reproductive
healthcare services were key targets of the Millennium Develop-
ment Goals (MDGs).1 Many sub-Saharan African (SSA) countries
implemented user fee removal as one of the main interventions
to achieve the MDG targets.2–10 However, only a few countries
achieved the target, prompting it to remain one of the critical

targets of Sustainable Development Goal 3, which aims to re-
duce the global maternal mortality rate to <70 per 100 000 live
births by 2030. Efforts to achieve this target have prioritised SSA,11
where 66% of global maternal deaths occur.12
Several SSA countries, including Burkina Faso, Ghana, Niger,

Kenya, Burundi, Mali, Uganda and Senegal, have adopted poli-
cies that remove or substantially reduce user fees for mater-
nal healthcare services.2–10 The main goal of this policy is to en-
sure universal access to facility-based delivery,13,14 given that
quality, skill-based delivery is considered the cheapest way to
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prevent maternal deaths. However, studies have reported mixed
effects of this policy on maternal healthcare services utilisation.
While a few studies show that user fee removal has enhanced
equitable access to healthcare for pregnant mothers,15–17 a few
studies did not report significant effects.18,19 Evidence shows that
the quality of the free maternal healthcare policy is affected by
several challenges, including delays in reimbursing health facili-
ties, overcrowding andprolongedwaiting time.10,20–23 These chal-
lenges have resulted inwomenbypassing health facilities offering
free services to access care in those that do not grant user fee
removal.21–23 The introduction of free maternal healthcare pol-
icy exacerbates inadequate resources, making some services un-
available.22,24
Nigeria has a huge burden of maternal mortality. The user fee

removal policywas adopted in 2006 to reducematernal deaths.25
However, maternal mortality rates in the country have seen only
a slight improvement. Evidence shows that Nigeria’s maternal
mortality rate (MMR) is 512 maternal deaths per 100 000 live
births in 2018.26 One in 22 women in the country is at risk of dy-
ing during pregnancy, childbirth, post-partum or post-abortion.12
The high MMR in the country has been attributed to several fac-
tors, including inaccessibility of health facility deliveries.13,27 De-
spite introducing the user fee removal policy, a huge proportion
of women continue to give birth at home,26 suggesting that bar-
riers other than user fees hinder women from accessing health
facility delivery.
Studies elsewhere have identified several challenges with

free maternal healthcare that have resulted in women choos-
ing home-based deliveries. Such challenges include a lack of
transportation to health facilities, cultural beliefs, lack of family
support and poor quality of care.28–30 Despite these available
evidence, studies that have explored the reasons for the use of
home-based delivery amidst free maternal healthcare in Nigeria
are scanty.27,31–33 Under the subreinvestment program, free ma-
ternal healthcare services were implemented in many Nigerian
states between 2009 and 2015. Evaluation of the programme
found varying effects on health facility–based delivery, with
significant improvement recorded in some states34 while no
progress was recorded in other states.13,14,35 What is evident is
that many women continue to give birth at home despite Nige-
ria’s free maternal healthcare policy.13,14 However, we found no
studies examining why women still choose home-based child-
birth in settings with user fee removal. Evidence on why women
continue to give birth at home in this context is important for
policymakers to re-evaluate the programme and tailor their
interventions to reach all women. In this article, we drew on data
from a mixed-methods study among women who gave birth at
home to understand the reasons for this in the context of the
user fee removal policy.

Methods
Study setting, design and population
The data analysed in the current study were drawn from a
large cross-sectional study from the MANCONFREE project, which
sought to examinematernal outcomes in the context of freema-
ternal healthcare in three Nigerian states (Ekiti, Nasawara and
Ondo). This research was conducted in three states chosen pur-
posively from two of Nigeria’s six geopolitical zones. These states

were selected because of the distinctiveness of their free ma-
ternal health programs. Maternal healthcare policies differ from
state to state, different approaches to implementing healthcare
policies. Ondo and Ekiti were chosen in the Southwestern geopo-
litical zone, while Nasarawa was chosen in the North Central. The
programme’s implementation in the specified study locations
has been published in previous studies.13,14,36 In Ekiti State, free
healthcare was implemented only in selected primary healthcare
facilities, but it was implemented in all state government–owned
health facilities in Ondo and Nasarawa States. According to the
2013 Nigeria Demographic and Health Survey report, the propor-
tion of births in health facilities was 86.3% in Ekiti State, 56.2% in
Ondo State and 40.1% in Nasarawa.37
The study was conducted between May and September 2016.

The study adopted a fully mixed, sequential, equal-status design
involving a survey of 1227 women of reproductive age who gave
birth in the 5 y before the survey, six focus group discussions and
68 in-depth interviews. The quantitative data analysed in this ar-
ticle are limited to the structured responses of 211 women in our
survey who gave birth at home.
Two-stage cluster random sampling was used to select par-

ticipants from their households in both rural and urban enu-
meration areas. The sample size was sufficient for the main
study. The qualitative component of the study used a purposive
sampling technique to recruit participants. Participants who met
the inclusion criteria were approached face to face by the re-
search team and asked to participate in the interviews volun-
tarily. They mostly represent a diverse group, including young
and old and from urban and rural households. The character-
istics of the participants of the in-depth interviews (IDIs) and
focus group discussions (FGDs) are published elsewhere.36 The
data were collected with the help of research assistants who
were well trained on how to use the instruments and research
ethics. The IDIs took an average of 50min to complete, while the
FGDs took approximately 1.5 h. The interviews were conducted
in English, Yoruba and Hausa in participants’ homes at their con-
venient times. All the interviews were audio recorded and field
notes were also taken. The IDIs and FGDs conducted in the lo-
cal languages were translated into English by bilingual transla-
tors. Translations were validated by the first author, who is fluent
in Yoruba, and research assistants fluent in the Hausa language.
Participants granted permission for the interviews to be audio
recorded.
Our analysis in this article is limited to transcripts covering rea-

sons for home delivery emanating from the interviews. The trust-
worthiness of the qualitative data was ensured using the follow-
ing guidelines proposed by Lincoln and Guba.38 These are credi-
bility, transferability, dependability and confirmability. The credi-
bility of the data was ensured by carefully selecting experienced
field assistants who were trained before the data collection. All
the interviews were audio recorded and field notes were taken to
capture the non-verbal cues during the interview process. Our use
of the purposive sampling technique, which allowed the selec-
tion of information-rich participants who met the inclusion crite-
ria, helped guarantee credibility. Thorough explanations of the re-
searchmethods that include essential details that a readerwould
need to know to understand the results helped ensure transfer-
ability. We ensured dependability by using an emergent design
analysis where new issues surfaced throughout the succeeding
data gathering and analysis phase. The involvement of multiple
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Figure 1. Reasons for giving birth at home.

researchers in the data collection phase guaranteed that data in-
terpretations arose through researcher triangulation, increasing
the trustworthiness of the data source. The first author, who was
involved in data gathering and supervision, ensured that all the
research assistants adhered to all the ethical principles and the
collection of quality data. All transcribed audios were verified to
ensure no meaning was lost throughout the translation process
as part of the member checking procedure, which was utilised to
collect the data and satisfy the confirmability criterion.

Data analyses
We used descriptive statistics to analyse the quantitative data
from 211 survey participants who gave birth at home. We strat-
ified reasons for home delivery by state to illustrate how they
vary by study setting. The qualitative data were translated and
transcribed. All transcripts were edited to remove grammatical
errors while maintaining the original meaning. We used inductive
thematic analysis39 to analyse the transcripts related to reasons
for home delivery. The first author was already familiar with the
data, given that he conducted about 40 of the 68 interviews and
four of the six FGDs. But to better comprehend the data, we read
the transcripts and the field notes for familiarisation and immer-
sion.40 The data coding followed iterative and collaborative pro-
cesses, with the first author generating the initial codes and the
research team discussing, reviewing and codeveloping the final
codes. This ensured analytical rigour, transparency and trustwor-
thiness. We then grouped the codes under themes that reflect
the study objectives. Supporting quoteswere presentedwhen ap-
propriate in themanuscript to illustrate pertinent themes. The so-
cial constructionist theory notion that meanings are developed
in coordination with others rather than individually informed our
analysis and interpretation.41 It guided us to seek shared reasons

from the respondents on why they prefer home-based child de-
livery despite user fee removal programmes.

Results
Exploring why women give birth at home is critical to under-
standing maternal health-seeking behaviours in the context of
free maternal healthcare. Our analysis draws on both quantita-
tive and qualitative data. Convergence and parallels were drawn
from the two sources of data. It must be reiterated that the goal
of mixed study design in this study is not to prioritize the find-
ings of a method, but rather to use a method to complement
the other. Equal priority is therefore given to each method. As
presented in Figure 1, lack of money, birth unpreparedness, lack
of transportation, strikes, unsupportive husbands and perceived
non-necessity of skilled birth attendants were the main reasons
for giving birth at home. However, birth unpreparedness (35.2%)
and perceived non-necessity of skilled birth attendants (40.9%)
were the most cited reasons by the study participants.
The reasons given for giving birth at home vary by state. While

the lack of money and transportation were some of the reasons
for giving birth at home in Nasarawa State, they were not in Ek-
iti and Ondo States. As shown in Figure 2, health workers strikes
were reported in all three states. However, birth unpreparedness
was the main reason for giving birth at home in Ondo and Ekiti
States (Figure 2).
The findings from the qualitative study shed some light on the

quantitative results. The findings of the qualitative study are pre-
sented in Figure 3.

Sociocultural factors
Despite the introduction of the user fee removal policy, a few
women favoured home delivery for sociocultural reasons. These
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Figure 2. Reasons for giving birth at home: analysis by states.

sociocultural reasons include hospital delivery not deemed nec-
essary in the community, women not wanting to be seen bymale
health workers, husbands not motivated and husbands’ disap-
proval. Participants who believe giving birth in skilled facilities
is unnecessary often consider giving birth to be very easy and
home-based childbirth customary. The interview with a teenage
mother of two from a rural area of Nasarawa who gave birth all
by herself in her home explains the perceived non-necessity of
skilled delivery. She was unfazed by childbirth and proud to give
birth to her son alone. She explained that most women give birth
at home, and it is customary to give birth at home even though
they often attend antenatal care in a close-by village. She gave
birth to her two children at home and only attended antenatal
care twice. Although uneducated, her decision to give birth at
home seems related to customs around childbirth rather than
her education level. Nonetheless, none of the interviewees from
urban areas considered childbirth in skilled delivery facilities un-
necessary.
In most interviews and FDGs in rural communities lacking

health facilities in Nasarawa State, childbirth is deemed not to
require a hospital visit. This view was supported by a 30-year-old
mother of four:

‘…childbirth does not require health facility visit. Most
women deliver at home in our village, and we are ex-
pected to deliver at home. When I had my last child, I just

closed the door and delivered alone’ (FGD participant 29,
Nasarawa State, 30 July 2016)

She responded proudly, suggesting that they take pride in be-
ing able to deliver without support. While home delivery is cus-
tomary in the rural villages of Nasarawa lacking health facilities,
it appears that the lack of health facilities has sustained the cul-
tural practices of home delivery.
Although only two participants reported that they prefer to

give birth at home because they do not like to be seen or touched
by a male health worker, this contributes to why women do not
use skilled birth facilities. The two participants had varied reasons
for not wanting to be touched by a male health worker. The first
woman, a 45-year-oldmother of six children, attended antenatal
care but gave birth to all her six children at home due to her dis-
like for being examined by a male doctor. She was quick to point
this out when asked why she gave birth at home:

I use public hospitals for antenatal care, but I gave birth to
all my children at home. I wouldn’t say I like hospitals or
men’s presence while giving birth. (In-depth interview par-
ticipant 62, Ondo State, 27 July 2016)

Culturally, childbirth is a women’s affair and men are not ex-
pected to be in the labour room. However, some male midwives
and doctors attend deliveries in health facilities, contrary to her
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Figure 3. Main themes and subthemes.

cultural values. She stated that no man other than her husband
should have to see her nakedness and men do not have to wit-
ness the delivery. Since she did not want to risk a male health
worker attending her delivery, she chose home delivery for all her
six children.
The second woman believed that being touched by doctors or

nurses would make her too weak to deliver by herself. Surpris-
ingly, this woman had a higher degree, although she resides in a
rural area. It could be that her community’s culture prevailed over
her education and she is looking for ways to justify her choice of
home birth. She indeed justifies her belief by stating:

I prefer to give birth at home because I do not want to
be touched by nurses and doctors. Being touched several
times would weaken me to the extent that I may not have
the strength to deliver the baby when it is time. (In-depth
interview participant 51, Nasarawa State, 5 August 2016)

Other sociocultural reasons for home delivery in the settings with
user fee removal policies were husbands not motivated and out-
right disapproval. While this finding is less common in Ekiti and
Ondo, a few women in Nasarawa alluded to husbands’ disap-
proval as a barrier to health facility delivery. As expressed by the
women, the husband’s lack of motivation means they offered
no financial and material provisions to facilitate hospital deliv-
ery even though they did not expressly stop their wives. It also
could mean they were unenthusiastic about facility-based deliv-
ery. However, there are few cases where husbands expressly dis-
approved of health facility–based delivery. When pressed on the
reason she gave birth at home, a 27-year-old mother of three
said:

I wanted to deliver in a health centre, but my husband re-
fused. (In-depth interview participant 51, Nasarawa State,
5 August 2016)
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Economic factors
Other than sociocultural factors, economic factors still present
a barrier to health facility delivery in the context of free ma-
ternal healthcare services. Surprisingly, some participants men-
tioned the lack of money as one reason for the non-utilisation of
skilled birth attendants despite the availability of free maternal
healthcare. However, the consensus from the FDGs is that child-
birth is not completely free, as one still has to buy some delivery
items, such as baby dresses with woollen caps, gloves, stockings,
soaps, oil, methylated spirit, hot water flask, delivery mat, tow-
els, breastfeeding bras,wipes, jik bleach or hypo, cord clamp, baby
sponge, hand gloves, cotton wool, diapers and a shawl. A woman
in her mid-30s echoed this during the group discussion:

Childbirth in health facilities is not entirely free. You still have
to pay to register. You also pay for baby materials. In fact,
you are given a list of things youmust buy. Sometimes they
reject some of the items you bought and you are told to buy
the same item from the hospital. (FGD participant 14, Ondo
State, 28 July 2016)

Health workers often prescribe a list of things to buy, and the
amount required to buy these items depends on an individual’s
financial capability. Nonetheless, the backlash women receive
from health workers and other women for not purchasing them
or not buying adequate items hinders them from utilising skilled
birth attendants. One middle-aged woman (44 y) pointed out:

Giving birth in the hospital with incomplete delivery items
and baby clothing is like ridiculing oneself. The nurses will
mistreat you, and even other women will look at you dis-
dainfully. (In-depth interview participant 2, Ekiti State, 2
July 2016)

Women who cannot afford baby materials are believed to be
treated differently by health workers. An overzealous nurse who
does not see from the poor pregnantwoman’s perspective some-
times lessens the individual’s sense of pride to the extent that
somewomen prefer to give birth at home to avoid being ridiculed.
A mother of four children who had first-hand experience of be-
ing ridiculed by nurses corroborated this assertion in the in-depth
interview:

I prefer to give birth at home because I cannot afford to buy
delivery items like otherwomen. I do not particularly appre-
ciate how thenurses beratedmeduringmyfirst child’s birth
just because I did not come with all the items on the list
given to me. (In-depth interview participant 8, Ekiti State, 8
July 2016)

Some participants simply could not afford the user fees charged
at the hospital for childbirth. In rural Nasarawa, most women
confirmed that there was no free maternal healthcare, even
though this is not the case in Ondo and Ekiti States. Evidently,
women residing in Nasarawa were more likely to state a lack of
money was the reason for their non-utilization of the skilled birth
facility.

Transportation costs and unavailability hinder women from
using skilled birth attendants, especially in rural Nasarawa. Un-
like Ekiti and Ondo States, many women in Nasarawa still reside
>20 km from facilities. This makes the cost of transportation a
financial burden to the family despite user fee removal. Women
expressed this during the FGD in Nasarawa State:

The health centre is far away from our community. Some-
times I did not go for antenatal care because we could not
afford the cost of transportation. I did not even bother to go
to the health centre for delivery because we could not af-
ford it. (FGD participant 33, Nasarawa State, 4 August 2016)

Even women who can afford the cost of transportation some-
times are unable to find appropriate means of transportation to
convey them to the health facility. A 30-year-oldwomanwhohad
four children shared:

We go for antenatal care in the clinic in this next village,
but difficulties in finding transport during delivery make us
deliver at home. (FGD participant 31, Nasarawa State, 30
July 2016)

This challenge is often exacerbated when labour starts at night
and no healthcare facility is nearby. The problem of transporta-
tion is not limited to rural areas and is often related to birth un-
preparedness. Indeed, women residing in the city do face trans-
portation challenges primarily due to birth unpreparedness. Most
women who reported that it was too late to get to the hospital
meant that the time between labour and deliverywas insufficient
for them to arrange transportation. A middle-aged woman who
had previously given birth to two children in a skilled birth facility
but experienced home birth during the index pregnancy noted:

The delivery happened at night, and the baby came quickly,
even before my husband could arrange for a means of
transportation. (In-depth interview participant 12, Ekiti
State, 10 July 2016)

Most families depend on public transportation because their fam-
ilies do not own private cars. In many underserved communities,
car ownership is very low and the few people who own cars use
them for public transport.

Health system factors
Although the user fee removal policy has addressed the supply
side of access to care, it has not completely addressed health sys-
tem factors. Health workers’ strikes were frequent and women
expressed concerns about providers’ ability to accurately judge
labour signs in primary healthcare facilities. As recounted by the
study participants, public health facilities’ inaccessibility due to
health workers’ strikes contributes to why women give birth at
home. Recently, health workers’ strikes have become incessant in
Nigeria, negatively affecting users of government-owned skilled
birth facilities. Voices from the IDIs and FGDs echoed the harm-
ful and damaging consequences of the health workers’ strikes.
A middle-aged woman whose friend died due to post-partum
haemorrhage after giving birth at home opined that her friend
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would still be alive today had the health workers not been on
strike:

She was bleeding after childbirth at home, and we rushed
her to the hospital, but there was no doctor to attend to
her. She passed beforewe could access a doctor in a private
facility as a last resort.

Many women registered in public health facilities would ei-
ther turn to private practice or give birth at home. Of course, the
charges in private health facilities aremore than those of govern-
ment facilities.42,43
Another health system factor responsible for why some

women deliver at home, as pointed out during the interviews, is
the inability of health workers to accurately judge the timing of
childbirth in primary health centres. Some women reported that
they were told they were not yet ready to give birth, only for them
to return home and deliver shortly after that. A woman, who has
a higher degree, experienced this and wants the health workers
to be trained on how to accurately judge labour signs:

I went to the hospital for my son’s birth but was told I
was not ready to give birth, so I went home, only to get
home, and the baby came. So, I think they should teach the
healthworkers how to knowwhen awoman is ready to give
birth. (In-depth interview participant 62, Nasarawa State,
3 August 2016)

Discussion
Free maternal healthcare was introduced to eliminate financial
barriers preventing women from accessing health facility deliv-
ery.14 Despite this, some women in settings with user fee re-
moval programmes still give birth at home. Therefore, this study
sought to understand why home-based delivery continues even
though the policy is meant to change this. We found that indi-
vidual, sociocultural and health facility–related factors influenced
the decision of women to give birth at home despite the free
maternal healthcare policy. The primary reasons were lack of
money, birth unpreparedness, lack of transportation, unsupport-
ive husband, perceived non-necessity of a skilled birth attendant
and health workers’ strikes. However, perceived non-necessity of
skilled-based child delivery and birth unpreparedness were the
most cited reasons by the study participants. Our analysis shows
that the reasons for giving birth at homevaried by state.While the
lack of money and transportation were reasons for giving birth at
home in Nasarawa State, they were not in Ekiti and Ondo States.
Health workers’ strikes were reported in all three states. How-
ever, birth unpreparednesswas themain reason for giving birth at
home in Ondo and Ekiti States. It is worth noting that from 2010
to 2015, the policy was fully implemented in all government-
owned health facilities in Ondo State but in selected government-
owned health facilities in Ekiti and Nasarawa States.14
Our study shows that the user fee removal policy did not

wholly eliminate financial barriers to health facility delivery. Costs
beyond user fees exist and hinder women from accessing skilled
delivery in settings with user fee removal policies. These costs
include transportation and delivery and baby items. Consistent

with previous studies,28,30 lack of money was among the rea-
sons women delivered at home. However, eliminating financial
barriers and increasing access to and use of skilled delivery ser-
viceswere the goals of the freematernal healthcare policy.34 That
notwithstanding, there are still some indirect costs, such as un-
available drugs and the cost of delivery kits. Consistent with our
findings, Boah et al.44 found that difficulties in acquiring items
(such as sanitary pads, disinfectants, napkins, clothes for the
baby and drugs) pushed women to choose home-based child de-
livery despite Ghana’s free maternal healthcare policy. Women
who cannot afford these items feel embarrassed and even re-
ported being ill-treated by somemedical personnel because they
did not have them. Also, lack of transportation was previously re-
ported as one of the reasons for not seeking antenatal care in
Nigeria.45 Lack of transportation constitutes a barrier to usingma-
ternal care services in other SSA settings, as reported in previous
studies.28,30,46 Long distance from health facilities and unavail-
ability of transportation prevent women from accessing mater-
nal health services, including health facility delivery. Labour can
occur anytime, and finding a means of transport is challenging in
underserved communities, forcing women to deliver at home in
such settings.
Ajayi and Akpan13 explained that in settings where user fees

are removed, the uneven distribution of health facilities creates a
barrier to using maternal healthcare services. Many low-income
women living in underserved areas live far away from health fa-
cilities, causing them to travel considerable distances to access
free maternal healthcare. For the poor, transportation costs of-
ten account for a significant portion of their household income.
Poor womenwho reside in underserved areas do not always ben-
efit from the user fee reduction policy compared with women of
the middle and high socio-economic classes.13 This is also dis-
cussed within the health services utilization model by Anderson
and Newman,47,48 which indicates that factors such as long dis-
tance to health facilities and unavailability of means of transport
are disabling factors to the use of health services. In addition, the
three-delays model by Thaddeus and Maine49 has also espoused
that inaccessibility to health facilities in the form of transporta-
tion is one of the reasons for delays in seeking healthcare, includ-
ing delivery services.
The sociocultural reasons for home delivery include hospitals

not being deemed important, women not wanting to be seen by
male healthworkers, husbands notmotivated and husbands’ dis-
approval. A lack of perceived need for skilled health facility de-
livery can be discussed within the context of low health liter-
acy. Several previous studies have reported this.28,30,44 Women’s
and partners’ awareness and understanding of maternal health
issues improve when exposed to maternal health information.
Abebe et al.50 reported that women who gave birth at home
lacked a sense of the importance of maternal health services.
Poor and less educated women have benefited from health ed-
ucation and promotion efforts.51 Our findings on partners’ disap-
proval, not being motivated and women not wanting to be at-
tended to by male healthcare workers are similar to what has
been reported in previous literature.44,52 Husbands’ involvement
in helping or limiting wives’ access to facility-based delivery is
complex and changes depending on the context. Sometimes a
spouse can be a facilitator by persuading his wife to visit a facil-
ity and arranging transportation and cash. On the other hand, a

7

D
ow

nloaded from
 https://academ

ic.oup.com
/inthealth/advance-article/doi/10.1093/inthealth/ihac064/6724455 by Jam

es C
ook U

niversity user on 23 N
ovem

ber 2022



A. I. Ajayi et al.

husband may refuse his wife’s request to visit the health facil-
ity due to financial or cultural reasons.53 Therefore, it is impera-
tive to increase health education for women and their partners to
counter some sociocultural beliefs that serve as barriers to health
facility delivery.
Another important finding in our study was health system

factors that comprised health workers’ strikes and inaccuracy in
judging labour signs by nurses. All these hinder access to health
facility delivery. Thaddeus andMaine’s three-delaymodel49 refers
to delays in deciding to seek care, arriving at a health facil-
ity and receiving acceptable care. The third delay—the time it
takes to receive care after arriving at a health facility—indicates
a problem with healthcare delivery.30 Healthcare workers’ strikes
have varied negative implications on health delivery. According
to the study, many women registered at public health facili-
ties would have to either go to a private clinic or give birth at
home. Of course, private healthcare facilities charge more than
government-run facilities. The findings suggest that health work-
ers’ strikes significantly impact pregnantwomen’s health-seeking
behaviour. Most of those who said they had signed up for an-
tenatal treatment in ‘unaffordable’ private maternal health fa-
cilities said they were compelled to do so by (fear of) public-
sector labour strikes. Evidence suggests that in 2017, the pub-
lic health system was near collapse due to the health workers’
strike in Kenya.54 This reduced hospital admissions and outpa-
tient services, including skilled delivery.55 Poor women are most
affected by health workers’ strikes since they are least likely to
afford care in private health facilities.54 Despite the damaging ef-
fects of health workers’ strikes on maternal outcomes, they have
become far too familiar in Nigeria since 2014. Resident doctors
were on strike in Nigeria in 2021whenwedrafted thismanuscript,
indicating that this has become a pervasive problemwith dire im-
plications for women and girls’ well-being. Women who were un-
able to raise the user fees in private hospitals opted for giving
birth at home. Overall, the analysis shows that pregnantwomen’s
health-seeking behaviours were greatly influenced by perceived
or real health workers’ strikes. Most participants stated that they
registered for antenatal care in both public and private health
facilities due to anticipated health workers’ strikes in the public
health centres. However, private health facilities come at huge
costs, too much to bear for some women, who thus opted for
birth at home. Participants agreed that health workers’ strikes are
the leading cause of maternal deaths and attributed strikes as
the reason their friends died due to childbirth complications dur-
ing a recent health worker’s strike in Nigeria.

Strengths and limitations of the study
The study obtained data from diverse settings with three im-
plementation sites. The data were also collected from diverse
groups with different cultural and socio-economic backgrounds.
That notwithstanding, the study had the following limitations.
First, the study could not obtain nurses’ views on the inability to
judge labour signs accurately. It would beworth getting the opin-
ions of healthworkers on the reasonswhy they return thewomen
home despite their conviction that they are due for delivery. Also,
the study did not capture the views of the men who played key
roles in decision making regarding choosing the place of delivery.

Conclusions
This study has demonstrated that free maternal healthcare ser-
vices do not guarantee universal healthcare access. Manywomen
will continue to give birth at home until we can permanently
solve issues of healthcare providers’ strikes, change socio-cultural
norms hindering facility-based delivery and empower women
in diverse ways, including financial empowerment. Thus, it is
paramount to improve health education to make women and
their partners appreciate the importance of maternal health ser-
vices use,males’ involvement inmaternal healthcare, adoption of
various means to satisfy the demands of health workers to avoid
strikes and the need for healthworkers to do a critical assessment
of the stages of dilation in labour to avoid misinforming women
who present to health centres.

Authors’ contributions: AIA conceptualized the study. AIA, BOA and AS
performed the analysis, contributed to the draft and approved the final
version.

Acknowledgements: We acknowledge the study participants for their
participation in the study. We also appreciate the research assistants’
contributions to the data collection.

Funding: AIA’s time to complete this article was supported by a grant
to the African Population and Health Research Center from the Swedish
International Development Cooperation Agency for the Challenging the
Politics of Social Exclusion project (12103).

Competing interests: None declared.

Ethical approval: We followed various steps to ensure the study adhered
to all the ethical principles in line with the Declaration of Helsinki. The Uni-
versity of Fort Hare (AKP031SAJA01) and Ondo State Ministry of Health’s
Health Research Ethics Committee approved the study. Written and ver-
bal informed consent were obtained from all participants. Privacy, con-
fidentiality and anonymity were respected throughout the study. Per-
mission to conduct the study was also sought from community leaders,
household leaders and the participants. We strictly adhered to the prin-
ciples of voluntary participation, confidentiality and anonymity. No mon-
etary incentive was given to respondents in the study.

Data availability: Data will be made available by the corresponding au-
thor upon reasonable request.

References
1 United Nations General Assembly. United Nations millennium dec-
laration. Available from: https://www.ohchr.org/en/instruments-
mechanisms/instruments/united-nations-millennium-declaration
[accessed 17 September 2022].

2 Ameur AB, Ridde V, Bado AR, et al. User fee exemptions and excessive
household spending for normal delivery in Burkina Faso: the need for
careful implementation. BMC Health Serv Res. 2012;12(1):412.

3 Bosu W, Bell J, Armar-Klemesu M, et al. Effect of delivery care
user fee exemption policy on institutional maternal deaths in the
Central and Volta Regions of Ghana. Ghana Med J. 2007;41(3):
118–24.

8

D
ow

nloaded from
 https://academ

ic.oup.com
/inthealth/advance-article/doi/10.1093/inthealth/ihac064/6724455 by Jam

es C
ook U

niversity user on 23 N
ovem

ber 2022

https://www.ohchr.org/en/instruments-mechanisms/instruments/united-nations-millennium-declaration


International Health

4 Deininger K, Mpuga P. Economic and welfare impact of the abolition
of health user fees: evidence fromUganda. J Afr Econ. 2005;14(1):55–
91.

5 El-Khoury M, Hatt L, Gandaho T. User fee exemptions and equity in
access to caesarean sections: an analysis of patient survey data in
Mali. Int J Equity Health. 2012;11:49.

6 Witter S. Free health care for under-five children andpregnantwomen
in Northern Sudan: progress so far and recommendations for the fu-
ture. 2010; 1–51.

7 Witter S, Arhinful DK, Kusi A, et al. The experience of Ghana in im-
plementing a user fee exemption policy to provide free delivery care.
Reprod Health Matters. 2007;15(30):61–71.

8 Witter S, Armar-KlemesuM, Dieng T. National fee exemption schemes
for deliveries: comparing the recent experiences of Ghana and Sene-
gal. Stud Health Serv Organ Policy. 2008;24:167–98.

9 Witter S, Dieng T, Mbengue D, et al. The national free delivery and cae-
sarean policy in Senegal: evaluating process and outcomes. Health
Policy Plan. 2010;25(5):384–92.

10 Xu K, Evans DB, Kadama P, et al. Understanding the impact of elim-
inating user fees: utilization and catastrophic health expenditures in
Uganda. Soc Sci Med. 2006;62(4):866–76.

11 Ahinkorah BO, Kang M, Perry L, et al. Prevention of adolescent preg-
nancy in Anglophone sub-SaharanAfrica: a scoping reviewof national
policies. Int J Health Policy Manag. 2020;11(6):726–39.

12 Trends in maternal mortality 2000 to 2017: estimates by WHO,
UNICEF, UNFPA, World Bank Group and the United Nations Population
Division. Geneva: World Health Organization; 2019.

13 Ajayi AI, Akpan W. Who benefits from free institutional delivery? evi-
dence from a cross sectional survey of North Central and Southwest-
ern Nigeria. BMC Health Serv Res. 2017;17:620.

14 Ajayi A, Akpan W. Maternal outcomes in the context of free maternal
healthcare provisioning in North Central and South Western Nigeria.
In: Anson J, Bartl W, Kulczycki A, editors. Studies in the sociology of
population. Cham: Springer; 2019:301–18.

15 De Allegri M, Ridde V, Louis VR, et al. Determinants of utilisa-
tion of maternal care services after the reduction of user fees:
a case study from rural Burkina Faso. Health Policy. 2011;99(3):
210–8.

16 Leone T, Cetorelli V, Neal S, et al. Financial accessibility and user fee re-
forms for maternal healthcare in five sub-Saharan countries: a quasi-
experimental analysis. BMJ Open. 2016;6(1):e009692.

17 Ponsar F, Van Herp M, Zachariah R, et al. Abolishing user fees for chil-
dren and pregnant women trebled uptake of malaria-related inter-
ventions in Kangaba, Mali. Health Policy Plan. 2011;26(Suppl 2):ii72–
83.

18 Chama-Chiliba CM, Koch SF. An assessment of the effect of user fee
policy reform on facility-based deliveries in rural Zambia. BMC Res
Notes. 2016;9(1):504.

19 Schneider H, Gilson L. The impact of free maternal health care in
South Africa. 1999; 93–101.

20 Dzakpasu S, Soremekun S, Manu A, et al. Impact of free delivery care
on health facility delivery and insurance coverage in Ghana’s Brong
Ahafo region. PLoS One. 2012;7(11):e49430.

21 Meessen B, Hercot D, Noirhomme M, et al. Removing user fees in the
health sector: a review of policy processes in six sub-Saharan African
countries. Health Policy Plan. 2011;26(Suppl 2):ii16–29.

22 Ridde V, Morestin F. A scoping review of the literature on the aboli-
tion of user fees in health care services in Africa. Health Policy Plan.
2011;26(1):1–11.

23 Ridde V, Robert E, Meessen B. A literature review of the disruptive ef-
fects of user fee exemption policies on health systems. BMC Public
Health. 2012;12(1):289.

24 Ridde V, Diarra A. A process evaluation of user fees abolition for preg-
nant women and children under five years in two districts in Niger
(West Africa). BMC Health Serv Res. 2009;9(1):89.

25 Okonofua F, Lambo E, Okeibunor J, et al. Advocacy for free maternal
and child health care in Nigeria—results and outcomes. Health Policy.
2011;99(2):131–8.

26 National Population Commission [Nigeria] and ICF International.
Nigeria demographic and health survey 2018. Abuja, Nigeria, and
Rockville, MD, USA: NPC and ICF International; 2018.

27 Adewuyi EO, Khanal V, Zhao Y, et al. Home childbirth among young
mothers aged 15–24 years in Nigeria: a national population-based
cross-sectional study. BMJ Open. 2019;9(9):e025494.

28 Dahab R, Sakellariou D. Barriers to accessing maternal care in low in-
come countries in Africa: a systematic review. Int J Environ Res Public
Health. 2020;17(12):4292.

29 Geleto A, Chojenta C, Musa A, et al. Barriers to access and utilization
of emergency obstetric care at health facilities in sub-Saharan Africa:
a systematic review of literature. Syst Rev. 2018;7(1):183.

30 Kyei-Nimakoh M, Carolan-Olah M, McCann TV. Access barriers to ob-
stetric care at health facilities in sub-Saharan Africa—a systematic
review. Syst Rev. 2017;6(1):110.

31 Ashimi AO, Amole TG. Prevalence, reasons and predictors for
home births among pregnant women attending antenatal care in
Birnin Kudu, North-west Nigeria. Sex Reprod Healthcare. 2015;6(3):
119–25.

32 Tukur I, Cheekhoon C, Tinsu T, et al. Why women are averse to fa-
cility delivery in Northwest Nigeria: a qualitative inquiry. Iran J Public
Health. 2016;45(5):586.

33 Wong KL, Radovich E, Owolabi OO, et al. Why not? Understanding
the spatial clustering of private facility-based delivery and financial
reasons for homebirths in Nigeria. BMC Health Serv Res. 2018;18(1):
397.

34 Ajayi AI, AkpanW.Maternal health care services utilisation in the con-
text of ‘Abiye’(safe motherhood) programme in Ondo State, Nigeria.
BMC Public Health. 2020;20(1):362.

35 Ajayi AI, Awopegba OE, Obisesan MT, et al. Subnational variation
in facility-based childbirth in Nigeria: evidence from 2013 and 2018
Nigeria Demographic Health Surveys. Nigerian J Sociol Anthropol.
2021;19(1):23–40.

36 Ajayi AI. “I am alive; my baby is alive”: understanding reasons for
satisfaction and dissatisfaction with maternal health care services
in the context of user fee removal policy in Nigeria. PLoS One.
2019;14(12):e0227010.

37 National Population Commission [Nigeria] and ICF International.
Nigeria demographic and health survey 2013. Abuja, Nigeria, and
Rockville, MD, USA: NPC and ICF International; 2014.

38 Lincoln YS, Guba EG. But is it rigorous? Trustworthiness and au-
thenticity in naturalistic evaluation. New Directions Program Eval.
1986;1986(30):73–84.

39 Braun V, Clarke V. Reflecting on reflexive thematic analysis. Qualitat
Res Sport Exercise Health. 2019;11(4):589–97.

40 Clarke V, Braun V, Hayfield N. Thematic analysis. In: Smith JA, editor.
Qualitative psychology: a practical guide to research methods. Thou-
sand Oaks, CA: SAGE; 2015:222–48.

41 Lock A, Strong T. Social constructionism: sources and stirrings in the-
ory and practice. Cambridge: Cambridge University Press; 2010.

9

D
ow

nloaded from
 https://academ

ic.oup.com
/inthealth/advance-article/doi/10.1093/inthealth/ihac064/6724455 by Jam

es C
ook U

niversity user on 23 N
ovem

ber 2022



A. I. Ajayi et al.

42 Kruk ME, Mbaruku G, Rockers PC, et al. User fee exemptions are not
enough: out-of-pocket payments for ‘free’ delivery services in rural
Tanzania. Trop Med Int Health. 2008;13(12):1442–51.

43 Wouters A. The cost and efficiency of public and private health care
facilities in Ogun State, Nigeria. Health Econ. 1993;2(1):31–42.

44 Boah M, Adampah T, Jin B, et al. “I couldn’t buy the items so I
didn’t go to deliver at the health facility” Home delivery among ru-
ral women in northern Ghana: a mixed-method analysis. PLoS One.
2020;15(3):e0230341.

45 Egharevba J, Pharr J, vanWyk B, et al. Factors influencing the choice of
child delivery location among women attending antenatal care ser-
vices and immunization clinic in Southeastern Nigeria. Int JMCHAIDS.
2017;6(1):82–92.

46 Ganle JK, ParkerM, Fitzpatrick R, et al. A qualitative study of health sys-
tem barriers to accessibility and utilization of maternal and newborn
healthcare services in Ghana after user-fee abolition. BMC Pregnancy
Childbirth. 2014;14:425.

47 Babitsch B, Gohl D, von Lengerke T. Re-revisiting Andersen’s Behav-
ioral Model of Health Services Use: a systematic reviewof studies from
1998–2011. Psychosoc Med. 2012;9:Doc11.

48 Glanz K, Rimer BK, Viswanath K. Health behavior and health educa-
tion: theory, research, and practice. San Francisco: Jossey-Bass; 2008.

49 Thaddeus S, Maine D. Too far to walk: maternal mortality in context.
Soc Sci Med. 1994;38(8):1091–110.

50 Abebe F, Berhane Y, Girma B. Factors associatedwith home delivery in
Bahirdar, Ethiopia: a case control study. BMC Res Notes. 2012;5:653.

51 Fotso J-C, Ezeh AC, Essendi H. Maternal health in resource-poor ur-
ban settings: how does women’s autonomy influence the utilization
of obstetric care services? Reprod Health. 2009;6:9.

52 Barbi L, ChamM, Ame-Bruce E, et al. Socio-cultural factors influencing
the decision of women to seek care during pregnancy and delivery: a
qualitative study in South Tongu District, Ghana. Glob Public Health.
2021;16(4):532–45.

53 Bohren MA, Hunter EC, Munthe-Kaas HM, et al. Facilitators and
barriers to facility-based delivery in low-and middle-income
countries: a qualitative evidence synthesis. Reprod health. 2014;
11(1):71.

54 Scanlon ML, Maldonado LY, Ikemeri JE, et al. ‘It was hell in the
community’: a qualitative study of maternal and child health care
during health care worker strikes in Kenya. Int J Equity Health.
2021;20(1):210.

55 Irimu G, Ogero M, Mbevi G, et al. Tackling health professionals’ strikes:
an essential part of health system strengthening in Kenya. BMJ Glob
Health. 2018;3(6):e001136.

10

D
ow

nloaded from
 https://academ

ic.oup.com
/inthealth/advance-article/doi/10.1093/inthealth/ihac064/6724455 by Jam

es C
ook U

niversity user on 23 N
ovem

ber 2022


