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Understanding Maternal Care Preferences and Perceptions to Curb Maternal 

Mortality in Rural Africa 

 

RÉSUMÉ / ABSTRACT 

[English follows] 

Contexte: La sous-utilisation des soins de santé maternelle formels dispensés dans les centres de santé 

contribue fortement à un risque élevé de mortalité maternelle chez les femmes vivant en milieu rural africain.  

Pour accroître le recours aux soins maternels formels, il est important d’examiner les importants problèmes de 

santé maternelle qui touchent les collectivités et comprendre comment ils perçoivent le recours aux soins 

maternels formels et traditionnels. Cette thèse a pour but d’identifier les facteurs clés, les défis et les besoins 

des populations rurales en matière de soins de santé maternelle formels. Pour ce faire, deux études ont été 

réalisés 1) L'article #1 a exploré les préférences des femmes africaines vivant en milieu rural en matière de 

soins de santé maternels ainsi que les facteurs qui motivent ces préférences. 2) L'article #2 a exploré les 

perceptions des personnes âgées sur les raisons de la sous-utilisation des soins de santé maternelle, ainsi que 

les avenues possibles pour améliorer ceux-ci en contexte rural au Nigéria. 

Méthodes: 1) Dans l’article #1, une revue systématique a été effectuée sur les bases de données Ovid Medline, 

Embase, CINAHL et Global Health, et 40 études qualitatives portant sur les préférences des femmes en matière 

de soins de santé maternelle en milieu rural africain ont été identifiées. Ensuite, une synthèse narrative a été 

menée afin de compiler les résultats et rapporter les diverses tendances identifiées. 2) Quant à l’article #2, les 

données ont été collectées lors des neuf rencontres communautaires, auprès de 158 personnes âgées 

provenant de neuf communautés rurales du Nigéria. Les données recueillies ont été analysées de manière 

inductive par une analyse thématique. 

Résultats: 1) Une gamme de préférences en matière de soins de santé maternelle formels, traditionnels 

pendant les périodes antepartum, intrapartum et post-partum a été identifiée. La majorité des études 

consultées ont mis en relief des préférences pour des soins prénataux ou une combinaison de soins de santé 

maternelle traditionnels et formels. Pendant l'accouchement intra-partum, les femmes rurales exprimaient un 

large éventail de préférences, y compris les accouchements médicalisés, les accouchements traditionnels en 

milieu familial, ainsi que la combinaison de soins formels et traditionnels en fonction de la nature des 

complications. La majorité des études ont également mis en exergue les préférences des femmes vis-à-vis des 

soins postnataux traditionnels, des accoucheuses traditionnelles, de l’auto-soin et les rituels culturels. Les 

facteurs qui ont contribué à ces préférences étaient liés au besoin perçu de soins maternels formels ou 

traditionnels, à l'accessibilité aux soins formels ou traditionnels et aux normes, croyances, et impératifs 
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culturels et religieux. 2) Les raisons perçues de la sous-utilisation des soins maternels formels comprennent la 

mauvaise qualité des soins, l'inaccessibilité physique et financière des services, et le manque de connaissances. 

Les causes médicales liées au paludisme, les insuffisances des services en établissement, le recours aux soins 

maternels traditionnels et la faible sensibilisation de la communauté ainsi que la négligence ont été identifiés 

comme les causes des décès maternels chez les femmes. L'accès accru à des soins de haute qualité, la 

promotion et l'éducation en matière de santé, le soutien communautaire et l'assistance surnaturelle ont été les 

solutions proposées. 

Conclusions: Les principaux chantiers en milieu rural africain portent notamment sur la disponibilité des 

ressources humaines et matérielles, la qualité technique et interpersonnelle des soins dans les établissements 

de santé, l'accessibilité physique, l'accessibilité financière, l'accessibilité socioculturelle, la sensibilité culturelle 

et religieuse, la connaissance et la sensibilisation des communautés. De façon générale, les résultats ont révélé 

que des interventions multifacettes qui font participer les populations cibles et tiennent compte des contextes, 

des défis, des besoins et des priorités de la collectivité sont nécessaires à l'élaboration d'initiatives et de 

programmes localement acceptables. De telles interventions augmenteront la probabilité de changements 

positifs efficaces et durables dans l'utilisation des soins de santé et la réduction de la mortalité maternelle.   

_______________________________________________________________________ 

 

Background: The underutilization of formal, facility-based maternal care is a major contributor to the high 

maternal mortality rates among women living in rural Africa. Increasing the use of formal maternal care 

requires exploration of important maternal health issues affecting community members and comprehension of 

how they perceive the use of formal and traditional maternal care. This thesis aimed to identify the key factors, 

challenges, and needs of rural populations for the uptake of formal maternal care. Paper 1 explored rural 

women's preferred choices for sources of maternal care as well as the factors that contribute to their 

preferences in Africa. Paper 2 explored elders' perceptions about reasons for the underutilization of maternal 

healthcare and maternal death, as well as potential solutions to improve formal care use in rural Nigeria. 

Methods: 1) In paper 1, a systematic search on Ovid Medline, Embase, CINAHL, and Global Health identified 40 

qualitative studies that elicited women's preferences for maternal care in rural Africa. Reviewers collated the 

findings and reported on patterns identified across findings using the narrative synthesis method. 2) Data were 

collected through 9 community conversations with 158 elders in 9 rural Nigerian communities. The data were 

analyzed inductively through thematic analysis. 



V 
 

Results: 1) A variety of preferences for formal, traditional and both formal and traditional maternal care during 

antepartum, intrapartum and postpartum periods were identified. The majority of the studies reported 

preferences for formal antenatal care or a combination of traditional and formal antenatal care. During 

intrapartum, rural women held a wide range of preferences, including facility-based births, traditional births in 

a domestic setting, as well as a combination of formal and traditional care depending on the onset of 

complications. The majority of the studies reported preferences for traditional postnatal care involving 

traditional attendants, self-care, and cultural rituals that fend off witchcraft. The factors that contributed to 

these preferences were related to the perceived need of formal or traditional maternal care, accessibility to 

formal or traditional care, and cultural and religious norms, beliefs and obligations. 2) The perceived reasons 

for the underuse of formal maternal care included poor qualities of care, physical and financial inaccessibility of 

facility-based services, and lack of knowledge and awareness. Reasons for women's maternal deaths included 

malaria and blood displacement, facility-based service deficiencies, uptake of traditional maternal care, and 

poor community awareness and negligence. Increased access to high-quality care, health promotion and 

education, community support and supernatural assistance were the proffered solutions.  

Conclusions: The major areas that need improvement across rural Africa include human and material resources 

availability, technical and interpersonal quality of care in health facilities, physical accessibility, financial 

accessibility, sociocultural accessibility, cultural and religious sensitivity, and community knowledge and 

awareness. Generally, the findings reflect the need for multifaceted interventions that engage target 

populations and consider local contexts, realities, and related needs in order to develop locally acceptable 

interventions. Such interventions will increase the likelihood of effective and long-lasting positive changes in 

healthcare utilization and maternal mortality.   
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CHAPTER 1: INTRODUCTION 

 

1.1 Problem Statement 

Though pregnancy and childbirth are jubilant moments in life for most people, they are unfortunately 

associated with death for many women in the developing world. Evidence-based maternal care can prevent the 

majority of maternal deaths. The prevention or treatment and management of complications that lead to 

maternal deaths during pregnancy, childbirth and puerperium are well documented [1, 2]. In consort, health 

professionals and the health facilities are the best solutions to preventing, treating or managing maternal 

complications and thereby reducing the likelihood of maternal mortality [3, 4]. Unfortunately, maternal 

mortality rates continue to be especially high in rural African communities [5-7]. Women living in rural African 

communities still face a dire situation in which access to evidence-based care is hindered by various factors, 

meaning evidence-based care is not a guaranteed source of maternal care provision. Consequentially, many 

women across rural Africa underutilize evidence-based maternal care and instead opt for unproven, unclean, 

and unsafe traditional sources of maternal care [8, 9]. Receiving traditional maternal care increases the 

likelihood of maternal mortality [1, 2]. For some rural women who do receive facility-based (formal) maternal 

services, inadequate care in rural health facilities also increases their risk for maternal death [10, 11]. 

Efforts to improve access to, and utilization of, quality maternal healthcare have often been made without a 

clear comprehension of the various reasons for existing utilization patterns, including in communities with a 

predominant preference for traditional maternal care [12, 13]. Consequentially, a poor understanding of the 

values, beliefs, and needs of people in populations for the increased access and uptake of maternal healthcare 

services has hampered the success of many strategies and initiatives. With many African countries failing to 

meet MDG 5 of reducing maternal mortality by 75% from the baseline MMR in 1990, the continuation of 

current patterns of healthcare inaccessibility and underutilization in rural Africa may keep African countries 

from meeting SDG 3.1 targets by 2030.  

 

1.2 Background  

1.2.1 Maternal Health and Maternal Mortality 

Maternity is often thought of as a blissful and rewarding experience, but for far too many women in the 

developing world, such experiences lead to morbidity and mortality. As such, maternal health has been a key 

global health concern for several decades now. According to the World Health Organization (WHO), maternal 

health refers to women's health during the antepartum, intrapartum and postpartum periods along the 
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continuum of maternity [14]. Maternal healthcare refers to formal health services provided to women during 

these periods. Antenatal care (ANC) services include a full range of health-promoting services intended to 

screen, identify and manage obstetric complications and infections, such as preeclampsia [15]. ANC services, 

along with regular and timely ANC visits, are vital opportunities for health professionals to promote the use of 

skilled care for childbirth and postnatal care (PNC) and provide counsel for family planning, nutrition, and 

further healthy behaviours. Childbirth care services include labour and delivery services during normal 

childbirth and management of cases during complicated childbirth [16]. PNC, particularly in the first hours and 

days after childbirth, is a critical period of maternal care for the prevention or management of post-delivery 

complications. It is also essential for the promotion of breastfeeding, family planning, nutrition, and 

immunizations [17, 18]. 

Improving maternal health is still a major priority in international development today, with targeted efforts 

aiming to reduce the global burden of maternal mortality. The concept  'maternal mortality' refers to the death 

of women during pregnancy, childbirth, or within 42 days of the termination of their pregnancy (puerperium), 

from direct or indirect causes related to or triggered by the pregnancy or its management [19]. The causes of 

death cannot be accidental or incidental. Most maternal deaths occur during childbirth and in the early days of 

puerperium [20, 21]. The direct and indirect medical causes of maternal mortality are well documented and 

have largely been established as preventable or treatable [22]. The main direct medical causes are severe 

maternal bleeding, unsafe abortion, pregnancy-related sepsis, hypertensive disorders, and obstructed labour 

[23, 24]. Indirect medical causes mainly spur from pre-existing conditions aggravated by the pregnancy, 

including HIV infection, anemia, malaria, and cancer [25, 26]. 

                                                                                                                                                                                                                

1.2.2 Global Targets for Improving Maternal Health Outcomes 

Globally, a maternal mortality ratio (MMR) of nearly 400 deaths per 100 000 live births was prevalent in the 

late 1980s, mostly from pregnancy or childbirth-related complications [5]. In 1987, the WHO, UNFPA, and 

World Bank launched the Safe Motherhood Initiative at the Safe Motherhood Conference in Nairobi, Kenya 

[27]. The purpose of this initiative was to improve maternal health outcomes by providing adequate primary 

healthcare, quality antenatal care, skilled childbirth assistance and access to essential care for at-risk women 

[27, 28]. The international gathering catalyzed the fight against high maternal mortality rates by setting the 

target reduction of maternal mortality to 50% by the year 2000 [29]. 

In 2000, despite progress in reducing mortality rates, the primary aims of the Safe Motherhood Initiative were 

not achieved in the developing world [27, 30]. In response, Millennium Development Goal (MDG) 5 was 

developed as part of a set of 8 MDGs released after the Millennium summit in 2000, involving 189 countries as 

signatories [30]. Building on globally shared calls to further reduce maternal deaths, target 5A aimed for a 
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reduction in MMR by 75% between 1990 and 2015, while target 5B aimed for universal access to reproductive 

health by 2015 [31-33]. The attempt to meet MDG 5 targets drove countries across the globe to develop 

strategies and programs aimed at tackling maternal mortality, primarily for improvements in access to, and 

utilization of, health facility-based ANC, intrapartum care, and PNC [30, 31, 33]. Despite maternal health 

investments and the success of some interventions between 1990 and 2015, the global MMR only declined 

from 385 (1990) to 216 (2015) maternal deaths per 100 000 live births [5, 34]. This 44% reduction fell way short 

of the 75% target set in MDG 5A. In the developing world, where approximately 99% of maternal deaths occur, 

the MMR in 2015 was 239 per 100 000 live births. In contrast, the MMR in the developed world was 12 per 100 

000 live births [35]. 

Expectedly, research and investment into improving maternal health outcomes, particularly in the developing 

world, remained a key priority for sustainable development post-2015. This sustained commitment to reducing 

maternal mortality contributed to the development of Sustainable Development Goal (SDG) 3 in 2015, with the 

first target (SDG 3.1) aiming for fewer than an average global MMR of 70 maternal deaths per 100 000 live 

births by 2030 [36]. The primary global target for individual countries was to reduce their MMR by at least two-

thirds of their baseline MMR in 2010 [36]. For countries with a high baseline MMR (over 420) in 2010, a 

supplementary national target aimed for an MMR of less than 140 deaths per 100 000 live births by 2030, 

double the primary global target. According to the WHO, achieving these targets would require effective 

strategies and interventions in all countries [36]. 

 

1.2.3 Association Between Maternal Healthcare Utilization and Maternal Mortality 

Along with MMR, a set of major indicators used to measure and observe maternal health include the utilization 

of evidence-based antenatal, childbirth and postnatal care services in health facilities and the assistance of 

accredited health professionals [37-39]. Ample research evidence suggests that the prevention, treatment, and 

management of the causes of maternal mortality involve evidence-based care throughout pregnancy, 

childbirth, and puerperium [1, 40]. As most medical causes of maternal mortality are preventable, 

complications that lead to maternal death are best treated and managed by evidence-based care in health 

facilities [1, 2, 36]. Skilled health professionals with access to drugs, proper equipment and supplies, and the 

capacity to promptly refer women to emergency obstetric care are the attendants in health facilities. On the 

contrary, traditional or other informal methods of care are not evidence-based and thereby cannot adequately 

treat or manage complications that could lead to maternal mortality. Naturally, prominent organizations such 

as the WHO and UNICEF have identified the underutilization of adequate maternal healthcare as a major cause 

of maternal mortality [2, 41]. However, adequate is a keyword in the topic of preventing maternal mortality 
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because in many areas across the developing world, the utilization of maternal healthcare services does not 

always correspond with the provision of high-quality care. The provision of inadequate quality care thereby 

hinders the improvement of maternal outcomes. According to the Institute of Medicine, the timely provision of 

evidence-based, effective, safe, equitable and patient-centred care is the best guarantee for high-quality care 

[42]. Technically incompetent health professionals, negative interpersonal communication between providers 

and patients, and the unavailability of infrastructure, drugs, medical equipment and other basic necessities in 

the facility lead to the provision of poor and inadequate quality of maternal care [43-45]. As a matter of fact, 

the use of inadequate and poor quality care may not reduce women's likelihood of maternal mortality any 

more than that of women who do not use facility-based services [1]. 

 

1.2.4 Maternal Health Situation in Africa 

Africa has the highest average MMR (542) amongst WHO regions, the lowest percentage change in MMR 

between 1990 and 2015 (44%), the highest number of maternal deaths (195 000) in 2015, and the highest 

lifetime risk of maternal death at 1 in 37 [5]. These numbers are unsurprising as many women across the 

continent still experience significant barriers in access to routine and emergency maternal healthcare, and 

increased risks for death during maternity [35, 46, 47]. Access to evidence-based healthcare further varies, 

rather significantly, by place of residence, with significant gaps in MMR between rural and urban areas. 

Maternal mortality is highest in rural and other remote populations [5, 35, 48, 49], reflecting the inequities in 

access and utilization of adequate evidence-based maternal care. Extensive research evidence has identified 

that rural women are least likely to access and utilize a health facility for maternal care across sub-Saharan and 

North Africa [6, 50-52]. Moreover, many rural women continue to make less than the four recommended ANC 

visits, give birth outside of a healthcare setting, and spend the majority of the postpartum period at home [46, 

53]. Underqualified staff, misdistribution of qualified staff, misdistribution of adequate health facilities, and the 

inaccessibility of health facilities were identified as the main reasons for the poor uptake of facility services, 

and by extension, the high maternal mortality rates in rural Africa [50, 54]. Many women throughout rural 

Africa continue to seek non-evidence based and unsafe traditional medicine for maternal care, which also 

accounts for the high maternal mortality rates.   

In terms of history, traditional medicine and traditional care-takers have a far longer history than modern 

medicine and health professionals in Africa [8]. Accordingly, this traditionally ingrained source of care is what 

links many rural women to traditional care-takers and services throughout pregnancy and childbirth [9]. 

Traditional care-takers have primarily inherited their knowledge of maternal care practices from the socio-

cultural and spiritual beliefs of their communities. Even today, traditional maternal services are the primary 
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source of maternal care for many women living in rural African communities [8, 9]. Generally, the use of 

traditional care is by personal preference and choice for some service users, while for others, it is the only 

available choice. Unfortunately, reducing the use of unproven and unsafe traditional methods of care and 

maternal mortality rates has proven to be highly complex. The reason for this is because determinants of the 

use of traditional maternal care do not solely concern the expected inhibitory contributions of culture, 

tradition, and social norms [8]. Rather, the determinants span far wide, as explored and reported in the 

literature review (chapter 2) below. 

 

1.2.5 Maternal Health Situation in Nigeria 

In 2015, Nigeria recorded the highest number of maternal deaths in the world at 58 000 [5]. Though the 

country represents only 2% of the world's population, this disproportionally constitutes about 19% of the 

global number of maternal deaths. The majority of these deaths were preventable through access and use of 

healthcare facilities throughout the continuum of maternal care [55, 56]. Nigeria's healthcare system 

essentially contains three tiers. The Primary Healthcare Center (PHC) acts as the primary source of care and the 

first point of contact. Secondary Care facilities (general or regional hospitals) act as the first referral level, while 

Tertiary Care facilities (teaching hospitals) act as the second referral level [57]. PHCs provide basic emergency 

obstetrics care comprising pregnancy care, skilled childbirth care, removal of retained placental and fetal 

tissue, administration of antibiotics, and basic postnatal care [57, 58]. General, regional and teaching hospitals 

provide comprehensive emergency obstetrics care comprising all basic obstetrics care services and cesarean 

delivery, blood transfusion, and postnatal treatment of a newborn. Essentially, PHCs are the primary source of 

maternal care for pregnant women, while the more complicated obstetric cases are often referred to higher 

levels of care in a hospital [57, 58]. For rural Nigerian populations especially, which amount to 96 million 

people and 49% of the total population, PHCs are the first point of contact for facility-based services, and 

sometimes the only source of contact for facility-based services [57, 59]. Unfortunately, the approximate 9.2 

million women and girls that become pregnant every year have a 1 in 13 probability of maternal death, with 

rural women in particular far less likely to access and receive healthcare services during the antepartum, 

intrapartum and postpartum periods than urban Nigerian women [53].  

According to the 2013 Nigeria Demographic and Health Survey, 86.0% of urban women in the country received 

antenatal care from a health professional, while only 46.5% of rural women received such skilled antenatal 

services [53]. Though 74.5% of urban women made the recommended 4 ANC visits, only 38.2% of rural women 

received skilled ANC at least four times. Moreover, 46.7% of rural women received no formal ANC at all. During 

childbirth, only 21.9% of rural women delivered in a health facility, far less than urban women (61.7%) [53]. An 
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astounding 76.9% of rural women across Nigeria delivered at home or in the homes of traditional birth 

attendants. Following childbirth, 59.1% of urban women received a postnatal check in the critical first two days 

after childbirth, compared to only 29% of rural women [53].  

 

1.3 Research Questions 

1A) What are women's preferred sources of antenatal, childbirth and postnatal care in rural Africa?  

1B) What are the factors that contribute to women's preferences for formal or traditional sources of maternal 

care in rural Africa?  

2A) What are the perceptions of community elders about underutilization of facility-based maternal healthcare 

services and causes of maternal death in their communities in rural Nigeria?  

2B) What are the views and suggestions of community elders regarding potential solutions that can increase 

the use of formal, evidence-based maternal care and reduce maternal mortality in their communities in rural 

Nigeria? 

 

1.4 Objectives 

1. To explore and synthesize the preferred choices for formal and traditional sources of maternal care as well 

as the factors that contribute to the preferences of rural women in Africa.  

2. To explore perceptions of elders about reasons for the underutilization of formal maternal healthcare 

services and the occurrence of maternal deaths in rural Edo State, Nigeria. 

3. To identify elders' proffered solutions in order to increase utilization of formal, evidence-based maternal 

care and reduce maternal mortality in their communities. 

 

1.5 Rationale for the Thesis 

Despite increasing efforts to curb maternal mortality in the last three decades, the lack of research evidence to 

support the development and utilization of formal maternal healthcare services has hindered progress in rural 

African communities. Efforts to promote the uptake of evidence-based maternal care require vast research to 

help identify what deters utilization and what communities need across rural Africa. The ways people construct 

and make sense of maternal health issues do vary throughout the continent, as well as between communities 

and individual households. Generally, one can attribute these unique viewpoints and insights to differing 
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contexts and daily realities. Increasing the use of evidence-based maternal care and reducing maternal 

mortality rates thereby calls for the identification of how community members view formal and traditional 

maternal care, what maternal healthcare uptake issues they experience, and what they need to uptake formal 

maternal healthcare services. This thesis explored these areas of inquiry and employed a thesis-by-articles 

format that is composed of a systematic review manuscript (chapter 3) and a primary qualitative research 

manuscript (chapter 4).   

To improve the acceptability and appeal of formal maternal care services, it is crucial to ascertain preferences 

for maternal services throughout the continuum of care [60, 61]. Chapter 3 explores and systematically 

summarizes the preferences and contributing factors to the preferences of rural African women for sources of 

maternal care during antepartum, intrapartum, and postpartum. The review improves understanding of the 

factors that influence preferences for formal and traditional maternal care throughout rural areas of Africa and 

thereby helps to identify the main challenges, needs, and priority areas of rural women across Africa. This 

information will complement other research in directly informing policy-makers and intervention designers 

across Africa in the development of policies and interventions. Through policies and interventions, health 

systems can become more adaptive, sustainable and responsive to the multifactorial values and needs of 

women in rural communities. The review also helps document major knowledge gaps in the literature. It 

thereby highlights areas that need to be further addressed in order to increase access and use of facility-based 

care and to curb maternal mortality. 

Research in maternal health worldwide has shown that no single solution exists to address healthcare 

underutilization and maternal mortality as each community faces and experiences heterogeneous challenges, 

needs and priorities. As the most effective local programs and strategies are those that consider contexts [62-

64], efforts to improve healthcare utilization and maternal health outcomes of rural women must gather 

preliminary contextual information of different rural communities. This information must identify the factors 

and challenges that inhibit the use of formal maternal healthcare, as well as the needs to improve the uptake 

of formal maternal healthcare. Research evidence shows that it is crucial for health planners and researchers to 

target community gatekeepers, which can deter or enable women to seek, reach and receive formal maternal 

care [65]. In rural Africa, gatekeepers that can influence the use or non-use of maternal care are often 

community chiefs, elders, male partners and other influential males within the household or throughout the 

community. In consort, chapter 4 explores community elders' perceptions about the reasons for the 

underutilization of maternal healthcare and the reasons that lead to maternal death in rural Edo State, Nigeria. 

As an age-based traditional hierarchy exists in most rural African communities, community elders tend to be 

key influential members for maternal health-related decisions at the household and community level. This 
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study will help to provide a clearer understanding of existing resources, challenges, and local needs by 

engaging community elders and exploring their perceptions, beliefs, and needs regarding maternal health 

services in Esan South East and Etsako East, Nigeria. Findings also enable community engagement in the 

identification of maternal health issues and the formulation of solutions. Engaging influential members in the 

design and implementation of resolutions will, in turn, increase the acceptability of strategies and initiatives 

aiming to improve healthcare access and use. Essentially, the findings will help inform the design of 

contextually appropriate, community-based interventions or help to refine and adapt existing interventions. 

Lastly, this research will help health systems in study communities in Esan South East and Etsako East to be 

more sensitive and responsive to the multifaceted maternity needs of women in rural populations. 

 

CHAPTER 2: LITERATURE REVIEW 

This chapter reviews empirical evidence from rural Africa to identify the range and depth of factors that 

influence the utilization or underutilization of facility-based (formal) maternal services. Relevant full-text 

articles from academic journals were searched, identified and accessed on the Global Health and Scopus 

databases through the University of Ottawa's online library. The review only included academic articles 

published from 2007 and on in order to include the most recent evidence. In addition, relevant grey literature 

documents were searched and identified through the Google Scholar web search engine.  

The use of evidence-based services throughout the continuum of maternal care is the major and most crucial 

intervention for reducing maternal mortality. Nevertheless, uptake of such services is still very low, which is 

influenced by a variety of factors. Several studies have identified the factors that influence and shape the use 

and non-use of maternal healthcare services. However, as conveyed in the literature review below, the 

heterogeneous findings reveal inconsistent patterns of association between most stated factors and the 

utilization of facility-based care. To construct the literature review, the thesis author first formed summaries of 

the relevant components from the retrieved full-text articles in a Microsoft excel document. The data were 

sorted and arranged based on the determinant categories for utilization or underutilization. Section 2.1 

systematically identifies and reviews the determinants of maternal healthcare utilization and underutilization 

throughout rural Africa. Section 2.2 of the literature review focuses on the determinants of maternal 

healthcare utilization and underutilization throughout Nigeria.  

 

2.1 Determinants of Maternal Healthcare Utilization and Underutilization in Rural Africa 
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2.1.1 Sociodemographic and Socioeconomic Factors 

Vast research evidence has identified maternal age as a factor that influences the choice to seek and use 

healthcare services across rural Africa. The evidence points to younger women being more likely to seek and 

utilize maternal healthcare services than older women [66-70]. Younger women, which generally refers to 

adolescents and women in their early 20s in the literature, were less experienced with pregnancy and 

childbirth, thereby feeling the need for professional medical assistance. However, this association was not 

always consistent. In some communities, older women, who were often grouped as those over the mid-20s, 

were more likely to use facility-based services [71-75]. Older women are more likely to have greater experience 

with healthcare and tend to have more decision-making power in the household, giving them greater ability to 

utilize healthcare services. In contrast to both sets of findings, a study in rural Tanzania reported that age has 

no association with the uptake of facility-based care [76]. 

Another major factor is education. Women with little or no formal education are more likely to seek and utilize 

traditional maternal care from traditional attendants in their communities [20, 66, 67, 69, 71, 74, 77-82]. 

Likewise, women with partners with little or no formal education are also less likely to utilize healthcare 

services [20, 66, 69, 82-87]. In Adjiwanou and LeGrand [77], higher education at the community level had a 

significant positive effect on the use of formal maternal health services. Individuals and communities with 

greater formal education tend to have greater knowledge about danger signs, complications, and the 

significance and benefits of facility-based care compared to those with lower formal education or no education 

[66, 67, 81]. They are also often more sensitive about their health, more aware of available healthcare services, 

and more aware of when and where to seek formal care. In contrast to studies in which formal care use 

increases with each education level, studies in some communities found that women with higher than the 

secondary level of education were less likely to utilize a health facility for maternal care services [74, 88, 89]. 

Meanwhile, in rural Eritrea, a study found that a mother's educational level was not associated with uptake of 

formal or traditional care, which the authors believed to be the result of male-dominated power differentials 

between the husband and the wife [87]. In correspondence with education, higher individual and community 

literacy rates are strong predictors of facility-based care uptake [67, 72-75]. For example, in Solanke and 

Rahman [75], women who live in a community with low literacy rates are 65.4% less likely to use facility-based 

services than women in communities with high literacy rates. The ability to read and write increases access to 

health information and is also associated with higher socioeconomic status and means to access facility-based 

services [73, 75].  

Various studies link marital status to healthcare decision-making and utilization patterns of maternal care 

services, while others find no significant links. Some studies report that married women are more likely to use 
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maternal healthcare services than non-married women [84, 88, 90]. This could be related to higher household 

income and financial means to access health services, as well as the social stigma that non-married women can 

face if they become pregnant out of wedlock. In other studies, it is rather non-married (single, divorced, 

separated, widowed) women who are more likely to use maternal healthcare services compared to married 

women [68, 91]. Women who are not married are often more autonomous in patriarchal communities and 

thereby better able to seek facility-based care. Relative to the form of relationships, the likelihood of using 

formal maternal care is higher among women in monogamous relationships. Conversely, women in 

polygamous relationships are at higher risk for traditional ANC and childbirth [80, 82]. Despite the observed 

associations in the above studies, the association between marital status and healthcare utilization is 

statistically insignificant in other rural populations [66, 92]. 

Research evidence indicates that parity has an inverse relationship with maternal healthcare utilization. Lower 

parity, namely nulliparity and primiparity, is positively associated with facility-based care compared to higher 

parity [67, 71, 75, 76, 79, 82, 85, 90, 91, 93]. For example, in rural Tanzania, nulliparous women are nearly four 

times more likely to have a facility-based childbirth than primiparous and multiparous women [76]. 

Multiparous and grand multiparous women tend to feel that they have greater experience, which along with 

successful previous pregnancies, reduces the perceived necessity of facility-based care. They also have greater 

confidence in dealing with certain complications and having another positive maternal and neonatal outcome. 

Household responsibilities related to child-rearing may also motivate multiparous women to seek traditional 

maternal care closer to their residence rather than going to a facility. However, in Okonofua et al. [88], the use 

of primary maternal healthcare centres for delivery is conversely higher amongst women who have five or 

more living children compared to women who have 0 to 2 children. Greater levels of education, where greater 

parity predicted the increased uptake of formal care (Esan South), could confound the relationship between 

parity and utilization in the study.  

Research across rural Africa has consistently documented that higher household income and wealth quintiles 

are positively associated with maternal healthcare utilization [20, 66, 67, 69, 71, 72, 75, 79, 80, 85, 91, 93-99]. 

Accordingly, factors positively associated with increased maternal healthcare utilization include both women 

who are employed [69, 72, 75, 79, 100] and those with employed partners [72, 88]. Women in these financial 

situations possess greater ability to access, afford and utilize quality facility-based maternal care throughout 

the continuum, from receiving early ANC, through skilled supervision during childbirth, to the crucial clinical 

PNC during early puerperium. Moreover, a partner's employment can be seen as a proxy for family income. 

Families with lower household income tend to access facility-based care far less often, with many choosing to 

remain home where they can receive easily accessible traditional maternal care [96-98]. However, in Benova et 
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al. [99], higher economic resourcefulness is associated with lower odds of facility-based childbirth, even though 

it is positively associated with clinical ANC. Moreover, Chorongo et al. [89] report that employed women are 

less likely to receive ANC in a health facility than unemployed women, further conflicting with the dominant 

association between employment and maternal care in the literature. Other studies across rural Africa rather 

found that socioeconomic variables have insignificant influence or a counterintuitive effect on the utilization of 

formal maternal care [77, 92]. Higher wealth did not signify greater uptake of formal maternal care services.   

 

2.1.2 Poor Awareness, Planning, and Preparation 

Lack of familiarity and awareness of pregnancy complications and danger signs are critical factors that hinder 

the timely utilization of formal maternal health services and increase the likelihood of mortality [67, 87, 101-

103]. For individuals with general awareness, having poor knowledge and understanding of the significance of 

facility-based care and guidance from a health professional can deter their uptake of formal maternal care 

regardless of their awareness [87, 92, 104, 105]. Women who receive counsel about birth preparedness and 

complication readiness, such as danger signs and locations to give birth, during clinical ANC tend to seek a 

facility-based childbirth [106, 107]. Similarly, women who receive counsel and advice during ANC visits to 

receive early facility-based PNC are also more likely to receive facility-based PNC [78, 108]. Low community 

exposure to health information from the media, either from print or electronic mediums, is associated with 

poor utilization of facility-based care [66, 67, 75, 79, 87, 109]. For example, in rural Nigeria, with an increase in 

access to media from 'none' to 'moderate' and 'high,' the percentage of facility-based childbirth rises from 

12.9%, to 20.5%, to 39.5%, respectively [75]. Lack of media enables the continued spread of misinformation, 

myths, and negative representations of using formal care, which negatively influences the health-seeking 

behaviours of some community members. Health promotion disseminated from the media in rural 

communities is highly crucial since it increases awareness and general knowledge of various maternal 

healthcare services. Health promotion through media sources could thereby counteract myths, misconceptions 

and resultant community-wide misrepresentations with more positive community-wide representations. Poor 

family planning is a predictor of out of facility delivery [85, 91] and decreased uptake of formal PNC services 

[92]. A cross-sectional study by Arba, Darebo, and Koyira [85] reports that mothers whose index child was a 

planned and wanted pregnancy were 1.7 times more likely to deliver in a health facility compared to mothers 

whose index child was unwanted. Poor family planning can lead to unexpected scenarios throughout the 

continuum of maternal care, which could contribute to unpreparedness. Expectedly, poor preparation for 

pregnancies and childbirth is associated with the underutilization of health facilities in several rural populations 

[66, 68, 110, 111]. Spontaneous and fast labour is a common birth scenario that catches women off guard and 
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can prevent those who are poorly prepared ahead of time from receiving skilled assistance in a health facility 

[111].  

 

2.1.3 Accessibility 

Distance to health facilities is a common and significant factor in the access and use of facility-based services. 

Women are less likely to access and use formal care if the health facilities are deemed to be too far from 

service users' homes [66, 67, 74, 77, 81, 82, 85, 88, 91, 96, 100, 108, 111-115]. For example, in Asseffa, Bukola 

and Ayodele [66], women who live less than 2 km to the closest facility have three times the odds of facility-

based childbirth than women who reside more than 4km away from the closest facility. However, in some 

studies, distance to a health facility has a weak or no effect on the uptake of facility services [92, 116]. 

Transportation barriers due to lack of, or poor, modes of transportation are major barriers to reaching facilities 

and thereby inhibit women from receiving a range of facility-based services [75, 87, 93, 101, 104, 107, 114, 117, 

118, 120]. Bicycles, animals, and motorbikes are commonly used, especially in the more remote and pastoral 

areas. Poor road infrastructure and other topographical barriers also prevent women from accessing health 

facilities, with some alternatively turning to traditional sources of care near their residence [81, 115, 117, 121]. 

In Mrisho et al. [122], women make late ANC visits due to the number of visits required and the possibility of 

encountering wild animals on the path to the facility. A study in rural Mozambique found an association 

between seasonality and the probability of a homebirth [123]. Childbirth during the rainy and high agricultural 

season is positively linked with a homebirth.  

Women enrolled and with possession of health insurance are more likely to make four clinical ANC visits [84] 

and to deliver in a health facility [76, 98, 124]. These findings suggest that financial and affordability barriers, 

such as high out-of-pocket costs of services, to formal care uptake, can be mitigated and overcome through 

insurance schemes. Financial accessibility, a key determinant of healthcare utilization across rural Africa, is 

predominantly related to the costs of transportation to the health facility and cost of services and supplies in 

the health facility. High costs and the corresponding inability to afford facility-based care are major deterrents 

to the uptake of facility-based services, including for timely ANC [105, 122]  and facility-based delivery and 

obstetric emergencies [81, 94, 95, 101, 104, 111, 118, 125]. Traditional maternal care services are therefore 

sought and used by rural women across Africa because they are more affordable than formal care. TBAs also 

offer some women convenient repayment timelines, such as over a long period, or types of payment, such as 

manual labour [101].   
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2.1.4 Sociocultural factors 

Throughout the continent, women underutilize facility-based maternal care due to cultural and religious 

beliefs. In maternal health, social norms, culture and religion can shape beliefs and values related to maternity 

and uptake of health services. Cultural beliefs and related norms, customs, and traditions often lead to the use 

of traditional care involving traditional attendants and traditional maternity centres or other traditional 

settings, essentially as an alternative to facility-based care [70, 104, 113]. Religion is also a determinant for 

healthcare utilization in some communities, with Muslim women most identified as the least likely to receive 

facility-based care [20, 75, 80, 89, 126]. However, in a study by Okonofua et al. [88], the odds of using a health 

facility delivery are far higher among Muslim women than Catholic women. In rural Sierra Leone, individuals 

who believe that God is responsible for childbirth complications and maternal death are less likely to seek 

skilled assistance, even during a complicated labour and delivery [127]. These individuals believe that women 

with such a fate are marked for death by God and that their death could not be prevented, regardless of the 

uptake of formal maternal care during childbirth. It would be futile. In some communities, religion had an 

insignificant association with healthcare utilization [66].  

Women often do not possess independent or complete control over their own reproductive and sexual health 

decisions in rural Africa [106]. The largely entwined dimensions of autonomy that can influence healthcare 

utilization include the household status, social independence, financial independence, and decision-making 

power of women regarding their own health [128]. Existing cultural beliefs, social norms, gendered identities, 

intra-familial hierarchies, and community-wide hierarchies can also impede healthcare-seeking behaviours 

[129]. Partners, elderly relatives and other community members, such as community heads, and health 

professionals, are among the common actors that can have a significant influence on a woman's decision for a 

type of maternal care. Women who lack decision making power on their own health decisions are less likely to 

utilize maternal healthcare services than women who participate in or control their decisions [75, 77, 86, 87, 

91, 93, 95, 104, 111, 125, 130]. This is mainly due to the traditional hierarchies in some rural communities and 

socioeconomic dependence on partners or relatives. Partner acceptability can influence health-seeking 

behaviours, with refusal often deterring women from receiving pregnancy and childbirth services [74, 87, 131]. 

Women in households with male household heads are less likely to use various facility-based maternal services 

than women living in households with female household heads in rural Ethiopia [69] and Tanzania [70]. In 

Chirdan et al. [86], male decision-makers often viewed pregnancy and delivery as a normal event with minimal 

risk, which drove them to believe that facility-based care is unnecessary. In many rural communities, elders 

traditionally possess powerful social positions of authority, command respect, and provide guidance and 

advocacy for specific maternal health decisions. Elders, such as grandmothers, often serve as gatekeepers for 

decisions regarding the type of maternal care sought and the timing of care [129, 130, 132, 133]. The beliefs, 
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preferences and views of elders can thereby deter or facilitate maternal healthcare-seeking behaviour and 

utilization. For example, elders who believe in the efficacy of traditional maternal care, perhaps due to their 

own experiences, may deem facility-based care as unnecessary and potentially harmful [129]. Women whose 

childbirth decisions are most influenced by health professionals are more likely to have a facility delivery than 

women who were most influenced by non-health professionals [98]. In these communities, the inclination to 

use facility-based care predicates formal care use. In contradiction to findings of a positive association between 

greater autonomy and formal care utilization, a study in rural Nigeria found that women who possess less 

autonomy are more likely to use a health facility for delivery care than women with more autonomy [88].  

A variety of sociocultural factors motivate women to use traditional sources of care as alternatives over formal 

sources of care [105, 110]. For example, in rural Ghana, reasons for late ANC uptake include a customary 

pregnancy announcement or cleansing rite that must be carried out prior to ANC attendance at a clinic [105]. 

TBAs and other traditional caregivers are often revered locals, as well as the more experienced and trustworthy 

options, in assisting or guiding maternity [104, 127]. Health professionals, on the contrary, are considered to be 

relatively inexperienced and more difficult to trust because they are often not revered locals; health 

professionals tend to be strangers and outsiders. In some communities, concerns or shyness about the gender 

or religion of health professionals can influence the underutilization of facility-based care for childbirth [91, 

134]. Applying multilevel structural equation modelling to Demographic and Health Surveys, Adjiwanou and 

LeGrand [77] found that women residing in rural areas where gender norms normalize and accept violence 

against women are less likely to have four clinical ANC visits (Tanzania), to start their clinical ANC in the first 

trimester (Ghana and Uganda), and to deliver in a health facility under the guidance of a health professional 

(Ghana, Uganda). A common social barrier to timely clinical ANC stems from the stigmatization and loss in 

social status that women experience if they receive early clinical services during antepartum, especially a visit 

in the 1st trimester [101, 105]. In order to hide their pregnancy from the community and avoid stains to their 

social reputation, women opt to stay home in the early months and initiate clinical ANC visits later in gestation 

or avoid clinical ANC entirely. Instead, TBAs and spiritualists are preferred and sought to assist with traditional 

pregnancy care in the prenatal period. In some communities, childbirth assistance from a health professional in 

a health facility also garners potential loss in social status [133]. Help from a health professional is considered 

weak and cowardice. Conversely, a traditional home delivery raises a woman's social status and reputation in 

her community. Additionally, choosing a homebirth over a facility delivery enables women to maintain secrecy, 

which is highly valued by many women [133].  

 

2.1.5 Quality of Care 
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Evidence from across rural Africa has identified that the perceived and actual quality of services provided by 

health facilities are major factors in the use and non-use of maternal healthcare. Though one can measure 

some aspects of actual quality, such as through wait times, human perceptions about the quality of care tend 

to be subjective and have a major impact on utilization patterns. The lack and inaccessibility of essential care 

services, such as the induction of labour and removal of the placenta, is a crucial reason for the poor uptake of 

formal care [94]. Shortages of staff, drugs, medical equipment, and other clinical supplies in health facilities 

deter many rural African women from accessing and receiving maternal healthcare services [88, 91, 96, 100, 

104, 122, 125, 135]. Lack of basic laboratory services [135], non-availability of delivery wards in health facilities 

[131], and long waiting hours [136) also reduce the use of adequate formal care. For many community 

members, including service users, the quality of care in health facilities is compared with the quality of services 

from traditional providers, such as TBAs. The perceived and actual quality of services provided by both formal 

and traditional care-takers can thereby influence choices for the care provider. 

In rural Uganda, the lack of food and basic infrastructure, as well as poor participation in planning for health 

services, reduces the accessibility of adequate facility-based care [96]. Other reported barriers to facility-based 

care include insufficient lighting, water supply shortages, and confined spaces in the facility [105, 125]. In rural 

Nigeria, it is the operation times of facilities that create discontent, with women identifying closed facilities as a 

deterrent to facility-based care [88]. Unavailability of services due to service provision barriers can decrease 

women's likelihood of attending facilities, including for PNC visits [109]. In contrast, the ready availability of 

TBAs and traditional services motivate women to seek traditional care [96, 113]. In some communities, there is 

no significant association between the quality of services and the overall functionality of health facilities [112, 

123]. 

Health professionals with poor technical capacity, skills and ability are critical factors in the low uptake of 

formal maternal care [76, 97, 104]. When health professionals, such as nurses, are perceived to have 

inadequate skills and competence as care providers, women are less likely to use facility-based care. Women 

who believe that TBAs possess adequate skills and competence are also far less likely to seek facility-based care 

[76]. Health professionals who have poor interpersonal abilities and maltreat women or their families are 

among the major and most common reasons for the underutilization of formal care across rural Africa [91, 94, 

100, 104, 105, 108, 118, 120, 130, 131, 133, 137]. Community members regularly accuse such health 

professionals of rude, arrogant, spiteful and neglectful attitudes and behaviours towards women and their 

families in the literature.  Fear of mistreatment by health professionals is also a deterrent to timely maternal 

care among service users [101]. Reports of negative health professional attitudes and behaviours from service 

users are corroborated by nurses and midwives in Sumankuuro, Crockett and Wang [105]. They admitted to 
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having knowingly and unknowingly mistreated pregnant women in the past. Fear of a cesarean section [105, 

122], unfamiliar environments in health facilities [104], rejection of women's preferred squatting or kneeling 

birthing positions [91, 93], and lack of privacy [70, 104, 131] are other health system factors that influence the 

underutilization of healthcare services across rural Africa.  

 

2.1.6 Prior use  

Women residing in rural communities with a large proportion of women who do not use modern contraception 

are less likely to receive timely clinical ANC starting in the first trimester in Tanzania, make at least four clinical 

ANC visits in rural Ghana, and to receive skilled childbirth assistance in Kenya and Uganda [77]. Women who do 

not receive timely ANC in a clinic or any ANC during their recent pregnancy are subsequently less likely to 

deliver in a health facility [20, 66, 67, 71, 73, 75, 124]. Receiving skilled ANC is also a significant positive 

predictor of facility-based PNC services [73, 92]. During clinical ANC visits, health staff assess health status, 

promote skilled facility-based childbirth, and counsel women about birth preparedness [66, 67, 73, 124]. 

Information about health status can influence decisions about where to give birth. Women identified as high 

risk are encouraged to deliver with professional assistance. Conversely, women identified as low risk, and 

thereby of good foreseeable health status, have less encouragement to deliver with professional assistance. 

Clinical ANC visits can also help some women get acquainted and familiar with the healthcare system and 

health facility settings, which can reduce feelings of negative perceptions about facility-based care after the 

antepartum period [20, 73, 124]. Women who receive skilled childbirth are also more likely to receive formal 

PNC services [73]. However, there is contradictory evidence that has found that women who deliver in a health 

facility are less likely to attend PNC services in a facility compared to mothers who deliver outside a facility [78, 

92]. Both studies indicate that formal PNC visits were not promoted and advised to women following childbirth 

in the health facility.  

 

2.1.7 Maternity Experiences 

In some cases, precipitate labour, which refers to delivery on the way to a facility or at home, can prevent 

women who intend to give birth in a health facility from receiving skilled assistance [70, 119, 133]. Accordingly, 

with attestations that labour and childbirth are unpredictable and spontaneous, some women feel that seeking 

facility-based childbirth is futile and instead choose to stay home [133, 134]. History of pregnancy and 

childbirth complications are strong determinants of early ANC and facility-based childbirth. Women who 

experienced difficult deliveries in previous pregnancies, inside or outside of a facility setting, are more likely to 
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use a health facility in a subsequent pregnancy [87, 85, 93, 104, 127]. Furthermore, several studies also found 

that experiencing childbirth complications and undergoing a cesarean delivery greatly increase women's 

likelihood of using formal PNC [78, 109, 138]. Complications and other negative maternity experiences often 

bring fears and concerns about the potential dangers involved with maternity and reoccurrence of 

complications. They also increase awareness of the significance of health professional assistance to adequately 

screen, treat, and manage obstetric complications for subsequent maternity experiences. In other cases, many 

women tend to deliver with the same type of attendants if previous experiences were positive and different 

types of attendants if previous experiences were negative. A study in rural Sierra Leone observed this pattern, 

where women who delivered safely at home sought to continue to have homebirths [127]. Successful 

traditional homebirths reinforced their belief and confidence in the safety and norm of traditional childbirth as 

well as their sense of immunity to complications. The choice to remain or stay with a provider based on 

previous experiences is also commonly observed between childbirth experiences and the choice of a postnatal 

care provider. Women who do not experience delivery complications and have an otherwise positive 

experience with professional attendants tend to opt for facility-based PNC [73, 97]. Previous negative delivery 

experiences are conversely associated with avoidance of facility-based PNC [108, 109]. In some communities, 

past health experiences, including prior pregnancy-related complications, are statistically insignificant and 

thereby of minimal influence on women's utilization of facility-based services [66, 81]. 

 

2.1.8 Perceived Significance  

The perceived necessity and benefit of facility-based maternal care and other sources of maternal care are 

strong determinants of healthcare utilization. Those who perceive pregnancy and childbirth as a natural 

process often feel that facility-based care is unnecessary. Women who made their first ANC visits late in the 

pregnancy have the lowest proportion of skilled assistance during childbirth, considerably less than women 

whose first visits were earlier in the pregnancy [75]. However, in Kante [92], the timing for ANC visits is not 

significantly associated with uptake of formal care. In Nnaji et al. [94], pregnant women who receive risk 

assessments and reassurance that their pregnancies are normal during ANC attendance often deliver at home. 

Some women also do not return for postpartum check-ups in clinics if they deem it unnecessary based on their 

recovery from childbirth [108, 113]. Coupled with the perceived non-severity of various symptoms, there are 

varying degrees of trust in the ability of TBAs and native maternal care to manage their homebirths. However, 

rural Africans’ preferences shift when complications arise due to the belief that health professionals are the 

best and most beneficial option for managing severe complications [93, 113, 127, 139]. Moreover, those who 

believe that health professional assistance in a health facility is vital for the likelihood of positive birth 
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outcomes and maternal recovery in puerperium tend to seek and utilize facility-based maternal care [76, 87, 

113]. Mahiti et al. [113] report that women use formal maternal care due to its advantages, including 

assessments of fetal development and the health status of the pregnant mother and the fetus, as well as 

treating or managing diseases. In rural Malawi, women return to the facility for the 1-week PNC visit mainly 

because they feel they need to get their health status and the health status of their newborn(s) examined 

[108].   

 

2.1.9 Preferences  

Women's values and preferences for the type of maternal care they want to receive can significantly influence 

their choices and intended decisions to receive facility-based maternal care or traditional maternal care [139, 

140]. In this context, one can classify the construct of user preference as a factor that influences maternal 

healthcare utilization patterns. Concurrently, women's preferences themselves can be influenced and shaped 

by many of the aforementioned determinants. The determinants could be related to a wide range of factors, 

such as the accessibility of the source of care, the quality (actual and perceived) of care in a formal or 

traditional setting, or cultural beliefs. In rural Africa, women who prefer health professionals for maternal care 

services are far more likely to use facility-based services than women who prefer alternative and more 

traditional care-takers, including TBAs and spiritualists [85, 105, 110, 140]. It is imperative to note that the 

preferences of every rural woman are not necessarily fixed. Rather, a woman's preferences for maternal care 

provision can vary throughout the continuum of maternal care [139]. A woman could prefer and opt to attend 

a clinic for ANC, but thereafter prefer a traditional homebirth for a variety of reasons, such as the health belief 

that a facility-based birth is only necessary for when complications arise [139]. Likewise, women who intend to 

have a homebirth may thereafter choose to have clinical PNC for various reasons, such as the onset of delivery 

and post-delivery complications. In rural Sudan, some women who prefer to attend a clinic for ANC, albeit 

irregularly and later in gestation, contrastingly prefer to stay home and rely on traditional maternal care for 

PNC [141]. The major reason is due to a traditional belief that the postpartum period is one that is vulnerable 

to witchcraft. Traditional customs can purportedly prevent or combat witchcraft. Traditional care is thereby 

required to protect against any bewitchment. For some women, the preferences of their partner or certain 

family members, such as a mother in law, influence and shape their own reported preferences [105]. 

 

2.2 Determinants of Maternal Healthcare Utilization and Underutilization in Nigeria 
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The 2013 Nigeria Demographic and Health Survey identified several predictors for accessing and using 

healthcare, including reproductive care services. These predictors include the lack of money to go to a facility 

and receive treatment, the proximity of a health facility, not wanting to go alone, the attitude of health 

workers, and getting permission to go to a facility [53]. The scholarly literature attributes low utilization 

patterns and high maternal mortality figures to multiple determinants across rural Nigeria. The determinants 

are related to a wide range of factors, including socio-demographic, socioeconomic, and sociocultural factors, 

as well as services availability, accessibility, and quality. Many rural Nigerian women face barriers to the use of 

evidence-based maternal care that are related to such factors.  

In terms of past and present Nigerian governments, lack of political commitment, lack of budgetary allocation 

for primary healthcare from governments, fraudulent misuse of allocated funds, and poor implementation of 

programs from stakeholders negatively affect the availability, accessibility and quality of facility-based services 

[142]. Ojor [143] analyzed the progressivity of government spending on primary healthcare in rural Edo State 

and found that spending on antenatal and postnatal healthcare is non-progressive and non-pro-poor. A 

systematic review of maternal health interventions in Nigeria links high maternal mortality rates to the weak 

implementation of policies and interventions, which are poorly coordinated at the intervention and evaluation 

phase [144]. Throughout Nigeria, there are approximately 30 000 PHCs that cover all health wards and most 

rural and other remote communities [57]. Nevertheless, Nigeria's Minister of Health (Dr. Isaac Adewole) stated 

that only 20% of PHCs are functional based on results from the 2016 National Health Facility Survey [145]. This 

is further exacerbated by the fact that PHCs are more concentrated in urban communities than in rural areas, 

even though nearly half of the population reside in rural settings [57, 142, 146]. In addition, fewer secondary 

and tertiary care facilities are also predominantly placed in urban communities [57]. Such urban-rural 

disparities in the healthcare system are significantly limiting rural women's access to health professionals [146, 

147]. This is concerning because PHCs are supposed to be the most accessible and guaranteed source of 

evidence-based maternal care for women residing in rural and other remote communities [146, 148, 149].  

In rural areas where health facilities are available, they tend to be sparsely situated and thereby physically 

inaccessible for many members of rural communities [57, 142]. Health professionals are also poorly distributed 

in favour of secondary and tertiary level healthcare facilities in urban areas over primary healthcare facilities in 

rural areas across Nigeria [53, 57, 142, 150]. Retaining health professionals in the existing rural health facilities 

has, in of itself, proven to be a major challenge. A notable example is from the failures of the Midwives Service 

Scheme, which was established in 2009 and recruited approximately 2500 midwives to poorly staffed PHCs 

across the country [151]. A study that assessed the job satisfaction and retention of these midwives in rural 

Nigeria found retention to be a significant challenge because of delayed and irregular payments, poor working 



20 
 

conditions, poor housing accommodation, short-term contracts, and lack of career structure [152]. Moreover, 

people who reside in rural Nigeria have three times less access to doctors and two times less access to nurses 

and midwives compared to their urban counterparts [153]. The poor accessibility caused by poor distribution 

and understaffing is compounded by poor facility infrastructure [146, 154], poor road networks [155], lack of 

equipment and supplies [53, 142], and poor referral systems that inadequately link PHCs to hospitals [142, 

156].  

In the health facility setting, the absence of maternal health services, poor technical quality of care, poor 

interpersonal quality of care, and poor regulation of maternal health services can also prevent women from 

receiving adequate care for various maternal health services. For example, poor interpersonal communication 

prompted by negative staff behaviours and attitudes is a common reason for the underutilization of facility-

based maternal health services in several rural communities [57, 100, 137, 154]. Other factors that influence 

the use and predict poor maternal outcomes include sociocultural factors and personal health beliefs. Social 

and cultural norms, customs, and traditional practises, such as the need for permission from the husband or 

elders, can be restraining forces to the uptake of formal maternal care in some rural communities [88, 135, 

157, 158]. A traditional health belief that formal maternal care services are unnecessary or of lower quality 

than traditional maternal care is known to encourage rural Nigerian women to opt for traditional maternal care 

services [158].  

Amongst the mentioned factors, some have stronger deterring impacts on various individuals and communities 

than others. It is important to note that factors can influence one another and do not necessarily affect 

individuals alone. Many factors are largely intertwined, comprising of complex interactions that collectively 

reduce the uptake of formal maternal care and increase the uptake of traditional maternal care. For example, a 

demographic factor such as education can be associated with other demographic factors and sociocultural 

factors, as well as personal beliefs about maternal health. A lower educational level is strongly associated with 

decreased uptake of maternal healthcare services across rural Nigeria [86, 135, 137, 159]. Educated women are 

more likely to be employed, to have an income that makes healthcare use affordable, and to have the 

autonomy to make self-reproductive decisions, each of which tend to be positively associated with increased 

uptake of formal care [81, 160-162]. Educated women are also more likely to have better maternal health 

knowledge and understanding of the significance of skilled assistance throughout the continuum [163].  

 

2.3 Literature Gaps Addressed in Thesis  

The diversity of the evidence between and within rural populations reveals the variations in perceptions, 

choices and decisions regarding the use of formal and traditional maternal care. With the influence of 
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preferences on utilization patterns, it is imperative to investigate and address women's preferences in order to 

improve the utilization of facility-based maternal services [164]. Although existing studies have documented 

the influence of preferred choices on the use and non-use of formal maternal care, none have systematically 

synthesized the evidence. Policymakers and service providers need to consider what their target rural 

populations value and desire while offering choices that enable individuals to access formal care services that 

best meet their preferences and needs. This can increase the acceptability and appeal of formal maternal care. 

Therefore, there is a need to explore and synthesize the evidence on the type of maternal care that women 

prefer across rural Africa throughout the continuum of maternal care. There is also a need to consider the 

factors that may influence preferences and uptake of maternal healthcare in target populations. The research 

reported in chapter 3 (paper 1) has addressed these gaps.  

Overall, there have been a limited amount of studies that assess factors in the underutilization of maternal care 

in rural Nigeria. Given the disparities between communities, households, and even individuals of a country, 

research that aims to inform the design of targeted interventions for improved maternal care uptake must 

reduce contextual uncertainties. Community-based efforts to improve utilization of maternal healthcare 

services and reduce maternal mortality have often been made without a clear comprehension of the reasons 

for existing underutilization patterns in rural communities [13, 142, 162]. This was exemplified by the 

contextually ineffective conditional cash transfer scheme for maternal health services. The scheme was not 

based on a formative assessment of the priority needs of different populations, nor did it include control 

communities for comparison in the intervention implementation phase. Additionally, the scheme failed to 

consider other factors to improve health facility utilization, such as the improvement of infrastructure and the 

staffing of understaffed facilities. The outcome was a weak intervention which was of minimal use for policy 

transformation. Therefore, formative research is required to uncover specific local perceptions, realities, and 

the factors that influence the underutilization of maternal healthcare services throughout rural Nigeria. 

Community engagement in the design and implementation of interventions is also required. The research 

reported in chapter 4 (paper 2) has addressed these gaps. 
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3.1 Abstract 

Background: The underutilization of formal, evidence-based maternal health services continues to contribute 

to poor maternal outcomes among women living in rural Africa. Women's choice of the type of maternal care 

they receive strongly influences their utilization of maternal health services. Therefore, there is a need to 

understand rural women's preferred choices to help set priorities for initiatives attempting to make formal 

maternal care more responsive to women's needs. This review aimed to explore and synthesize women's 

preferences for sources of maternal care and the factors that contribute to these preferences. 

Methods: A systematic literature search was conducted using the Ovid Medline, Embase, CINAHL, and Global 

Health databases. Forty studies that elicited women's preferences for maternal care using qualitative methods 

were included in the review. A narrative synthesis was conducted to collate study findings and to report on 

patterns identified across findings. 

Results: During the antepartum period, most women preferred formal antenatal care in a clinical setting or a 

combination of both traditional and formal maternal care. During the intrapartum period, preferences varied 

across communities, with some studies reporting preferences for traditional childbirth with traditional care-

takers, and others reporting preferences for formal facility-based births with health professionals. During the 

postpartum period, the majority of relevant studies reported a preference for traditional postnatal services 

involving traditional rituals and customs. The factors that influenced the reported preferences were related to 

the perceived need for formal or traditional care providers, accessibility to maternal care, and cultural and 

religious norms.  

Conclusion: Review findings identified a variety of preferences for sources of maternal care from antepartum 

to postpartum. Future interventions aiming to improve access and utilization of evidence-based maternal 

healthcare services across rural Africa should first identify major challenges and priority needs of target 

populations and communities through formative research. Evidence-based services that meet rural women's 

specific needs and expectations will increase the utilization of formal care and ultimately improve maternal 

outcomes across rural Africa. 

Keywords: Preferences, Maternal, Antenatal, Childbirth, Postnatal, Rural Africa, Narrative Synthesis 
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3.2 Background 

As part of the 2030 Agenda for Sustainable Development, the 17 SDGs have begun to guide global 

development initiatives [35, 56]. Maternal health status has been one of the major targets of many global 

development initiatives in the past 30 years [35, 165]. Today, it continues to be a significant deterrent to the 

improvement and development of women's health and well-being. Maternal healthcare services are critical 

indicators for monitoring the quality of maternal care and the progress of maternal health outcomes in the 

developing world, particularly in Africa [35, 56]. The use of traditional maternal care services is a major 

determinant of poor maternal health outcomes, including maternal mortality [165]. According to the WHO, 

utilization of formal antenatal, childbirth and postnatal services in health facilities with professional health 

attendants can reduce poor maternal health outcomes [3]. Despite the positive outcomes associated with 

evidence-based (formal) maternal care, many women in Africa, especially in sub-Saharan Africa, still seek and 

utilize traditional maternal care services with traditional attendants or undertake self-care at home [50]. High 

maternal mortality rates in the continent are strongly correlated with women's choices of traditional sources of 

maternal health services throughout the continuum of maternal care [50, 165]. The antepartum, intrapartum 

and postpartum periods in the continuum can all be high-risk periods for maternal mortality [56, 166]. Today, 

there are considerable disparities in the health-seeking behaviours and utilization rates of formal maternal care 

during the three periods among women living in Africa, with the lowest rates of utilization belonging to women 

living in rural areas [6, 7, 167]. 

Factors involved in maternal healthcare utilization and choices for maternal care providers, in terms of setting 

and type of attendants, can vary between and within African countries [7, 50, 56, 167]. Such choices can have a 

significant impact on health-seeking behaviours and utilization patterns of formal and traditional maternal 

health services. Research evidence indicates that holistic, inclusive, and collaborative women-centred models 

of care are the best models for the provision of high-quality and valued maternal care [60]. The provision, 

allure, and uptake of high-quality women-centred care require the consideration of women's views, such as 

their healthcare preferences. Preferences can influence a patient's adherence to care options and thereby the 

health outcomes that are experienced, including maternal death [168]. Therefore, insight into women's 

preferences for maternal health caregivers and care settings is vital for the provision of care that is reflective 

of, and responsive to, women's desires and values [42, 168]. 

With the limited systematic evaluation of women's preferences for maternal care, there is a need to identify 

and comprehensively understand rural women's preferences for maternal care services in rural African 

populations. Therefore, this systematic review aims to narratively synthesize findings from existing qualitative 

research in order to explore and identify rural women's preferences for sources of antenatal, childbirth, and 
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postnatal care. This qualitative evidence synthesis also aims to identify the factors that contribute to rural 

women's preferences for maternal care during the antepartum, intrapartum and postpartum periods. The 

review provides comprehensive understandings about what women prefer and need across different 

populations and contexts in rural Africa. While the impact of women's decision to choose traditional care on 

maternal outcomes is well documented, identifying the factors that could affect their preferences is crucial for 

building responsive and reflective healthcare systems and reducing poor maternal outcomes. Therefore, this 

review helps to identify the major preferences for sources of maternal care and the contributing factors that 

may shape expressed preferences across different populations and contexts in rural Africa. Identification of 

these preferences and the factors that may shape them can help to inform policies and interventions seeking 

to promote and improve the utilization of formal maternal health services across rural Africa.  

 

3.3 Methods 

3.3.1 Eligibility 

The types of reports eligible for this study are full primary research reports of studies conducted in an African 

country and published in a peer-reviewed journal between 2001 and 2019, in English. This range was selected 

because the development of the MDGs, first set out in 2001, led to a new wave of research addressing 

maternal health. AWF and SY excluded studies published before 2001 to ensure the examination of recent 

evidence following the development of MDG 5. Non-English articles were excluded to avoid linguistic bias in 

translations. In terms of setting, the review did not include studies conducted in urban centers or metropolitan 

areas. As such, this review included studies set in the countryside, agricultural settlements, pastoral 

communities, or nomadic communities outside of urban centers. For studies that did not clearly specify 

whether their research was conducted in a rural setting, the rurality of study communities was determined by 

inspecting the grey literature, such as government publications, and by emailing the primary authors of the full-

text articles being assessed for eligibility.  

Qualitative studies that determined the preferences for sources of maternal care and the contributing factors 

among women living in rural areas were eligible. A qualitative approach best gathers a complete 

representation of women's preferences, captures nuances missed in quantitative data collection, and provides 

a comprehensive understanding of the associated factors. AWF and SY included primary studies in which 

preferences elicited in the findings were either the primary or secondary focus of the research. Studies that 

were based on secondary data analyses were excluded. The qualitative components of mixed methods studies 

that explored the preferences of rural women were eligible. Commentaries, discussions, reviews, and 

incomplete primary research reports, as well as studies that were solely quantitative in design, were excluded. 
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Studies that only collected the preferences of men, trained attendants, or traditional attendants were 

excluded, as this review focused on women's preferences. The reviewers did not register a prospective review 

protocol. 

The term 'preference' does not have a clear and consistent definition, which is reflected by its distinct 

conceptualization across disciplines. In economics, preferences refer to total subjective comparative 

evaluations, in which the subject with the choices considers all the options and consequences that affect their 

evaluations [169]. In psychology, preferences can be defined as evaluative judgements in regard to liking or 

disliking a stimulus, including over other objects or stimuli [170, 171]. In the context of healthcare, there is a 

convergence in the conceptualization of preferences as the relative desirability of a range of health experiences 

and care options [168, 172]. As the topic of this review falls into the context of healthcare, preferences are 

defined as the relative desirability of formal and traditional antenatal, childbirth and postnatal care. 

Consideration and respect for patients' preferences is the first principle of Picker's Eight Principles of Patient-

Centered Care [173]. In the healthcare context, preferences can be categorized as a construct with various 

subjective elements. Qualitative research methodologies are a means to explore and analyze patient 

preferences for treatment options and the reasons for these preferences [174]. However, with the subjective 

nature of the qualitative research approach and the inherent subjectivity of human perceptions, it is important 

to recognize that patients' expressed or reported preferences gathered through qualitative research could 

differ from their actual preferences. As a result, it is essential to note that the maternal care preferences 

gathered from the included studies can differ from genuine preferences due to an array of factors, such as 

interviewer or moderator bias, barriers to financial and physical accessibility, or the inclination to express 

preferences that resonate with the preferences of a spouse or elders.  

 

3.3.2 Search Strategy 

AWF and SY conducted a systematic search of the peer-reviewed, published literature from 2001-2019 in 

February 2019. With the assistance of a librarian, the primary author searched the online databases Ovid 

Medline, Embase, CINAHL, and Global Health. The following key search terms were used with various 

combinations and search strategies (see Appendix 3.1): Africa, rural, maternal health services, antenatal, birth, 

and postnatal. The review included various terms relevant to non-urban settings and each period in the 

continuum of maternal care in order to broaden the search results. Reference lists of included studies were 

perused to identify any additional studies that may satisfy the eligibility criteria.  
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3.3.3 Study Selection  

The study selection stage, which included the screening of titles and abstracts and retrieval of full texts, was 

carried out independently by AWF and SY. Figure 3.1 illustrates the study screening process. The titles and 

abstracts were screened and then discarded if they did not fit the eligibility criteria. Studies that seemed to 

include relevant data based on the title and abstract were retrieved, in addition to any unclear citations. AWF 

and SY assessed the full-text versions of the retrieved studies against the inclusion and exclusion criteria for 

study eligibility. At each stage, disputes were resolved with discussion. The reference lists of included studies 

were reviewed, screened and retrieved if eligible for the review, with the process continuing until no new 

articles were identified.  

 

Figure 3.1 PRISMA flowchart 
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3.3.4 Data Extraction  

AWF and SY adapted and developed data collection forms based on the needs of the review from a 

standardized data extraction form by the Cochrane library [175]. The forms ensured data extraction was as 

consistent as possible across all studies, as the extracted data were used to synthesize the findings. The 

researchers used the forms to extract the following information from each article: (i) study setting (country); 

(ii) study aim (s); (iii) sample characteristics; iv) data collection methods; v) main preferences for formal and/or 

traditional maternal care; vi) explanations of why women preferred formal and/or traditional antenatal, 

childbirth and postnatal maternal care. This review focused on the construct of user preferences across studies 

exploring women's maternal care preferences through qualitative methods. Only information of participants 

and reported preferences relevant to the review were extracted. This made it more feasible to review the 

selected studies and to synthesize findings. Authors of included studies were contacted through email for 

additional data when required.  

 

3.3.5 Data Synthesis  

AWF and SY selected the narrative synthesis as the method of synthesis following considerations of time, 

resources, and appropriateness for addressing the aims of this review. The narrative synthesis adopted in this 

review was iteratively conducted based on the guidelines for conducting a narrative synthesis by Popay et al. 

[176]. The method can cope with a large evidence base comprising diverse sources, and effectively address 

questions that aim to determine or examine an issue. A qualitative narrative synthesis generates a thick text-

based description of a phenomenon. The method enables a clear way of integrating and synthesizing primary 

data findings in a structured manner, helping to generate insights and recommendations directly applicable to 

policy and intervention formulation [177]. It is useful in describing the differences between findings and 

identifying commonalities within and across groups in a large number of studies [176]. Other methods of 

qualitative evidence synthesis, including meta-ethnography, meta-narrative, grounded theory, and critical 

interpretive synthesis, are more constructivist [177]. They provide a new interpretation of the reviewed 
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phenomenon beyond original data from included studies and are more complex and conceptual. These 

methods are useful for informing other researchers and theoreticians but require further interpretation by 

policymakers and designers of interventions [177].  

A narrative synthesis is also ideal for identifying research gaps and paths and providing extensive implications 

for future research [176]. The specific suggestions by Popay et al. [176] as to the tools and techniques 

appropriate for a narrative synthesis helped enhance the transparency of the qualitative narrative synthesis 

process and the dependability of the findings and conclusions in this review. The narrative synthesis includes a 

synthesis of review findings that collates and reports on the findings of included studies in the form of thematic 

texts. AWF and SY then used the differences and similarities in reported preferences to combine and analyze 

evidence in the form of textual summaries and identify relationships within and between studies.  

For the synthesis of review findings, texts from the results section of included studies were extracted, including 

relevant participant quotations, to synthesize the findings on the preferences and corresponding factors. AWF 

and SY collated the data on preferences and associated factors into three Microsoft excel spreadsheets 

corresponding to the categories of formal care, traditional care, and mixed care. Extracted data in these 

spreadsheets were independently read through thoroughly by AWF and SY to inductively code and identify the 

salient themes (factors) under which women's preferences were expressed [178]. AWF and SY agreed that 

these overarching themes best described the salient factors: perceived need of maternal services, accessibility 

to maternal care, and cultural and religious norms, beliefs, and obligations. The thematic analysis provided the 

best way to organize and summarize findings in a concise manner from the large body of evidence [176]. The 

analysis worked with and directly reflected the main ideas and conclusions across included studies rather than 

developing new knowledge through multiple levels of interpretation. To report the data in a structured and 

organized manner, the findings were reported in textual format under the parent themes [176]. For 

relationships within studies, differences, similarities and patterns identified within studies by primary authors 

of included studies were first compiled. Review authors then looked across extracted data to explore and 

compare relationships across studies [176]. Identified relationships and patterns amongst participant sub-

groups, such as by age category, were textually summarized. 

 

3.3.6 Quality Assessment of Included Primary Studies 

AWF and SY assessed the reporting of included studies using the criteria based on the Critical Appraisal Skills 

Programme's (CASP) 10 questions for qualitative research [179]. CASP was selected due to its extensive 

previous use for systematic reviews of qualitative studies. The domains of the CASP checklist helped assess the 

credibility and rigour of the included studies and their findings [180]. The ten questions were designed as 
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prompts to guide reviewers in critically reading the reports. Included studies were assigned an overall score of 

'high' (9-10), 'moderate' (7.5-9) or 'low' (less than 7.5) overall quality. Studies were not excluded or weighted 

based on the quality of the reporting assessment. The results of the qualitative appraisal and assessment 

instead informed data interpretation and ultimately helped determine the trustworthiness of review findings 

and conclusions.  

 

3.3.7 Assessment of Confidence in the Synthesis Findings  

Each qualitative review finding was assessed with the GRADE-CERQual (Confidence in the Evidence from 

Reviews of Qualitative Research) approach. The method has recently become the standard for assessing 

confidence in findings from qualitative evidence syntheses and has proven helpful for decision-makers and 

policy designers who use qualitative evidence to inform policies and interventions about various topics, such as 

healthcare [181]. The CERQual approach assesses the following four concepts: 1) Methodological limitations of 

included studies; 2) Coherence and fit between data from primary studies and the review findings; 3) Adequacy 

of data contributing to the review findings; 4) Relevance of the included studies to the context of the review 

question. AWF and SY used the GRADE-CERQual tool guidelines to assess the confidence in the methodological 

quality [182], coherence [183], relevance [184] and adequacy [185] of each identified factor (sub-themes).         

 

3.4 Results 

3.4.1 Included Studies  

Overall, the search across the four databases yielded 2681 citations. Of these, 94 duplicates were removed, 

and 2465 records were excluded after screening titles and abstracts (Figure 3.1). Of the remaining 122 records, 

87 were excluded following a full-text review. Forty articles were included in this review, including five 

additional references from the reference lists of included studies. As shown in Table 3.1, the studies were 

carried out in 15 different African countries, according to the United Nations' Statistics Division [186]. Fourteen 

of the studies elicited data on women's preferences for sources of ANC services, 37 of the studies elicited data 

on preferences for sources of childbirth care services, and 11 of the studies elicited data on preferences for 

sources of PNC services [96, 104, 119, 120, 128, 130, 133, 136, 139-141, 187-215]. The majority of the studies 

were conducted in rural communities, while the rest were conducted in predominantly rural communities. The 

qualitative studies and the qualitative components of the mixed studies were primarily based on the use of 

data collected using focus group discussions and interviews from participants, as shown in Appendix 3.2 

(expanded version of Table 3.1). The review includes a diverse sample of rural women of different ages and 
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generations that represent a variety of interests and perceptions. The age group of study participants in the 

included studies ranged from adolescents to elderly mothers. The rural women also varied in marital status, 

education level, religious affiliation, parity, and health conditions before or at the time of data collection.   

 

Table 3.1 Description of Included Studies 
 

Study Study Setting Sample Characteristics  Main Preferences  

Adinew et al.  2018 Ethiopia 68 women who had received clinical ANC 

service for their most recent childbirth, but no 

recent facility-based childbirth; 40 women had 

received some formal education; 45 women 

were multiparous 

Traditional childbirth care at or near 

home 

Adinew & Assefa, 

2017 

Ethiopia 88 women who gave birth to at least one of 

their previous children in the health facility 

within 5 years of data collection but gave birth 

to their most recent child (within 12 months of 

data collection) at home; 72 women had some 

formal education; all were multiparous  

Traditional childbirth care at or near 

home 

Ahmed et al. 2018  Mali  26 women (18-40 years) who gave birth 3 

months preceding data collection were 

included in the study; all 26 women were 

married; none had any formal education; *all 

26 women were Muslim; 24 women were 

multiparous  

• Traditional childbirth care at or near 

home 

• Formal childbirth care in a health 

facility 

Allou, 2018 Ghana 360 women who had sought the services of 

traditional birth attendants within 5 years of 

data collection; 165 women with some formal 

education; majority were multiparous  

Traditional childbirth care at or near 

home 

Al-Mujtaba et al. 

2016 

Nigeria 57 pregnant ANC attendees, HIV positive 

women, and young women of childbearing 

age; 54 married women; 52 women with some 

formal education; 39 Christian women and 18 

Muslim women; most were multiparous 

Formal antenatal and childbirth care 

in a health facility   

Bazzano et al. 2008 Ghana • 14 older mothers/grandmothers  

• 45 mothers  

• 28 case histories from women who had 

recently given birth 

Traditional childbirth care at home 

Bedford et al. 2012 Ethiopia • 30 mothers who had recently delivered 

(primiparous, multiparous, and grand-

multiparous) within 7 months of the study; 14 

delivered in a health facility, 14 at home, 1 at a 

health post, 1 on the roadside 

• 16 pregnant women (primiparous, 

multiparous, and grand-multiparous) 

• Traditional childbirth care for 

normal childbirth at or near home  

• Formal childbirth care in a health 

facility, especially during complicated 

childbirth 

Caulfield et al. 2016 Kenya Women who had delivered within 2 years of 

data collection with a traditional birth 

attendant, skilled birth attendant, or neither 

Traditional childbirth care at or near 

home 
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Chea et al. 2018   Kenya 30 HIV-infected women (18-49 years); 

*majority were married (monogamous); 

*majority had some formal education; 

majority were Christian; 12 delivered at home; 

18 delivered at a health facility 

Formal childbirth care in a health 

facility 

Cofie et al. 2015 Ghana 20 mothers of childbearing age who 

experienced pregnancy, labor or postnatal 

complications and mothers whose newborns 

experienced complications 

• Traditional childbirth care at or near 

home as a first line of care, but 

facility-based care when 

complications arise 

• Formal childbirth and postnatal care 

in a health facility as a first line of 

care 

Dahlberg et al. 2015 Kenya • 4 HIV positive mothers and 9 HIV negative 

mothers of children under 2 years of age; 12 

had given birth to their most recent baby in a 

healthcare facility 

• Older women (aunts, mothers-in law and 

grandmothers) 

• Traditional childbirth care at home 

• Formal antenatal and childbirth 

care in a health facility  

De Allegri et al. 

2015 

Burkina Faso Women who had recently delivered in a health 

facility or at home 

• Traditional childbirth care at home 

• Formal childbirth and early 

postnatal care in a health facility 

Dodzo & Mhloyi, 

2017 

Zimbabwe  108 women of reproductive age (14-49 years); 

86 were married; 97 had some formal 

education 

Traditional childbirth and postnatal 

care at or near home  

Engmann et al. 2013 Ghana 85 women who were 27 or more weeks 

pregnant (18-41 years); 75 women were 

married; 78 women had some formal 

education; 75 women were Christian and 10 

were Muslims 

Formal childbirth care in a health 

facility  

Ganle, 2015 Ghana 94 women (15-45 years) who were pregnant 

at the time of data collection or who had given 

birth between January 2011 and May 2012; 64 

were married; 37 had some formal education; 

all 94 women were Muslim 

• Traditional antenatal and childbirth 

care at or near home  

• Formal antenatal and childbirth 

care in a health facility  

Ibrhim et al. 2018 Ethiopia • 60 women who had children less than 24 

months of age; majority were married; 

majority of the women had no formal 

education; all women were Muslim; 47 

women gave birth at home with a TBA, 13 at a 

health facility 

• 48 grandmothers; majority of the 

grandmothers were married; majority of the 

grandmothers were uneducated; all 

grandmothers were Muslim 

Traditional childbirth care at or near 

home 

Igboanugo & 

Martin, 2011 

Nigeria 8 pregnant women (24-35 years) who recently 

accessed maternity services; 2 primigravidas 

and 6 multigravidas 

• Traditional antenatal and childbirth 

care at or near home  

• Formal antenatal and childbirth 

care in a health facility 
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Jacobs et al. 2018 Zambia 38 mothers (18-45 years) of children below 12 

months old; 36 women were married; about 

one-third had some formal education; all 

mothers were multiparous   

• Traditional antenatal care in early 

months and formal antenatal care in 

the later months.                                               

• Formal antenatal care in a health 

facility 

 

Kea et al. 2018 Ethiopia 18 women who had given birth in the previous 

2 years or were pregnant at the time of data 

collection; *all women were married; most 

women were Christian 

• Traditional antenatal care in the 

early months, followed by skilled 

antenatal care in the later months 

• Traditional childbirth care at or near 

home 

King et al. 2015 Ethiopia 33 women (17-49 years); 30 women were 

married; all women were Muslim; most 

women were multiparous  

• Traditional childbirth care at or near 

home  

• Formal childbirth care in a health 

facility  

Kumbani et al. 2013 Malawi 12 mothers (20-32 years) who delivered 

outside a health facility within 3 months of the 

study; all were married; 11 had some formal 

education; 11 were multiparous  

Formal childbirth care in a health 

facility  

Kwagala, 2013 Uganda • *2 young women (15-24 years); *both were 

married; *both had some formal education; 

*both were Christian 

• *3 middle-aged women (25-35 years); all 

were married; *all had some formal 

education; *all were Christian  

• *3 older women (over 36 years); * all were 

married; *all had some formal education; *all 

were Christian  

• Traditional childbirth and postnatal 

care at or near home  

• Formal childbirth and postnatal care 

in a health facility  

Kyomuhendo, 2003 Uganda Women over 15 years of age; most were 

married 

Traditional childbirth and postnatal 

care at or near home  

Magoma et al. 2010 Tanzania 66 women seeking antenatal care, childbirth 

care and postnatal care at a health unit  

•Traditional antenatal, childbirth, and 

postnatal care at or near home. 

Preference for traditional childbirth 

care for normal births                                            

• Formal antenatal and childbirth 

care in a health facility 

Mason et al. 2015 Kenya • 18 adolescents (15-18 years) 

• 29 women of childbearing age (15-49 years) 

• 17 recently or currently pregnant women 

• 9 mothers of child born with an abnormality 

• Traditional childbirth care at or near 

home                                                                   

• Formal childbirth and postnatal care 

in a health facility  

Mathole et al. 

(2004) 

Zimbabwe  • 44 women (19-46 years) • Early traditional antenatal care and 

later formal antenatal care                                                     

• Formal antenatal care in a health 

facility                                                                    

Moyer et al. 2014 Ghana  • 35 women with newborn infants  

• 81 grandmothers who had at least one 

grandchild within the past year of data 

collection 

• Traditional childbirth care at home 

• Formal childbirth care in a health 

facility  
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Myer & Harrison, 

2003 

South Africa • 22 women (17-37 years) seeking antenatal 

care at a clinic; 14 women were married or in 

a committed relationship; majority of the 

women had formal education; 5 primigravidas 

• 7 women who had syphilis  

Formal antenatal and childbirth care 

in a health facility 

Ndirima et al. 2018 Rwanda 20 women (18-43 years) who had delivered in 

the district hospital within 10 weeks prior to 

the start of the study; 10 women were 

primiparous (3 caesarean sections); 10 women 

were multiparous (3 caesarean sections) 

Formal antenatal and childbirth care 

in a health facility  

Okafor et al. 2014 Nigeria 25 women (20-42 years) who delivered a baby 

in the previous 2 years prior to the study; at 

least 13 women completed some formal 

education  

• Traditional antenatal and childbirth 

care in any domestic setting. 

Preference for antenatal care was for 

a normal pregnancy, with preference 

for formal antenatal care during an 

abnormal pregnancy  

• Formal childbirth and early 

postnatal care in a health facility 

Osubor et al. 2006 Nigeria • Teenage girls (15-19 years); most were 

Christian 

• Women of childbearing age (20-49 years) 

and of parity of not more than 4 children; 

most women had some formal education; 

most women were Christian 

• Women in post-childbearing period (50 years 

and above); most women had some formal 

education; most women were Christian  

• Traditional antenatal and childbirth 

care in a traditional setting  

• Formal childbirth care in a health 

facility 

Pfeiffer & 

Mwaipopo, 2013 

Tanzania 100 women who delivered at a clinic or with 

the support of a TBA within 2 months prior to 

data collection; 49 women were married; 65 

women had some formal education; 39 

women were multiparous 

• Traditional childbirth care at or near 

home  

• Traditional childbirth care in a 

private and confidential environment  

• Formal childbirth care in a health 

facility 

Riang’a et al. 2018 Kenya 188 women (16-45 years); 102 women who 

had at least 1 visit to an ANC during the 

current pregnancy; 86 women who had given 

birth within 1 month of data collection; 160 

women were married; all 188 women had 

some formal education; *all women were 

Christian; 72 women were primigravidas, 116 

were multigravidas 

• Traditional antenatal care at or near 

home.                                                                    

• Traditional antenatal care for 

normal pregnancies and formal 

antenatal care for abnormal 

pregnancies                                                     

• Traditional antenatal care in early 

gestation and formal antenatal care in 

later gestation                                                              

• Formal antenatal care in a health 

facility 

 

Seljeskog et al. 2006 Malawi 6 women of *childbearing age who had 

delivered recently; *all women were married; 

*All women had some formal education; 3 

gave birth at home and 3 at a health facility 

• Traditional childbirth and postnatal 

care at or near home  

• Formal childbirth care in a health 

facility  
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Serizawa et al. 2014 Sudan 6 women (16-40 years) of reproductive age 

who had given birth within 2-3 years prior to 

the study; all women were married; none 

completed any formal education; 2 of the 

younger women (16-30 years) were 

primiparous and multiparous; 4 of the older 

women (30-40 years) were multiparous 

• Traditional antenatal, childbirth and 

postnatal care at or near home                  

• Irregular skilled antenatal care 

attendance  

Shiferaw et al. 2013 Ethiopia  8 mothers (15-49 years); most women were 

married; most women were multiparous  

• Traditional childbirth and early 

postnatal care at or near home. 

Preference for traditional childbirth 

care especially when childbirth is 

abnormal 

• Formal childbirth care in a health 

facility, especially for a complicated 

childbirth 

Sialubanje et al. 

2015 

Zambia 100 women of reproductive age (15-45 years) 

who had given birth within 1 year prior to the 

study; 70 women were married; 93 women 

had some formal education; 50 were 

multiparous 

• Traditional childbirth care at or near 

home  

• Formal childbirth care in a health 

facility   

Sisay et al. 2014 Ethiopia • 63 grandmothers who had given birth to at 

least 1 child, who in turn had given birth to at 

least 1 child; none had any formal education; 

majority of the women were Christian 

• 74 women who had any child under 5 years 

of age; all women were married; majority of 

the women were Christian 

• 70 younger women (adolescent girls over 15 

years); none were married; all women had 

some formal education; majority of the 

women were Christian  

• Traditional childbirth care at home 

for normal childbirth 

• Formal childbirth care in a health 

facility, especially for a complicated 

childbirth 

Thwala et al. 2012 Swaziland 15 women (over 18 years) who had at least 1 

child and whose last-born child was 2 years old 

or less; all women were married; most women 

had some formal education; *14 women were 

affiliated with tribal religions and 1 with 

Catholicism; all were multiparous 

• Traditional childbirth care at or near 

home  

• Formal childbirth care in a health 

facility 

Wilunda et al. 2014 Uganda 459 women who had delivered in the past 5 

years 

Traditional childbirth care at or near 

home 
 

* Additional data retrieved from authors of included studies.  

 

3.4.2 Quality Appraisal  

The checklist covers the appropriateness of qualitative research, appropriateness of the research design, 

ethical considerations and standard conceptions for assessing rigour. The quality assessment helped gather the 

relative strengths and weaknesses of the body of evidence. As shown in Tables 3.2-3.5 below, 18 studies were 

of high-quality, 14 studies were of moderate quality, and 8 studies were of low-quality. The quality score of 

each study corresponded with their degree of rigour, with the high-quality studies generating the most 
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trustworthy findings and being the most rigorous. High-quality studies and most moderate studies were 

dependable, clearly demonstrating that with the same data collection methods, the study could be replicated 

and yield similar results. Most high-quality and moderate studies corroborated their findings, reflecting the 

truthfulness of the reported preferences and reasons for the preferences of maternal care providers. Studies 

with higher scores had the most credible results and demonstrated the value and potential impact of research 

findings locally or internationally. The credibility of the results and the authenticity of research findings to a 

specific context were relatively low in the lower quality studies. With an average score of 8.3 between the 

included studies, the overall quality of the included studies was generally moderate; therefore, the evidence 

used to draw conclusions about preferences in the synthesis is moderately robust and useful to certain extents 

for the review's implications and recommendations. However, due to the diverse nature of participants, 

various locations of recruitment and data collection, and various factors that may influence review findings, the 

products of the synthesis should be considered with caution as they are not feasibly transferable to just any 

rural African populations. Appendix 3.3 displays the detailed score for items that constitute the 10 CASP 

checklist questions.  

 

Table 3.2 Summary of Quality Scores Based on 10 CASP Checklist Questions (AD-CO) 

Qualitative 

studies 

Adinew  

2018 

Adinew  

2017 

Ahmed 

et al 
Allou 

Al-

Mujtaba 

et al 

Bazzano 

et al 

Bedford 

et al 

Caulfield 

et al 

Chea et 

al 

Cofie et 

al 

Was there a clear 

statement of 

research aims? 

1 1 1 1 1 1 1 1 1 1 

Is a qualitative 

methodology 

appropriate?  

1 1 1 1 1 1 1 1 1 1 

Was the research 

design 

appropriate to 

address the aims 

of the research? 

0.5 1 1 0.5 0.5 0.5 0.5 0.5 1 1 

Was the 

recruitment 

strategy 

appropriate to the 

aims of the 

research? 

                    

1 

 

1 

 

1 

 

1 

 

1 

 

0 

 

1 

 

0.5 

 

1 

 

1 
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Was the data 

collected in a way 

that addressed the 

research issue? 

1 1 1 0 0.5 0 1 0.5 1 0.5 

Has the 

relationship 

between 

researcher and 

participants been 

adequately 

considered? 

1 1 1 0 0.5 0.5 1 1 0.5 0.5 

Have ethical issues 

been taken into 

consideration?  
1 1 1 0.5 1 0.5 1 1 1 1 

Was the data 

analysis 

sufficiently 

rigorous? 

0.5 0.5 1 0 0.5 0 1 1 1 1 

Is there a clear 

statement of 

findings? 

0.5 0.5 1 0.5 1 0.5 1 1 1 1 

How valuable is 

the research? 
1 0.5 1 0.5 1 0 1 1 0.5 1 

Overall Quality 8.5 8.5 10 5 8 4 9.5 8.5 9 9 

 

Table 3.3 Summary of Quality Scores Based on 10 CASP Checklist Questions (DA-KI) 

Qualitative 

studies 

Dahlberg 

et al 

De 

Allegri 

et al 

Dodzo & 

Mhloyi 

Engmann 

et al 
Ganle Ibrhim 

Igboanugo 

&        

Martin 

Jacobs et 

al 

Kea et 

al 
King et al 

Was there a clear 

statement of 

research aims? 
1 1 1 1 1 1 1 1 1 1 

Is a qualitative 

methodology 

appropriate?  

1 1 1 1 1 1 1 1 1 1 

Was the research 

design 

appropriate to 

address the aims 

 

1 

 

1 

 

0.5 

 

1 

 

1 

 

0.5 

 

1 

 

0.5 

 

1 

 

1 
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of the research? 

Was the 

recruitment 

strategy 

appropriate to 

the aims of the 

research? 

1 1 1 0 1 1 1 1 1 0 

Was the data 

collected in a way 

that addressed 

the research 

issue? 

1 1 1 1 1 0.5 1 1 1 0.5 

Has the 

relationship 

between 

researcher and 

participants been 

adequately 

considered? 

0.5 1 1 0.5 1 0.5 1 1 0.5 1 

Have ethical 

issues been taken 

into 

consideration?  

1 0.5 1 1 1 1 1 0.5 1 1 

Was the data 

analysis 

sufficiently 

rigorous? 

1 1 0.5 1 1 0.5 1 1 1 0.5 

Is there a clear 

statement of 

findings? 

1 1 1 1 1 1 1 1 1 1 

How valuable is 

the research? 
1 1 1 1 1 1 1 1 1 1 

Overall Quality 9.5 9.5 9 8.5 10 8 10 9 9.5 8 

 

Table 3.4 Summary of Quality Scores Based on 10 CASP Checklist Questions (KU-OK) 

Qualitative 

studies 

Kumbani 

et al 
Kwagala 

Kyomuhe

ndo 

Magoma 

et al 

Mason 

et al 
Mathole 

Moyer 

et al 

Myer &               

Harrison 

Ndirima 

et al 

Okafor 

et al 

Was there a clear 

statement of 

research aims? 

 

1 

 

1 

 

1 

 

1 

 

1 

 

1 

 

1 

 

1 

 

1 

 

1 
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Is a qualitative 

methodology 

appropriate?  

1 1 1 1 1 1 1 1 1 1 

Was the research 

design 

appropriate to 

address the aims 

of the research? 

0.5 0.5 0.5 0.5 1 0.5 0.5 0.5 0.5 0.5 

Was the 

recruitment 

strategy 

appropriate to 

the aims of the 

research? 

0.5 0.5 0 1 1 1 1 0 1 1 

Was the data 

collected in a 

way that 

addressed the 

research issue? 

1 1 0.5 1 1 1 1 0.5 0.5 0.5 

Has the 

relationship 

between 

researcher and 

participants been 

adequately 

considered? 

0.5 0.5 0.5 1 1 1 0.5 0.5 0.5 0.5 

Have ethical 

issues been 

taken into 

consideration?  

1 1 0 0.5 1 1 1 0.5 1 1 

Was the data 

analysis 

sufficiently 

rigorous? 

1 0.5 0 1 1 1 0.5 0.5 1 0.5 

Is there a clear 

statement of 

findings? 

0.5 0.5 0.5 1 1 1 1 0.5 1 1 

How valuable is 

the research? 

 

1 

 

0.5 

 

0.5 

 

1 

 

1 

 

1 

 

1 

 

1 

 

1 

 

0.5 

Overall Quality 8 7 4.5 9 10 9.5 8.5 5.5 8.5 7.5 
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Table 3.5 Summary of Quality Scores Based on 10 CASP Checklist Questions (OS-WI) 
 

 

Qualitative 

studies 

Osubor 

et al 

Pfeiffer & 

Mwaipopo 
Riang’a 

Seljeskog 

et al 

Serizawa 

et al 

Shiferaw 

et al 

Siaulubanje 

et al 

Sisay 

et al 

Thwala 

et al 

Wilunda 

et al 

Was there a 

clear statement 

of research 

aims? 

1 1 1 1 1 1 1 1 1 1 

Is a qualitative 

methodology 

appropriate?  

1 1 1 1 1 1 1 1 1 1 

Was the 

research design 

appropriate to 

address the 

aims of the 

research? 

0.5 0.5 0.5 0.5 1 0.5 0.5 0.5 1 0.5 

Was the 

recruitment 

strategy 

appropriate to 

the aims of the 

research? 

0 1 1 0.5 0.5 0 1 1 0.5 1 

Was the data 

collected in a 

way that 

addressed the 

research issue? 

1 1 1 0.5 1 1 1 0.5 1 1 

Has the 

relationship 

between 

researcher and 

participants 

been 

adequately 

considered? 

0.5 0.5 1 0.5 1 0.5 0.5 0.5 0.5 1 

Have ethical 

issues been 

taken into 

consideration?  

0.5 1 1 1 1 0.5 1 1 1 1 
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3.4.3 Evidence Synthesis of Findings  

The data reflected preferences for sources of maternal care during the antepartum, intrapartum and 

postpartum periods, along with corresponding factors that contributed to the expressed preferences. The 

sources of maternal care services generally fell under two categories. The first category, formal maternal care, 

takes place in a healthcare facility (hospitals, health centres, or clinics) with the assistance of health care 

professionals (HCPs), such as doctors, nurses and midwives. The second category, traditional maternal care, 

takes place at or near home with the assistance of traditional community-based actors (CBAs). These CBAs 

include the following: traditional birth attendants (TBAs), spiritual attendants, mothers-in-law and relatives, 

neighbours, or elderly women in the community. The three major themes that best describe the factors 

contributing to women's preferences were the following: 1) Perceived need of maternal services from a 

provider; 2) Accessibility of sources of maternal care; 3) Cultural and religious norms, beliefs, and obligations 

pertaining to women's care. 

 

3.4.3.1 Factors Contributing to Preferences for Formal Maternal Care 

Perceived need of formal maternal services: Facility-based maternal services, particularly during antepartum 

and postpartum, were preferred over traditional care services because health facilities had the necessary 

equipment and supplies required for the provision of maternal care. The availability of screening equipment 

favourably confirmed that women were indeed pregnant and carrying a baby. The availability of antenatal tests 

during checkups in health facilities appealed to the majority of rural women in included studies because it 

enabled assessments of pregnancy progress, such as fetal development or the presence of adverse health 

conditions. Assessments of pregnancy progress determined the health status of the mother and fetus and 

Was the data 

analysis 

sufficiently 

rigorous? 

1 0.5 1 0.5 1 0.5 1 1 1 1 

Is there a clear 

statement of 

findings? 

1 1 1 0.5 1 0.5 1 1 1 1 

How valuable is 

the research? 0.5 0.5 1 1 1 1 1 0.5 1 1 

Overall Quality 7 8 9.5 7 9.5 6.5 9 8 9 9.5 
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helped ensure their health and well-being. Weight assessments favourably enabled women to compare their 

weight with that of other pregnant women, which was a method of self-assurance that their pregnancy was 

normal. Moreover, the availability of vaccinations and the ability to manage detected pregnancy complications 

further appealed to most women, who often preferred formal ANC over traditional ANC providers. Women 

across rural Africa further wanted facility-based ANC and childbirth care due to confidence in the training and 

technical ability of HCPs to minimize or prevent health risks and ensure positive maternal and neonatal 

outcomes. Relative to HCPs, TBAs and other CBAs were said to be incompetent, unprofessional, and to lack 

updated skills for managing pregnancy and childbirth complications. The lesser educated TBAs reportedly 

resorted to non-medically proven methods of care, leading to the provision of inadequate maternal care. HCPs 

were also favoured because TBAs lacked referral capacities and were less prompt, thereby increasing the 

likelihood of poor maternal outcomes. In some communities, women explicitly favoured male HCPs because 

they were believed to be better trained, more knowledgeable, and emotionally stronger than female HCPs. 

Attendant attitudes and behaviour were major factors that influenced preferences for facility-based providers 

of ANC and childbirth care. Positive HCP attitudes and behaviours were key attractants for women who wanted 

to receive maternal care in a clinic, hospital, or health center during antepartum and intrapartum. Women 

across rural Africa preferred to receive antenatal and childbirth services from facilities that employed caring, 

considerate and sympathetic HCPs, further expressing that health facilities with cruel, insensitive and 

degrading attendants increased the odds for negative maternal experiences and outcomes. HCPs with great 

interpersonal abilities and communication skills were believed to increase the likelihood of positive pregnancy 

and birth outcomes. In some communities, women mainly preferred male HCPs to attend their antenatal 

check-ups and childbirth because they were kinder and more personable than female HCPs. For others, HCPs 

from private health facilities were particularly perceived to have more positive attitudes and behaviours, 

forming better overall interpersonal relationships with their patients. Private health facilities were also 

favoured over public (government) health facilities, such as primary health centers, for better reflecting patient 

desires and opinions during maternal care provision. Some women praised private health facilities for better 

addressing service users' health concerns. Private health facilities were further favoured as sources of ANC and 

childbirth care over public health facilities because they had shorter queues and faster maternal care services. 

Considering the physical and emotional tolls of labour, the welcoming nature of reception staff to labouring 

women was an appealing factor for women who preferred a facility delivery. 

Fear was another factor that contributed to women's preferences for formal ANC and childbirth care. With 

reference to their own or others' negative previous experiences with childbirth complications, such as 

excessive bleeding, many women preferred facility-based childbirths. Women with positive previous childbirth 
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experiences, such as successful and uncomplicated deliveries in health facilities, also preferred to seek the 

same services again. Others who had poor previous birth experiences with a CBA alternatively preferred 

institutional delivery care. As an influential factor for many labouring women, fears were often derived from 

community experiences largely based on one's own or others' experiences. These fears included fears of dying 

while giving birth, fears of infection during pregnancy and childbirth, fears of infecting their child, fears of 

infecting an inexperienced and untrained TBA, and fears of experiencing complications in a domestic setting 

under the supervision of untrained CBAs.  

Comfort was another factor that explains women's preferences, especially amongst those who highly valued 

privacy. Facility-based services that provided privacy were preferred by many women who were concerned 

about giving birth in open settings and having private parts exposed to strangers. Private health facilities were 

desirably said to provide women with more control over choices regarding their care than in public facilities. 

With concerns of privacy heightened during exposure to male HCPs, relatives, or neighbours, such control was 

very important to women. Female HCPs were particularly favoured by some women for better protecting 

privacy, integrity, and secrecy, as well as being able to build a close rapport with labouring women. Some 

women preferred facility-based care because they were especially comfortable and confident when receiving 

evidence-based care from experienced HCPs over inexperienced HCPs and interns. 

During antepartum, facility-based antenatal visits were preferred because of the provision of quality dietary 

advice, health education and information about physical adaptations. Education and health promotion were 

considered essential to pregnant women for successful maternal and neonatal outcomes. Facility-based ANC 

was also preferred because mandatory clinic attendance cards were required to facilitate facility-based 

childbirth; these cards were only provided as incentives for making a certain number of facility-based ANC 

visits. During intrapartum, some women credited their preferences for facility-based childbirth to the 

promotion, encouragement of, and sensitization to, the significance of skilled childbirth during facility-based 

ANC visits. Moreover, knowledge and awareness of their health status during pregnancy also helped make 

facility-based deliveries the favoured choice. While health facility attendants educated and advised women 

about various maternal health and child health matters, traditional care-takers were often unable to educate 

and give evidence-based advice to women. 

 

Accessibility to formal maternal care: Facility-based care, particularly care provided in government hospitals or 

other public health facilities, was preferred by some women for being cheaper than other formal maternity 

care settings in or near their communities. In contrast, others wanted maternal care from private facilities 

because it was cheaper and more affordable than public facilities in or near their communities. In terms of 
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social accessibility, women preferred formal ANC because leaving the household enabled them to attain 

empowerment, greater freedom, and control over their pregnancies. Facility-based childbirth care from HCPs 

favourably helped women avoid the social pressure of delivering in front of relatives who might judge the 

progression of, and their behaviour during, labour and delivery. Facility deliveries were also favoured because 

they helped women with adverse health conditions, such as HIV, avoid the stigma and discrimination that 

would have accompanied their health status in a traditional childbirth setting. 

 

Cultural and religious norms, beliefs, and obligations: In some communities, a modern shift in the traditional 

childbirth norms, owing to increased awareness of the high mortality rates and of the dangers associated with 

pregnancy and childbirth, shaped some women's preferences for facility-based childbirth care. Health facilities 

that respected cultural beliefs and provided culturally sensitive maternal care were favoured in several rural 

populations. Some women preferred to deliver in a formal health setting with mature, female health 

attendants from their own culture or at least a facility attendant that was familiar with their culture and willing 

to follow-up patients in the community. 

Some women preferred health facilities that respected their religious beliefs and provided religiously sensitive 

maternal care. Adherence to religious interpretations and obligations was especially important for service users 

during ANC checkups and childbirth. Adherence to religion played a key role in the conditions and 

circumstances that women desired in health facilities. Muslim women, in particular, preferred facility-based 

maternal services from HCPs that respect Muslim women's maternity care needs and enable certain religious 

practices. Female, Muslim HCPs were deemed the most compatible and thereby the most favoured care-takers 

since they shared the same faith, thus enabling the women to protect the sanctity of their bodies and to follow 

other religious obligations. 

 

3.4.3.2 Factors Contributing to Preferences for Traditional Maternal Care 

Perceived need of formal maternal services: During antepartum and intrapartum, some women voiced that 

they preferred traditional maternal care due to the greater quality of care from traditional sources. Provider 

skills were considered by many women when reporting the reasons for their traditional care preferences. TBAs 

and select other CBAs were the preferred ANC and childbirth care attendants, at or near home, because they 

were believed to possess crucial skills for the following: providing constant psychological support and advice; 

assessing the stage and progress of labour; detecting danger signs; identifying the position of the fetus and 

correcting the position, if necessary; managing obstetric complications with native interventions; providing 
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comprehensive and consistent assistance during and after childbirth; referring those with labour complications 

to the health facility. In addition, TBAs and select other CBAs were preferred because they were perceived to 

be the only ones competent enough to prevent, cure, or manage medical or transcendent complications that 

could affect the fetus or mother. TBAs were said to best meet women's compassionate care service 

expectations throughout rural Africa when it came to the following: massaging women during ANC checkups; 

hand-holding while repositioning the fetus; massaging the labouring woman's abdomen to facilitate smooth 

delivery; holding the labouring mother during delivery; providing constant support and counsel during and 

after childbirth. Perceptions of over-tasked HCPs or lack of available HCPs in local health facilities further 

contributed to preferences for traditional ANC, while shortages and unavailability of equipment, supplies, and 

drugs required for adequate maternal care in health facilities contributed to preferences for traditional births. 

Labouring women were often required to purchase their own medicine and supplies from pharmacies. Women 

also preferred traditional births due to long waiting times and lack of immediate childbirth care in health 

facilities. Attendant attitudes and behaviours were one of the major contributors to women's reported 

preferences across rural Africa. Rude, abusive, insensitive, or deliberately negligent HCPs drove women 

towards traditional ANC and traditional births at or near home, under the guidance of traditional care-takers or 

self-care. Many women preferred TBAs or other CBAs to attend their pregnancy check-ups and supervise their 

childbirth because they were more sensitive, caring, hospitable, affectionate and carried a more positive 

presence than HCPs. CBAs were said to first attend the mother before discussions about payment, making the 

women feel that CBAs cared more about women's welfare than payment.  

Trust in traditional care and care-takers contributed to preferences for traditional maternal services. Greater 

trust in the assistance of TBAs and other CBAs, as well as the promotion of traditional homebirths by trusted 

and revered community members, were particular reasons why childbirth at or near home was desired. In 

contrast, HCPs were seen as strangers. Their professional integrity was also questioned, with accusations that 

they extorted bribes from patients in exchange for high-quality ANC and childbirth care. Some women simply 

trusted their own guidance and ability to undergo labour and successfully deliver without any assistance, 

especially assistance that came from HCPs. Accordingly, trust in one's own experiences to recognize 

complications and low perceived susceptibility to adverse outcomes fortified preferences for facility-based 

deliveries. In the early postnatal period, several women preferred to receive traditional PNC at or near home 

due to greater trust in TBAs, relatives, neighbours or spiritual attendants, compared to HCPs with the unseen 

baby.  

Fear of facility-based services and care-takers was another factor that influenced preferences for traditional 

care services. Women across rural Africa commonly preferred traditional childbirth care and traditional PNC at 
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or near home due to fears of medical procedures and operations conducted in facilities. There were also fears 

and speculations sparked by recent cases of maternal death in a health facility and fears that vaginal 

examinations with HCPs would cause labour retraction and harm the fetus, as well as degrade the labouring 

women. In a traditional homebirth, vaginal examinations were desirably done when the baby's head crowned - 

in a gentle manner. Other expressed fears included: bad fortunes from a facility delivery, ramifications for using 

non-traditional care, being turned away from a facility for arriving too early while not being active in labour and 

delivering outside of the village premises.  

Traditional birthing care at or near home took place in a familiar environment with known people, which was a 

comfortable and highly preferred birthing environment that many women desired. Health facilities, on the 

other hand, were seen as foreign environments that were not as comforting as traditional sources of care. 

TBAs, relatives and other CBAs were favoured over HCPs for taking women's comfort into account during and 

after childbirth. Examples provided include the following: the freedom to express emotions during labour 

without restrains; use of warm water instead of the cold water used in health facilities; close care and support; 

desired birthing positions; respect for privacy; respect for family members or neighbours who wanted to 

attend. Some women preferred to stay in the community throughout childbirth and puerperium due to 

discomfort with and an aversion for young or inexperienced HCPs who held authority over the women in 

facility settings. They felt passive, helpless and foolish in these situations, and thereby wanted to avoid health 

facilities, especially if staffed by young or inexperienced HCPs.                                                                                                                                   

Two of the major sub-factors pertaining to comfort were birthing positions and privacy. Traditional care-takers 

favourably enabled women to deliver in the birthing position of their choice as guided by their instincts and 

desires without being forced into certain positions. This was especially the case amongst those who preferred 

kneeling or squatting over the more formal supine positions. Traditional childbirth at or near home was also 

preferred due to concerns about giving birth in open, crowded rooms and exposing private parts to strangers. 

A traditional birth favourably enabled women to have control over who was allowed in the room and to cover 

specific body parts that they wanted to conceal for integrity purposes. 

Information, knowledge and awareness were also factors that influenced expressed preferences for traditional 

maternal care. Women accredited their inclination towards domestic childbirth care outside of formal care 

settings to the reception of insufficient counsel about the significance and benefits of facility-based childbirth 

during clinical ANC visits. In other communities, some preferred traditional childbirth care because that was the 

only type of care of which they were aware. This lack of information and resultant lack of knowledge and 

awareness led some women to prefer what they expected would be a simple childbirth without the need for 

professional assistance. In some cases, many women who did have information about facility-based childbirth 
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care believed it was only necessary and beneficial for managing childbirth complications that a CBA could not 

manage. To some women, facility-based childbirth under the guidance of a skilled attendant did not necessarily 

guarantee safety from poor outcomes. Likewise, facility-based PNC was deemed only to be necessary when 

serious complications arose after childbirth.   

 

Accessibility to formal maternal care: Traditional care was preferred at or near home from TBAs, other CBAs, or 

self-care because it was physically closer and required shorter travel time, if any, to access and have assistance 

during childbirth and puerperium. Traditional care was an easier and more convenient choice. TBAs, relatives, 

and other CBAs often lived nearby to service users and were available to provide prompt childbirth assistance 

at an instant's notice, even at night. In contrast, HCPs often lived in other communities and were thereby 

relatively harder to access and unavailable for immediate care. Lack of reliable transportation options, 

including emergency childbirth ambulances, was another factor that influenced the preference to remain in a 

domestic setting during childbirth. Additionally, rough topographical conditions and dry weather conditions 

that impact whether one can reach a health facility contributed to the preference of a traditional birth around 

the home.  

Cheaper costs of staying in the community and receiving affordable assistance from a CBA or opting for self-

care was a major factor that influenced rural women's expressed preferences for traditional childbirth care and 

PNC at or near home. In contrast, facility-based maternal care required finances for transportation, health 

services, and care supplies.  Contrary to a facility delivery, a traditional birth at or near home, such as in a 

traditional maternity home, did not incur supply and transportation fees. In addition, a traditional birth was 

favoured because of flexible payment time-frames and payment options for services provided by CBAs, such as 

through non-monetary items or social favours. 

Traditional maternal care was also preferred since it enabled women to resume and attend to their subsistence 

activities and multiple household responsibilities, such as caring for children. Opportunity costs that result from 

health facility attendance further encouraged women to stay at home. Some women wanted to stay home for 

childbirth and the postpartum period to prevent unfaithfulness from their husbands, HIV infection and marital 

and family dysfunction during the women's absence. A traditional birth at or near home was favoured over an 

institutional birth because health facilities were deemed socially restrictive for prohibiting relatives or 

neighbours from accompanying labouring women into the labour ward. On the other hand, the social 

permissiveness of CBAs to let relatives and other community members into the delivery room enabled women 

to receive highly-coveted physical, emotional and social support during delivery. The accommodation of 
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relatives and other community members was also desired because it helped women avoid feelings of 

loneliness.  

In several rural communities, a traditional birth with the assistance of a CBA or through self-care was the 

desired custom that enhanced a mother's social status and standing within her family and the community. It 

helped women avoid the stigma attached to a professionally assisted childbirth in a health facility. This 

included negative labels about labouring women's weakness for relying on modern care-takers, drugs and 

equipment. Moreover, some women particularly favoured self-cared homebirths because they brought high 

levels of reverence and recognition as a real or strong woman. Others did not want skilled childbirth assistance 

from a facility-based source because it was perceived as ill-fated, shameful, and associated with unfaithfulness 

and deceit about the father of the baby. Skilled, facility-based childbirth would be a detriment to a mother's 

social status. In terms of gender and age, TBAs were favoured because they tended to be female and often 

older, while facility staff members were often male. 

  

Cultural and religious norms, beliefs, and obligations: In many rural populations, traditional childbirth care and 

traditional care-takers, namely TBAs, were perceived to be the standard providers, having spanned 

generations. Childbirth was culturally seen as a natural process that should take place at home following local 

customs and traditions, while health facilities were mainly treatment centers for abnormal situations. Some 

women preferred childbirth care and PNC at or near home from CBAs, especially TBAs, spiritual healers, or 

grandmothers, as they held the role of primary maternal care attendants in the local culture. Others preferred 

traditional births because they did not want to be seen by health attendants that were strangers to their 

culture. Cultural practices and beliefs strongly contributed to the preference of traditional maternal care over 

formal maternal care. In several rural populations, CBAs favourably attended to, supported, or took 

consideration of valued customs and practices during childbirth and puerperium. Examples of critical cultural 

practices that contributed to preferences for traditional care during intrapartum included the following: 

keeping the blood lost during childbirth within the household to protect against witchcraft; customary 

announcements of a baby's arrival to the community; application of concoctions to prevent labour 

complications; application of concoctions to facilitate simple delivery. Examples of critical cultural practices 

that contributed to preferences for traditional care during postpartum included the following: retrieval and 

burial or aerial fixation of the placenta, often around the woman's home; performance of postnatal rituals with 

herbs; application of concoctions to prevent postnatal complications; re-infibulation; clamping the baby's 

umbilical cord and applying charcoal powder and herbal extracts to the cord stump; giving a mixture of boiled 

water, sugar and salt to babies to cleanse their stomachs, ease digestion and boost immunity. 
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A reason health facilities were not favoured was because they did not accept cultural practices or provide 

culturally sensitive services, some of which were perceived to be important for preventing misfortune on 

newborns. One key example of the health facilities' poor appeal is the anger caused by their disposal of 

placentas against the desires of the women and their families. A traditional birth was also preferred because 

facility-based deliveries were considered a taboo that brought repercussions to families, including obstetric 

complications and maternal or infant death. The wish to carry out traditional postnatal customs involving the 

mother and the newborn also kept women at home after delivery. In populations where the mother and 

newborn were believed to be vulnerable to witchcraft, women wanted to stay in their own premises for the 

first 40 days after delivery so they can use traditional customs to fend off witchcraft and evil spirits. Some 

preferred a traditional PNC because they had to remain in seclusion at home with their baby during 

postpartum for at least a week after delivery. This tradition went up to three months with twins, which would 

include the in-house seclusion of the mother, the babies and the placentas. The purpose of such seclusion was 

to prevent diseases caused by people with the 'evil eye' and to give the mother time to recover from delivery in 

the comfort of her home.  

Adherence to religious obligations contributed to the desired provision of services. Religiously sensitive 

childbirth services at home were desired by some Muslim women due to the significance of protecting the 

sanctity of the female body in Islam, consuming halal meals, and having a quiet place for prayer. Relative to 

CBAs, HCPs were less religiously sensitive to some Muslim women's religious obligations and needs. 

Complicated births were considered cursed and only religious intervention from a spiritual or traditional 

attendant throughout the intrapartum period was believed to result in a positive birth outcome. Some women 

believed that irrespective of where one gives birth, complications and maternal death would occur for those 

being punished for past transgressions. As a result, they wanted homebirth because facility-based childbirth 

was considered futile even during complicated situations as only a deity could protect them from maternal 

death. 

 

3.4.3.3 Factors Contributing to Preferences for Traditional and Formal Maternal Care 

Perceived need of formal maternal services: Amongst some rural populations, preferences conditionally shifted 

from traditional to formal maternal care throughout the continuum of maternal care. There were women who 

preferred traditional ANC, either through self-care or assistance from a CBA, because normal pregnancies were 

not believed to require medical intervention. Preferences shifted to facility-based ANC only when the 

pregnancy became abnormal due to complications, which were believed to be best managed by HCPs. 

Likewise, many women across rural Africa voiced a preference for traditional childbirth care as the first line of 
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care for 'normal' childbirth, but indicated that their preference shifted towards facility-based childbirth care as 

the second line of care or last resort as soon as a complication arose. Similar transitional preferences were also 

expressed from normal puerperium to abnormal puerperium, such as following the onset of birth recovery 

complications. Health facilities were merely treatment centers that were better equipped to handle pregnancy, 

labour and childbirth, and puerperal complications than a traditional care provider. However, some women 

with transitional preferences contrariwise preferred traditional care for abnormal or unnatural maternal 

problems and formal care for normal or natural maternal problems. These women saw abnormal problems as 

transcendent complications that were caused by witchcraft, which they believed would be best handled by 

traditional healers or spiritualists. Facility-based care, on the other hand, was only favourable for problems it 

was perceived to be adequate to treat: normal or natural maternal complications. In other cases, there were a 

few women who believed that birth was a natural occurrence regardless of the source of care. They felt that 

either formal or traditional care was suitable for childbirth care, with no specific preference.                                                                      

Many women across rural Africa preferred to initiate facility-based ANC later on between the middle of the 2nd 

trimester to the beginning of the 3rd trimester after having traditional ANC in the earlier months. This 

traditional care can include traditional-care takers who provide basic check-ups, or self-care and management. 

One factor that influenced the desire to delay the first clinical visit was the perceived poor quality of facility-

based care, including poor HCP attitudes and long waiting times. Clinical visits in the early months were 

thereby believed to be inconsequential. Delayed first clinical visits were also preferred by women who had 

successful previous experiences where they did not experience any serious problems in the early months. 

These women believed they could self-manage pregnancy early on with limited or without professional checks. 

In other cases, the pregnancy had to be internally felt, externally visible and finally confirmed by a CBA, often 

an elderly woman, before booking a first clinical ANC appointment. The underlying factor pertained to fear of 

poor fortunes and bad luck for revealing pregnancy to the public, including HCPs, before it was evident. 

Women believed that confirmation of their pregnancy from a trusted CBA would help them evade any bad luck 

that could result from poor concealment. Others fears that contributed to preferences for late or irregular 

formal ANC following early traditional ANC included traditional fears that pregnant women in the early period 

of pregnancy are vulnerable to witchcraft and the fear that relatives or the public would find out about their 

pregnancy. Native healers were believed to possess abilities to fend off witchcraft, helping to conceal and 

protect the mother and fetus from bewitchment. Fear of revealing their pregnancy to the public, including the 

school administration or health facility staff, was based on concerns that their parents would be notified of the 

pregnancy.   
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Accessibility to formal maternal care: Early ANC outside of a facility and later facility-based ANC was preferred 

due to issues with proximity, transportation, crossing rivers during the rainy season, and financial constraints. 

Women also wanted late initiation due to feelings of shame for visiting the clinic with torn clothes or tight 

dresses, having too many pregnancies, or being over 40 years old and pregnant. 

 

Cultural norms and beliefs: Cultural beliefs and traditions of concealing pregnancy in the early months of 

pregnancy shaped some women's preferences for more traditional ANC at or near home in the earlier months, 

often well into the 2nd trimester. The pregnancy is traditionally revealed following successful childbirth or 

when the pregnancy was visible through the shape of the abdomen. Such norms influenced some women's 

preferences for the uptake of facility-based ANC after the pregnancy became physically visible or when women 

were nearing childbirth.   

 

The CERQual assessment resulted in final classifications of the overall confidence in each review finding as 

'high,' 'moderate,' 'low,' or 'very low' [216]. The summary review findings and the CERQual assessments are 

presented below in Table 3.6. Refer to Appendices 3.4-3.6 for overall confidence assessments and 

explanations for confidence assessments of each finding. 

 

Table 3.6 Summary of Narrative Synthesis Findings  

Review Findings (sub-themes and 

summaries)  
Contributing Studies  CERQual Confidence in the Evidence  

Formal maternal care 

Attendant capacity and technical 

competence - Greater training and 

technical abilities of HCPs in 

providing maternal care contributed 

to preferences for formal care. 

[119, 120, 130, 136, 139, 140, 187-194, 196, 

198, 201-203, 205, 208, 211, 212, 214] 
Moderate confidence  

                                                 

Availability of resources - Contrary 

to traditional care, facility-based 

services were preferred because of 

the availability of necessary 

personnel, equipment and supplies 

for maternal health services (e.g. 

 

[120, 136, 139, 189, 190, 194, 202, 205, 208, 

213-215] 

 

Moderate confidence  
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health status assessments) 

Attendant attitudes and behavior - 

Preferences for facilities that 

employed caring, considerate and 

sympathetic HCPs, as well as 

welcoming reception staff.  

[119, 128, 136, 140, 190, 191, 193, 194, 208] Low confidence  

                                                              

Previous experiences - Positive 

previous experiences in health 

facilities and poor previous 

traditional care experiences in a 

domestic setting contributed to 

preferences for maternal care. 

[119, 136, 140, 187, 194, 208, 210, 215]                               Moderate confidence  

                                                            

Fear of complications and death - 

Fear of infections, birth 

complications and death under the 

guidance of unskilled attendants 

contributed to preferences for 

facility-based care. 

[120, 128, 201, 204, 212, 214] High confidence  

Comfort and privacy - Preferences 

for facilities that provided the user 

greater control of their 

surroundings, including privacy 

desires.   

[128, 136, 187, 193, 194] Moderate confidence  

                                                  

Information, knowledge and 

awareness – Maternal health 

education at health facilities and 

increased knowledge and awareness 

of the significance of skilled 

maternal care contributed to 

preferences for formal maternal 

care. 

[130, 136, 139, 187, 190, 192, 196, 208] 
 

Moderate confidence                 

Costs and affordability - Preferences 

for health facilities that provided 

cheaper services.  

[136, 189] Very low confidence 

                                                                       

Social pressure - Preferences for 

facility-based services because it 

empowered women to visit a facility 
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on their own accord and enabled 

women to avoid social pressure and 

stigma during homebirths. 

[139, 196, 208] Low confidence  

Cultural norms - Shift in cultural 

norms towards facility deliveries 

contributed to preferences for 

formal maternal care. 

[130, 140, 198, 211] Moderate confidence  

Religious beliefs and obligations - 

Preferences for health facilities that 

provided religiously sensitive 

maternal care and respected 

religious obligations and needs. 

[120, 128, 211] Very low confidence 

Traditional maternal care 

Quality of care - Traditional 

childbirth care preferred because of 

the poor quality of facility-based 

maternal care.  

[193, 199, 205]          Low confidence                          

Attendant capacity and 

competence - TBAs and other CBAs 

were preferred for being most 

competent in managing normal 

childbirths. They were also believed 

to have greater abilities in detecting, 

curing and managing complications.  

[96, 136, 139, 141, 189, 194, 199, 201, 204, 

205, 210, 211, 215]                                                                          
Moderate confidence  

Availability of resources - 

Equipment, supply, and drug 

shortages, as well as long waiting 

times in health facilities contributed 

to preferences for traditional births.  

[191, 196, 210]                                                                                                                         Low confidence                

Attendant attitudes and behavior - 

TBAs and other CBA were preferred 

for being more affectionate, 

sensitive, hospitable, and positive 

than HCPs.  

[120, 133, 140, 192-195, 197, 199-201, 204, 

209-211]  
Moderate confidence                       
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Previous experiences - Traditional 

births were preferred because of 

positive previous experiences with 

traditional births.  

[140, 141, 197, 202, 204, 205]                                  Moderate confidence                     

Trust - Greater trust in CBAs, 

traditional childbirth care and PNC 

practices, or self-care, over HCPs 

and health facilities contributed to 

preferences for traditional maternal 

care. 

[96, 141, 191, 195, 196, 198-200, 202, 205, 

211]                                                                                                           
Moderate confidence  

Fear of medical interventions - Fear 

of facility-based services and related 

consequences of receiving facility-

based care contributed to 

preferences for traditional maternal 

care.  

[130, 133, 139, 191, 194, 203, 206, 207] Low confidence                    

 

Comforting environment - Domestic 

settings were preferred for being 

more familiar, whereas health 

facilities were seen as foreign 

environments. CBAs helped to 

provide this desired environment by 

taking consideration of user comfort 

(e.g. birthing position), while HCPs 

were adjudged to be less 

accommodating. 

[96, 104, 139, 141, 194-196, 199-202, 204-

207, 209, 211]   
Moderate confidence                          

 

Privacy - The lack of privacy in 

health facilities (e.g. exposure of 

private parts to strangers) 

contributed to preferences for 

traditional births. In domestic 

settings, women possessed greater 

privacy. 

[104, 128, 187, 193, 197, 199, 202, 207, 210, 

211] 
High confidence         
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Knowledge and awareness - Lack of 

knowledge and awareness about 

maternal health, as well as 

misconceptions about the perceived 

insignificance of formal care for a 

normal birth and puerperium, 

shaped some women’s preferences 

for traditional care. 

[120, 133, 139, 140, 188, 191, 196, 197, 199, 

205, 206, 209-212] 
Moderate confidence                                  

Shorter distance and convenience - 

Traditional births were favored for 

being closer and more convenient 

than institutional births. 

[96, 120, 139-141, 188, 197, 199, 202, 204, 

210]                                                 
High confidence                                 

Transportation and topographical 

difficulties - Lack of transportation 

options, poor roads, poor terrains 

and poor conditions contributed to 

preferences for traditional maternal 

care. 

[139, 140, 188, 191, 210] Low confidence               

Costs and affordability - Preferences 

for traditional births because of 

cheaper costs (services, 

transportation, emergencies) and 

longer repayment time frames than 

in health facilities. 

[96, 120, 133, 139, 140, 189, 191-193, 197, 

207, 210]                                                                                                  
High confidence             

Social constraints - Domestic chores 

and responsibilities, as well as social 

permissiveness of CBAs in terms of 

family accommodations during 

maternal care contributed to 

preferences to stay away from 

facility-based care. 

[96, 133, 139, 191, 196, 197, 199, 201, 205, 

206, 211] 
Moderate confidence                                  

Social status - Preferences for 

traditional care were also affected 

by the enhanced social status that 

comes with traditional care and 

diminished social status that comes 

with facility-based care. 

[133, 195, 196, 199, 204, 211]                                            Low confidence         
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Cultural norms - Traditional births 

were favored because they spanned 

generations and were considered to 

be the ‘normal’ type of birth. 

[120, 133, 139, 140, 193, 195, 196, 199, 201, 

203, 205-207, 211, 212]                                                                    
High confidence                      

                                                                     

Cultural beliefs and obligations - 

CBAs provided culturally sensitive 

care and enabled cultural practices 

during childbirth and postpartum 

(e.g. burying the placenta).  

 

[130, 141, 189, 191, 195, 197, 199, 200, 205, 

211]                                               

Moderate confidence 

Religious beliefs and obligations - 

CBAs favorably provided more 

religiously sensitive care than HCPs. 

Beliefs that only God can manage 

complications also contributed to 

preferences for traditional maternal 

care. 

[120, 128, 139, 197] Low confidence                     

Traditional and formal maternal care 

                                                                

Necessity of skilled care - 

Preferences for traditional 

antenatal, childbirth and postnatal 

care as a first line of care for 

‘normal’ situations transitioned into 

preferences for facility-based care 

throughout the continuum of 

maternity as a secondary resort 

(treatment center) during the onset 

of complications. 

[120, 139, 140, 188, 189, 191, 192, 196, 199, 

201, 205, 206, 210-212, 215] 
Moderate confidence                         

Previous experiences - Successful 

previous pregnancies and resultant 

beliefs to adequately self-manage 

contributed to preferences for early 

traditional ANC and late or irregular 

formal ANC visits. 

[141, 213] Moderate confidence  
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Fear of poor fortunes - Fear of bad 

luck and witchcraft from revealing 

pregnancy in the early months 

contributed to preferences for 

public concealment and thereby 

early traditional ANC outside of a 

facility setting, followed by late 

initiation of formal ANC. 

[213, 214] Moderate confidence  

                                                                        

Poor physical and financial access - 

Longer distances, difficult 

transportation and topography, and 

high costs of facility-based ANC 

contributed to preferences for early 

traditional ANC and late initiation of 

formal ANC. 

 

[213] 

 

Very low confidence  

Social concealment - Concerns 

about shame that could result from 

unsuccessful pregnancies, poor 

physical appearance, and old age 

contributed to preferences for early 

traditional ANC at home and late 

initiation of formal ANC in a clinic. 

Hiding pregnancy from relatives and 

the public eye also contributed to 

preferences for later initiation of 

formal ANC 

[104, 213, 215] Moderate confidence  

Cultural norms and beliefs - Cultural 

beliefs and traditions about 

concealing pregnancies in the early 

months contributed to preferences 

for early traditional ANC and late 

initiation of formal ANC. 

[104] Very low confidence  

 

 

3.4.4 Relationships Within and Between Studies  

Younger women and primigravidas tend to prefer regular ANC services from clinics than older women, who 

relatively preferred infrequent visits or traditional sources of care [213]. According to 7 studies, older women 

mainly preferred childbirth care at or near home, with or without assistance from a CBA [133, 188, 199, 200, 

204, 205, 210]. Likewise, multiparous women commonly preferred traditional childbirth and PNC care at or 
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near home [190, 195, 198, 200, 201, 204, 209]. Perceptions of experience with maternity, as well as the need 

to attend to household tasks and chores, may have influenced these age and parity related preferences 

throughout the continuum. Positive previous childbirth experiences could contribute to perceptions of low 

susceptibility to complications during subsequent births, leading to minimal inclinations to use evidence-based, 

formal maternal care. The greater household responsibilities of multiparous women compared to nulliparous 

and primiparous women, including caring for multiple children, could contribute to their preferences to stay 

home for maternal care. In several rural communities, women with at least some formal education mainly 

preferred formal maternal care under the guidance of HCPs [119, 141, 198, 202, 205, 208, 210]. This may have 

been due to greater knowledge, awareness, and understanding of the risks of maternity and the significance of 

professionally trained attendants in reducing poor maternal and neonatal outcomes. Women with some formal 

education may also have greater employment prospects, income, and the ability to seek facility-based care 

than women without any education.              

In 9 studies, married women wanted to receive traditional childbirth care and PNC at or near home in a 

traditional setting [104, 141, 191, 193-195, 197, 201, 206]. This could have been influenced by the reduced 

decision-making power of married women among their nuclear and extended families. Other contributing 

factors may stem from cultural and religious beliefs about the exposure of married women to strangers in a 

public facility setting. Women with a pre-existing life-threatening health infection preferred to receive formal 

ANC in a clinic setting [192]. In 8 studies, women with a history of health complications during previous 

pregnancies or as identified during ANC near the time of data collection of the primary studies preferred 

clinical facility-based childbirths [120, 188-190, 192, 198, 204, 208]. Factors that contributed to these 

preferences may be the perceived experience of HCPs, and the perception that HCPs and health facilities have 

a greater ability to manage maternal complications compared to a CBA. Four studies indicated that Muslim 

women preferred to receive either formal care from HCPs that were sensitive to religious obligations, or 

traditional care that enabled them to consider religious requirements, such as the sanctity of the female body 

[128, 187, 193, 198]. However, four studies also indicated that religious norms and beliefs might have minimal 

influence on the preferred sources of care for some Muslim women, as well as Christian women [190, 194, 198, 

206]. 

 

3.5 Discussion  

3.5.1 Key Findings  

This qualitative evidence synthesis identified preferences for both formal and traditional antenatal, childbirth, 

and postnatal care. The major themes correspond with the parent factors that contributed to women's 
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preferences across rural Africa. As shown in the summary table of review findings, though richer data for 

traditional maternal care resulted in a greater number of contributing factors, the sub-themes describing the 

preferences for formal and traditional maternal care were reasonably similar. The perceived need of services 

theme included the necessity and benefits of maternal services offered by a provider. Judgements on the 

benefits and need of services for positive maternal experiences and outcomes were based on general quality of 

care, attendant competence and capacity, availability of resources, attendant attitudes and behaviours, 

previous experiences, fear, trust, comfort, and privacy, as well as knowledge and awareness of maternal risks 

throughout the continuum of care. The accessibility to services theme included the physical, financial and social 

accessibility of services provided by a source of maternal care. The cultural and religious norms, beliefs, and 

obligations theme included norms, obligations and expectations of sensitivity during the provision of maternal 

care. GRADE-CERQual assessments indicated that the confidence in most of the findings was moderate. The 

high end of the average moderate score reflects the quantity of included studies and the range of populations, 

study contexts, and user viewpoints throughout rural Africa. The low end of the average moderate score 

reflects the moderate overall quality of included studies and lack of rich data for some contributing factors, 

such as the availability of resources. 

During the antepartum period, tests and assessments related to the progression of the pregnancy and the 

health status of the mother and the fetus, as well as the management of potential complications, were major 

contributors to women's preferences for formal ANC under the guidance of HCPs. Health education about 

pregnancy, nutrition, and childbirth preparations, along with the incentivized clinic attendance cards for 

making ANC visits, also shaped some women's preferences for formal ANC under the guidance of HCPs. 

However, preferences for early traditional ANC at or near home before facility-based ANC in the latter months 

of gestation were expressed in several study communities. Fear of bad luck and bewitchment from revealing 

the pregnancy to the public, concerns about social image after an unsuccessful pregnancy or a poor physical 

showing at the clinic, as well as positive previous pregnancy experiences that induced self-belief to manage a 

pregnancy without skilled assistance, were major contributors to preferences for early traditional ANC and 

later facility-based ANC. Women across rural Africa also expressed preferences for traditional ANC for a 

normal, uncomplicated pregnancy, in which case clinic visits were deemed unnecessary. When complications 

arose during pregnancy, preferences shifted to facility-based ANC, as formal care was believed to best manage 

abnormal, complicated pregnancies. During the intrapartum period, the promotion of skilled childbirth care 

during ANC and the perceived high level of competence of HCPs in assisting childbirth and ensuring positive 

birth outcomes, in contrast to CBAs, strongly contributed to preferences for formal childbirth care. In some 

populations, preferences shifted from traditional care to formal care during the onset of complications, with 

beliefs that formal care providers (attendants and facilities) were better equipped to manage abnormal 
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childbirth. The perceived high level of competence of traditional and spiritual attendants in facilitating smooth 

deliveries and managing health complications strongly contributed to preferences for traditional care. Positive 

previous experiences with traditional births and the perceived rude, impersonal and neglectful behaviours of 

HCPs compared with the compassionate and hospitable nature of CBAs were also factors in preferences for 

traditional care. Additional factors that contributed to preferences for traditional care included fear of medical 

operations, comforting and private environments, convenience, cheaper costs, social constraints, social image, 

norms, and sensitivity to cultural and religious practices. During the postpartum period, the significance of 

postnatal rituals, perceived competence of CBAs in managing complications, trust in CBAs with the neonate, 

CBAs' care for women's comfort, and easier access to nearby traditional services provision contributed to 

preferences for traditional PNC at or near home. The perceived high level of competence of HCPs in managing 

health risks and ensuring full recovery from childbirth was a crucial factor in preferences for formal PNC. 

Relationships within studies as identified by primary study authors and between studies by the review authors 

showed that older women and multiparous women often preferred traditional childbirth care at or near home. 

This was possibly due to perceptions of lower susceptibility and greater experience to manage their own 

childbirth without professional assistance. Women who were married preferred traditional maternal care, 

which may be due to the influence of relatives and elders, or possibly their lack of decision making power in the 

family unit.  

 

3.5.2 Extant Review of the Literature  

Quantitative studies were excluded from this review due to time, resources, and other pragmatic reasons. Also, 

most quantitative studies relevant to the review topic did not provide a comprehensive understanding of the 

factors that contributed to women's preferences. However, findings from these studies are generally 

consistent with findings from the review, especially for antenatal and childbirth care preferences. A cross-

sectional study in rural Ethiopia reported that women preferred skilled ANC for the availability and provision of 

health assessments to determine fetal wellbeing and fetal positioning [217]. Further corroborating review 

findings, the study reported that user desires to receive vaccination and to deliver healthy, infection-free 

neonates led to preferences for skilled ANC. Consistent with review findings on the influence of social 

inaccessibility on preferences for early traditional ANC and later formal ANC, women in an agricultural town in 

Ethiopia reported wanting informal ANC in a domestic setting due to fears of clinically determined negative 

diagnoses, such as positive HIV results, that would cause community-wide stigmatization and potentially 

damage to their social reputation [218]. Although social inaccessibility, fear, cultural beliefs, and abnormal 

pregnancy influenced preferences for traditional maternal care during antepartum in this review, surveys 
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across rural Africa distinctly found that family preferences, male disapproval, financial constraints, fear of 

obstetric complications, being in a state of good health, limited knowledge about ANC, lack of time, and long 

waiting time in health facilities as reasons for the preference of traditional care during antepartum [105, 218].  

Surveys of women done in rural Zimbabwe and Gambia found that the majority wanted professional childbirth 

assistance in a facility [107, 219]. Some women identified TBAs' poor access to drug supplies and inabilities to 

handle complications as reasons for preferring skilled care, while others conversely favoured TBAs for being 

more helpful, providing confidentiality and expressing sympathy and respect to patients [107]. Closeness to 

home and relatives and greater trust in the experience and competence of TBAs over HCPs shaped preferences 

for homebirths in rural Ethiopia [218]. In a comparative study of predominantly rural women in Nigeria, women 

who preferred TBAs or patronized TBAs, accepted statements that TBAs give better attention, are friendlier, 

desirably pray before providing maternal services, are located closer to patients, and are more accessible [220]. 

HCPs were preferred or patronized during abnormal pregnancies and deliveries for having better equipment 

and training to care for obstetric complications. Discrete choice experiments on rural women's preferences for 

maternal care in East Africa found that women preferred facilities that provided reliable access to medication 

and equipment, positive and respectful attendants, good technical quality and highly trained providers over 

cost, distance and transportation [221, 222]. Some women even preferred to travel to distant facilities with a 

higher quality of services or to receive traditional care at home than to receive low-quality services from 

nearby facilities. Larson et al. [223] found that medical knowledge and provider treatment, as well as the 

interpersonal quality of care, were major attractants. In contrast to findings in the other discrete choice 

experiments [221, 222], access to medical equipment and drugs and privacy were not highly valued. Though 

precipitate labour was not a prominent factor in this qualitative synthesis, a cross-sectional study of Ethiopian 

pastoralists found that women preferred traditional births mainly because of labour that progressed fast and 

gave them no time to reach a health facility [224]. 

A systematic review of traditional medicine in Saharan Africa found that traditional services were sought and 

used more than modern care throughout the continuum of maternal care due to low costs and alignment with 

social, cultural, and religious values, as well as discontent with modern care [225]. Confirming findings from 

this review, late disclosure of pregnancies resulted from cultural beliefs and fears about witchcraft, which 

increased the probability of late facility-based ANC initiation and attendance [226]. Traditional and spiritual 

methods were believed to be the best options for preventing bewitchment, thereby reducing preferences and 

uptake of evidence-based ANC [227]. Studies from various contexts in Asian countries also reported similar 

findings to those of this review. A study in Indonesia found that traditional beliefs, such as beliefs pertaining to 

women's decision-making power and standing in the household, strongly affected preferences for informal 

ANC under the supervision of TBAs [228]. While some Asian women sought facility-based care because of fears 
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induced from previous negative experiences with obstetric complications [229, 230], others sought traditional 

care because of fears induced by routine and life-saving operations [231]. Evidence from the developing world 

strongly indicates that women tend to use the same sources of maternal care if a previous experience was 

successful, but tend to change when a previous experience was not successful [11]. In the review, women with 

successful previous experiences with traditional care or poor experiences in health facilities often wanted to 

receive traditional care in the future. Many studies across Asia also found that comfort was a key factor, with 

women preferring traditional births over institutional births because they were able to give birth in the 

traditionally desired positions [231, 232]. In Indonesia, a qualitative study found that women still preferred 

traditional births in a domestic setting because of the physical and social inaccessibility of health facility 

services [233]. Similar to findings from across rural Africa, homebirths were considered to be more convenient 

due to distance and the need to manage household chores, such as caring for children. Being away from the 

family, especially in facilities that restrict family accompaniment, made facility-based deliveries socially 

inaccessible and undesirable [233]. In addition to comfort, physical accessibility and financial accessibility, a 

study in Laos found that homebirths were preferred due to the upholding of traditional beliefs and practices 

[232]. A study in Bangladesh reported that preferences for traditional sources of maternal care were influenced 

by the preferences of male partners and relatives for traditional maternal care. This may be associated with 

cultural beliefs about gender roles and gender power dynamics, with male partners and relatives, such as 

elders, having a direct or indirect influence on their wives' preferences and ultimate health-seeking behaviours 

[234]. Women with reassurances of positive health status during ANC visits and with a normal start to labour 

also wanted traditional sources as the first line of care [232, 235]. However, when complications arose and 

normal childbirth turned into abnormal childbirth, preferences shifted to the second line of care, health 

facilities. In the postnatal period, a systematic review of traditional maternal practices in Asia found that 

women tend to stay in a domestic setting because the confinement of women was routine after childbirth 

[231]. The reason for this confinement was associated with community perceptions of post-childbirth women 

as weak, fragile, and vulnerable to illnesses. Similar to findings from the qualitative evidence synthesis, other 

factors that kept women at home in postpartum included superstitions, magic, traditional medicine and herbs, 

massaging, and behavioural taboos [231]. Findings on the influence of good interpersonal and technical quality 

of care are however consistent with findings from the review. In contrast to factors identified in the qualitative 

evidence, cultural and religious factors did not greatly affect women's preferences in the quantitative literature 

[85, 93, 107, 219-223]. Overall, the quantitative African studies and the studies conducted across Asia, 

corroborate most review findings that technical quality of care, interpersonal quality of care, previous 

experiences, fear, comfort, physical access, financial access, and social access contribute to women's 

preferences for maternal care.  
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3.5.3 Strengths and Limitations 

The main strength of this review is the systematic identification and synthesis of qualitative evidence from 

across rural Africa, gathering data on preferences for sources of maternal care from women living in rural 

African populations. Sole inclusion of qualitative findings on women's preferences elicited findings that were 

grounded in women's experiences and realities, which increased the likelihood that the findings reflected their 

views. A range of rural women with a variety of demographics, cultures, and communities with different 

challenges and needs were represented in this synthesis. The search strategy was broad and effective in 

gathering relevant studies, but the inclusion of all eligible studies in the review meant the inclusion of low-

quality studies. However, despite some methodological concerns and poor reporting in the lower quality 

studies, they presented authentic and relevant accounts of perceptions pertaining to the context of this review. 

The findings of these studies did not markedly contradict those of moderate and higher quality studies. Inferior 

scores on the CASP rating could also partially be explained by word limits or other editor suggestions of their 

journals. Another strength is the GRADE-CERQual transparent assessment of how much confidence readers, 

including decision-makers and policy-makers, can place on the review findings [181].  

A narrative synthesis of qualitative evidence is a relatively young method of qualitative evidence synthesis, 

with limited reported guidance on how to carry out a qualitative narrative synthesis. As a result, complete 

transparency is an inherent limitation of a narrative synthesis. Unlike other methods of meta-synthesis, 

including the meta-ethnography and grounded theory synthesis, the narrative synthesis is not ideal for 

interpreting evidence and developing explanatory models [176]. Therefore, the reviewers' interpretation of the 

findings is not part of the synthesis. Implementation of tools and techniques to collate the evidence and report 

findings relied on the authors' discretion of best practice, making it difficult for readers to scrutinize 

judgements and decisions. As is the nature of qualitative research, researcher discretion of best practice 

inevitably presents a potential for bias. To enhance transparency and display judgements, the narrative 

synthesis and the tools used for data synthesis were thoroughly described as guided by Popay et al. [176]. 

Though primary authors of studies were contacted to expand on study findings, additional data on participant 

characteristics was only collected or still stored and accessible by a few authors. This limits the authenticity and 

transferability of the identified thematic patterns and relationships between sub-groups across rural Africa. 

Another limitation identified by the CERQual approach is that the majority of the review findings were low to 

moderate in confidence, with only a few high confidence findings. This can limit the dependability and 

confirmability of some review findings. Due to drastic anticipated changes in the scope, methodology, and 

reporting of the review at the outset of the review, an a-priori protocol was not pre-specified and submitted. 

Despite benefits in avoiding deviation, the absence of an a-priori protocol is a limitation as a-priori protocols 

help reduce bias in the review process and increase the transparency of the evidence synthesis.  
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Studies published in languages other than English were excluded from the review, which may have introduced 

a language bias and excluded studies conducted in commonly spoken languages such as French, Arabic, and 

Swahili. The exclusion of studies conducted in French may have contributed to the lack of reports from French-

speaking countries, such as Ivory Coast, Senegal, and Gabon. As some of the studies were conducted over ten 

years ago, it is possible that the data presented in those studies no longer fully reflect women's current 

preferences and needs, thereby limiting the relevance of the findings to future policy and intervention design. 

Over half the studies were conducted in Ethiopia, Kenya, Nigeria and Ghana, which also limits the authenticity 

within the review findings and further limits the feasible transferability of review findings and implications 

throughout rural Africa.  

Only a few of the included studies covered perspectives about women's maternal care preferences after 

childbirth, limiting the credibility and transferability of the PNC preferences and contributing factors. 

Additionally, PNC was considered differently in the included studies, with some studies referring to PNC as the 

immediate care received after childbirth. Other studies only considered visits in the postpartum period that 

were separate from the visit for childbirth as postnatal visits. This can influence differences in the findings. For 

many women, reported preferences for traditional sources of care could have been supplanted by barriers to 

their access to evidence-based maternal health services. In other words, various restraints may have tainted 

their reported or expressed preferences, thereby casting doubts over the credibility and authenticity of some 

preferences. These barriers may have included costs, proximity, transportation, topography, lack of knowledge 

about available modern services, underdeveloped facilities, low decision-making power in the household and 

family, relatives' expectations, and inhibitory traditional or religious obligations. For example, it is plausible that 

a woman who genuinely wanted a facility-based birth, but was hindered by distance or lack of transportation, 

may have rather reported a preference for a more convenient homebirth to primary researchers. Therefore, 

some of the expressed preferences may have been entirely confounded by such barriers. Lastly, relationships 

identified within and between studies are limited in credibility and dependability due to the lack of sub-group 

comparisons, absence of participant data, and large variations in preferences and contributing factors. 

 

3.6 Conclusions 

This review identified that women predominantly prefer formal ANC or a mixture of traditional and formal 

ANC, while traditional PNC was most preferred across rural Africa. Preferences for childbirth care varied with 

many women preferring formal childbirth care, traditional childbirth care, or a mixture of both. The review also 

identified the major deterrent factors that contributed to women's detrimental preferences for traditional 

maternal care throughout the continuum. The first major factor was related to women's perceptions of the 
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necessity and benefit of a provider, under which CBAs and traditional care practices were perceived to be the 

more necessary and beneficial compared to HCPs and facility-based services. The second major factor was 

accessibility to maternal care services, under which CBAs and traditional care were said to be more physically, 

financially, and socially accessible than facility-based services. The third major factor was cultural or religious 

norms, beliefs, and obligations, under which CBAs and traditional care were said to provide more culturally and 

religiously sensitive care. In addition, some cultural practices that were to be conducted in a domestic setting 

conflicted with the provision of facility-based care. These findings suggest that increasing the utilization of 

evidence-based maternal health care and reducing maternal mortality across rural Africa requires formative 

identification of existing resources in target populations, how community members think about and frame 

maternal health problems, and what they consider as priority needs to receiving formal maternal care. In 

consort, there is a need for community-based formative research to reduce contextual uncertainties of target 

populations. Interventions designed with high contextual certainty about target population values and 

preferences, as well as existing challenges and needs, will have a better chance of success in improving 

perceptions, allure and uptake of formal maternal care services.  
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4.1 Abstract 

Background: Underutilization of formal maternal care services and accredited health attendants is a major 

contributor to the high maternal mortality rates in rural communities in Nigeria. Perceptions of poor quality of 

care and inaccessible services in health facilities strongly influence the low use of formal maternal care 

services. Therefore, there is a need to understand local perceptions about maternal health services utilization 

and maternal death. This study thereby aims to explore perceptions and beliefs about the underutilization of 

formal care and causes of maternal death, as well as to identify potential solutions to improve the use and 

reduce maternal mortality in rural Nigeria. 

Methods: Data were collected through 9 community conversations, which were conducted with 158 

community elders in 9 rural communities in Edo State, Nigeria. Data from transcripts were analyzed through 

inductive thematic analysis using NVivo 12 software. 

Results: Perceived reasons for the underutilization of formal maternal care included poor qualities of care, 

physical inaccessibility, financial inaccessibility, and lack of knowledge and awareness. Perceived reasons for 

maternal death were related to medical causes, maternal healthcare services deficiencies, uptake of traditional 

maternal care, and poor community awareness and negligence. Elders identified increased access to adequate 

maternal care, health promotion and education, community support, and supernatural assistance from a deity 

as solutions for increasing the use of formal maternal care and reducing maternal mortality rates. 

Conclusions: Study results revealed that multifaceted approaches that consider community contexts, 

challenges, and needs are required to develop acceptable, effective and long-lasting positive changes. 

Interventions aiming to increase the use of formal care services and curb maternal mortality rates must target 

improvements to the technical and interpersonal qualities of care, ease of access, community awareness and 

knowledge, and allow community members to actively engage in the implementation of interventions. 

Keywords: Maternal death, Maternal care utilization, Rural, Nigeria, Elders, Community Conversations 
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4.2 Introduction 

Accounting for nearly 66% of the global maternal deaths, many sub-Saharan African countries failed to achieve 

MDG 5A of reducing the MMR by 75% between 1990 and 2015 [5]. Today, there is a renewed commitment to 

SDG 3.1 in reaching the target of below 70 maternal deaths per 100 000 live births by 2030 [236]. Africa's most 

populous country, Nigeria, failed to meet MDG 5A with a percentage change in MMR of only 39.7% between 

1990 and 2015 [5]. Recent epidemiological data for Nigeria approximates 58,000 maternal deaths per year, 

which accounts for the highest absolute number of maternal deaths in the world [5]. Although most maternal 

deaths are preventable, the inaccessibility and underutilization of formal maternal healthcare services and 

trained health professionals sustain the high mortality rates across Nigeria and sub-Saharan Africa as a whole 

[5, 56]. Formal maternal healthcare services refer to evidence-based services provided throughout the 

continuum of maternal care by accredited health professionals, often in a health facility setting [56]. Less than 

half of Nigerian women make four or more formal antenatal care visits during their pregnancy, while 

approximately 60% of childbirths have taken place at home since the 1990s [56]. During the postpartum 

period, only about 33% of Nigerian women have utilized formal postnatal care since 2003 [56]. Costs of 

services, distance to health facilities, long waiting times and poor treatment from professional attendants often 

deter Nigerian women from utilizing formal maternal healthcare services [55].  

All parts of the country are affected, but there are major urban-rural disparities in maternal health outcomes, 

in that most maternal deaths occur in rural communities [49]. Disparities are often the result of the unequal 

distribution, physical inaccessibility and financial inaccessibility of adequate maternal healthcare services and 

infrastructure in rural Nigeria [146, 148, 149]. Physical inaccessibility refers to distance, transportation, 

infrastructural, topographical, and resource availability-related barriers to receiving facility-based care.  

Financial inaccessibility can include high costs of transportation to facilities, high costs of medical supplies and 

services, and high costs of emergency care. The provision of maternal health care is the responsibility of three 

tiers in the hierarchical system. The first point of contact and the main source of formal maternal healthcare 

services is a PHC [237]. Rural populations are significantly underserved in Nigeria, which highlights the inequity 

in their ability to access and use adequate PHC services, and ultimately the higher likelihood of maternal deaths 

in rural Nigeria [149, 238]. Accordingly, rural women in Nigeria use modern contraceptives less and have more 

abortions, and receive far less formal antenatal, childbirth and postnatal maternal care than urban women, 

putting them at higher risks for maternal mortality [56, 53]. The continuation of the current trends in 

healthcare utilization amongst rural populations will impede Nigeria from meeting SDG 3.1 by 2030.  
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According to Moore and the World Health Organization [65], respect for elders, approval by elders, and 

adherence to elders' advice is of traditional significance in rural communities. In many rural African 

communities, chiefs and other community elders act as the main opinion leaders and primary decision-makers, 

exerting the most influence on the daily life of community members [65, 239]. In the context of maternal 

health, such stature at the community, household and even individual level enables elders to hold traditionally-

sanctioned influence over care-seeking women and their decisions from family planning to puerperium [132, 

239-245]. In parts of Nigeria, women's decisions on maternity care are largely within the traditional purview of 

leaders in the household or the local community [246, 247]. Community perceptions about health programs 

and health services affect the utilization of health facilities [248]. The perspectives and beliefs of elders can, 

therefore, have a critical influence on whether women seek and utilize evidence-based maternal care. Their 

influence on maternal health indicates that Nigeria must incorporate influential community elders in maternal 

health strategies to help push towards the SDG 3.1 target [163].  

Currently, the lack of evidence and poor understanding of the perceptions of influential elders on maternal 

health contributes to the poor maternal healthcare development, promotion, access and uptake in many rural 

communities. Consequentially, this has hindered the impact and success of national, regional and local 

maternal healthcare programs and services, and thereby the improvement of maternal health outcomes 

throughout Nigeria. This study explored community elders' perceptions of the poor use of formal maternal care 

by women and the causes of maternal death in rural communities in Edo State, Nigeria. It also aimed to identify 

potential solutions that can increase the utilization of formal maternal care and reduce maternal mortality. The 

literature on community interventions indicates that mobilizing community members to take charge of needs 

and tailoring programs to address identified community needs can increase their local acceptability and 

effectiveness [249, 250]. The study will help us understand the local challenges, needs, and priorities, as well as 

the support that communities can provide for women to better access and utilize facility-based care. In turn, 

this can help inform new or existing interventions and increase their acceptability and effect in targeted 

Nigerian communities. Ultimately, the findings will help improve the utilization rates of evidence-based 

maternal care and reduce maternal mortality in study communities, and thereby Nigeria as well.    

 

4.3 Methods 

4.3.1 Study Design 

The authors extracted the qualitative data reported in this study from within a larger, original project being 

carried out in Edo State (Nigeria) by The Women's Health Action Research Center and the University of Ottawa. 
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It was funded through a grant from the Innovating for Maternal and Child Health in Africa initiative, which is a 

partnership of Canada's International Development Research Center, Global Affairs Canada (GAC), and the 

Canadian Institutes of Health Research (CIHR). The goal of the project is to reduce maternal mortality in Nigeria 

by improving the availability, accessibility, and use of primary maternal care services by underprivileged and 

marginalized women in Nigeria. The project employs a mixed-methods approach and is designed as a multi-site 

and multi-disciplinary cluster randomized trial. It was designed to maximize community participation and 

ownership in the design and implementation of community-based interventions across the country. This paper 

focused on and reported findings on elders' perceptions of maternal healthcare utilization and maternal death, 

which was a component of the qualitative segment of the project. A qualitative approach with a phased 

analytic plan that elicits themes was employed.  

 

4.3.2 Research Setting 

With a population of approximately 190 million people, Nigeria is the 7th most populous country in the world 

[251]. With one of the fastest population growth rates in the world, Nigeria has a total fertility rate of 5.42 (live 

births per woman). Nigeria's population is projected to rise to 411 million by 2050, which would make it the 

third most populous country [251]. About 50% of Nigeria's current population is rural [252]. Edo State, which is 

in the South-South geo-political zone, is one of Nigeria's 36 federating States. It has approximately 4 million 

people residing in 18 Local Government Areas (LGAs) [253]. The authors selected to use data from two of the 

predominantly rural LGAs in Edo State for this study: Esan South East (ESE) and Etsako East (EE). Located in the 

riverine and rural parts of the state, the two LGAs combined for a projected population of 399,917 in 2015, 

with ESE accounting for a projected 212,055 and ETE accounting for a projected 187,862 [254]. The project 

leaders selected these LGAs following the preliminary baseline assessments due to their rurality, relatively high 

maternal mortality rates, and low PHC utilization rates among Edo State LGAs. 

 

4.3.3 Participants and Recruitment 

At the baseline stage, project leaders geographically mapped the different communities during a preliminary 

and scoping survey across ESE and ETE. Project leaders identified PHCs in ESE and ETE, as they are the first 

points of contact for maternal care. The larger project chose the nine study communities in Edo determined to 

have traditional age-based hierarchies across the two LGAs for community conversations. Four of the 

communities had a local PHC while the rest did not. Positive social changes in communities require the 

identification and incorporation of the community members who have a significant influence on local decision-
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making [255, 256]. For this study, community elders (≥50 years of age) who were locally recognized as 

influential opinion leaders were the targeted participants. Their position in the traditional hierarchy can help 

garner support for community initiatives, influence modernization of traditional beliefs and practices 

surrounding maternal health, and improve the acceptance, effectiveness and success of maternal health 

programs.  

FO and LN used purposive sampling and putative methods of communication in the study communities to 

recruit study participants. These methods included meeting community chiefs or traditional rulers before 

commencing the recruitment of community members. Accordingly, purposive sampling helped to ensure the 

inclusion of elders who were considered local health influencers and motivators. First, project leaders 

identified trusted indigenous guides in each community, who then introduced the project and the IDRC-

affiliated local research team to the traditional ruler of their community. Afterwards, the local research team 

met with the traditional ruler of each community to explain research purposes, to obtain consent for the 

research, and to request a meeting with elders. Community rulers scheduled meetings with community elders 

for data collection and helped introduce researchers to the participants. The recruitment of elders was 

continued until data saturation was reached [257].  

 

4.3.4 Data Collection 

This study conducted Community Conversations (CCs) with community chiefs and other elders who have a 

substantial influence on local practices. A CC involves members of a community coming together and holding 

discussions about a concern, followed by the construction of resolutions to bring about social changes [258]. In 

accordance, this form of data collection has been found to be effective in some African communities in 

resolving difficult social problems and getting affected communities to control the process of change relating to 

those problems. CCs have helped raise awareness and address a range of issues, such as the following: female 

genital mutilation and HIV screening and prevention [259], as well as mental health stigma among ethnic 

minorities [260] and health issues in rural Native American populations [261]. An assessment of CCs as a 

community engagement tool found that the method helped increase awareness among community members, 

provided a voice for members to share concerns, and facilitated discussions about essential topics [262]. CCs 

effectively created a participative environment, promoted relationship-building and collaboration among 

community members and between community members and external stakeholders in discussing potential 

solutions to identified problems, as well as planning future actions [262]. In rural communities, CCs are 

especially common and effective for transferring information, driving social interactions and change, and 

altering local beliefs [258, 261, 263].    
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For this study, the conversations were designed to enable elders to share and discuss their views and concerns 

about maternal mortality and the use of facility-based maternal health care, as well as to proffer potential 

solutions. These conversations helped to identify local needs, priorities and the support that communities in 

the LGAs can provide and require for women seeking evidence-based services. Proposed solutions to the 

identified maternal health problems lay a foundation for intervention components that would be acceptable to 

specific rural communities. Trained project-affiliated investigators, including FO and LN, and facilitators 

conducted the CCs in Pidgin English and a few in local languages (Ishan and Etsako). During the baseline phase, 

before the formative phase of the project, a baseline study was conducted in 20 randomly selected 

communities in ESE and EE (10 from each LGA). Nine study communities were selected from the 20 

communities based on the presence and residence of influential elders, as well as the traditional rulers ruling 

these communities. Nine CCs were conducted with 6 in ESE and 3 in ETE. Each CC had between 12 to 21 elders, 

which was small enough to allow all members to speak, but large enough to maximize conversations and input 

from elders with different opinions. The CCs were conducted outdoors by means of a CC topic guide designed 

to gather perceptions about maternal health-related topics. A technical committee that oversaw the 

preparation of the research instruments for the larger project developed the guide. The members of the 

committee were familiar with the cultures of the project communities and the pertinent questions for the 

conversations. All the research instruments and procedures, including the CC topic guide, were piloted in a 

suburb of Benin called Oluko with 12 men (≥50 years of age). Meetings had facilitators who guided the 

conversations with the topic guide, which was also designed to involve the participants in problem-solving. The 

facilitators were IDRC project- affiliated field supervisors who held traditional positions, such as chieftaincy, or 

were conversant with the traditions of study communities. These facilitators were experienced qualitative 

researchers who spoke Standard English, Pidgin English, Ishan and Etsako. Facilitators received project-specific 

training in qualitative data collection and in facilitating CCs before fieldwork. FO and LN were senior IDRC 

project investigators who oversaw the recruitment and data collection stages in ESE and ETE. 

At the start of meetings, traditional methods of meeting with the community leader were used, including the 

sharing of kola nuts and requests for traditional prayers for research success. The field investigators and 

facilitators then explained the reasons for conducting the project. Thereafter, the elders engaged in the 

conversations and shared existing problems in maternal care. They were encouraged to partake in proposing 

solutions to identified problems and in community-relevant and appropriate action plans to help improve 

maternal healthcare utilization. Discussions in the CCs lasted for approximately 60 to 90 minutes to give all the 

participants a chance to express their thoughts. The discussions ended when no new topics arose (saturation). 

After the closure of the meetings, resolutions were itemized and read to the elders for respondent validation. 

The elders reviewed the resolutions and thereafter gave feedback on the itemized resolutions. The CCs were 
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audio-recorded and then transcribed verbatim. Thereafter, the transcriptions for each CC were assessed for 

clarity and accuracy. The elders' English responses were transcribed verbatim, while the elders' responses in 

Pidgin English, Ishan or Etsako were translated into English. Literal translation to English was used to preserve 

the elders' responses and to reflect the participants' mindsets [264]. Participants were assigned codes to 

remove any identifying information that could jeopardize their anonymity and privacy. 

 

4.3.5 Data Analysis 

Prior to commencing analysis, audio-recorded conversations were transcribed with the assistance of 

translators. Data from transcripts were analyzed through inductive thematic analysis using NVivo 12 software. 

Study authors followed Braun & Clarke's [265] guide for conducting a thematic analysis as it enabled a 

transparent and rigorous analysis. This is crucial for producing the pertinent information required for the 

study's research approach. The theoretical flexibility of thematic analysis enabled us to analyze different 

aspects of the research objectives, developing or extending understanding of elders' perceptions. It also helped 

reflect the richness, the detail and the in-depth nature of the qualitative data collected in the study [265]. The 

primary and corresponding author independently read the transcripts repeatedly to get immersed in the raw 

data and make a note of initial topics and ideas relevant to the research question. The transcripts were coded 

in an iterative manner, revisiting the transcripts and altering and modifying the codes as reflected by the data 

and the emerging patterns. Excessively detailed word-by-word or line-by-line coding reduces the ability to see 

patterns among and between pieces of data [266]. Lines of text were thereby coded broadly, often ranging 

from a sentence to several sentences, to ensure that the intentions in the participants' views were not lost. 

Many references under each code also included some surrounding data to ensure the context of meaning was 

intact, acknowledging that some texts can be categorized into different codes. The primary author (AWF) and 

corresponding author (SY) then discussed their codes and resolved any differences in coding, after which a final 

consensus agreement was reached. Themes and subthemes were developed from the codes and the dataset 

after making sense of the patterns in the coded data relative to the research question [265]. The final themes 

were validated and were accepted as being representative of the data within the context of the research 

question. The final themes were named to tell the story of the categorized codes. Selected quotes in the 

reporting of findings were chosen to represent a typical response relative to the reflected theme. Saturation 

was reached when no new codes or patterns were identified from the transcript data.  

 

4.3.6 Trustworthiness 
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The trustworthiness of qualitative research is crucial for ensuring a rigorous study that produces findings 

capable of making an impact on policy or practice [267]. Multiple authors are involved in data collection and 

analysis. Following data collection from the CCs, FO and LN employed member-checking in order to receive 

validation and ensure credibility of the proffered solutions. Multiple coders (AWF and SY) were used to 

independently code the data and then to collaboratively refine their proposed codes and thematic patterns. 

Field investigators FO and LN provided feedback. FO and LN have ample experience in reproductive health 

research in rural sub-Saharan Africa and are involved in the larger project as principal investigators. 

Clarifications, project issues, thematic misinterpretations, contradictions, factual errors, and reporting of study 

findings were raised and discussed. A colleague with qualitative research experience was also engaged by the 

primary author to serve as an external auditor and further ensure dependability. To ensure confirmability, the 

decisions made in the research process, starting from the research objectives to the interpretation of findings, 

are thoroughly described, along with examples of data to support findings and conclusions [268]. Data was 

collected from male elders and female elders, the latter having had more direct experiences with maternity in 

their life course. Data was also collected from multiple locations in the two LGAs, thereby involving different 

elders in each community. This data triangulation helped enrich and deepen the understanding of study 

findings [267, 268].       

 

4.3.7 Ethics 

Ethics approval for the larger project was granted by the National Health Research Ethics Committee of Nigeria 

(NHREC) on 18/04/2017. Ethics approval for this qualitative study was received from the University of Ottawa 

Research Ethics Board (REB) on 18/03/2019. Participants were voluntarily enrolled in the study on the basis of 

free and informed consent. Participants were informed that information collected from the research project 

would be used to understand the current community needs, to improve the future usage of evidence-based 

maternal health services, and to improve maternal health outcomes in their community and Edo State. 

Participants were then informed that once they chose to participate, they could withdraw at any time or refuse 

to answer any questions, without suffering any negative consequences. Permission to audio-record the 

community conversations was sought and obtained before data collection. Processes for managing and storing 

the audio files from the CCs were put in place to further ensure confidentiality of study participants. All 

personal identifiers were removed from transcripts and in quoted texts below. However, participants were 

informed that information shared in CCs is exposed to other participants and may be a limit to their overall 

confidentiality due to the inability to completely control the actions of others. Written informed consent was 

acquired from the elders before the commencement of the CCs.   
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4.4 Results 

4.4.1 Characteristics of Study Participants 

A total of 151 men and 7 women between the ages of 50 and 101 partook in the CCs. Most of the participants 

had a formal education at the primary, secondary, or post-secondary level. A few participants had no formal 

education in the past. In terms of occupation, the majority of the participants were either farmers or artisans. 

In terms of religious affiliation, the majority of the participants were Christians, while the rest did not belong to 

any religious affiliation. 

 

4.4.2 Reasons for Underutilization of Formal Maternal Care 

Quality of care- The elders mentioned various reasons related to the quality of care, perceived or actual, that 

contributed to the reduced uptake of facility-based care. A recurrently stated reason was understaffing in 

health facilities, and the corresponding inability of such facilities to meet the needs of their clientele. The lack 

of health professionals in PHCs and even some hospitals was a major deterrent. Several elders exclaimed that 

understaffing issues were the consequence of posted nurses and doctors skipping their work duties at the 

facility. The absence of nurses and doctors prevented community members from receiving skilled care from 

health professionals: 

“this is Nigeria, it is poorly equipped, even the so-called general hospital, I can’t say it’s a no go area, but we all know what 
happens there when you get there, it’s either the doctor is absent or the nurses are absent” (CC 02, ETE, Male) 

 

“may God keep you all, the health center that they said is here there is no nurse where three nurses are supposed to be on 
duty - it is only one nurse you will see, in a week you will not see them - if someone sustains any injury and is rushed there 
you will not see nurses unless you go to the next community which is Ewohimi or Ubiaja for treatment” (CC 08, ESE, Male) 

 

Elders expressed their frustrations with the perceived unprofessionalism of health professionals, including 

those who were absent from workplace duties. They criticized them for not seeming to take their jobs 

seriously, and instead carrying out personal tasks, such as shopping, during work hours:  

“the habit of absenteeism is very common among them let’s say you ask a nurse to wait for you she will go to the market 
until the later hours before she comes back or until the next day. For example, there was a patient brought to the health 

center, there was no nurse to give treatment. The next thing was to take the person to the nearby chemist [collective 
laughter]” (CC07, ESE, Male) 

 

Some health professionals were said to display patient favouritism when deciding which patient to treat first. 

There were also accusations of financial status discrimination in which patients with higher wealth status and 

influence received more prompt treatment and attention than patients with lower wealth status. Some elders 
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accused nurses of not following protocol or fulfilling duties, including by making referrals of patients to their 

own homes and abandoning their facility duties during work hours: 

 “It is not because of the charges, I have never seen anyone who comes back after good care and complains that the money 
is too much and tells other women not to go. The reasons are the nurses are not always on duty for their primary 

assignment, and even if they are there on duty they will take you to their home for treatment or they will refer you to a 
place where by the time you get there, it is the same person who referred you that you will meet there” (CC 07, ESE, Male) 

 

Some patients who were rushed to a health center due to an accident were said to have arrived at a facility 

with no nurse attendants. At the nurses' homes, even when drugs were not present or proper for the required 

treatment, referred patients were sometimes asked to pay regardless of treatment effectiveness. Accordingly, 

nurses were also accused of partaking in drug trafficking by taking facility drugs to their homes and selling them 

off to certain people. Many PHCs were further perceived to provide poor and inadequate care because of 

building erosion, poor sanitary conditions, bat infestations, lack of lighting, lack of boreholes and water, and 

lack of toilets. Poor health facility conditions were believed to contribute to issues with provider retention and 

resultant staff shortages. Bat infestations were a specific reason some nurses and midwives refused their 

postings in certain PHCs, according to a male elder: 

“I remember when they posted a nurse to this health center, she refused to go be posted, her reason is because there is a 
bat in the facility. The problem the bat brings is that it emits worms from its feces, it would be falling into their health 

center, so the nurse refused to go there when they transferred the other woman. She said her health is more important 
than any other thing, she said she does not know what the worms can do, and also the smell of the feces” (CC 05, ESE, 

Male) 
 

In contrast to health professionals, the constant availability of TBAs made them local favourites amongst 

service users, including those with the financial means to use a health facility. TBAs were non-health 

professional attendants who were often older female community members with experience in providing 

traditional care to mothers throughout the continuum of maternity. TBAs were able to provide traditional 

maternal care to women in the service users' homes or in traditional maternity centers. This type of care could 

range from providing advice and social support to pregnant women or new mothers, to assisting homebirths, 

to performing cultural rituals during any maternal period.  

In addition to personnel shortages, some PHCs and hospitals were also thought to provide inadequate and 

improper maternal care due to shortages in medical equipment and drug supplies. Community members who 

wanted to receive facility-based care were sometimes forced to go to another PHC in order to buy drugs. Elders 

had skepticism as to whether this was due to drug supplies being diverted by health attendants for their own 

use or if the facilities were generally undersupplied. Long wait times in health facilities, which were caused by 

health professional shortages and overwhelming demand, encouraged some community members to seek and 

opt for traditional maternal care instead. Long waiting times in health facilities were a source of dissatisfaction 
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and another key factor in the low uptake of facility-based care. Conversely, traditional maternal care was 

associated with prompt, appropriate and attentive care.  

Provider incompetence in providing care was voiced to be another stain on the quality of care in health 

facilities. Elders voiced that lack of skill and low capacity among providers was probably related to poor training 

by the management. Many elders were of the opinion that since nurses and doctors in health facilities were 

underqualified, they are not fully capable of providing high-quality maternal care to women. Additionally, 

nurses were perceived to lack knowledge of how to use new medical equipment:  

“we have a facility here, but we don’t have good nurses and doctors who take care of our pregnant women. Though they 
are trying, we need to have more qualified people. Sometimes when you go there and they want to give an intravenous 

injection, they struggle to see the vein” (CC05, ESE, Male) 

 
“all these things I mentioned, even the so called nurses were seeing them for the first time, so of what use is this plate to  
you, when you don’t know how to use it(some individuals laugh). For example, the suction machine, the nurses there, I 
don’t think they have ever used that equipment since it was brought there, there was another machine there, that is 

supposed to be use for, when checking sugar level, the nurses there I don’t think they know how to use it”(CC 02, ETE, 
Male) 

 

Interpersonal relationships between patients and health professionals were key talking points in the CCs. 

Health facility staff, namely nurses, were alleged to be uncooperative and rude to their patients. After 

questioning the employment of a poorly mannered nurse, a male elder stated:  

 “by the time she came, she started talking so mannerlessly that I don’t know how she got her job so that is the more 
reason people don’t patronize them as such. I witnessed a case where the nurse was telling the woman was I there when 
your husband impregnated you, did you not enjoy the sex, so if you can’t pay the money I will not render you any services. 

This is what is currently happening in the state and everywhere, please you people should caution the health workers here” 
(CC07, ESE, Male) 

 

In contrast, the relatively positive relationships with TBAs or other informal attendants encouraged community 

members to seek out of facility care, irrespective of cost differentials. Traditional care-takers were deemed to 

be more hospitable, caring, and supportive, qualities that attracted some community members towards 

traditional care and pushed clients away from facility-based care.   

Accessibility- In several communities without a local PHC, access to and utilization of facility-based care was 

significantly hindered, with the nearest PHCs being in other communities. The distance to a PHC was thereby a 

major physical deterrent to facility-based care. This was especially the case for those without a local PHC, who 

had to travel to neighbouring villages to access formal maternal care from a PHC. The absence of a local PHC 

was said to force some women to opt for traditional maternal care from local TBAs, who were often nearby 

and readily available. Long distances to a PHC, whether local or in another community, was believed to be the 

most significant barrier to women who experience emergencies, such as from premature labour and births, 
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and need to reach a facility as quickly as possible. One male elder explained: 

“Just like my brother said just now, if an obstetric emergency happens, it is not easy to rush the woman to the PHC for 
emergency maternal care. The situation here is that our source of maternal care is very far from here and we have no road 

to access the facility” (CC 03, ESE, Male) 

 
Some elders identified difficulties in finding the means and modes of transportation to a PHC and receiving 

professional assistance as a hindrance. Women who go into labour late at night or who require immediate 

emergency care were said to be most affected by transportation constraints. Others identified poor road 

infrastructure as a critical barrier to accessing health facilities. They stressed that even with a physically close 

PHC, existing poor road conditions would hinder their community from physically accessing the facility: 

“We don’t have a clinic here, and for the available one in another community, we don’t have the road infrastructure to 
even access it, this is causing us suffering” (CC 09, ETE, Female) 

The unaffordability of care was perceived to be another obstacle for those who wanted to receive skilled 

maternal care. The costs started at home where they would need to pay for transportation, such as a 

motorbike, to get from their residence to the health facility. At the facility, high costs of health services and 

equipment were said to restrain some community members from receiving maternal health services: 

“Yes the charges are too high because here when a woman gives birth to a male child, they charge 10,000, and when they 
give birth to a female child, it is 8,000 so it is high. That is why we decided not to go again, we don’t have that amount to  

be spending, and since you people want to come to our aid we are so happy” (CC 08, ESE, Male) 
 

The elders pointed to proximity, transportation and affordability constraints as prominent barriers to service 

users that sought and intended to receive formal maternal care. However, many women preferred and opted 

for traditional treatment because it was perceived to be less risky than relying on facility-based care. 

Additionally, traditional treatment with the assistance of traditional attendants was cheaper, more convenient, 

and pragmatic.   

Lack of knowledge and awareness- Fears of the repercussions of medical operations on a woman's health and 

well-being pushed some women to opt for traditional maternal care from traditional attendants, thinking that 

the avoidance of health facilities would help prevent complications and operations. Women were said to only 

register and visit a PHC when they felt weak, seeing the facility as a mere source of treatment for when 

problems arise. Some elders also believed that women lacked knowledge and understanding of family 

planning, including about where to receive family planning care before pregnancy or after childbirth. In relation 

to fertility, some women were said to set the fertility cap at whenever they felt weak or too tired to give birth 

to additional children. Others were said to follow traditional family planning in which they kept trying to 
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conceive with the belief that God would cap the number of children they are meant to bare. Elders contested 

that women who opted for such traditional care have limited knowledge, despite thinking they know a lot. 

4.4.3 Perceived Reasons for Maternal Death 

Medical causes- In the CCs, malaria was perceived to be one of the causes of maternal death during pregnancy. 

Pregnant women who were infected with malaria were alleged to be more challenging to treat than non-

pregnant women who were infected with malaria. They explained that some drugs taken in the past for malaria 

by women in a non-pregnant state became dysfunctional when taken during pregnancy. Some elders believed 

that maternal mortality is caused by excess displaced blood in the pregnant woman's body. 

Facility service deficiencies- In reference to women who undergo labour and require immediate medical care, 

PHCs that were not operational overnight were believed to contribute to their potential deaths. Women who 

needed to deliver had to opt for self-care at home or care near home from a non-professional attendant, 

namely a TBA. Others believed that inadequate drug supplies contributed to maternal sickness and possible 

death. The unavailability of drugs especially impacted the timely care of emergency obstetric situations. 

Traditional maternal care- During pregnancy and childbirth, many women preferred and opted for traditional 

treatment with native herbs over medical intervention and professional assistance in a health facility. The 

death of some women who opted for traditional treatment led to beliefs that the utilization of traditional care 

over medical care was the major cause of maternal death. Traditional maternal care was associated with trial 

and error treatments, which made it undependable.  

Poor awareness and negligence- For some elders, maternal death was ascribed to poor awareness of the 

significance of professional care during maternity and the seriousness of maternal health risks. Women's 

negligent disregard of health instructions was also associated with maternal death. Many purportedly opted to 

stay at home instead of going to a PHC for the recommended checkups, unless an abnormality occurred. 

Women were said to snub advice about family planning and physical work during the early trimesters, thereby 

increasing the burden on their bodies. Some women also used malaria nets for farming purposes instead of 

their original purpose in protecting against malaria infection and the associated ramifications for the mother 

and fetus. A man spoke about women who prefer traditional herbs: 

“Regarding the issue with the causes of death of pregnant women, it is because they do not follow instructions. Most of 
these women when they are pregnant, they don’t like to use the hospital, because even though there are specialists there 
that are properly trained to take care of them, instead of going to the health center, they prefer to take traditional herbs”  

(CC 05, ESE, Male) 
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4.4.4 Proposed Solutions 

Improve access to adequate facility services- The majority of the participants in communities with no local PHC 

recurrently proposed the need for a local PHC or a closer hospital. A local health center was perceived to mean 

faster access to skilled labour and delivery assistance, especially during emergency situations. It was also 

favourably associated with shorter distances and convenience, lower transportation fees, easier modes of 

transportation, and the capacity to serve surrounding communities. Ultimately, many elders in communities 

without a local PHC believed that a local PHC would increase access and use of health professionals, as well as 

reduce the number of maternal deaths: 

“if a health center can be built here, it will facilitate the whole issue for our women to meet with the health worker. This 

can also help because the one we have is situated at Eguare, if we can have a centralized one here it would help us to help 

our women and it will also make it possible for other nearby communities to make use of it because the one we currently 

have is far” (CC 01, ESE, Male) 

“if a pregnant woman is in labor, if the woman is rushed to Ubiaja, the next village, before she gets there she may have lost  

strength and died. Also, to be rushed to the nearby health center just to go and deliver there is a whole other issue, please 

we need help in this our community” (CC 08, ESE, Male) 

In communities with easy access to a PHC or hospital, some elders stressed that facility conditions needed 

significant improvements in order to encourage facility uptake. The presence of a health facility alone was said 

to be insufficient by many participants who suggested increased availability of lighting, water supply, good 

equipment, and a variety of drugs for treatment in health facilities. To improve accessibility, several 

participants also recommended operational, round the clock PHCs or hospitals that would be open at all times. 

It was proposed that several health professionals be designated alternating shifts to operate a 24-hr functional 

health facility. For understaffed PHCs, scheduled provider visits were suggested where certain health 

professionals would be stationed at the local PHC on specific pre-determined dates: 

“if you know that a doctor is coming to the health center by Wednesday at least to attend to the pregnant women and 
children, you understand what am saying, then every woman and pregnant child will now know that doctor is coming 

today and they will acknowledge that they should not go to the farm on that day. They should be ready to go and see that 
doctor and present my case instead of going to the general hospital in Agenebode where we don’t know if the doctor has 

travelled” (CC 02, ETE, Male) 
 

In areas where physical access to a destination was hindered by topographical barriers, some participants 

implored the desperate need for road repairs. One participant expressed how building a health center alone 

would not make it accessible:  

“You can see how easy it was when you were entering here. There is no road, people can hardly access it. Even if you build 
a health center here, is it not the road people will still have to pass? So if you help us repair the road, we will really 

appreciate it” (CC03, ESE, Male) 
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Improvements in the technical and interpersonal quality of health professionals were recurrent suggestions. 

Participants principally asked for their health facilities to be staffed with qualified health facility staff that can 

provide adequate maternal care. Across communities, the poor quality of care from health professionals was 

believed to be related to poor training. In view of that, participants recommended training regimens to 

improve the quality of health facility staff, including training to improve referral capacities. Speaking about the 

nurses who struggled to use the suction machine, a participant spoke about training:  

“so what am saying in essence is that these nurses themselves who are supposed to be the ones helping us, they need help 
because to be trained, they need to be up to date with the recent equipments you have in the world today, they need to 

update themselves” (CC 02, ETE, Male) 
 

Participants also suggested inspections and audits of health professionals to assess whether they are doing 

their jobs and behaving properly. Consequential punishments were correspondingly suggested so that other 

health facility staff can learn their lesson: 

“set people up to monitor them, if they are not on duty, punish them. I think other health facility staff will learn their 
lesson. This happened among the teachers, but now other teachers have learnt their lesson, so if it can also happen in the 

health sector, they will also get their lesson” (CC 07, ESE, Male) 
 

Another recommendation was to help locals acquaint with the health facility staff so that they can know the 

people that are working in the facilities and how they function. This acquaintance was especially believed to 

help locals receive primary treatment from attendants who allegedly attended patients by order of favouritism. 

With frustration over attendants' prioritization of money before treatment, it was suggested that the patient's 

health, well-being and care should be attended to first before discussing money. 

Health promotion and education – As a resolution for poor awareness of maternal health, participants across 

the two LGAs implored that community members, primarily women, be educated and enlightened. Some 

participants believed they needed lessons on the differences between facility-based care and traditional care, 

as well as the significance of professional attendance. Enlightening women of the necessity of professional care 

was believed to improve the uptake of health facility services and improve maternal outcomes: 

“the issue of family planning is for women and most women here have not heard of it, so what I think can be done is to 
create awareness for them to have better knowledge of it” (CC 07, ESE, Male) 

 
“I think they should be enlightened, they should know that during pregnancy they are to register with the hospital, not to 
seat at home to enable the nurses to monitor the women and the baby till delivery day. If we continue like this the rate of 

death in mother and child will be reduced” (CC 01, ESE, Male) 
 

Regarding the educators, some participants proposed appointing community contact persons who would be 

lectured by health professionals, and thereafter relay the learned information to their community. A few 
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proposed that health professionals come directly to their community, where they would educate women on 

maternal health and how to reduce the likelihood of death. Some participants alternatively proposed educating 

men first so that they can spread knowledge and awareness to females at home, including on when to refer 

their wives or daughters to the health center. Elders also suggested community education on the proper use of 

health measures designed to protect women and their children from malaria. Accordingly, they indicated the 

need for education on the proper usage of malaria nets and fines for the continued misuse of malaria nets. 

Community support- Several proposals were made involving community support as solutions for improving the 

ability to receive services from health facilities. Community insurance plans involving gradual payments by 

community members were mostly discussed and recommended, with an insurance provider, such as a trusted 

intermediary, managing the contributions. Others discussed and endorsed co-sharing in which community 

members would loan money to others, particularly to those in urgent need of evidence-based maternal care. 

When needed, the insurance provider or money loaners would partially or fully pay for maternal services and 

improve the immediate financial accessibility of facility-based care. A few male elders also proposed that men 

be active and involved in health-seeking to make sure women have professional care at a facility. Elders in 

communities without a local PHC discussed the need for land for the construction of a local PHC. Some 

participants proposed to find and decide on land they would be willing to give up for the construction of a local 

PHC. In one community, participants proposed to provide a vacant building in their community for free so that 

it can be restructured into a PHC. Finally, they proposed that community members would be willing to provide 

hands-on assistance to builders of local PHCs: 

“We have land here in this community that we can give to you to build the facility and we the community members will 
also join hands with you to build the structure in unity, because when two rats join tails together, it will be as thick as that 
of the rabbit (parable). We will join hands together to make sure that you are able to do the project, that is the joy of our 

community.” (CC 04, ESE, Male) 
 

In communities with local PHCs, some participants proposed that community members would assist in 

maintaining the physical conditions of the facility. For example, in the PHC where bats were creating issues in 

provider retention, community members were willing to spray chemicals to rid of the bats. 

God’s assistance- Some elders believed that God would help women throughout pregnancy and childbirth. 

They also expressed that God would provide power, guidance, and assistance to health professionals and 

researchers to help community members. A few elders claimed that God was the main solution for preventing 

maternal deaths. One female participant alluded to her belief that health and healing were up to God 

regardless of the presence of a health facility: 
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 “even if someone resides in a cave, our God will still raise a helper who will locate that person inside the cave… it’s only 

God that is helping women in this community. God should create a way for you people to help them in this community”  (CC 

09, ETE, Female) 

 

4.5 Discussion 

4.5.1 Key Findings and Relation to the Literature 

The study has explored and provided insight into community elders' perceptions about reasons for the 

underutilization of facility-based maternal care and reasons for maternal deaths in rural Edo State. The results 

demonstrate that elders perceive a wide range of factors that contribute to maternal deaths and low utilization 

rates of facility-based maternal care.  

The perceived reasons for maternal deaths were related to medical factors, supply shortages, inoperative 

facility services, uptake of traditional care over formal care, and poor awareness and negligence of maternal 

requirements and risks. Previous studies on perceptions of reasons for maternal death also identified medical 

and nonmedical causes believed to lead to the outcome [74, 157, 269, 270]. Study results indicate that elders 

held narrow perspectives of potential medical reasons for maternal mortality; there were discussions on 

displaced maternal blood and malaria, but no mentions of other major medical factors in Nigeria, including 

other infectious or transmissible diseases, sepsis, obstructed labour, and unsafe abortions [53, 56]. Studies in 

rural and urban Nigeria reported that policymakers, elders and other community members perceived malaria 

or fever as the most common medical ailments leading to maternal death [157, 271]. Policymakers and male 

partners in sub-Saharan Africa believed excessive bleeding was the most common direct cause of women's 

maternal death [271, 272], which is similar to narratives about bleeding in this study. Non-medical reasons 

identified by elders in this study include unavailability of facility services, and poor awareness and negligence. 

These reasons are related to non-medical determinants of maternal deaths identified in the literature, 

including social, economic, and cultural factors [105, 157, 271, 273-275], as well as political factors, healthcare 

system coordination, health services provision, community contexts, and demographic characteristics [271, 

276]. Delays in reaching health facilities, delays in receiving care, and poorly skilled health attendants were also 

held responsible for high maternal mortality rates [272, 275, 277]. A cross-sectional study in Nigeria reported 

that men blame women's failure to use FP, emergency, antenatal, and delivery care services for their deaths 

[275]. This resonates with narratives from many male elders who mostly pinned maternal deaths on women 

due to their lack of knowledge and negligence. Additionally, elders cited women's uptake of traditional 

maternal care over facility-based care as a reason for maternal mortality in Edo State. The uptake of traditional 
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maternal care has been strongly associated with higher rates of maternal mortality and other poor maternal 

outcomes [14, 271, 272]. Non-professional attendants, namely TBAs, lack the basic knowledge and skills 

required for the adequate provision of evidence-based maternal care [70, 156]. Additionally, TBAs cannot 

manage obstetric complications, increasing the risk of poor maternal outcomes. On the other hand, the use of 

evidence-based and professionally assisted care reduces the likelihood of poor maternal outcomes [14]. Rural 

women in Northern Africa believed lack of maternal health awareness was a cause of maternal mortality [102], 

which corroborates the accounts given by elders in this study.  

Elders voiced that women did not utilize facility-based healthcare services for a variety of reasons. Firstly, many 

were hindered by the unavailability of a local health center, health professionals, adequate facility 

infrastructure and conditions, transportation to facilities, and drug and equipment supplies. These findings are 

consistent with previous findings across rural Nigeria [135, 278, 279] and other rural African settings [85, 96, 

106, 113, 122], from research that identified availability as a critical deterrent to using facility-based services. In 

contrast to PHCs and hospitals, traditional maternity centers and traditional attendants, as well as self-care in 

one's own home, were more readily available options and thereby more accessible than facility-based care. 

Poor technical abilities, poor communication with impersonal health facility staff, and unprofessional acts from 

health facility staff contributed to the perceived low quality of care in health facilities, which is a deterrent to 

facility-based care, as seen in other rural settings [79, 81, 96, 278-281]. Similar to study findings, a study in rural 

Tanzania found that corruption among health facility staff was rampant, with attendants asking for bribes in 

order to provide optimal care, and threatening to provide suboptimal care for those who did not offer any 

bribes [113]. Poor road infrastructure, long distances to facilities, and high costs of transportation and health 

services are major deterrents to the use of maternal healthcare services [74, 79, 81, 106, 135, 157, 279-283]. 

This is corroborated by findings in this study in which elders pointed to geographic and financial constraints to 

health facilities as critical contributors to the non-utilization of health facilities. Although it was not identified 

as a factor in this study, the lack of payment options and the requirement of payments before treatment have 

been found to drive service users away from facilities and towards TBAs [197, 284]. TBAs desirably enabled 

non-monetary methods of payment and provided flexible time frames for repayment, unlike health facilities. 

The elders also perceived poor community knowledge and understanding of basic maternal health 

requirements to influence the choice to opt for traditional maternal care. In the literature, poor education of 

women, partners and household leaders about reproductive health and care-seeking was identified as a major 

deterrent to the uptake of facility care services [67, 112, 122, 130, 224, 236, 280, 285-291]. Moreover, 

systematic reviews exploring barriers to the access and use of facility-based obstetric care in sub-Saharan 

Africa found that lack of information on healthcare services and providers among community members 

contributed to poor knowledge and awareness, and thereby the reduced uptake of formal maternal care [7, 
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292]. Other findings from the reviews, however, were not reported to be barriers to facility-based care by 

elders in ESE and ETE: young age; unmarried or single; previous uncomplicated pregnancies and births; cultural 

beliefs and practices; pre-occupation with household and sustenance duties; social stigma; lack of women's 

autonomy; poor male involvement [7, 292]. Contrary to perceived reasons for underuse and death in the study, 

in some rural communities, utilization rates remained low despite high awareness and knowledge of maternal 

healthcare in the community [86, 293]. The implication is that there are often multiple factors that shape 

health-seeking behaviours and utilization patterns. The priorities or ranking of the significance of deterrent 

factors can vary between community members, suggesting that resolutions and strategies must address 

multiple barriers to facility-based care. 

To improve formal healthcare utilization and reduce maternal mortality, elders recommended several changes 

to, and solutions in, facility-based care. The first set of recommendations were to improve healthcare provision 

by building local PHCs, improving infrastructure in and leading to the facility, replenishing supplies of drugs and 

equipment, competency training for health providers, scheduled provider visits, extended facility hours, 

provider audits and corresponding consequences, and alleviation of financial costs. These suggestions generally 

reinforce strategies recently identified in prior research for improving primary health care services provision 

and use in rural Nigeria [143, 294]. Elders suggested practical assistance from community members, the 

provision of community land and general community support. Evidence on community engagement and 

involvement has identified the key role communities can play in improving the quality of care and the use of 

skilled care, as well as reducing maternal mortality across rural Africa [143, 294-296]. Elders also recommended 

community-based insurance and co-sharing as a part of community support in order to help a member finance 

immediate maternal care needs. National and community-based insurance schemes have been widely 

proposed and successfully implemented across the developing world [41]. Moreover, the schemes have helped 

reduce the financial constraints of maternal health services and helped reduce maternal mortality. Health 

promotion and education were recommended to remove misconceptions and improve community awareness, 

knowledge and understanding of available services, risks and danger signs, and the significance of seeking 

professional attendance. In addition to external educators, elders proposed that reliable contact persons 

within the community relay promotive messages. Contact persons are intermediary stakeholders that have 

been suggested in previous research [297].  

As stakeholders with the potential to influence women's health-seeking behaviours, elders' perceptions can 

play a vital role in facilitating the uptake of facility-based care throughout the continuum of maternity, from 

family planning and antenatal care to postnatal care. Perceptions of other potential stakeholders who may 

influence or be influenced by maternal health actions, such as men, TBAs, healthcare providers, and women, 
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can vary in each context based on existing challenges and needs, available resources, individual socio-cultural 

status, and values [130, 298]. For instance, the major factor of poor care quality in this study can be directly 

experienced by service users, relatives, and care providers. Across sub-Saharan Africa, poor quality of care due 

to drug and equipment shortages, understaffing, or poor infrastructure was perceived to be a major deterrent 

by women, husbands and male partners, and healthcare professionals alike [105, 113, 284, 299, 300]. Lack of 

local health facilities is another factor that can be experienced and identified as a significant barrier by multiple 

stakeholders in a rural community in sub-Saharan Africa [284, 292, 300]. From the unique perspective of health 

professionals, issues from delays and overcrowding are often worsened by the lack of an appointment system 

and the random arrivals of women for maternal care in their health facilities [300]. On the other hand, health 

professionals are unlikely to identify their own behaviours and attitudes as reasons for the reduced uptake of 

their services. From the perspective of community members, including women, elders, and TBAs, negative 

facility attendant attitudes and behaviour, as well as hostile facility environments, are viewed as strong 

deterrents to high-quality care and uptake of facility-based services [284, 300, 301]. Accessibility related issues 

that arise from proximity and inconvenience, costs of services and transportation, and unavailability of suitable 

transportation options to health facilities are also often identified as barriers by service users, relatives, and the 

TBAs who offer the more convenient and prompt traditional care [81, 285, 300, 301]. Although this study was 

conducted in communities that possessed traditional-age based hierarchies, the predominantly male elder 

participants did not identify elders or male partners and relatives as sociocultural deterrents to women's use of 

facility-based maternal services. In fact, elders' discussions about individual and community level factors in the 

underuse of facility-based services and reasons for death mostly focused on the women. From the perspectives 

of women, lack of decision-making power and influence from relatives, husbands, elders, and other community 

members have been vastly identified as barriers to accessing skilled care [81, 130, 301-306]. 

 

4.5.2 Strengths and Limitations  

This study included influential rural community members whose perceptions of maternal healthcare utilization 

and maternal death help to highlight community challenges and needs for adequate maternal care. The rich 

descriptions of their perceptions help to fill a gap in the research evidence. Another strength was the 

incorporation of rural community elders' views, beliefs, and suggestions, which is significant for the 

development of locally appropriate and acceptable programs aiming to improve healthcare utilization and 

reduce maternal mortality. Involvement of locals as field researchers and facilitators vitally helped to assuage 

concerns about dialectal, political, cultural or religious conflicts that may have ascended during the formative 

data collection. Though the primary author was not involved in data collection, the 2nd and 3rd authors were 
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co-investigators of the larger research project and, along with the corresponding author, are well acquainted 

with the field of maternal health in rural Nigeria.  

Findings from this study should be interpreted in light of several limitations. First, community chiefs were 

actively involved in the sampling of community elders who were believed to be influential opinion leaders. 

This could have introduced selection bias based on their personal preferences or interests, which could limit 

the dependability and authenticity of the data gathered from the CCs. Second, the study was not designed to 

assess differences across sociodemographic characteristics and thereby could not identify variations in 

perceptions by group characteristics. Third, even though the project aimed to capture a variety of 

perspectives from various elders, the results from 9 study communities in Edo State cannot be said to be 

transferable to all rural Nigerian settings nor to rural settings abroad. Every community will have different 

contexts, different existing resources and realities, and varying priorities when it comes to needs for 

improving healthcare utilization. Fourth, there were disproportionately more male than female participants in 

this study, as the larger project primarily targeted elderly men and thereby did not gather equal proportions 

of male and female elders. Influential elders identified by community chiefs and gatekeepers were also 

predominantly men, indicating that there are more male than female opinion leaders with influence in rural 

communities in Edo State. Therefore, represented perceptions may have been altered if more women were 

represented in the study, as they have more direct experiences with maternity. Fifth, some of the CCs were 

conducted in local languages (Ishan and Etsako) and later transcribed into English for analysis, which may 

have resulted in the loss of subtleties in language and nuances in meaning during the process. Future research 

that conducts analysis in local languages may identify different meanings in responses. Lastly, there was 

potential for recall bias when participants spoke of past experiences with maternal healthcare. 

 

 

4.6 Conclusions 

Understanding the perceptions and beliefs of elders regarding maternal health services utilization is important 

for identifying ways to improve the provision of care and the use of care, along with combating high maternal 

mortality rates. The findings of this formative study will help us to refine existing interventions and to design 

new additional interventions that will be most acceptable and responsive to the identified challenges and 

needs in ESE and ETE. This study also contributes to the minimal existing body of evidence on elders' 

perceptions about the underutilization of facility-based maternal care and maternal death in the literature. It 

augments this limited literature by providing a rich description of elders' perceived reasons for facility-based 

maternal care uptake and maternal deaths. Congruently, this study confirms care quality, accessibility, and 
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knowledge related deterrents to evidence-based care, as identified by various stakeholders throughout the 

developing world. The numerous reasons that elders believed to have contributed to poor utilization of 

maternal health facilities and consequential maternal deaths illuminated the various challenges communities 

can face in the fight to improve maternal health outcomes. The use of CCs to enable elders to form resolutions 

for community-wide challenges is a unique form of data gathering that has helped to elicit potentially helpful 

and locally acceptable solutions. Considering the many unique realities in this study, the findings indicate that 

interventions must target improvements to the availability of quality care, ease of physical and financial access, 

community awareness and knowledge, and active engagement of community members. Suggestions for 

community support in financing the use of facility-based services and building health facilities are indicative of 

the willingness some underserved communities may have to increase the uptake of facility-based services. 

Additionally, suggestions to improve access to facility-based care and to provide health promotion and 

educational seminars highlight the multifaceted requirements of interventions aiming to increase the use of 

formal care and combat maternal mortality across rural Nigeria. If successful, there is potential for scaling the 

local interventions to other sites and for policy transformation.  
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CHAPTER 5: INTEGRATED DISCUSSION AND CONCLUSIONS 

 

5.1 Significance of Results 

Across rural Africa, women opt for traditional, non-evidence-based care providers, increasing their risk of 

mortality throughout the continuum of maternity. Both papers implicate that there are multiple enabling and 

deterring factors that shape maternal healthcare choices and utilization patterns. They also implicate that 

these factors can interact with one another to further compound the hindrances women face daily in accessing 

evidence-based maternal care. The priorities or ranking of the significance of deterrent factors can vary 

between community members, further suggesting that resolutions and strategies must address multiple 

barriers to facility-based care. These implications all point to the significance of rigorous formative research 

and needs assessments for identifying local perceptions, preferences and needs, which in turn help to inform 

the development of locally effective maternal health initiatives.  

Paper 1 illustrates that women's preferences can strongly contribute to health-seeking behaviours, choices, 

and utilization patterns of both traditional and formal care providers. This has vital implications for policies and 

interventions aiming to increase uptake of facility-based care across rural Africa. The contextual differences 

across settings, including differences in preferences between specific groups of women in the same study 

community, signify the complexity of translating findings into policy and interventions. For example, women 

who prefer health facilities and HCPs as their source of care can be receptive to different and specific 

contextual initiatives based on their values and needs. Likewise, women who prefer traditional sources of care 

will be receptive to different and specific contextual initiatives. This is suggestive of the necessity of considering 

specific needs and expectations at the individual, household, and community levels to improve the access and 

quality of formal maternal healthcare services.  

Many women prefer formal ANC during antepartum, but the timing and frequency were not always frequent, 

with many women wanting to make their first, and sometimes only, ANC visit in the 2nd trimester or later. As a 

result, many women prefer a risky combination of traditional and formal ANC, which means they fail to receive 

the necessary pregnancy care checkups women typically receive in the minimum 4 ANC visits. These findings 

suggest a possible short-term need to reorganize the provision of ANC services depending on the timing of the 

first ANC visit. Moreover, health workers may need to make the most of the limited number of visits some 

women may book, including counselling on the significance of making at least four timely ANC visits to quell 

misconceptions about timing and frequency. Incentivized clinic attendance cards required for formal childbirth 

care encouraged clinical ANC attendance (paper 1), which is indicative of the potential effectiveness of 

incentives. Preferences for childbirth vary considerably between communities and individuals, while traditional 
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PNC is predominantly preferred, mostly for sociocultural reasons. Explained below are the significance of the 

preferences and the contributing factors during intrapartum and postpartum. 

The findings from paper 2 signify the wide range of factors that elders perceive to contribute to maternal 

deaths and low utilization rates of facility-based maternal care. These findings help to reduce uncertainties 

about existing individual and community perceptions, beliefs, realities and needs regarding uptake of formal 

health services. The findings of this study help to inform program implementers of the original project on the 

tailored design of interventions that will be most acceptable and responsive to the felt needs of ESE and ETE. 

These interventions can significantly reduce sociodemographic, sociocultural, and socioeconomic barriers, as 

well as some restrictive personal beliefs to formal maternal services utilization. Use of evidence-based 

maternity care can then improve and thus contribute to the reduction of maternal and perinatal mortality 

across Nigeria, and then obtain policy traction by helping to create further awareness of the issue to 

policymakers.  

Poor quality of care, including facility unavailability, poor facility infrastructure, shortage or absence of human 

and material resources, technical incompetence of health attendants, and the poor interpersonal abilities of 

health attendants, is a predominant reason why women prefer traditional maternal care and what elders 

mostly believed led to the underutilization of formal maternal care. These findings are suggestive of the 

priority and importance of high-quality care for the acceptance and uptake of facility-based care among service 

users. Moreover, with the impact of women's personal experiences and others' past experiences, including 

community spread myths, on preferences, perceptions, and intentions to use a provider in the future, it is 

crucial to increase the quality and allure of formal care services. The unavailability of local health centres 

creates issues related to physical inaccessibility and encourages some service users, or forces some service 

users, to opt for the available services, such as TBA care in traditional maternity centers or self-care at home. 

This is reinforced by health workers in rural Tanzania who expressed that it is difficult to respect women's 

preferences and to provide high-quality care due to the inadequate availability of material and human 

resources [307]. Poor working conditions, lack of empowerment and lack of resources contributed to the lack 

of health attendant motivation and abilities to fulfill their care obligations, which in turn contribute to the 

provision of poor care.  

Issues pertaining to poor facility infrastructure and conditions, attendant shortages and absenteeism, as well as 

equipment and drug supply shortages, can all hinder women from adequate facility-based care, even if they 

opt for it and successfully reach the facility. Lack of resources can also negatively affect the ability and 

motivation of healthcare attendants to meet their obligations and provide adequate maternal care, which in 

turn damage perceptions about healthcare attendants among community members. These findings indicate 
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that the availability of local facilities and adequate human resources and supplies will help improve the 

provision and accessibility of quality health services. Issues with corruption, professional integrity, and 

accountability highlight the poor management of health facility attendants and the lack of transparency in 

maternal care provision. Findings from both papers suggest that audits are required to ensure the ethical 

provision of high-quality care as defined in standards and principles of evidence-based care. Both papers and 

the literature highlight the weight and significance of communication and relationships between service 

providers and users, with the poor and harsh health attendant attitudes, behaviours and treatments of women 

frequently voiced across rural Africa. Poor communication skills and impersonal health attendants produce a 

negative environment and experience for women, while traditional attendants get praise for being hospitable. 

Many women who prefer and seek traditional care thereby associate traditional care with a positive 

environment. Poor interpersonal care essentially limits acceptability. As the link between the health system 

and the community, these findings reflect the impact and significance of attendant-service user 

communications on user perceptions of formal maternal care. Positive, respectful and supportive 

environments are thereby crucial traits that must be associated with formal healthcare settings.  

Findings regarding the deterrent effects of misinformation, lack of knowledge, and lack of awareness on the 

use of formal maternal care highlight the necessity of maternal health promotion and education. The 16 

studies in paper 1 that reported a recurrent perception of formal care providers as mere last resorts for when 

pregnancy, childbirth and puerperal complications arise exemplify this need. Sole mentions of blood 

displacement and malaria indicate that elders have minimal knowledge and awareness of the various direct 

causes of maternal mortality (paper 2). Poor understanding and misconceptions about available services, 

health facility procedures (e.g. operations), risks and danger signs, and the significance of regular skilled 

maternal care attract service users to traditional maternal care. Promoting, informing, and educating women 

about the significance of timely and frequent clinical ANC, facility-based childbirth, and clinical PNC is thereby a 

major need for increasing uptake of facility-based care and reducing the uptake of traditional maternal care 

across rural Africa. Considering that lack of knowledge can affect both service users and the community 

members that influence their decisions, individual and community level education is required to raise 

awareness and understanding of the significance of formal care in ensuring positive maternal outcomes.  While 

paper 1 identified greater trust in CBAs as a contributing factor for preferences of traditional care, paper 2 also 

identified trust as a critical factor in the success or failure of the conveyance of health education messages. 

Health education delivered to individuals and communities by trusted and reliable community contact persons 

rather than external educators (i.e. strangers) is vital to facilitate positive actions towards maternal healthcare 

uptake.  
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Paper 1 highlighted that some women's preferences for traditional care were influenced by personal comfort, 

suggesting that health facilities must attempt to accommodate user comfort, such as favoured birthing 

positions, in order to increase the allure and uptake of formal care. Currently, across rural Africa, the extensive 

familiarity, trust, and comfort with traditional providers is a complicated obstruction that will continue to 

provide women with alternative traditional options parallel to formal care.  

In terms of inaccessibility, several physical factors related to distance, transportation and road infrastructure, 

as well as financial factors related to transportation costs and health service costs, deter women from 

accessing and using facility-based services. These findings suggest that improving the accessibility and uptake 

of facility-based care requires improvements in the geographic availability and accessibility of health facilities. 

Improving the affordability of transportation to the health facility and the affordability of health services, 

including necessary supplies, is an area that could increase the financial accessibility of formal maternal care. 

Criticisms of the inflexibility of payment time frames in health facilities indicate that women require more 

flexible repayment time frames to encourage facility-based maternal care. Concerns about social 

responsibilities, social image and social status are deterrent factors for the social accessibility of formal care. 

While concerns about social responsibilities, such as the childrearing tasks of a housewife, are often at the 

household level, concerns about poor social image and a damaged status, such as perceptions that women 

who receive skilled childbirth assistance are feeble, are rooted in the community level. Therefore, to mitigate 

the various social restraints that contribute to the social inaccessibility of maternal care, planners would have 

to address these restraints at the individual, household, and community level at large.   

Review findings regarding the unacceptability of formal care due to cultural and religious factors suggest that 

the amalgamation of TBAs and other CBAs with the healthcare system can sway some women who originally 

prefer traditional care towards formal maternal care. In addition to the deterrents of formal care, the review 

implies that many women who prefer out of facility care are reacting to the pull of traditional care in their 

premises due to structural restraints and sensitivity to cultural or religious obligations. Therefore, a 

collaboration between formal and traditional providers in the interim may be a path to consider. Nevertheless, 

the review illuminates the complexity of attempting to address strongly ingrained cultural and religious beliefs 

and practices, and thereby the complexity of amalgamating formal and traditional care. So, even though the 

findings are suggestive of the significance of ensuring the proper provision of culturally and religiously sensitive 

maternal care services, there are some cultural and religious beliefs and practices expressed in the review that 

could directly clash with the proper provision of care in a facility setting.  

Relatives and community members, such as elders, may have a significant influence on women's supposed 

preferences and decisions regarding the use of specific maternal care services. However, despite being 
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identified as opinion leaders and local influencers by their community leader and other elders, elders in paper 2 

did not identify any inhibitory sociocultural roles that elders or men, in general, may be playing in women's use 

of facility-based services. This reflects the male elders' recurrent placement of the blame for underutilization 

and high mortality on the women throughout the CCs. These findings generally implicate that improving the 

allure of formal maternal care to women who prefer traditional care can variably require more than 

improvements to the quality of formal health care provision. For example, formative studies that aim to inform 

interventional efforts promoting the uptake of formal maternal care in communities with traditional age-based 

hierarchies need to triangulate with elders and other opinion leaders. Elders across rural Edo State suggested 

their community's willingness to practically assist in the construction of health centres. The involvement of 

elders in the formative and intervention implementation stages can be vital for the local acceptance of efforts 

promoting the uptake of facility-based care and thereby vital for reducing the likelihood of maternal mortality.  

Lastly, thesis findings suggest that one-size-fits-all policies and interventions would be inadequate in addressing 

deterrents to rural facility-based care utilization. It is rather specific initiatives and strategies based on the local 

contexts and realities, including existing resources, challenges and needs, that are required.  

 

5.2 Limitations  

Coverage of preferences for maternal care providers during antepartum and postpartum were limited relative 

to findings on preferences during intrapartum. Although the data on antenatal preferences were rich, the 

limited findings on postnatal preferences limit the overall confidence in the reported PNC preferences and 

influential factors. Various restraints and barriers to maternal care providers could have reduced the sincerity 

and authenticity of women's expressed preferences. Therefore, barriers such as inaccessible road networks or 

lack of decision-making power in the household could have confounded the expressed and reported 

preferences. Concurrently, it is also important to iterate that preferences for formal care do not always 

translate to the utilization of formal care due to the presence of various deterrents to facility-based care.  

The involvement of community leaders in the sampling process of elderly opinion leaders limits the 

dependability and authenticity of the data, and thereby the rigour of the study reported in paper 2. The lack of 

female opinion leaders in the study communities in ESE and ETE reduces the credibility of elders' perceptions, 

especially considering there is strong evidence of influential elderly grandmothers in other rural communities. 

Study settings can have contextual differences with other rural areas across Nigeria pertaining to diverse 

existing resources, challenges, and health needs. This limit to the transferability of findings on elders' 
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perspectives to other Nigerian or rural sub-Sahara African contexts further limits the rigour of the primary 

qualitative study. 

  

5.3 Recommendations for Policymakers and Designers of Interventions 

Findings from both papers call for more holistic, multi-faceted approaches across rural Africa in order to 

overcome context-specific restraints and design interventions to improve the utilization of evidence-based 

maternal care [1]. The series of interventions must be tailored, integrated, and implemented at the individual 

and household level, as well as the community level, to account for community contexts and produce 

successful and lasting changes in utilization patterns and mortality rates.  

Improving access to and quality of health systems needs to start at the governmental level with political 

commitment and adequate budgetary allocation into the ready availability and provision of high-quality facility-

based services. This could entail investments into the construction of local primary health centres, 

refurbishment and upgrade of existing health center infrastructures, replenishing drug and equipment supplies, 

and competence and interpersonal skills training of HCPs. Issues with regular staff absenteeism, high turnover, 

and unaccountability in paper 2 highlight the poor management of health facility staff and the lack of 

transparency in care provision. Therefore, strategies that target attendant recruitment, retention, and 

accountability and adherence to protocol and workplace duties are direly required. The creation of a 

comprehensive rural health attendant supply and retention strategy that involves coordination between 

several sectors and stakeholders in rural African health development can help to address health attendant 

shortages [308]. This strategy could be coupled with the provision of incentives to health workers who accept 

and remain in their rural postings. Periodic audits of PHCs and health facility staff can help to ensure the proper 

and ethical provision of high-quality care from health facility staff. However, some health facilities that have an 

adequate supply of health attendants can struggle to provide adequate care if there are material shortages. 

Health attendants would be better able to provide high-quality maternal care in conducive working 

environments in health facilities with adequate equipment and drug supplies, as well as reliable referral 

systems.   

Health facilities and HCPs can gain the trust and acceptance of service users who prefer and utilize traditional 

care by employing a patient-centred care approach and prioritizing patient needs. Creating a positive, 

supportive and accommodating environment in health facility units that consider the needs of women is a 

recommended strategic measure to encourage the uptake of evidence-based services. Accordingly, HCPs must 

be made aware of the considerable impact that abusive attitudes and behaviours have on the appeal of facility-
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based maternal care services. HCPs should receive training regimens that target attitude and behavioural 

changes to create more positive, caring, respectful and hospitable environments in facilities. In conjunction 

with such training on improved interpersonal relationships with service users, health professionals, in turn, 

need to be shown and offered adequate support by the health system. This will increase the chances of 

establishing positive, respectful and hospitable environments in health facilities and improve the interpersonal 

relationships between service providers and service users. 

It is also imperative that communities are made aware of the necessity of evidence-based care and risks of 

traditional care through community-based programs, such as health promotion and education programs. The 

association of maternal education with access and use of skilled maternity care is reportedly positive [309]. 

Accordingly, health promotion and education programs that inform rural community members about required 

maternal health practices can improve knowledge and awareness of maternal health risks, birth preparedness, 

danger signs, and significance of evidence-based care for positive maternal and neonatal outcomes. Such 

programs could help women who prefer traditional childbirth care and PNC because of misconceptions or lack 

of knowledge and awareness about formal care. It can also be crucial for populations that view formal care 

facilities as treatment centers or last resorts - only when complications arise. Formal care needs to be 

established as the first line of care regardless of the perceived normalcy. A common concern amongst 

community elders in the primary qualitative study communities is the significance of trusted intermediaries for 

encouraging community-wide participation. Therefore, for trustworthiness, comfort, and to ensure 

acceptability of health promotion sessions, trusted community members should be considered to help 

implement health promotion and education programs. 

Prior interventional efforts that exposed locals to reproductive and maternal health information through the 

mass media on television, radio, or print have successfully helped to increase knowledge and awareness and 

inspired positive behaviours towards the use of formal care [47, 310]. With the extensive infiltration of 

technology in this technological age, it would be remiss not to recommend implementing or improving 

digitalized mobile health in some rural communities. Digital health, such as through mobile phones, has proven 

to be revolutionary in the past decade in improving uptake of evidence-based maternal care in Africa [311-

316]. With the highest rate of growth in mobile subscriptions in the last decade, the use of mobile phones in 

African countries has practically become a part of daily living [317]. Though the rapidly growing use of mobile 

phones has recently transcended urban-rural divides in Nigeria and across Africa [318-320], increasing mobile 

phone ownership and closing the digital divide should be an aim for interventional efforts in the more isolated, 

remote communities with no access to phones or mobile networks. Service users and other community 

members could receive health promotion and educational messages from mobile applications in order to 
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tackle misconceptions, improve understanding of the significance of skilled care, and ultimately promote 

positive reproductive health behaviours. A wide range of methods, such as voice messages in local dialects and 

pictographs, could relay the information to illiterate users. Mobile applications could also crucially provide 

educational messages and training interventions to healthcare providers in order to improve their technical 

and interpersonal competence. Installation of mobile-enabled digital communication platforms between users 

and the health system could help to mitigate distance and transportation-related barriers. Such platforms 

could momentously connect women experiencing emergency obstetric complications to ambulances or mobile 

health providers. 

New or existing interventions should help to remove or mitigate physical and economic barriers in order to 

help women physically and financially access health facility services. In rural regions with geographical 

restraints, governments should attempt to make health facilities with skilled personnel as near as possible. This 

could include building local health centers, mobile maternal care services, or maternity waiting homes to help 

reduce distance barriers. Establishment of maternity waiting homes near primary care facilities and hospitals 

can have positive effects on reducing physical barriers and improving maternal outcomes across Africa [321, 

322]. Developing the road infrastructure leading to health centers and general hospitals could help to improve 

the uptake of facility-based services in communities with topographical barriers. Organizing transportation 

support schemes involving vehicles, taxi services, or motorcycle ambulances devoted to maternity care could 

help reduce transportation barriers.  

Considering the deterrent effect of costs on user preferences and uptake of formal care, subsidized programs 

that remove user fees and finance schemes, such as the establishment of community loan funds, should be 

designed to ensure that costs of formal maternal health services are manageable. Developing national or 

community-based finance schemes could be vital for reducing financial constraints, especially in communities 

that are willing to take part in insurance and loan schemes. An alternative recommendation is to provide free 

maternal health services or subsidized services based on income to ensure the affordability of accessing and 

receiving evidence-based maternal care. This may require healthcare reforms that address the lack of financial 

risk protection for the underprivileged populations through the provision of state-mandated health insurance 

coverage or enrollment into private health insurance plans which the state government would fully cover 

[323]. Those who face significant obstacles in physically attending a health facility could benefit from home 

visits by HCPs. Alternatively, scheduled provider visits to health centres or hospitals could help to mitigate staff 

shortages and encourage user uptake of services on scheduled dates. Traditional care at or near home can 

sometimes be the only option in communities where social accessibility, such as household tasks, significantly 

hinders the access to, and utilization of, health facilities. Home visits throughout the maternal periods from 
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accredited HCPs, particularly if based in the community, could serve as a solution to this problem and help 

women receive evidence-based care [324].  

Considering the influence of relatives and community elders on choices of maternal care sources, local 

decision-makers at the household and community levels should be involved and given a role in the design and 

implementation of local maternal health interventions. By actively involving influential stakeholders from the 

formative to the implementation stages of community-based interventions, chances of acceptability and buy-in 

of the interventional efforts will increase. This resonates with the elders' accounts of the significance of trusted 

individuals in facilitating positive actions towards maternal healthcare uptake. Interventional efforts based 

merely on the exploration of constructs such as preferences and perceptions of service users may not be 

accepted or effective in communities where others considerably influence women's health-seeking decisions. 

Likewise, overlooking and failing to acknowledge influential community members in the design and 

implementation of policy and interventions would reduce the likelihood of the interventions' acceptance and 

effectiveness, especially in communities with traditional age-based or gender-based hierarchies. Community 

members that shape health-seeking behaviours and patterns in their community and household can help in 

increasing understanding and alteration of social norms that underly the stigmatization of women using formal 

care. Therefore, perspectives about maternal healthcare needs and utilization patterns among influential 

community stakeholders should inform the formulation of policies. 

In some areas where norms and traditional practices are deeply rooted and unlikely to undergo a modern shift, 

training and integrating traditional into attendants to the health system, possibly under the supervision of 

accredited HCPs, could enhance their skills and competence in providing maternal health services in the 

interim, while smoothening user transition from traditional care to formal care. Such a method has proven to 

be successful in Laos, where traditional birth norms experienced in the health facility motivated women to seek 

formal maternal care in the future [325]. CBAs, namely TBAs, should also be given a strategic role in early 

referrals, dismissing misconceptions about formal maternal health services, and encouraging social change in 

the utilization of formal maternal health services. This could see TBAs take on roles akin to those of health 

extension workers that link women to the healthcare system. Moreover, initiatives attempting to create more 

culturally and religiously sensitive maternal services should consider permitting acts that pose no danger to the 

women or their child; for example, this could include permitting women to take their placenta home or 

allowing family members to accompany labouring mothers into the labour ward to remove negative feelings 

that can arise from unfamiliarity or loneliness. 

Considering preferences for late initiation of clinical ANC and infrequent visits, interventional efforts should 

encourage early uptake of ANC and at least four visits. Alternatively, interventions could provide 
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comprehensive ANC to women, such as screens and physical checkups, as well as promote institutional 

deliveries and positive nutritional behaviours, during the few visits some women may only make [326]. 

Maternal health initiatives should also promote and increase awareness of clinical PNC visits based on an 

established post-birth follow-up protocol in order to increase formal PNC attendance and prevent maternal 

and neonatal complications.   

The combat against underutilization and maternal mortality involves a range of stakeholders from the 

international and national level to the local level: international development agencies, health ministers, finance 

ministers, transportation ministers, education ministers, policymakers and decision-makers, local investigators, 

academic researchers, health professionals, traditional attendants (who refer patients to facilities) and service 

users, as well as other community members. It is vital for government sects and research groups to be 

coordinated about their projects and initiatives aiming to address underutilization of facility-based care and 

poor maternal outcomes. Otherwise, past errors that resulted from poor coordination and collaboration will 

reoccur and reduce the likelihood of sustainable interventional success and policy transformation. 

 

5.4 Recommendations for Researchers and Future Studies 

Future reviews could explore maternal care preferences with another qualitative synthesis method, such as the 

meta-ethnography, in order to triangulate primary research findings with ordered constructs. This topic could 

also benefit from the deeper levels of interpretation enabled by the more constructivist qualitative evidence 

synthesis methods, such as the meta-narrative. Future studies should also examine preferences and 

contributing factors of maternal care from quantitative studies, including discrete choice experiments. There is 

currently not enough evidence on preferences for types of maternal care and services provision. Future studies 

should especially explore the preferences, challenges and priority needs of rural women to attend clinics for 

PNC. To consider perceptions of influential community members that may have a strong influence on women's 

decision-making power, future research should triangulate findings on preferences from women with other 

community members, including TBAs, husbands, and community chiefs. Future research should also triangulate 

findings from elders with other community members to gather perspectives from participants with a wide 

range of experiences, realities and social positions.  

Future studies on health professionals' satisfaction, recruitment and retention should explore their experiences 

and perspectives on the technical provision of care and interpersonal relationships with patients. This would 

help to identify the challenges and needs, and the type of support health professionals require from their 

employers in order to provide high-quality maternal care. Future research should also examine factors that can 
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foster positive relationships and communication between CBAs and formal health systems. Considering the 

diverse regional and community challenges, needs and priorities throughout the continent, future reviews 

should assess regional or country-specific variations in user preferences. This will help to determine what 

aspects of the review findings may be transferable to different contexts and which may not. Future research 

should also assess the relationship between participant characteristics and community perceptions, given that 

paper 2 did not explore differences across sociodemographic and economic characteristics. This would help to 

identify the sociodemographic and economic factors that may contribute to the uptake of formal maternal 

health services. Future studies should conduct research in other languages or review studies in other languages 

for additional insight from rural regions where English is not a primary language. 

 

5.5 Conclusions 

Paper 1 identified that women's perceptions of need, accessibility of care, and cultural and religious factors 

influence their preferences for maternal care providers throughout the continuum. Preferences for traditional 

maternal care, in particular, were shaped by the following: unavailability of material resources; greater 

competence and interpersonal skills among CBAs compared to HCPs; positive experiences with traditional care 

or negative experiences with formal care; needlessness of facility-based care for normal situations and 

perceptions of facilities as last resorts; fear of medical procedures and witchcraft; greater trust in CBAs over 

HCPs; greater comfort with traditional care providers and procedures; lack of knowledge and awareness; 

physical and financial inaccessibility to facility-based care; restraining social norms; restraining cultural and 

religious norms, beliefs and obligations. Paper 2 identified unavailability of human and material resources, poor 

facility conditions, health attendant incompetence and lack of skill, poor interpersonal communication and 

behaviours, unprofessionalism, unaccountability, physical inaccessibility, financial inaccessibility, lack of 

knowledge and awareness, and uptake of traditional care as reasons for the underutilization of formal 

maternal care and high occurrence of maternal deaths. Together, these two papers highlight that major areas 

of improvement include the following: human and material resources availability; technical and interpersonal 

quality of formal care; workplace management; accommodation; physical accessibility; financial accessibility; 

social accessibility; cultural and religious sensitivity and integration with health systems; misinformation, 

misconceptions and overall community knowledge and awareness; and involvement of community members in 

the design and implementation of local interventions.   

Overall, this thesis highlights that rural women in Africa have multiple, unique realities, challenges, and needs 

that shape their low uptake of facility-based maternal care services and affect their survival from antepartum 

to postpartum. Considering the unique contexts and realities across Africa and the large and diverse number of 
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populations, these two papers also iterate that consistency of certain findings does not necessarily mean 

preferences, perceptions, deterrent factors, enabling factors, and individual or community needs are feasibly 

transferable across rural populations. Likewise, findings that are not consistent across the two papers or with 

the literature are not necessarily insignificant in certain contexts either. Therefore, this thesis indicates that 

there is no magic bullet that can increase the uptake of evidence-based, formal maternal care. Interventions 

attempting to increase uptake of formal maternal care must account for local contexts and daily realities at the 

community, household and individual levels. This will enable the development of tailored and multi-option 

interventions that reflect the various preferences, needs, and expectations of service users and other 

influential stakeholders. Such local customization will increase the likelihood of local acceptability and increase 

the appeal and allure formal maternal care providers and settings. Customized options will also increase the 

likelihood of effective and long-lasting positive changes in maternal healthcare utilization and maternal death 

rates across rural Africa.  
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APPENDICES 

Appendix 3.1 Systematic Review of Preferences for Maternal Care Sources – Search Strategy 

Database:  Embase                                      Date of Search:  February 3, 2019               

Search Step  Search Terms  Records Retrieved  

1 Maternal health service/ 1245 

2 Nurse midwifery/ or exp antenatal 

care/ or exp postnatal care/ or exp 

prenatal care/ or exp prepregnancy 

care/ 

294391 

3 Birth/ 17702 

4 ((obstetric* or maternal or prenatal* 

or postnatal* or birth* or postpartum 

or neonatal or midwife* or midwives) 

adj3 (care or service*)).ti,ab,kw. 

56586 

5 Family planning/ 23915 

6 (family planning adj3 

service*).ti,ab,kw. 
3051 

7 1 or 2 or 3 or 4 or 5 364501 

8 Rural area/ 47994 

9 Rural health/ 584 

10 exp rural health care/ 41295 

11 Rural population/ 52192 

12 rural.ti,ab,kw. 120058 

13 ((remote* or isolated or secluded or 

inaccessible) adj3 (area? or region? or 

territor* or sector? or localit* or 

dwelling or service* or 

hospital*)).ti,ab,kw. 

15857 

14 8 or 9 or 10 or 11 or 12 or 13 187413 
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15 exp Africa/ 235451 

16 (Algeria or Angola or Benin or 

Botswana or Burkina Faso or Burundi 

or Cameroon or Cape Verde or Central 

African Republic or Chad or Congo or 

Ivory Coast or Djibouti or Egypt or 

Eritrea or Ethiopia or Gabon or Gambia 

or Ghana or Guinea or Kenya or 

Lesotho or Liberia or Libya or 

Madagascar or Malawi).ti,ab,kw. 

192350 

17 
(Mali or Mauritania or Mauritius or 

Morocco or Mozambique or Namibia 

or Niger or Nigeria or Reunion or 

Rwanda or Senegal or Seychelles or 

Sierra Leone or Somalia or South Africa 

or Sudan or Swaziland or Tanzania or 

Togo or Tunisia or Uganda or Zambia 

or Zimbabwe).ti,ab,kw. 

126278 

18 
Africa*.ti,ab,kw. 

205562 

19 
15 or 16 or 17 or 18 

659543 

20 
7 and 14 and 19 

2114 

21 
limit 20 to (english language and 

yr="2001-Current") 

1518 

22 
(“abstract” or “books” or "book 

review" or “chapter” or “conference 

abstract” or “conference paper” or 

"conference review" or “editorial” or 

“erratum” or “letter” or “note” or 

“patent” or “reports” or "review").pt 

3819992 

23 
21 not 22 

1005 

 

Appendix 3.2 Description of Included Studies (expanded) 

Study Aim (s) Study 

Setting 

Sample 

Characteristics  

Data Collection 

Methods 

Main Preferences  
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Adinew et al.  

2018 

To explore why 

some women  still 

give birth at home 

even after 

receiving clinical 

ANC 

Ethiopia 68 women who had 

received clinical ANC 

service for their most 

recent childbirth, but 

no recent facility-based 

childbirth; 40 women 

had received some 

formal education; 45 

women were 

multiparous 

• In-depth 
interviews 

• Focus group 
discussions 

 

 

Traditional 

childbirth care at or 

near home 

Adinew & 

Assefa, 2017 

To explore why 

some women who 

had previous 

experience of 

facility-based 

delivery gave birth 

at home for their 

most recent child 

Ethiopia 88 women who gave 

birth to at least one of 

their previous children 

in the health facility 

within 5 years of data 

collection but gave 

birth to their most 

recent child (within 12 

months of data 

collection) at home; 72 

women had some 

formal education; all 

were multiparous 

• Focus group 
discussions 

• Key informant 
interviews 

Traditional 

childbirth care at or 

near home 

Ahmed et al. 

2018  

To understand the 

sociocultural 

determinants of 

assisted childbirth 

by nomadic 

women. 

Mali  26 women (18-40 

years) who gave birth 3 

months preceding data 

collection were 

included in the study; 

all 26 women were 

married; none had any 

formal education; *all 

26 women were 

Muslim; 24 women 

were multiparous  

Semi structured 

interviews 

 

 

 

• Traditional 
childbirth care at 
or near home 

• Formal 
childbirth care in 
a health facility 

Allou 2018 To determine the 

factors that 

influence women’s 

patronization and 

preference of 

TBAs and their 

services in the 

Tolon district 

 

Ghana 360 women who had 

sought the services of 

traditional birth 

attendants within 5 

years of data 

collection; 165 women 

with some formal 

education; majority 

were multiparous  

Open-ended 

questionnaires 

(interviews) 

Traditional 

childbirth care at or 

near home 

Al-Mujtaba et 

al. 2016 

To evaluate for 

and compare and 

contrast faith-

related barriers 

Nigeria 57 pregnant ANC 

attendees, HIV positive 

women, and young 

women of childbearing 

Focus group 

discussions  

Formal antenatal 

and childbirth care 

in a health facility  
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ANC and PMTCT 

services utilization 

among Muslim 

and Christian 

women  

age; 54 married 

women; 52 women 

with some formal 

education; 39 Christian 

women and 18 Muslim 

women; most were 

multiparous 

 

Bazzano et al. 

2008 

To examine the 

social costs of 

skilled attendance 

at birth to women  

Ghana • 14 older 
mothers/grandmoth
ers  

• 45 mothers  

• 28 case histories 
from women who 
had recently given 
birth 

• In-depth 
interviews 

• Semi-structured 
interviews  

• Focus group 
discussions  

Traditional 

childbirth care at 

home 

Bedford et al. 

2012 

To identify 

reasons why 

women who 

access health 

facilities and 

utilise maternal 

newborn and child 

health services at 

other times, do 

not deliver at 

health facilities  

Ethiopia • 30 mothers who had 
recently delivered 
(primiparous, 
multiparous, and 
grand-multiparous) 
within 7 months of 
the study; 14 
delivered in a health 
facility, 14 at home, 
1 at a health post, 1 
on the roadside 

• 16 pregnant women 
(primiparous, 
multiparous, and 
grand-multiparous) 

Semi-structured 

interviews 

• Traditional 
childbirth care 
for normal 
childbirth at or 
near home  

• Formal childbirth 
care in a health 
facility, 
especially during 
complicated 
childbirth 

Caulfield et 

al. 2016 

To investigate the 

sociodemographic 

factors and 

cultural beliefs 

and practices that 

influence place of 

delivery for 

pastoralist women 

in Laikipia and 

Samburu  

Kenya Women who had 

delivered within 2 

years of data collection 

with a traditional birth 

attendant, skilled birth 

attendant, or neither 

Focus group 

discussions 

Traditional 

childbirth care at or 

near home 

Chea et al. 

2018   

To describe the 

prevalence and 

correlates of home 

delivery among 

HIV-infected 

women attending 

care at a rural 

public health 

Kenya 30 HIV-infected 

women (18-49 years); 

*majority were 

married 

(monogamous); 

*majority had some 

formal education; 

majority were 

Christian; 12 delivered 

Focus group 

discussions 

Formal childbirth 

care in a health 

facility 
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facility in Kilifi 

 

at home, 18 at a health 

facility 

Cofie et al. 

2015 

To explore how 

birth location 

preferences 

influenced 

women’s 

pregnancy and 

labor experiences, 

and the resultant 

impact on their 

birth outcomes 

  

Ghana 20 mothers of 

childbearing age who 

experienced 

pregnancy, labor or 

postnatal 

complications and 

mothers whose 

newborns experienced 

complications 

 
 

Semi-structured 

interviews  

• Traditional 
childbirth care at 
or near home as 
a first line of 
care, but facility-
based care when 
complications 
arise 

• Formal childbirth 
and postnatal 
care in a health 
facility as a first 
line of care 
 

Dahlberg et 

al. 2015 

To understand the 

individual, family 

and community 

factors that 

influence a 

woman’s choice of 

place of childbirth 

in rural Busia 

Kenya • 4 HIV positive 
mothers and 9 HIV 
negative mothers of 
children under 2 
years of age; 12 had 
given birth to their 
most recent baby in 
a healthcare facility 

• Older women 
(aunts, mothers-in 
law and 
grandmothers) 
 

• In depth 
interviews  

• Focus group 
discussions  

• Traditional 

childbirth care 

at home 

• Formal 

antenatal and 

childbirth care 

in a health 

facility  

 

De Allegri et 

al. 2015 

To explore why 

some women give 

birth at home 

while others give 

birth in a health 

facility 

Burkina Faso Women who had 

recently delivered in a 

health facility or at 

home 

 

Open-ended 

questionnaires 

(interviews)  

• Traditional 
childbirth care at 
home 

• Formal childbirth 
and early 
postnatal care in 
a health facility 

Dodzo & 

Mhloyi 2017 

To explore reasons 

why community 

deliveries are 

getting more 

attractive and 

being preferred by 

women 

Zimbabwe  108 women of 

reproductive age (14-

49 years); 86 were 

married; 97 had some 

formal education 

 

Focus group 

discussions 

 

Traditional 

childbirth and 

postnatal care at or 

near home  

 

Engmann et 

al. 2013 

To explore the 

beliefs and 

experiences of 

pregnant women 

seeking antenatal 

care in rural 

Ghana and to 

Ghana 85 women who were 

27 or more weeks 

pregnant (18-41 years); 

75 women were 

married; 78 women 

had some formal 

education; 75 women 

Semi-structured 

interviews 

Formal childbirth 

care in a health 

facility  
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understand the 

barriers to skilled 

birth attendants 

and health facility 

delivery  

were Christian and 10 

were Muslims 

Ganle 2015 To explore 

maternity 

healthcare needs 

and care 

experiences of 

Muslim women 

and the barriers to 

accessing and 

using maternal 

health services  

Ghana 94 women (15-45 

years) who were 

pregnant at the time of 

data collection or who 

had given birth 

between January 2011 

and May 2012; 64 were 

married; 37 had some 

formal education; all 

94 women were 

Muslim 

• Focus group 
discussions 

• Individual 
interviews 

• Traditional 
antenatal and 
childbirth care at 
or near home  

• Formal antenatal 
and childbirth 
care in a health 
facility  

Ibrhim et al. 

2018 

To explore why 

women in the 

pastoralist region 

of Afar still prefer 

to give birth at 

home despite the 

remarkable 

improvements 

made in the 

accessibility of 

health facilities 

Ethiopia • 60 women who had 
children less than 24 
months of age; 
majority were 
married; majority of 
the women had no 
formal education; all 
women were 
Muslim; 47 women 
gave birth at home 
with a TBA, 13 at a 
health facility 

• 48 grandmothers; 
majority of the 
grandmothers were 
married; majority of 
the grandmothers 
were uneducated; all 
grandmothers were 
Muslim  

Focus group 

discussions 

 

Traditional 

childbirth care at or 

near home 

Igboanugo & 

Martin 2011 

To identify 

pregnant women’s 

perceptions of 

conventional 

maternity service 

provision in the 

Niger Delta 

regions 
 

Nigeria 8 pregnant women (24-

35 years) who recently 

accessed maternity 

services; 2 

primigravidas and 6 

multigravidas 

Semi-structured 

interviews  

• Traditional 
antenatal and 
childbirth care at 
or near home  

• Formal antenatal 
and childbirth 
care in a health 
facility  
 

Jacobs et al. 

2018 

 

To explain why 

one ANC visit with 

a skilled provider 

seemed more 

common than four 

Zambia  38 mothers (18-45 

years) of children 

below 12 months old; 

36 women were 

married; about one-

Focus group 

discussions  

• Traditional 
antenatal care in 
early months 
and formal 
antenatal care in 
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ANC visits among 

women in the 

poorest rural 

districts 

third had some formal 

education; all mothers 

were multiparous   

the later months 

• Formal antenatal 
care in a health 
facility 

Kea et al. 

2018 

To identify factors 

influencing the use 

of maternal health 

services at the 

primary health 

care unit level in 

Sidama zone 

Ethiopia 18 women who had 

given birth in the 

previous 2 years or 

were pregnant at the 

time of data collection; 

*all women were 

married; most women 

were Christian 

 

• Focus group 
discussions  

• In-depth 
interviews 

• Traditional 

antenatal care in 

the early 

months, 

followed by 

skilled antenatal 

care in the later 

months 

• Traditional 

childbirth care at 

or near home 

King et al. 

2015 

To explore the 

barriers and 

facilitators to 

accessing skilled 

birth attendance 

in Afar Region  

Ethiopia 33 women (17-49 

years); 30 women were 

married; all women 

were Muslim; most 

women were 

multiparous  

Semi-structured 

interviews  

 

 

• Traditional 
childbirth care 
at or near home  

• Formal 
childbirth care 
in a health 
facility  

Kumbani et 

al. 2013 

To explore the 

reasons why 

women delivered 

at home without 

skilled attendance 

despite receiving 

antenatal care at a 

health centre and 

their perceptions 

of perinatal care 

Malawi 12 mothers (20-32 

years) who delivered 

outside a health facility 

within 3 months of the 

study; all were 

married; 11 had some 

formal education; 11 

were multiparous  

In-depth interviews Formal childbirth 

care in a health 

facility  

Kwagala 2013 To examine what 

factors influence 

choice of place of 

delivery among 

the Sabiny 

 

Uganda 

 

 

 

• *2 young women 
(15-24 years); *both 
were married; *both 
had some formal 
education; *both 
were Christian 

• *3 middle-aged 
women (25-35 
years); all were 
married; *all had 
some formal 
education; *all were 
Christian  

• *3 older women 
(over 36 years); * all 
were married; *all 

• Focus group 
discussions 

• In depth 
interviews 

• Traditional 
childbirth and 
postnatal care at 
or near home  

• Formal 
childbirth and 
postnatal care in 
a health facility  
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had some formal 
education; *all were 
Christian 
 

Kyomuhendo 

2003 

To enhance the 

understanding of 

why, when faced 

with complications 

of pregnancy or 

delivery, women 

still choose high 

risk options 

leading to severe 

morbidity and 

potentially death 

Uganda Women over 15 years 

of age; most were 

married 

 
 

Focus group 

discussions 

Traditional 

childbirth and 

postnatal care at or 

near home  

Magoma et 

al. 2010 

To gain an 

understanding of 

the socio-cultural 

and health 

systems factors 

that influence 

women’s decisions 

to seek antenatal, 

skilled delivery 

and immediate 

post-partum care  
 

Tanzania 66 women seeking 

antenatal care, 

childbirth care and 

postnatal care at a 

health unit  

 

 

• Focus group 
discussions 

• Key informant 
interviews 

 
 

• Traditional 

antenatal, 

childbirth and 

postnatal care at 

or near home. 

Preference for 

traditional 

childbirth care 

for normal 

births 

• Formal 

antenatal and 

childbirth care in 

a health facility  

Mason et al. 

2015 

To explore why 

some women 

access antenatal 

or delivery care in 

formal health 

facilities in the 

western Kenya 

context whilst 

many do not. 

Kenya • 18 adolescents (15-
18 years) 

• 29 women of 
childbearing age 
(15-49 years) 

• 17 recently or 
currently pregnant 
women 

• 9 mothers of child 
born with an 
abnormality  
 

Focus group 

discussions  

• Traditional 

childbirth care at 

or near home 

• Formal 

childbirth and 

postnatal care in 

a health facility  

Mathole et al. 

2004 

• To explore the 
contexts as well 
as the social 
and cultural 
factors that 
influence ANC 
utilisation and 
how women 
and health care 

Zimbabwe 44 women (19-46 

years) 

 

• Focus group 
discussions 

• Interviews 
 

• Formal 
antenatal care in 
a health facility 

• Early traditional 
antenatal care 
and later formal 
antenatal care 
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providers 
reason around 
pregnancy and 
the care of 
pregnancy 

• To describe the 
perspectives 
and 
experiences of 
women in their 
use of antenatal 
care and in 
their reasoning 
on specific 
antenatal care 
routines 
 

Moyer et al. 

2014  

To explore the 

impact of social 

factors on place 

of delivery, 

particularly on the 

impact of 

community and 

familial social 

structures and the 

role of cultural 

practices 

surrounding 

childbirth  
 

Ghana  • 35 women with 
newborn infants  

• 81 grandmothers 
who had at least 
one grandchild 
within the past year 
of data collection  

 

• In-depth 
interviews 

• Focus group 
discussions  

• Traditional 
childbirth care at 
home 

• Formal childbirth 
care in a health 
facility  

 

Myer & 

Harrison 

2003 

To investigate 

factors affecting 

the utilisation of 

antenatal care 

services among 

pregnant women  

South Africa • 22 women (17-37 
years) seeking 
antenatal care at a 
clinic; 14 women 
were married or in a 
committed 
relationship; 
majority of the 
women had formal 
education; 5 
primigravidas 

• 7 women who had 
syphilis   

Semi-structured 

interviews 

Formal antenatal 

and childbirth care 

in a health facility  

Ndirima et al. 

2018 

To understand 

women’s 

perceptions of the 

quality of non-

clinical aspects of 

care that they 

consider 

important during 

Rwanda 20 women (18-43 

years) who had 

delivered in the district 

hospital within 10 

weeks prior to the start 

of the study; 10 

women were 

primiparous (3 

caesarean sections); 10 

In-depth interviews Formal antenatal 

and childbirth care 

in a health facility  
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childbirth  
 

women were 

multiparous (3 

caesarean sections) 

Okafor et al. 

2014 

To determine the 

preferred choice 

of maternity 

healthcare and 

determinants for 

pregnant and 

delivery services 

among rural 

women  
 

Nigeria 25 women (20-42 

years) who delivered a 

baby in the previous 2 

years prior to the 

study; at least 13 

women completed 

some formal education  
 

Focus group 

discussions  

• Traditional 
antenatal and 
childbirth care in 
any domestic 
setting. 
Preference for 
traditional 
antenatal care 
for a normal 
pregnancy and 
formal antenatal 
care if pregnancy 
becomes 
abnormal  

• Formal childbirth 
and early 
postnatal care in 
a health facility 
 

Osubor et al. 

2006 

To assess maternal 

health services 

and health-

seeking behavior  

Nigeria • Teenage girls (15-19 
years); most were 
Christian 

• Women of 
childbearing age 
(20-49 years) and of 
parity of not more 
than 4 children; 
most women had 
some formal 
education; most 
women were 
Christian 

• Women in post-
childbearing period 
(50 years and 
above); most 
women had some 
formal education; 
most women were 
Christian  
 

Focus group 

discussions 

 

 

 

 
 

• Traditional 
antenatal 
childbirth care in 
a traditional 
setting  

• Formal childbirth 
care in a health 
facility  

Pfeiffer & 

Mwaipopo 

2013 

• To describe 

women’s 

health-seeking 

behavior and 

experiences 

regarding their 

use of antenatal 

and postnatal 

care as well as 

Tanzania 100 women who 

delivered at a clinic or 

with the support of a 

TBA within 2 months 

prior to data collection; 

49 women were 

married; 65 women 

had some formal 

education; 39 women 

• In-depth 
interviews 

• Focus group 
discussions  

• Traditional 
childbirth care at 
or near home  

• Traditional 
childbirth care in 
a private and 
confidential 
environment  

• Formal 
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their rationale 

behind the 

choice of place 

and deliver 

• To learn about 

the use of 

traditional 

practices and 

resources 

applied by 

traditional birth 

attendants and 

how these 

might be linked 

to the 

biomedical 

health system  

  

were multiparous 

 

childbirth care in 
a health facility 

Riang’a et al. 

2018 

To explore how 

Kalenjin women in 

rural Uasing Gishu 

County perceive 

antenatal care and 

how their 

perceptions 

impede or 

motivate earlier 

access and 

continuous use of 

antenatal care 

services 

Kenya 188 women (16-45 

years); 102 women 

who had at least 1 visit 

to an ANC during the 

current pregnancy; 86 

women who had given 

birth within 1 month of 

data collection; 160 

women were married; 

all 188 women had 

some formal 

education; *all women 

were Christian; 72 

women were 

primigravidas, 116 

were multigravidas  

Open-ended 

questionnaires 

(interviews) 

• Traditional 
antenatal care at 
or near home 

• Traditional 
antenatal care 
for normal 
pregnancies and 
formal antenatal 
care for 
abnormal 
pregnancies  

• Traditional 
antenatal care in 
early gestation 
and formal 
antenatal care in 
later gestation 

• Formal antenatal 
care in a health 
facility 

Seljeskog et 

al. 2006 

To identify the 

individual, 

community and 

health facility level 

factors influencing 

women’s choice of 

place of delivery 

Malawi 6 women of 

*childbearing age who 

had delivered recently; 

*all women were 

married; *All women 

had some formal 

education; 3 gave birth 

at home and 3 at a 

health facility 

In depth interviews 

 

 

• Traditional 
childbirth and 
postnatal care at 
or near home  

• Formal childbirth 
care in a health 
facility 

Serizawa et 

al. 2014 

To explore cultural 

perceptions of and 

behaviors related 

Sudan 6 women (16-40 years) 

of reproductive age 

who had given birth 

Semi structured 

interviews 

• Traditional 

antenatal, 

childbirth and 
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to safe 

motherhood 

among Sudanese 

village women 

within 2-3 years prior 

to the study; all 

women were married; 

none completed any 

formal education; 2 of 

the younger women 

(16-30 years) were 

primiparous and 

multiparous; 4 of the 

older women (30-40 

years) were 

multiparous 

postnatal care at 

or near home 

• Irregular skilled 

antenatal care 

attendance 

 

 

Shiferaw et 

al. 2013 

To understand 

why women might 

continue to prefer 

homebirths even 

when facility-

based delivery are 

available at 

minimal cost 

Ethiopia  8 mothers (15-49 

years); most women 

were married; most 

women were 

multiparous  

Focus group 

discussions 

 

• Traditional 
childbirth and 
early postnatal 
care at or near 
home. 
Preference for 
traditional 
childbirth care 
especially when 
childbirth is 
abnormal  

• Formal 
childbirth care in 
a health facility, 
especially for a 
complicated 
childbirth   

Sialubanje et 

al. 2015 

To identify 

reasons 

motivating women 

to have 

homebirths and 

prefer the 

assistance of 

traditional birth 

attendants 

Zambia 100 women of 

reproductive age (15-

45 years) who had 

given birth within 1 

year of study; 70 

women were married; 

93 women had some 

formal education; 50 

were multiparous 

Focus group 

discussions 

 
 

• Traditional 
childbirth care 
at or near home  

• Formal 
childbirth care in 
a health facility   

Sisay et al. 

2014 

To explore beliefs 

and values 

surrounding 

neonatal mortality 

and stillbirth 

among several 

generations of 

rural Ethiopian 

women  

Ethiopia • 63 grandmothers 
who had given birth 
to at least 1 child, 
who in turn had 
given birth to at 
least 1 child; none 
had any formal 
education; majority 
of the women were 
Christian 

• 74 women who had 
any child under 5 
years; all women 

Focus group 

discussions  

• Traditional 
childbirth care at 
home for normal 
childbirth 

• Formal childbirth 
care in a health 
facility, 
especially for a 
complicated 
childbirth  
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* Additional data retrieved from authors of included studies. 

 

Appendix 3.3 Quality Appraisal by Checklist Item  

Reporting Criteria Study References 

Clear statement of aims: 
 
• goal of the research                                                                                                                                       96, 104, 119, 120, 128, 130, 133, 136, 139-141, 187-204, 206-215 

• why it was thought vital                                                                                                                                               96, 104, 119, 120, 128, 130, 133, 136, 139-141, 187-215           

• relevance                                                                                                                                                                        96, 104, 119, 120, 128, 130, 133, 136, 139-141, 187-215                                                             

Appropriateness of qualitative methodology: 

• research seeks to interpret actions/ subjective experiences of                                                                           96, 104, 119, 120, 128, 130, 133, 136, 139-141, 187-215                                                                                                         

participants  

• qualitative research is the right methodology for addressing                                                                              96, 104, 119, 120, 128, 130, 133, 136, 139-141, 187-215 

were married; 
majority of the 
women were 
Christian 

• 70 younger women 
(adolescent girls 
over 15 years); none 
were married; all 
women had some 
formal education; 
majority were 
Christian  
 

Thwala et al. 

2012 

To explore and 

describe the 

values, beliefs, 

and experiences of 

rural Swazi 

women on 

childbearing in the 

postpartum period 

Swaziland 15 women (over 18 

years) who had at least 

1 child and whose last-

born child was 2 years 

old or less; all women 

were married; most 

women had some 

formal education; *14 

women were affiliated 

with tribal religions 

and 1 with Catholicism; 

all were multiparous 

Unstructured 

interviews 

• Traditional 
childbirth care at 
or near home  

• Formal childbirth 
care in a health 
facility  

 

Wilunda et al. 

2014 

To identify 

perceived barriers 

to utilization of 

institutional 

delivery care 

services in Moroto 

and Napak 

districts in 

Karamoka 

Uganda 459 women who had 

delivered in the past 5 

years 

 

 

 

Participatory rural 

appraisal 

Traditional 

childbirth care at or 

near home 
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aim (s)  

Appropriateness of research design for aims: 

• researcher has justified research design                                                                                104, 120, 128, 136, 140, 141, 188, 190, 193, 198, 200, 201, 203, 208, 209, 212 

Appropriateness of recruitment strategy for aims:                                                           

• researcher has explained how participants were selected                          96, 104, 119, 120, 128, 130, 136, 139-141, 187-191, 194, 196, 197, 199-204, 206-210, 212-215                               
• explained why selected participants were most appropriate         96, 104, 120, 128, 130, 139, 140, 187, 188, 190, 192, 197, 200, 202-204, 206-210, 211, 212, 214, 215                                                                                                                                      

to provide access to type of knowledge sought by the study    

• discussions around recruitment                                                                                               119, 120, 128, 130, 136, 139, 140, 187, 189, 190, 196, 202-204, 206, 213, 214                                                       

If data collection addresses the research issue:                

• setting for data collection justified                                                                                                            96, 119, 120, 128, 130, 136, 139, 141, 187-199, 201-212, 214, 215 

• clear how data was collected                                                                                                                              96, 119, 120, 128, 130, 133, 136, 139-141, 187-208, 210-215 

• justified chosen methods                                                                                             96, 104, 120, 128, 136, 139, 188, 194-197, 198, 201-203, 204, 205, 207, 209, 212, 213                                                                                                                                                                                                                                                                                                                                                 

• methods explicitly described                                                                                        96, 104, 119, 120, 128, 130, 136, 139-141, 187-190, 192, 194-205, 207, 208, 210-215 

• if methods modified, explained how and why                                                                                                                                                          140, 141, 196, 202, 213                                                 

• form of data clear                                                                                                                           96, 104, 119, 120, 128, 130, 133, 136, 139-141, 187-194, 196-208, 210-215  

• discussed saturation of data                                                                                             104, 119, 120, 130, 136, 140, 141, 188, 194, 196-198, 200, 202, 204, 205, 207, 212 
                                           

If the relationship between researcher(s) and                                                                                                                                                                                                   

participants is adequately considered: 

• researcher(s) critically examined their own role, potential bias                                                                 96, 128, 136, 188, 193, 196, 197, 199, 200, 203, 207, 212, 214                                                            

and influence                          

• how researcher(s) responded to events during the study and                                                                                                                               141, 187, 196, 202, 213                                                                                            

considered implications of changes in the research design 

If ethical issues were taken into consideration: 

• sufficient details of how research was explained to                                  96, 104, 119, 120, 128, 130, 136, 140, 141, 187-191, 193, 196-202, 204, 206-208, 211-213, 215                                                                                                               

participants to show that ethical standards were maintained  

• discussed issues raised by the study                                                                                                                                                      133, 193, 196-198, 201, 204, 213, 215  

• approval sought from the ethics committee                                                                              96, 104, 119, 120, 128, 130, 133, 136, 139-141, 187-194, 196-209, 211-215 

If data analysis was sufficiently rigorous: 

• in depth description of the analysis process                                              119, 120, 128, 130, 136, 140, 141, 188, 190-192, 194, 196-198, 201-203, 204-206, 208, 212-215                                                           

• clear how categories/themes derived (thematic analysis)                                   119, 128, 130, 136, 140, 141, 188, 190, 192-194, 196, 199, 200, 204, 205, 208, 212-215 

• researcher(s) explain how the data presented were selected                                     119, 120, 128, 136, 140, 141, 192, 194, 196-201, 203, 204, 206, 208, 210, 212-215 
from the original sample to demonstrate the analysis process                                                                                                                                    

• sufficient data are presented to support the findings                                                      96, 119, 120, 128, 130, 136, 139-141, 187, 188, 191, 193-201, 203-208, 210-215 

• contradictory data is considered                                                                          96, 119, 120, 128, 130, 136, 140,  187-191, 193, 194, 198, 201, 203-207, 210, 211, 213-215   

• researcher critically examined their own role, potential bias and                                       96, 128, 136, 139, 141, 188, 192, 196, 199, 201, 203, 204, 206, 207, 211-215 

          influence during analysis and selection of data for presentation                                                                                                                                 

Clear statement of findings: 

• findings are explicit                                                                                                                                                      96, 104, 119, 120, 128, 130, 133, 136, 139-141, 187-215 

• adequate discussion of the evidence both for and against the                                   104, 120, 130, 140, 141, 187-190, 193, 194, 198, 202-204, 208, 210, 212, 214, 215                                                                                                                                       

researcher’s  arguments   

• researcher has discussed the credibility of their findings                                                               96, 120, 128, 136, 139-141, 187, 193, 196, 197, 199, 201-203, 212-215  

• findings are discussed in relation to the original research question                                                                   96, 104, 119, 120, 128, 130, 133, 136, 139-141, 187-215 

Value of the research: 

• discusses study contribution to existing knowledge                                                                                                      96, 104, 119, 120, 128, 130, 136, 139-141, 187-215 

• identify new areas where research is necessary                                                               96, 119, 120, 128, 130, 139-141, 188, 190-193, 198, 201, 203-205, 207, 210, 212  

• discussed whether or how the findings can be transferred to             104, 119, 120, 128, 136, 140, 141, 187, 192, 193, 196-199, 201, 203, 205, 207, 208, 210, 212-214  

          other populations or considered other ways for research use 
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Appendix 3.4 Summary of Review Findings for Formal Maternal Care 

Review 

Findings (sub-

themes and 

summaries) 

Contributing 

Studies 

Methodological 

Limitations 

Adequacy  Coherence Relevance CERQual 

Assessment 

Explanation 

of 

Confidence 

in the 

Evidence 

Assessment  

Attendant 

capacity and 

technical 

competence - 

Greater training 

and technical 

abilities of HCPs 

in providing 

maternal care 

influenced 

preferences for 

formal care. 

24 Studies – 

Okafor, Al-

Mujtaba, 

Ndirima, 

Dahlberg, 

Seljeskog, 

Myer, 

Igboanugo, 

Magoma, 

Mason, King, 

Osubor, 

Bedford, 

Moyer, 

Shiferaw, 

Engmann, 

Cofie, Thwala, 

Pfeiffer, De 

Allegri, 

Kumbani, 

Chea, 

Kwagala, 

Ahmed, 

Jacobs 

Major 

methodological 

concerns in 2/24 

studies and 

moderate 

methodological 

concerns in 6/24 

studies 

Rich data from a 

range of 

contexts  

No or very 

minor 

concerns. 

Findings 

across studies 

are consistent 

and coherent  

Minor 

concerns 

about 

relevance as 

one study was 

predominantl

y rural (84%), 

with 16% of 

participants 

being peri-

urban/urban 

(Al-mujtaba).  

Moderate 

confidence  

Finding 

graded as 

moderate 

due to 

moderate to 

major 

methodologi

cal 

limitations in 

8 of the 

studies and 

minor 

concerns in 

relevance to 

the review 

question  

Availability of 

resources - 

Contrary to 

traditional care, 

facility-based 

services were 

preferred 

because of the 

presence of 

necessary 

personnel, 

equipment and 

supplies for 

various 

maternal 

services (e.g. 

health status 

assessments) 

12 Studies - 

Pfeiffer, Chea, 

Osubor, 

Shiferaw, 

Igboanugo, 

Okafor, Al-

Mujtaba, 

Dahlberg, 

Jacobs, 

Riang'a, 

Magoma, 

Mathole  

Major 

methodological 

concerns in 1 

study, moderate 

methodological 

concerns in 4/12 

studies 

Rich data from a 

range of 

contexts. 1 

study covered 

preferences in 

both 

quantitative 

and qualitative 

sections, but 

there were 

fewer 

preferences and 

contributing 

factors reported 

in the 

qualitative 

component 

(Osubor)   

Minor 

concerns 

about 

coherence 

given that 

shorter 

waiting time 

in particular 

contributed to 

preferences 

for private 

maternal care 

compared to 

public 

maternal care 

in 2 studies 

(Osubor, 

Igboanugo).  

No or very 

minor 

concerns 

about 

relevance. 

Findings in 

accord with 

context of 

review 

question 

Moderate 

confidence  

Finding 

graded as 

moderate 

due to 

moderate to 

major 

methodologi

cal 

limitations in 

5 of the 

studies 

Attendant 

attitudes and 

behaviors - 

Preferences for 

9 Studies – Al-

mujtaba, King, 

Ganle, 

Kumbani,  

Major 

methodological 

concerns in 1/9 

studies. Moderate 

Rich data from a 

range of 

contexts  

No or very 

minor 

concerns. 

Findings 

Moderate 

concerns 

about 

relevance as 

Low 

confidence  

Finding 

graded as 

low due to 

moderate to 
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facilities that 

employed 

caring, 

considerate and 

sympathetic 

HCPs, as well as 

welcoming 

reception staff. 

Cofie, Chea, 

Seljeskog, 

Osubor, 

Igboanugo 

methodological 

concerns in 3/9 

studies 

across studies 

are consistent 

and coherent  

two studies 

were only 

predominantl

y rural and 

included a 

few urban 

participants 

(Al-Mujtaba, 

Ganle) 

major 

methodologi

cal 

limitations in 

4 of the 

studies and 

moderate 

concerns of 

relevance to 

the review 

question 

Previous 

experiences - 

Positive 

previous 

experiences in 

health facilities 

and poor 

previous 

traditional care 

experiences in a 

domestic 

setting 

contributed to 

preferences for 

maternal care.  

8 Studies – 

Ndirima, 

Cofie, Ibrhim, 

Chea, 

Kumbani, 

Igboanugo, 

Osubor, 

Riang'a 

Moderate 

methodological 

concerns in 3/8 

studies  

Minor concerns 

over adequacy 

of data. Despite 

the range of 

contexts, data is 

not rich on this 

finding  

Minor 

concerns 

about 

coherence 

given that a 

range of 

previous 

experiences 

contributed to 

women's 

preferences 

for formal 

maternal care 

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

Moderate 

confidence  

Finding 

graded as 

moderate 

because of 

the range of 

contexts and 

relevance to 

the review 

question, but 

moderate 

methodologi

cal 

limitations in 

3 studies and 

minor 

concerns 

over 

coherence  

Fear of 

complications 

and death - 

Fear of 

infections, birth 

complications, 

and death 

under the 

guidance of 

unskilled 

attendants 

contributed to 

preferences for 

facility-based 

care.  

6 Studies – 

Ganle, 

Ahmed, 

Dahlberg, 

Thwala, 

Sialubanje, 

Jacobs 

Minor 

methodological 

concerns in 2/6 

studies  

Minor concerns 

over adequacy 

of data given 

the moderate 

number of 

studies but rich 

data 

Minor 

concerns 

about 

coherence 

given that 

women held a 

variety of 

fears that 

contributed to 

their 

preference for 

formal care 

Minor 

concerns 

about 

relevance 

given that 1 of 

the studies 

had a few 

urban 

participants 

(Ganle) 

High 

confidence  

Finding 

graded as 

high because 

of rich data, 

minor 

concerns 

over 

coherence, 

and minor 

concerns 

about 

relevance of 

the finding 

to the review 

question 

Comfort and 

privacy - 

Preferences for 

facilities that 

provided the 

user greater 

control of their 

surroundings, 

including 

5 Studies – 

Ndirima, 

Igboanugo, 

Osubor, King, 

Ganle 

Moderate 

methodological 

concerns in 1/5 

studies 

Minor concerns 

over adequacy 

of data given 

the moderate 

number of 

studies but rich 

data.  1 study 

covered 

preferences for 

formal sources 

Minor 

concerns 

about 

coherence 

given that 

comfort was 

pertaining to 

degree of 

privacy in 

most studies, 

Minor 

concerns 

about 

relevance 

given that 1 of 

the studies 

had a few 

urban 

participants 

Moderate 

confidence  

Finding 

graded as 

moderate 

because of 

rich data, but 

moderate 

methodologi

cal concerns 

in 1 study 

and minor 
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privacy desires.  in both 

quantitative 

and qualitative 

sections, but 

there were 

fewer 

preferences and 

contributing 

factors reported 

in the 

qualitative 

component 

(Osubor)   

but to other 

conditions 

including 

care-taker 

gender and 

experience in 

other studies  

(Ganle) concerns 

over 

coherence 

and 

relevance to 

the review 

question 

Information, 

knowledge and 

awareness - 

Maternal health 

education (e.g 

nutritional 

advice during 

ANC) at health 

facilities and 

increased 

knowledge and 

awareness of 

the significance 

of skilled 

maternal care 

contributed to 

preferences for 

formal maternal 

care. 

8 Studies – 

Bedford, 

Moyer, Al-

Mujtaba, 

Chea, 

Igboanugo, 

Magoma, 

Myer, Ndirima 

Major 

methodological 

concerns in 1/8 

studies and 

moderate 

methodological 

concerns in 1/8 

studies. In 1 

study, recordings 

were not used 

and full 

transcriptions 

with translations 

were not 

produced  

(Bedford)  

Minor concerns 

about adequacy 

of data as the 8 

studies together 

provided 

moderately rich 

data  

No or very 

minor 

concerns. 

Findings 

across studies 

are consistent 

and coherent  

Minor 

concerns 

about 

relevance 

given that one 

study was 

predominantl

y rural (84%), 

with 16% of 

participants 

being peri-

urban/urban 

(Al-mujtaba).  

Moderate 

confidence  

Finding 

graded as 

moderate 

because of 

moderate to 

major 

methodologi

cal 

limitations in 

2 studies, as 

well as minor 

concerns 

about 

relevance 

Costs and 

affordability - 

Preferences for 

health facilities 

that provided 

cheaper 

services. 

2 Studies – 

Okafor, 

Igboanugo 

Moderate 

methodological 

concerns in 1/2 

studies  

Moderate 

concerns over 

adequacy of 

data due to the 

thin data from 

only 2 studies  

Serious 

concerns in 

coherence 

given that 

there were no 

clear patterns 

in the finding. 

Some women 

preferred 

public health 

facilities for 

being more 

affordable 

while others 

preferred 

private health 

facilities for 

being more 

affordable 

No or very 

minor 

concerns 

about 

relevance. 

Findings in 

accord with 

context of 

review 

question 

Very low 

confidence  

Finding 

graded as 

very low 

because of 

moderate 

methodologi

cal concerns 

in 1 study, 

small range 

of contexts, 

thin data, 

and serious 

concerns 

over 

coherence 

Social pressure 

- Preferences 

for facility-

3 Studies - 

Bedford, 

Chea, 

Moderate 

methodological 

concerns in 1/3 

Moderate 

concerns over 

adequacy of 

No or very 

minor 

concerns. 

No or very 

minor 

concerns 

Low 

confidence  

Finding 

graded as 

low because 
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based services 

because it 

empowered 

women to visit 

a facility on 

their own 

accord and 

enabled women 

to avoid social 

pressures and 

stigma 

experienced 

during 

homebirths.   

Magoma studies. In 1 

study, recordings 

were not used 

and full 

transcriptions 

with translations 

were not 

produced  

(Bedford)  

data as data 

was retrieved 

from only 3 

studies, despite 

moderately rich 

data.  

Findings 

across studies 

are consistent 

and coherent  

about 

relevance. 

Findings in 

accord with 

context of 

review 

question 

of the 

moderate 

methodologi

cal concerns 

in 1 study, 

small range 

of contexts, 

and 

moderate 

quantity of 

data 

Cultural norms 

- Shift in 

cultural norms 

towards facility 

deliveries 

contributed to 

preferences for 

formal care.  

4 Studies - 

Moyer, 

Engmann, 

Cofie, 

Kwagala 

Major 

methodological 

concerns in 1/4 

studies  

Minor concerns 

about adequacy 

of data as the 4 

studies together 

provided 

moderately rich 

data  

No or very 

minor 

concerns. 

Findings 

across studies 

are consistent 

and coherent  

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

Moderate 

confidence  

Finding 

graded as 

moderate 

because of 

the 

coherence of 

the finding 

and 

relevance of 

the finding 

to the review 

question, but 

major 

methodologi

cal 

limitations in 

1 study and 

small range 

of contexts 

Religious 

beliefs and 

obligations - 

Preferences for 

health facilities 

that provided 

religiously 

sensitive 

maternal care 

and respected 

religious 

obligations and 

needs.  

3 Studies – 

Dahlberg, 

Ganle, 

Kwagala 

Moderate 

methodological 

concerns in 1/3 

studies 

Major concerns 

over adequacy 

of data given 

the thin data 

from only 3 

studies  

No or very 

minor 

concerns. 

Findings 

across studies 

are consistent 

and coherent  

Minor 

concerns 

about 

relevance 

given that 1 of 

the studies 

had a few 

urban 

participants 

(Ganle) 

Very low 

confidence  

Finding 

graded as 

very low 

because of 

moderate 

methodologi

cal concerns 

in 1 study, 

thin data, 

small range 

of contexts, 

and minor 

concerns in 

relevance to 

the review 

question  
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Appendix 3.5 Summary of Review Findings for Traditional Maternal Care 

Review 

Findings (sub-

themes and 

summaries) 

Contributing 

Studies 

Methodological 

Limitations 
Adequacy  Coherence Relevance 

CERQual 

Assessment 

Explanation of 

Confidence in 

the Evidence 

Assessment  

Quality of care - 

Traditional 

childbirth care 

preferred 

because of the 

poor quality of 

facility-based 

maternal care. 

3 studies-  King, 

Shiferaw, 

Caulfield 

1/3 studies with 

major 

methodological 

limitations              

Substantial 

concerns over 

adequacy of 

data due to 

thin data from 

only 3 studies. 

Little 

elaboration in 

these studies 

on the finding 

Moderate 

concerns 

about 

coherence 

given that 

poor quality 

of care is 

defined and 

interpreted 

in multiple 

ways by 

studies and 

participants  

 

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

Low 

confidence  

Finding graded 

as low because 

of small range 

of contexts, thin 

quantity of 

data, and major 

methodological 

limitations in 1 

of the studies 

Attendant 

capacity and 

competence - 

TBAs and other 

CBAs were 

preferred for 

being most 

competent and 

compassionate 

when providing 

maternal care. 

They were also 

believed to have 

greater 

experience and 

skills in 

detecting, curing 

and managing 

complications.  

13 studies- 

Sialubanje, 

Okafor, 

Kwagala, 

Ibrhim, 

Serizawa, 

Osubor, 

Caulfield, 

Wilunda, 

Magoma, 

Shiferaw, 

Thwala, 

Riang'a, 

Igboanugo 

2/13 studies with 

major 

methodological 

limitations,  2/13 

studies with 

moderate 

methodological 

limitations                                                         

Rich data 

from a range 

of contexts  

Minor 

concerns 

about 

coherence 

given that 

women 

considered 

different 

elements of 

worker 

capacity 

and 

competence 

when 

expressing 

their 

preferences 

for 

traditional 

care-takers  

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

Moderate 

confidence  

Finding graded 

as moderate 

because 4 of 

the studies had 

moderate to 

major 

methodological 

limitations 

Availability of 

resources - 

Equipment, 

supply, and drug 

shortages, as 

well as long 

waiting times in 

facilities 

contributed to 

preferences for 

traditional 

births. 

3 studies- 

Ibrhim, 

Bedford, 

Seljeskog 

1/3 studies with 

major 

methodological 

limitations, 1/3 

studies with 

moderate 

methodological 

limitations. In 1 

study, recordings 

were not used 

and full 

transcriptions 

with translations 

were not 

Substantial 

concerns over 

adequacy of 

data due to 

thin data from 

only 3 studies. 

Only 1 study 

contributes to 

a finding on 

facility supply 

and 

equipment 

shortages 

No or very 

minor 

concerns. 

Findings 

across 

studies are 

consistent 

and 

coherent  

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

Low 

confidence  

Finding graded 

as low because 

of the small 

range of 

studies, thin 

quantity of 

data, and 

moderate to 

major 

methodological 

limitations in 2 

of the 3 studies 
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produced  

(Bedford)  

(Ibrhim) 

Attendant 

attitudes and 

behavior - TBAs 

and other CBA 

were preferred 

for being more 

affectionate, 

sensitive, 

hospitable, and 

positive than 

HCPs. 

15 studies - 

Dahlberg, 

Kyomuhendo, 

Thwala, 

Igboanugo, 

King, Osubor, 

Bazzano, Cofie, 

Caulfield, 

Sialubanje, 

Allou, Adinew 

2017, Ibrhim, 

Dodzo, Kwagala 

2/15 studies with 

major 

methodological 

limitations, 3/15 

studies with 

moderate 

methodological 

limitations   

Rich data 

from a range 

of contexts  

No or very 

minor 

concerns. 

Findings 

across 

studies are 

consistent 

and 

coherent  

Minor 

concerns 

about 

relevance 

given that 1 

of the 

studies had 

a few urban 

participants 

(Allou) 

Moderate 

confidence  

Finding graded 

as moderate 

because of the 

moderate to 

major 

methodological 

limitations in 5 

of the 15 

studies 

Previous 

experiences - 

Traditional 

births were 

preferred 

because of 

positive 

previous 

experiences 

with traditional 

births. 

6 studies - 

Serizawa, 

Dodzo, Cofie, 

Pfeiffer, 

Sialubanje, 

Shiferaw 

1/6 studies with 

major 

methodological 

limitations, 1/6 

studies with 

moderate 

methodological 

limitations 

Minor 

concerns over 

adequacy of 

data. Despite 

the moderate 

range of 

contexts, data 

is not rich 

No or very 

minor 

concerns. 

Findings 

across 

studies are 

consistent 

and 

coherent  

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

Moderate 

confidence  

Finding graded 

as moderate 

because of the 

moderate to 

major 

methodological 

limitations in 2 

of the 6 studies 

and thin 

quantity of data 

Trust - Greater 

trust in CBAs, 

traditional 

childbirth care 

and PNC 

practises, or 

self-care, over 

HCPs and health 

facilities 

contributed to 

preferences for 

traditional 

maternal care. 

11 studies - 

Adinew 2017, 

Serizawa, 

Shiferaw, 

Wilunda, 

Pfeiffer, 

Kwagala, 

Caulfield, 

Kyomuhendo, 

Seljeskog, 

Engmann, 

Bedford 

3/11 studies with 

major 

methodological 

limitations, 2/11 

studies with 

moderate 

methodological 

limitations.  

Rich data 

from a range 

of contexts  

Minor 

concerns 

about 

coherence 

given that 

some 

women 

trusted 

traditional 

care-takers 

and others 

trusted 

their own 

abilities for 

self-care. 

Parity and 

age also 

contributed 

to 

expressed 

preferences

, given that 

older 

women and 

multiparous 

women 

often 

trusted 

their own 

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

Moderate 

confidence  

Finding graded 

as moderate 

because of the 

range of 

contexts, rich 

data, and 

relevance to the 

review 

question, but 

moderate to 

major 

methodological 

limitations in 5 

of the studies 
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abilities to 

recognize 

and manage 

issues 

Fear of medical 

interventions - 

Fear of facility-

based services 

and related 

consequences of 

receiving 

facility-based 

care contributed 

to preferences 

for traditional 

maternal care. 

8 studies- 

Magoma, 

Seljeskog, 

Osubor, 

Bazzano, 

Adinew 2018, 

De Allegri, 

Sisay, Moyer 

3/8 studies with 

major 

methodological 

limitations, 1/8 

studies with 

moderate 

methodological 

limitations  

Rich data 

from a range 

of contexts  

Minor 

concerns 

about 

coherence 

given that 

specific 

sources of 

fear relating 

to health 

facility 

settings 

varied from 

fears of 

operations, 

to fears of 

being 

turned 

away. In 

one study, 

women 

were afraid 

of delivering 

on their way 

to a facility 

(De allegri) 

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

Low 

confidence  

Finding graded 

as low because 

4 of the studies 

had moderate 

to major 

methodological 

limitations and 

minor concerns 

in coherence  

Comforting 

environment - 

Domestic 

settings were 

preferred for 

being more 

familiar, 

whereas health 

facilities were 

seen as foreign 

environments. 

CBAs helped to 

provide this 

desired 

environment by 

taking 

consideration of 

user comfort 

(e.g. birthing 

position), while 

HCPs were 

judged to be less 

accommodating. 

17 studies- 

Serizawa, 

Thwala, Sisay, 

Kyomuhendo, 

Pfeiffer, 

Shiferaw, 

Magoma, 

Osubor, 

Adinew 2018, 

Adinew 2017, 

Caulfield, Kea, 

Kwagala, Allou, 

Wilunda, 

Bedford, 

Sialubanje 

2/17 studies with 

major 

methodological 

limitations, 4/17 

studies with 

moderate 

methodological 

limitations 

Rich data 

from a range 

of contexts  

Minor 

concerns 

about 

coherence 

given that 

women's 

desires of a 

comfortable 

environmen

t provided 

in 

traditional 

care 

settings 

varied  

Minor 

concerns 

about 

relevance 

given that 1 

of the 

studies had 

a few urban 

participants 

(Allou) 

Moderate 

confidence  

Finding graded 

as moderate 

because of the 

range of 

contexts, rich 

data, but  

moderate to 

major 

methodological 

limitations in 6 

of the studies 

and minor 

concerns in 

coherence and 

relevance 

Privacy - The 

lack of privacy in 

10 studies-

King, Ganle, 

3/10 studies with 

moderate 

Rich data 

from a range 

No or very 

minor 

Minor 

concerns 

High Finding graded 

as high because 
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health facilities 

(e.g. exposure of 

private parts to 

strangers) 

contributed to 

preferences for 

traditional 

births. In 

domestic 

settings, women 

possessed 

greater privacy. 

Pfeiffer, Dodzo, 

Adinew 2018, 

Ibrhim, 

Caulfield, 

Kwagala, 

Ndirima, Kea 

methodological 

limitations  

of contexts  concerns. 

Findings 

across 

studies are 

consistent 

and 

coherent  

about 

relevance 

given that 1 

of the 

studies had 

a few urban 

participants 

(Ganle) 

confidence  of the range of 

contexts, rich 

data, and strong 

coherence  

Knowledge and 

awareness - 

Lack of 

knowledge and 

awareness 

about maternal 

health, as well 

as 

misconceptions 

regarding the 

perceived 

insignificance of 

formal care for a 

normal birth and 

puerperium, 

shaped some 

women's 

preferences for 

traditional care. 

15 studies - 

Magoma, 

Bedford, 

Bazzano, 

Ibrhim, Allou, 

Ahmed, 

Dahlberg, 

Dodzo, Cofie, 

Seljeskog, 

Shiferaw, Sisay, 

Mason, 

Caulfild,  

Kwagala 

1/15 studies with 

major 

methodological 

limitations, 4/15 

studies with 

moderate 

methodological 

limitations          

Rich data 

from a range 

of contexts  

No or very 

minor 

concerns. 

Findings 

across 

studies are 

consistent 

and 

coherent  

Minor 

concerns 

about 

relevance 

given that 1 

of the 

studies had 

a few urban 

participants 

(Allou) 

Moderate 

confidence  

Finding graded 

as moderate 

because of the 

range of 

contexts, rich 

data, strong 

coherence, but 

moderate to 

major concerns 

in 5 of the 

studies and 

minor concerns 

in relevance to 

the review 

question 

Shorter distance 

and 

convenience - 

Traditional 

births were 

favored for 

being closer and 

more 

convenient than 

institutional 

births. 

11 studies - 

Dahlberg, 

Magoma, 

Serizawa, Cofie, 

Dodzo , 

Pfeiffer, Ibrhim, 

Sialubanje, 

Mason, 

Caulfield, 

Wilunda 

2/11 studies with  

moderate 

methodological 

limitations                                            

Rich data 

from a range 

of contexts  

Minor 

concerns 

over 

coherence 

given that 

some 

women may 

be 

expressing 

physical 

barriers to 

preferences 

(that could 

really be for 

formal care) 

rather than 

reasons/fact

ors of why 

they want 

to stay 

home  

No or very 

minor 

concerns 

about 

relevance. 

Findings in 

accord with 

context of 

review 

question 

High 

confidence  

Finding graded 

as high  because 

of the range of 

contexts, rich 

data, and 

relevance to the 

review question 

Transportation 

and 

5 studies - 

Ibrhim, 

1/5 studies with 

major 

Minor 

concerns over 

Minor 

concerns 

No or very 

minor 

Low Finding graded 

as low because 



146 
 

topographical 

difficulties - 

Lack of 

transportation 

options, poor 

roads, poor 

terrains and 

poor conditions 

contributed to 

preferences for 

traditional 

maternal care. 

Magoma, 

Mason, 

Seljeskog, Cofie 

methodological 

limitations, 1/5 

studies with 

moderate 

methodological 

limitations                                        

adequacy of 

data. Despite 

the moderate 

range of 

contexts, data 

is not rich 

over 

coherence 

given that 

some 

women may 

be 

expressing 

physical 

barriers to 

preferences 

(that could 

really be for 

formal care) 

rather than 

reasons/fact

ors of why 

they want 

to stay 

home  

concerns 

about 

relevance. 

Findings in 

accord with 

context of 

review 

question 

confidence  of the moderate 

range of 

contexts, thin 

quantity of 

data, and 2 

studies with 

moderate to 

major 

methodological 

limitations  

Costs and 

affordability - 

Preferences for 

traditional births 

because of 

cheaper costs 

(services, 

transportation, 

emergencies) 

and longer 

repayment time 

frames than in 

health facilities. 

12 studies - 

Dahlberg, 

Magoma, 

Okafor, 

Seljeskog, 

Igboanugo, 

King, Cofie, 

Dodzo, 

Bazzano, 

Adinew 2018, 

Ibrhim, 

Wilunda 

1/12 studies with 

major 

methodological 

limitations, 2/12 

studies with 

moderate 

methodological 

limitations  

Rich data 

from a range 

of contexts  

Minor 

concerns 

over 

coherence 

given that 

some 

women may 

be 

expressing 

financial 

barriers to 

preferences 

(that could 

really be for 

formal care) 

rather than 

reasons/fact

ors of why 

they want 

to stay 

home  

No or very 

minor 

concerns 

about 

relevance. 

Findings in 

accord with 

context of 

review 

question 

High 

confidence  

Finding graded 

as high because 

of the range of 

contexts, rich 

data, coherence 

of the finding, 

and relevance 

of the finding to 

the review 

question 

Social 

constraints - 

Domestic chores 

and 

responsibilities, 

as well as social 

permissiveness 

of CBAs in terms 

of family 

accommodation

s during 

maternal care 

contributed to 

preferences to 

stay away from 

11 studies - 

Magoma, 

Seljeskog, 

Dodzo, 

Bazzano, 

Wilunda,  

Bedford,  Sisay, 

Thwala, 

Shiferaw 

Caulfield, 

Kwagala 

2/11 studies with 

major 

methodological 

limitations, 2/11 

studies with 

moderate 

methodological 

limitations  

Rich data 

from a range 

of contexts  

Moderate 

concerns 

over 

coherence 

given that 

some 

women may 

be 

expressing 

social 

barriers to 

preferences 

(that could 

really be for 

formal care) 

No or very 

minor 

concerns 

about 

relevance. 

Findings in 

accord with 

context of 

review 

question 

Moderate 

confidence  

Finding graded 

as moderate 

because of the 

range of 

contexts, rich 

data, and 

relevance to the 

review 

question, but 

with  moderate 

to major 

methodological 

limitations in 4 

of the studies, 

as well as 
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facility-based 

care. 

rather than 

reasons/fact

ors of why 

they want 

to stay 

home. Sub-

factors 

related to 

social 

constraints 

that 

contributed 

to women's 

desire for 

traditional 

care varied 

moderate 

concerns about 

coherence in 

the finding 

Social status - 

Preferences for 

traditional care 

were also 

affected by the 

enhanced social 

status that 

comes with 

traditional care 

and diminished 

social status that 

comes with 

facility-based 

care. 

6 studies - 

Kyomuhendo, 

Bedford, 

Bazzano, 

Kwagala, 

Caulfield, 

Sialubanje  

2/6 studies with 

major 

methodological 

limitations, 1/6 

studies with 

moderate 

methodological 

limitations. In 1 

study, recordings 

were not used 

and full 

transcriptions 

with translations 

were not 

produced  

(Bedford)                

Moderate 

concerns over 

adequacy of 

data given the 

relatively 

small range of 

contexts and 

the heavy 

contribution 

to this finding 

from 2 of the 

lower-quality 

studies 

(Kyomuhendo

, Bazzano)  

Minor 

concerns 

over 

coherence 

given that 

some 

women may 

be 

expressing 

social 

barriers to 

preferences 

(that could 

really be for 

formal care) 

rather than 

reasons/fact

ors of why 

they want 

to stay 

home 

No or very 

minor 

concerns 

about 

relevance. 

Findings in 

accord with 

context of 

review 

question 

Low 

confidence  

Finding graded 

as low due to 

moderate to 

major 

methodological 

limitations in 2 

of the studies, 

small range of 

studies, and 

strong 

contribution to 

the finding from 

2 of the lower 

quality studies 

Cultural norms- 

Traditional 

births were 

favored because 

they spanned 

generations and 

were considered 

to be the 

'normal' type of 

birth. 

15 studies - 

Magoma, King, 

Kyomuhendo, 

Bedford, 

Dahlberg, 

Bazzano,Cofie, 

De Allegri, 

Thwala, 

Shiferaw, Sisay, 

Adinew 2018, 

Caulfield, 

Kwagala, 

Ahmed 

1/15 studies with 

major 

methodological 

limitations, 2/15 

studies with 

moderate 

methodological 

limitations  

Rich data 

from a range 

of contexts  

No or very 

minor 

concerns. 

Finding 

across 

studies are 

consistent 

and 

coherent  

No or very 

minor 

concerns 

about 

relevance. 

Findings in 

accord with 

context of 

review 

question 

High 

confidence  

Finding graded 

as high despite 

methodological 

limitations in 3 

of the 15 

studies due to 

the range of 

contexts, rich 

data, coherence 

of data, and 

relevance to the 

review question 

Cultural beliefs 

and obligations 

- CBAs provided 

culturally 

10 studies- 

Dodzo, 

Caulfield, 

Adinew 2017,  

3/10 studies with 

major 

methodological 

limitations, 2/10 

Rich data 

from a range 

of contexts  

Minor 

concerns 

over 

coherence 

No or very 

minor 

concerns 

about 

Moderate 

confidence  

Finding graded 

as moderate 

because 5 

studies had 



148 
 

sensitive care 

and enabled 

cultural 

practises during 

childbirth and 

postpartum (e.g. 

burying 

placenta). 

Okafor, 

Seljeskog, 

Serizawa, 

Moyer, 

Shiferaw, 

Kwagala, 

Kyomuhendo 

studies with 

moderate 

methodological 

limitations  

given that 

cultural 

beliefs and 

practises 

varied 

significantly 

during both 

childbirth 

and post-

childbirth 

relevance. 

Findings in 

accord with 

context of 

review 

question 

moderate to 

major 

methodological 

limitations. 

Range of 

contexts, rich 

data, minor 

concerns about 

coherence, and 

relevance of 

finding to 

review question 

also contributed 

to the grade 

Religious beliefs 

and obligations 

- CBAs favorably 

provided more 

religiously 

sensitive care 

than HCPs. 

Belief that only 

God can manage 

complications 

also contributed 

to preferences 

for traditional 

care. 

4 studies - 

Dodzo, 

Magoma, 

Dahlberg, 

Ganle 

2/4 studies with 

minor 

methodological 

limitations  

Moderate 

concerns over 

adequacy of 

data due to 

the small 

range of 

contexts, and 

the moderate 

quantity of 

data from 

only 4 studies  

Moderate 

concerns 

over 

coherence 

given a lack 

of 

descriptions 

of the affect 

religion (e.g. 

Islam) had 

on women's 

preferences

. Also, 

variations in 

findings 

with 2 

studies 

focussing on 

religiously 

sensitive 

care and the 

2 others 

focussing on 

religious 

intervention 

for 

complicatio

ns 

Moderate 

concerns 

about 

relevance 

given that 

some of the 

underlying 

data 

pertaining 

to religious 

influence on 

preferences 

is of partial 

relevance. 1 

of the 

studies had 

a few urban 

participants 

(Ganle)  

Low 

confidence  

Finding graded 

as low because 

of the small 

range of 

contexts, 

moderate 

quantity of 

data, limitations 

in coherence, 

and moderate 

issues with 

consistency of 

the finding in 

relation to the 

review question 

 

Appendix 3.6 Review Findings for Traditional and Formal Maternal Care 

Review 

Findings (sub-

theme and 

summary) 

Contributing 

Studies 

Methodological 

Limitations 

Adequacy of 

Data 

Coherence Relevance CERQual 

Assessment 

Explanation 

of Confidence 

in the 

Evidence 

Assessment  

Necessity of 

skilled care – 

Preferences for 

16 studies - 

Dahlberg, 

Magoma, 

4/16 studies with 

major 

methodological 

Rich data 

from a range 

No or very 

minor 

concerns. 

No or very 

minor 

concerns 

Moderate 

confidence  

Finding graded 

as moderate 

because of 8 
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traditional 

antenatal, 

childbirth and 

postnatal care 

as a first line of 

care for 

‘normal’ 

situations 

transitioned 

into 

preferences for 

facility-based 

care throughout 

the continuum 

of maternity as 

a secondary 

resort 

(treatment 

center) during 

the onset of 

complications.  

Bedford, 

Mason, Cofie, 

Shiferaw, 

Sisay, 

Caulfield, 

Ibrhim, 

Kwagala, 

Seljeskog, 

Ahmed, 

Thwala, Myer, 

Okafor, 

Riang’a 

limitations, 4/16 

studies with 

moderate 

methodological 

limitations  

of contexts  Finding across 

studies is 

consistent 

and coherent  

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

studies with 

moderate to 

major 

methodological 

limitations,   

the large range 

of contexts, the 

richness of the 

data, and the 

relative 

consistency of 

the finding in 

relation to the 

review question  

Previous 

experiences - 

Successful 

previous 

pregnancies and 

resultant beliefs 

to adequately 

self-manage 

contributed to 

preferences for 

early traditional 

ANC and late or 

irregular formal 

ANC visits. 

2 studies - 

Mathole, 

Serizawa 

No 

methodological 

concerns 

Major 

concerns over 

adequacy as 

data was 

retrieved 

from only 3 

studies with 

thin data.  

No or very 

minor 

concerns. 

Finding across 

studies is 

consistent 

and coherent  

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

Moderate 

confidence  

Finding graded 

as moderate 

because of 

major concerns 

over adequacy, 

despite 

confidence in 

the 

methodological 

strength, 

coherence and 

relevance  

Fear of poor 

fortunes - Fear 

of bad luck and 

witchcraft from 

revealing 

pregnancy in 

the early 

months 

contributed to 

preferences for 

public 

concealment 

and thereby 

early traditional 

ANC outside of 

a facility, 

followed by late 

initiation of 

formal ANC. 

2 studies - 

Mathole, 

Jacobs 

Minor 

methodological 

concerns in 1/2 

studies 

Moderate 

concerns over 

adequacy of 

data as data 

was retrieved 

from only 3 

studies, 

despite 

moderately 

rich data.  

No or very 

minor 

concerns. 

Finding across 

studies is 

consistent 

and coherent  

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

Moderate 

confidence  

Finding graded 

as moderate 

because of 

moderate 

concerns over 

adequacy, 

despite 

confidence in 

the 

methodological 

strength, 

moderately rich 

data, 

coherence, and 

relevance 
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Poor physical 

and financial 

access - Longer 

distances, 

difficult 

transportation 

and 

topography, 

and high costs 

of facility-based 

ANC 

contributed to 

preferences for 

early traditional 

ANC and late 

initiation of 

formal ANC. 

1 study - 

Mathole 

No 

methodological 

concerns  

Major 

concerns over 

adequacy of 

data given 

that the 

relatively thin 

data was 

retrieved 

from only 1 

study 

Major 

concerns over 

coherency 

given that the 

finding is not 

found across 

multiple 

studies, and 

thereby 

cannot be 

judged to be 

consistent.  

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

 Very low 

confidence  

Finding graded 

as very low 

because of the 

major concerns 

over both 

adequacy and 

coherence of 

the finding  

Social 

concealment - 

Concerns about 

shame that 

could result 

from 

unsuccessful 

pregnancies, 

poor physical 

appearance, 

and old age 

contributed to 

preferences for 

early traditional 

ANC at home 

and late 

initiation of 

formal ANC in a 

clinic. Hiding 

pregnancy from 

relatives and 

the public eye 

also contributed 

to preferences 

for later 

initiation of 

formal ANC 

3 studies - 

Mathole, Kea, 

Riang'a 

No 

methodological 

concerns 

Moderate 

concerns over 

adequacy of 

data as data 

was retrieved 

from only 3 

studies, 

despite 

moderately 

rich data.  

Minor 

concerns 

about 

coherence 

given that 

women 

concealed 

their 

pregnancies 

for a wide 

variety of 

reasons, 

ranging from 

not wanting 

their parents 

to find out 

about the 

pregnancy to 

not wanting 

to be seen in 

ripped up 

clothes 

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

Moderate 

confidence  

Finding graded 

as moderate 

due to 

moderate 

concerns over 

adequacy and 

minor concerns 

about 

coherence  

Cultural beliefs 

and practices - 

Cultural beliefs 

and traditions 

about 

concealing 

pregnancies in 

the early 

months 

contributed to 

preferences for 

1 study - Kea No 

methodological 

concerns  

Major 

concerns over 

adequacy of 

data given 

that the 

relatively thin 

data was 

retrieved 

from only 1 

study 

Major 

concerns over 

coherency 

given that the 

finding is not 

found across 

multiple 

studies, and 

thereby 

cannot be 

judged to be 

No or very 

minor 

concerns 

about 

relevance. 

Finding in 

accord with 

context of 

review 

question 

Very low 

confidence  

Finding graded 

as very low 

because of the 

major concerns 

over both 

adequacy and 

coherence of 

the finding  
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early traditional 

ANC and late 

initiation of 

formal ANC. 

consistent.  

 

 


