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              Abstract 
              Background: Access, quality, and utilization of maternal health services 

(MHS) have remained policy and public health concerns in many developing 
countries, including Nigeria.This study examined the accessibility, quality, and 
uptake of MHS in a rural community in Osun State, Nigeria.    
Methods: This cross-sectional study was conducted in May 2024 among 72 women 
of reproductive age (15-49 years) who were homogeneous in terms of their socio-

economic attributes. Study participants were recruited using a convenience 
sampling method. Six focus group discussions were held, with data collected via an 
interview guide and analyzed thematically using Atlas Ti. Ethical approval was 
obtained, and the study outcomes included quality, access, and utilization of MHS 
in the setting.   
Results:  Among the respondents, 55.6% were aged 20-29 years, 66.7% practiced 

Christianity, and 83.3% came from monogamous families.  The majority of 
respondents indicated that maternal health services (MHS) were neither financially 
nor physically accessible to them, as women frequently travel beyond their 
immediate communities to seek care. The quality and utilization of MHS were 
assessed as sub-optimal. Perceived barriers to access, quality, and utilization of 
MHS included the absence of blood transfusion services, lack of obstetric 
ultrasound facilities, unavailability of ambulance services, frequent stock-outs of 

essential medicines, and the unavailability of skilled birth attendants.  
Conclusion: There is an urgent need for policymakers to design and implement 
interventions that can improve access, quality, and uptake of MHS services in rural 
Nigerian communities to meet global targets.  
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INTRODUCTION 

Quality maternal healthcare has been a policy 

and public health concern in many sub-Saharan 

African (SSA) countries, with profound negative 

effects on the health of mothers and their 

children. SSA is estimated to have the highest 

maternal mortality ratio (MMR) globally, with at 

least 546 deaths per 100,000 live births 

attributed to pregnancy-related issues about five 

years ago.   This is exceptionally high when 

compared with the rate of  12 deaths per 100,000 

live births in high-income countries during the 

same period.1 Additionally, it was estimated that 

at least 295,000 deaths occurring among women 

in SSA were due to complications of pregnancy 

and childbirth.1 However, a more recent World 

Health Organization (WHO) report indicates a 

downward trend in global maternal deaths. 

Nevertheless, the maternal mortality rate (MMR) 

in low- and medium-income countries (LMIC), 

including SSA nations, remains persistently far 

from the global target. An estimated   346 

maternal deaths per 100 000 live births are 

currently being recorded in LMIC compared to 

10 per 100,000 live births in high-income 

countries.  A recent report also indicates that a 

woman dies every two minutes of pregnancy and 

childbirth-related issues, and 90.0 % of these 

deaths occur in LMIC, including Nigeria.3 

Empirical evidence shows that maternal deaths 

are largely preventable with high-impact and 

well-articulated maternal health services (MHS) 

such as antenatal care (ANC) and health facility-

based childbirths in LMIC, including SSA 

regions.3,4  Yet, MHS service availability and 

use have remained low in SSA. Analysis of 

demographic and health survey (DHS) reports of 

58 countries in SSA revealed a wide disparity in 

health facility deliveries in favour of women 

with high  wealth index compared to those in the 

lower socio-economic stratum. 4 A recent WHO 

report equally indicates a stark disparity in 

healthcare access for mothers and, indeed, a 

setback in maternal health services (MHS) due to 

the staggering number of maternal deaths 

occurring in many parts of the world. 3 In 

Nigeria, disparities in MHS are evident across 

geopolitical zones and socio-economic strata. 

The preliminary 2023 DHS report for Nigeria 

revealed that 70.5% of pregnant women in urban 

areas had at least four ANC visits compared to 

41.3% in rural areas. Similarly, about 70.5% of 

births in urban communities were supervised by 

skilled birth attendants (SBAs) compared to 

30.6% in rural areas.5  According to the 2018 

Nigeria DHS report, approximately 56.0% of 

women in rural areas received ANC from skilled 

health providers, compared to about 84% of 

women in urban areas. It is therefore not 

surprising that the MMR in Nigeria is still a 

bothersome 576 per 100,000 live births and this 

is rated as the fourth highest on 

earth.6  According to the Institute of Medicine 

(IOM), quality maternal and newborn care 

indicates care that is safe, effective, patient-

centred, timely, efficient, and equitable.7 

Emerging from this concept, the quality of 

healthcare is sacrosanct in healthcare delivery.  

Researchers have shown that poor service 

quality constitutes a significant barrier to 

healthcare utilization.8, 9  Furthermore, 

perceptions about quality of care play a pivotal 

role in a woman’s initial decision to deliver in a 

healthcare facility and for her to utilize the 

facility for future childbirths. 10 This narrative is 

crucial because the provision of quality facility-

based maternal healthcare, particularly within 

forty-eight hours after delivery, is critical in 

saving the life of a mother and her child without 

residual disabilities.11  Similarly, socio-cultural 

norms impact the decision-making process for 

seeking antenatal, pregnancy, and postnatal care 

as well as utilizing contraceptive services among 

women. 12 A survey conducted in Kenya 

reported that about 50.5% of women did not 

obtain a postnatal follow-up visit within the first 

two days of delivery, due to local norms 

requiring a woman to spend the first forty days 

after delivery in isolation to ward off potential 

‘evil eyes’.13 It is well documented by previous 

studies that maternal mortality in most of the 

rural areas in Nigeria is caused by other 

precipitating factors that are non-medical. These 

factors include poverty, low level of education or 



3 
 

absence of it, food taboos, low purchasing 

powers, and certain harmful cultural beliefs and 

practices, amongst others.  It is not currently 

clear how these multiple factors influence MHS 

in our study setting.  Two of the targets of the 

Sustainable Development Goal (SDGs) 3 are to 

reduce global MMR to as low as 70 deaths per 

100,000 livebirths and the under-five mortality 

rate to as low as 25 per 1,000 livebirths by 

2030.14 Currently, Nigeria is far from these 

global targets as the neonatal mortality rate 

(NNMR) is estimated at 41 per 1,000 live births, 

and the trend has remained the same since 1990. 

Hence, there is a need for an evidence-based 

decision-making process to galvanize resources 

towards improving MHS indicators in Nigeria.  

Although there is a plethora of past studies on 

MHS in Nigeria, few have concentrated research 

efforts on providing evidence regarding over-

arching contextual factors influencing MHS 

quality, access, and uptake in rural Nigerian 

communities. This study aimed to assess socio-

cultural factors influencing quality, access, and 

utilization of MHS in a typical rural Nigerian 

community.  Data generated from this study can 

help policymakers in designing targeted MHS 

interventions that are socio-culturally 

appropriate and cost-effective in rural Nigerian 

communities.   

Methods 

This study was conducted in May 2024 at Ife-

Odan, a rural community in Ejigbo LGA, Osun 

State, Nigeria. The community has about 3,289 

people, with females constituting about  49.1% 

of the population. 15 The community has two 

primary health centres and a privately owned 

healthcare facility where information regarding 

MHS can be obtained.  

Study design: This study employed a cross-

sectional design, and data were collected using a 

qualitative method.  

Study Population: The study included seventy-

two (72) women of reproductive age group (aged 

15-49 years) who were permanent residents of 

the community, so their views can be better 

representative of the MHS contextual issues in 

the population. 

Inclusion criteria: Women in the reproductive 

age group with at least one child under five or 

who were pregnant at the time of the survey 

were included in the study.  

Exclusion criteria: Women in the reproductive 

age group but with profound physical health 

conditions (such as mental health issues) that 

could prevent them from giving valid responses 

were excluded from the study.  

Data collection instrument: an Interview guide 

was developed by the research team after 

reviewing past studies on the subject and was 

used for data collection during the Focus Group 

Discussions (FGDs).16,18 Simple and 

unambiguous English words/sentences were 

used in developing the FGD guide, and 

translation to the Yoruba language was done by 

a linguistic expert for easy understanding of 

study participants who preferred conversing in 

their native language. Six (6) FGD sessions, each 

lasting 40-60 minutes and comprising 8-12 

discussants, were conducted among eligible 

respondents. Homogeneity in each FGD group 

was maintained by ensuring that participants 

were comparable in socio-economic and socio-

cultural parameters. Each session was moderated 

by the principal investigator with the assistance 

of a trained note-taker and grounded theory was 

used to explore each discussion point during data 

collection process fully.  Information from the 

note takers was triangulated with that from tape 

recordings, and discussions were allowed to flow 

freely but were carefully moderated by the 

facilitators to avoid topic diversions and 

dominance of a few study participants.  

Data Analysis: With the help of a 

transcriptionist, the audio recordings were 

transcribed verbatim and written out in English. 

The transcribed data were organized into similar 

themes, and a thematic analysis was conducted 

using the ATLAS.ti statistical package. Both 

deductive and inductive analyses were conducted 

to categorize emerging issues into themes. 

ETHICAL CONSIDERATION 

 Approval to conduct the study was obtained 

from the Ethical Review Board of Bowen 

University Teaching Hospital, Ogbomosho 
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(NHREC/12/04/2012; BUTH/REC-644). 

Permission was also obtained from the 

community head of Ife-Odan before data 

collection began. Written consent was secured 

from participants before their involvement in the 

study. Participation was voluntary, and 

individuals could withdraw at any point if they 

felt uncomfortable with the interview process. 

Approval was granted by study participants for 

tape recordings. Codes were used instead of 

participants’ names to maintain the anonymity of 

the data collection process. Confidentiality of the 

information obtained was ensured by making 

sure only persons in the research team had 

access either to the recorded tapes or the notes 

that were taken. Adolescent participants were 

grouped together as a homogenous group and a 

separate FGD session was conducted among 

them to understand MHS-related issues which 

are peculiar to them contextually. However, 

assents were obtained from such adolescents, 

while written consents were obtained either from 

their spouses or parents, before allowing them to 

participate in the study. 

Results 

A total of eight FGD sessions were conducted 

and seventy-two respondents participated in the 

study. Table 1 shows that more than half 

(55.6%) of the respondents were 20-29 years old, 

half (50.0%) of them were farmers, 66.7% of 

them practiced Christianity, the majority (83.3%) 

were from a monogamous family setting, while 

more than three-quarters (77.8%) had 1-4 

children.  The respondents agreed that maternal 

deaths are recorded in their community and 

agreed that it is a painful experience both to the 

family and the community. The respondents 

believed that maternal death can be caused by 

various challenges during pregnancy and 

delivery. One of the study participants stated 

that; “Women do die during pregnancy and 

delivery. Such deaths can be caused by a 

shortage of blood during pregnancy and 

delivery,” 24-year-old petty trader. 

Another respondent pointed out that maternal 

deaths can be due to prolonged labour without 

immediate and appropriate medical intervention. 

“I think if a woman goes through labour for 

more than 2days without appropriate medical 

care, she can lose her life and her baby.”  

One of the study participants believed that 

pregnant adolescents are at increased risk of 

dying during pregnancy and delivery. She stated; 

“I believe that teenagers who are pregnant have 

an increased risk of unsafe abortion, as the 

pregnancies are mostly unintended. By the time 

they are ready for pregnancy, their womb would 

have been too weak to carry the baby. Hence, 

they are prone to excessive bleeding at the time 

of delivery, which can claim their lives.” 30-

year-old mother of 2 children  

Study participants were asked about their 

feelings about the adequacy and quality of 

maternal health services in their community. 

There were divergent opinions regarding this 

subject. One of the study participants believed 

that maternal health services in the community 

were grossly inadequate, considering the number 

of women needing healthcare in the community. 

She said; “To me, I feel maternal healthcare in 

this community is grossly inadequate. Sometimes 

the Nurse in charge of this healthcare facility 

spends his personal money to assist some of our 

women in critical conditions in purchasing 

needed drugs outside. Drugs are not available in 

the healthcare center; they only prescribe and 

ask us to go outside to buy.” A 21-year-old 

mother of one child. 

“Drugs are not available in this health center. 

They sometimes only give us paracetamol and 

ask us to go out to buy other drugs,” said a 23-

year-old petty trader. 

Another participant said; “Maternal healthcare 

is poor in our community; for instance, there is 

no single standard laboratory in our community 

where tests can easily be carried out to know 

what is wrong with us. We have to travel to 

another community to receive important services 

such as blood transfusion when a pregnant 

woman needs such services.”29-year-old 

farmer  
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Yet, another participant rated maternal health 

care in her community as being sub-optimal. “I 

have no trust in the available healthcare 

facilities in this community. I noticed that 

equipment to safeguard my life during labour is 

not available in the healthcare centers within my 

community. Because of this, I decided to have my 

delivery in a healthcare facility outside of this 

community.” 32-year-old petty trader 

Another respondent stated that the healthcare 

facilities in the community are severely 

understaffed. She expressed, “We do not have 

enough healthcare staff to serve us in this 

community. Even though the available staff are 

trying their best and are always ready to assist, 

they are often overworked and need to rest. As 

such, our healthcare centers are closed at night, 

on Sundays, as well as on public holidays.” 27-

year-old farmer 

Another respondent buttressed this view by 

saying; “We need well-trained health personnel 

in our centers. I am saying this because I had a 

bitter experience during childbirth of one of my 

babies in this health centre. I lost my baby due to 

the wrong drugs administered to my baby after 

birth by an incompetent health personnel. Even 

though I was pained by the incident, I decided to 

forgive the staff. We don’t need poorly trained 

staff to be attending to us again.” 30-year-old 

petty trader.  

Regarding the attitude of healthcare personnel to 

clients, most women agreed that the available 

staff are excellent in their relationship with 

women in the community. One of the 

respondents commented; “I just started using 

this healthcare center, and I observed that the 

healthcare personnel are good to me.” 25-year-

old teacher 

When asked what the effects of not receiving 

good quality maternal care by pregnant women 

may be, many of the respondents identified some 

of the adverse maternal outcomes that may 

occur. One of the respondents opined that; “A 

woman who did not receive adequate care in her 

pregnancy runs the risk of losing her life and her 

baby.” 28-year-old housewife 

As such, some of the women stated the 

advantages of good-quality maternal health 

services. A respondent stated; “A pregnant 

woman who regularly attends ANC, for instance, 

can easily know if her pregnancy is growing as 

expected and can be assured of the well-being of 

her unborn child by qualified health personnel.” 

25-year-old tailor 

When asked about reasons why women may not 

wish to deliver in healthcare facilities, some 

women opined that a lack of attendance at ANC 

could be a factor. In the words of a respondent, 

“When a woman does not attend antenatal care, 

she will not want to deliver in the hospital, as 

she may not know the benefits of hospital 

delivery.” 37-year-old hairdresser 

Another respondent said “Sometimes, labour and 

childbirth occur at home unprepared, and most 

especially if you are not sure if the healthcare 

staff will be available to assist. I once delivered 

my baby at home without a nurse to assist. As the 

labour started, I first went to the healthcare 

centre, but because it was on a Sunday, no nurse 

was there to assist me, so I had to return home. 

After so much struggle, I delivered my baby, but 

I thank God I did not lose my life and my baby in 

the process.” 32-year-old housewife 

Some of the respondents mentioned the 

prohibitive cost of care as the main reason for 

the lack of hospital deliveries by some women in 

the community. A respondent stated; “Some 

women wish to deliver in healthcare facilities, 

but the money being charged for delivery and 

purchase of baby materials is high. Sometimes, 

they charge differently for male and female 

babies.” 23-year-old local soap manufacturer 

When asked where else women prefer to deliver 

apart from healthcare facilities and homes, some 

respondents stated that births occur in mission 

homes. A respondent pointed this out, saying; 

“We have a mission home in this community 

where women also deliver. The mission home 

has a midwife.” 24-year-old petty trader 

We asked the respondents what can be done to 

motivate women to deliver in healthcare 

facilities rather than in homes and other places. 
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Table 1: Socio-Demographic Characteristics of Respondents 

Variables Frequency  

N=72 

Percent (%) 

Age (Years)   

<20 6 8.3 

20-29 40 55.6 

30-39 14 19.4 

40-49 12 16.7 

Occupation   

Farming 36 50.0 

Petty trading 29 40.3 

Teaching  4 5.6 

Others  3 4.1 

Religion   

Christianity  48 66.7 

Islam  22 30.6 

Traditional 2 2.7 

Family Type   

Polygamous   

Number of children    

Currently pregnant 5 6.9 

1-4 56 77.8 

>4 11 15.3 

 

A respondent thought that the availability of 

skilled health personnel is crucial. She stated 

that; “Governments need to employ more 

qualified healthcare workers in health centers. 

When this happens, women will be happy to go 

for their childbirths in the centers.” 30-year-old 

tailor 

Another study participant believed that an 

improved attitude of health personnel toward 

women is essential. “In my opinion, if 

healthcare personnel behave nicely to us, 

women will be comfortable and happy to come 

for deliveries in the healthcare facilities.” 43-

year-old hairdresser 

DISCUSSION: The study explored 

respondents’ access to, quality and uptake of 

MHS in a typical rural Nigerian community. The 

study revealed poor access to MHS services, as 

many of the respondents opined that they did not 

receive timely and affordable services. When 

asked about the perceived adequacy of MHS 

available to women in the community, opinions 

varied, but most study participants agreed that 

the services were grossly inadequate. Some of 

the discussants believed that routine laboratory 

services were lacking, and diagnoses were 

hardly confirmed due to a lack of standard 

laboratories. Also evident was the fact that many 

women had to travel to nearby bigger 

communities to access routine MHS, such as 

obstetric ultrasound, and even to have their 

births attended by skilled health personnel. Our 

findings align with a study showing that women 

in Nigeria from wealthier households and urban 

areas are more likely to access MHS than those 

in rural settings.19 Another study conducted in 

Delta State, Nigeria, also revealed inequity in 

MHS access in favour of urban areas20.  

Additionally, the 2018 Nigeria DHS report 

clearly indicates rural-urban/geographical 

variations in access to MHS in the country.5 The 

WHO has also highlighted apparent inequities in 

MHS access and gaps between the rich and the 

poor women in Nigeria.21The participants 

identified poor access to MHS as a leading cause 

of maternal and perinatal deaths and, morbidities 

in the study population. Furthermore, the study 

participants highlighted some medical causes of 

maternal deaths (including haemorrhage, 

anemia, and obstructed labour), perceived to be 

prevalent in their communities due to a lack of 

MHS services. Past studies suggest that Nigerian 

women are knowledgeable about medical causes 

of maternal deaths in the country; heamorrhage 

and anaemia were also identified as medical 

causes of maternal deaths by women of 
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reproductive age in Nigeria.22,23 The study 

revealed that pregnant adolescents had 

disproportionally poorer access to MHS services 

and were more likely to die of pregnancy-related 

complications compared to older women.  This 

perception is reinforced by a meta-analysis of 

data retrieved from 144 countries, which 

revealed a J-shaped curve wherein MMR was 

evidently higher among adolescents and those 

older than 33 years compared to women in other 

age groups. 24 Another population-based 

retrospective cohort study revealed that severe 

maternal morbidities were more likely to occur 

in adolescents compared to older women.17, 18 

Most participants had poor perceptions of the 

quality of MHS in the study population. This is 

because key components of MHS were reported 

to be absent by the participants, as women often 

travel to other communities to access basic 

services such as routine laboratory tests during 

pregnancy and obstetric ultrasound services, as 

recommended by the WHO, for positive 

pregnancy experiences.25 More importantly, 

study participants reported inadequate access to 

skilled birth attendants because few 

nurses/midwives were available to attend to 

women in need of key MHS in the community.  

This finding is in agreement with a systematic 

scoping review, which revealed that most 

women in SSA have a poor perception of the 

MHS  they receive.26 Another study conducted 

in Kaduna State, Nigeria, confirms this finding, 

as most participants in the Kaduna study had a 

poor perception of the quality of MHS available 

to them.27  Evident from this study are factors 

that are perceived to be influencing the quality 

of MHS in rural Nigerian communities. One of 

the key factors identified as negatively affecting 

the quality of MHS in the study setting was out-

of-stock syndrome of essential life-saving 

commodities, including medications. This 

finding is corroborated by past studies, which 

have highlighted the out-of-stock of essential 

medicines/commodities as a major challenge in 

most public health institutions in Nigeria. 28,29   

Apart from the challenges, participants 

identified factors that limit the demand and 

utilization of MHS in the community. One of the 

most predominant hindrances to MHS use 

mentioned was the high cost of care and limited 

of funds to access good-quality services.  These 

findings align with reports from multiple 

studies, which have consistently highlighted 

financial constraints as a significant barrier to 

healthcare utilization  in developing countries. 
30,31,32  Another factor highlighted by study 

participants was an inadequate transport scheme 

for women in need of emergency care in the 

community. Studies have described a lack of 

access to emergency transport services as a 

major constraint to MHS utilization in rural 

areas of Nigeria. For instance, a recent study 

described a lack of access to effective 

transportation services as a major barrier to 

healthcare access among mothers in Oyo State, 

southwest Nigeria33. 

Another study, which analysed  2018 DHS data, 

reported that only 31.0% of Nigerian women 

had access to a motorized mode of transportation 

to healthcare facilities. 34 It was also revealed by 

a study that only  61.9% of the women who died 

of pregnancy-related issues in Lagos (a 

metropolitan Nigerian city) arrived at the 

referral healthcare facilities within 30 minutes, 

and the average distance to the nearest health 

centres from them was 7.6 kilometres35. 

IMPLICATIONS FOR POLICY ACTION 

AND FUTURE RESEARCH 

Our study provides valuable insights for 

informed decision-making to enhance access, 

quality, and utilization of MHS in rural Nigerian 

communities. It highlights the need for 

interventions to address rural-urban disparities 

and possible socio-economic variations in MHS 

delivery in Nigeria. The study highlights the 

need for healthcare funding for vulnerable rural 

women, emphasizing the prioritization of 

adolescent mothers in MHS programs and the 

upgrade of primary healthcare facilities. 

STUDY LIMITATIONS 

Participants' perspectives may not be 

generalizable to all women in Osun State due to 

the small sample size.  

CONCLUSION 

Accessibility, quality, and uptake of maternal 

health services were revealed to be sub-optimal 

in the study setting. There is a need for 

governmental and non-governmental health 

agencies to design more proactive interventions 
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that can improve maternal health access and 

quality in rural Nigeria.  
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