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ABSTRACT
Objective  The objective of this paper is to explore policy-
makers and clinical managers’ views on maternal health 
service delivery in rural Nigeria.
Design  This is a qualitative study using key informant 
interviews. Participants’ responses were audio recorded 
and reflective field notes supplemented the transcripts. 
Data were further analysed with a deductive approach 
whereby themes were organised based on existing 
literature and theories on service delivery.
Setting  The study was set in Esan South East (ESE) and 
Etsako East (ETE), two mainly rural local government areas 
of Edo state, Nigeria.
Participants  The study participants consisted of 13 key 
informants who are policy-makers and clinical managers 
in ESE and ETE in Edo state. Key informants were chosen 
using a purposeful criterion sampling technique whereby 
participants were identified because they meet or exceed 
a specific criterion related to the subject matter.
Results  Respondents generally depicted maternal care 
services in primary healthcare centres as inaccessible 
due to undue barriers of cost and geographic location but 
deemed it acceptable to women. Respondents’ notion 
of quality of service delivery encompassed factors such 
as patient-provider relationships, hygienic conditions 
of primary healthcare centres, availability of skilled 
healthcare staff and infrastructural constraints.
Conclusion  This study revealed that while some key 
aspects of service delivery are inadequate in rural primary 
healthcare centres, there are promising policy reforms 
underway to address some of the issues. It is important 
that health officials advocate for strong policies and 
implementation strategies.

INTRODUCTION
Reducing maternal mortality is highly reliant 
on effective service delivery which in turn 
ensures the provision and uptake of quality 
maternal healthcare services.1 Quality 
maternal healthcare is particularly important 
in Nigeria where maternal mortality remains 
an issue. Nigeria recorded 917 maternal 

deaths per 100 000 live births in 2017 and it 
is estimated that a woman in Nigeria faces a 
1 in 22 lifetime risk of complications during 
pregnancy or childbirth.2 3 The delivery of 
high-quality maternal healthcare through the 
country’s primary healthcare (PHC) system 
is key to preventing and treating the major 

Key points

Question
►► This study explored policy-makers and clinical man-
agers’ views on maternal health delivery in rural 
Nigeria.

Findings
►► The rural primary healthcare (PHC) sector operates 
within a selective, rather than comprehensive, ap-
proach to PHC. The vast proportion of expenditure on 
the nation’s healthcare system is allocated to cura-
tive services; therefore, the PHC sector in Nigeria re-
mains largely underfunded to adopt a multisectoral, 
multidisciplinary and holistic approach to maternal 
healthcare service delivery.

►► Maternal healthcare services in rural areas can 
be inaccessible due to barriers of cost, geograph-
ic location and sociopsychological factors such as 
beliefs, degree of participation in the healthcare 
process and nature of patient–provider interactions.

►► While some key aspects of service delivery are sub-
optimal, there are promising policy reforms under-
way to address some of the issues.

Meaning
►► Findings from this study have highlighted the need 
for renewed policy commitments towards strength-
ening maternal healthcare service delivery in rural 
PHCs. There should be effective coordination with-
in the health system, optimal capacity building 
and skill development of healthcare personnel and 
continued emphasis on strong leadership within the 
healthcare system.
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causes of maternal mortality particularly for resource poor 
communities. This is because PHC in Nigeria remains the 
most accessible and affordable form of care that serves 
most of the population.4

Over the years, Nigeria has embarked on policies 
in efforts to improve delivery of maternal healthcare 
services through PHC. The Basic Health Service Scheme 
(1975–1983) was created to avail quality healthcare to the 
entire population with emphasis on improved delivery of 
maternal and child health services.4 5 Between 1985 and 
1992, a national health delivery system in line with the 
principles of the Alma-Ata Declaration was implemented 
and Nigeria saw the greatest boost to maternal health-
care service delivery during that period.6–8 More recently, 
the country implemented the 2009 National Midwifery 
Service Scheme which was designed to increase coverage 
of skilled birth attendants in rural PHCs to reduce 
maternal, newborn and child mortality.7 Despite these 
efforts towards strengthening the delivery of maternal 
healthcare services through PHC in Nigeria, challenges 
persist. PHC services remain grossly underutilised for 
maternal healthcare particularly in rural communities.9

Studies in Nigeria have examined service delivery of 
maternal healthcare using indicators such as quality, 
accessibility and availability. Quality of maternal care 
services is commonly assessed using structural and 
process indicators such as lack of equipment and lack of 
policy, respectively.10 11 Safety of care provided should also 
be assessed.12 Accessibility of maternal health services in 
PHC centres is gauged using dimensions of physical and 
economic accessibility13; however, the sociopsychological 
considerations of people’s ability to use health services is 
often missed. Furthermore, studies on the availability of 
maternal healthcare services often consider the physical 
delivery of services,14 but considerations of service delivery 
should also include the range of services provided.12

Arguably, the aforementioned commonly used indica-
tors provide a narrow picture of service delivery of maternal 
healthcare in PHC centres. WHO prescribed key charac-
teristics that offer a broad understanding of appropriate 
service delivery mechanisms in a health system.12 These 
characteristics include: comprehensiveness, accessibility, 
coverage, continuity, quality, person-centredness, coor-
dination and accountability. Also crucial in the delivery 
of maternal healthcare services are the wide range of 
human actors (stakeholders) such as policy-makers and 
clinical managers who establish and operationalise frame-
works that shape the delivery and uptake of skilled care. 
Engaging these key stakeholders in efforts to improve 
maternal healthcare service delivery enhances the likeli-
hood of impactful systemic changes.15 Against this back-
drop, this study aims to examine the delivery of maternal 
healthcare services through PHC in rural Nigeria. This is 
done from the perspectives of policy-makers and clinical 
managers in rural Edo’s PHC sector. This study forms part 
of a larger initiative in Edo State by the Women’s Health 
Action Research Centre and the University of Ottawa. As 
part of the formative phase of the larger study, this study 

was designed to inform the development of interventions 
for improving access to, and the use of PHC services for 
maternal healthcare in rural Nigeria.

METHODS
This study uses a qualitative research design within which 
thematic analysis was applied. Thematic analysis is a 
method for identifying, analysing and reporting themes 
within data.16 The authors applied this method in its 
contexualist sense, meaning that through this method, 
the authors acknowledge ways individuals make meaning 
of their experience and also how those meanings are influ-
enced by the broader context. Specifically, the authors 
applied a theoretical thematic analysis whereby analysis 
is driven by a theoretical knowledge of service delivery.16

This study uses data from key informant interviews in 
rural Edo State, Nigeria and focuses on maternal health-
care service delivery from the perspective of policy-
makers and clinical managers. Key informant interviews 
are in-depth interviews with individuals possessing partic-
ular knowledge and understanding of a subject matter. 
The authors deemed policy-makers and clinical managers 
key informants based on Gilchrist and Williams’s descrip-
tion of key informants.17 These are individuals who 
possess essential knowledge of the subject matter and 
have access to perspectives or observations that would 
ordinarily be inaccessible to the researcher.17 Our find-
ings were reported based on the Consolidated Criteria for 
Reporting Qualitative Research (see online supplemental 
file 1).

Research setting
This study was conducted in Edo state, one of Nigeria’s 
thirty-six States. Specifically, this study was conducted in 
Esan South East (ESE) and Etsako East (ETE), two mainly 
rural local government areas (LGAs) of Edo state with 
10 political wards each. These study sites were chosen 
because preliminary baseline assessments revealed high 
maternal mortality rates and low use of PHC facilities.18 
ETE is located in the northern part of Edo State and 
comprises of 213 940 residents, while ESE is located in 
the southern part with 241 492 residents in 2020. The 
principal source of maternal healthcare in the two LGAs 
is PHC. ETE has 28 PHC centres and two general hospi-
tals (secondary health facilities), while ESE has 25 PHC 
centres and one general hospital.

Participants and sampling
The study consisted of 13 stakeholders from different 
institutions in ESE and ETE. Participants included one 
senior official with the State Ministry of Health, one 
senior official with the State Primary Healthcare Devel-
opment Agency, two senior officials responsible for PHC 
at each LGAs, two senior LGA officials, and seven clinical 
managers in PHC centres.

Key informants were chosen using a purposeful crite-
rion sampling technique.19 The criteria for selection was 
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that participants were in a key leadership position within 
the PHC sector. The lead investigators (FEO, WI and 
LFCN) contacted each participant by email (or phone) 
with information about the study, voluntary participation, 
and informed consent. Sample size was determined with a 
focus on attaining thick and rich data.20 Following recom-
mendation from studies and observing that in-depth 
interviews generally adopt a sample size of multiples of 
10, this study purposefully recruited participants from 
different backgrounds and professions with the goal of 
obtaining detailed, nuanced and intricate data.20 21

Data collection and procedures
The lead investigators (FEO, LFCN) conducted a 3-day 
training session for the research assistants who carried 
out this study. The training focused on the following 
factors: goals of the research, the art of qualitative data 
collection, using key informant interview guides in qual-
itative research, the role of the data collector, research 
ethics and data collection using electronic devices. The 
lead investigators developed a key informant interview 
guide and on the last day of training, the trained research 
assistants moderated the pilot of the guide in a commu-
nity with similar characteristics to the study site. The key 
informant interview guide was moderately structured to 
allow for free description of opinions and experiences.

The trained research assistants conducted 13 key 
informant interviews. All data were collected in English 
between 16 July 2017 and 30 August 2017. The research 
assistants audio recorded the interviews and took reflec-
tive field notes to supplement the transcripts. Interviews 
lasted for 45 min on average and ended when no further 
issues arose.

Research instruments
The key informant interview guide consisted of open-
ended questions and follow-up probes on stakeholders’ 
perceptions of maternal healthcare service delivery across 
PHCs in rural ESE and ETE communities. The interview 
guide was developed based on the authors’ experiences 
with influence from existing literature on service delivery. 
A full description of the key informant interview guide is 
available (see online supplemental file 2).

A sample of issues discussed with participants include:
1.	 Characteristics of maternal healthcare services deliv-

ered in PHCs in rural Edo.
2.	 Opinions on effective delivery of services in PHC cen-

tres in rural Edo.
3.	 Challenges and opportunities for service delivery in 

PHCs.

Data analysis
The primary author (OU) and corresponding author 
(SY) analysed the data, and the coauthors validated the 
data. The authors compared the transcripts with the audio 
recording and field-notes to ensure accuracy. In analysing 
the data, the authors applied an iterative process of 
inductive and deductive approaches to thematic coding. 

Following the recommendation of data analysis from 
Braun and Clark,16 the authors became familiar with the 
data, then proceeded to generate codes, then searched 
for themes, reviewed and defined themes. This was in 
line with an inductive approach to coding where themes 
emerged from the data not from any preconceived cate-
gories. The data was further analysed with a deductive 
approach whereby themes were organised based on 
existing literature and theories on service delivery.12

Themes were generated as follows: line-by-line reading 
generated words or phrases with similar meanings that 
were linked to the study’s aim and existing literature on 
service delivery of maternal healthcare in rural Nigeria. 
These findings were categorised, noted, and subse-
quently grouped into a coding scheme with the purpose 
of creating subcategories. Subcategories gave a more 
general description of the content. Similar subcategories 
were grouped to formulate main themes. Multiple coders 
(SY and OU) worked independently to analyse the tran-
script, manually code the interview data using free codes 
and develop the various themes. To establish inter-rater 
reliability and ensure trustworthiness of the study, the 
coders conducted frequent discussions to examine consis-
tency during the individual process of coding. The coau-
thors audited the data analysis and reached a consensus 
on emerging themes. Please see box 1 for definitions of 
key themes under which findings were reported.

Trustworthiness
This qualitative study used various strategies to enhance 
trustworthiness of the data. The interview guides were 

Box 1  Definitions of key characteristics of service 
delivery

Participants’ views of maternal healthcare service delivery in rural 
Nigeria are presented in five overarching themes. These themes are 
in consideration of the WHO’s key characteristics of good service 
delivery.12

1.	 Comprehensiveness: A comprehensive primary healthcare (PHC) 
approach to maternal healthcare provides a range of services that 
are preventive, curative and promotive.

2.	 Accessibility and coverage: A key characteristic of good service de-
livery is one where services are designed to reach all patients in 
a defined target population without barriers of cost, geography or 
culture. Another important dimension of access is the sociopsycho-
logical aspect of women’s ability to use PHCs for maternal care such 
as their beliefs, degree of participation in the healthcare process 
and nature of patient–provider interaction.

3.	 Quality of service: A key characteristic of good service delivery is 
that services are of high quality, safe and given in a timely fashion.

4.	 Person-centredness and coordination: This dimension of service 
delivery considers if services are organised around the individu-
al with participation from them and their community in their own 
healthcare. Coordinated service delivery is represented by an ac-
tively coordinated service network across different levels of care 
and involving multisectoral collaboration.

5.	 Accountability and efficiency: A key aspect of good service delivery 
is the effective and efficient management of health services.

https://dx.doi.org/10.1136/fmch-2021-000994
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structured to allow for iterative questioning including 
the use of probes to elicit detailed data, and questions 
were rephrased to participants when necessary.22 After 
data collection, FEO and LFCN conducted member 
checks to ensure accuracy of the data. The coding process 
involved two coders (SY and OU) working independently 
to code the data and collaboratively to generate themes. 
The principal investigators FEO, SY and LFCN who have 
ample experience in reproductive health in sub-Saharan 
Africa audited the findings and provided feedback. Trian-
gulation is important in promoting confirmability.22 This 
study approached triangulation via data sources by inter-
viewing a wide range of key informants. In writing up the 
manuscript, the author (OU) described the aim of the 
research and provided thick descriptions of participants’ 
responses, alongside relevant quotes to confirm interpre-
tations. Quotes were also chosen to represent a typical 
response relative to the theme. These were necessary to 
enhance confirmability.23

Patient and public involvement
Patients and the public were not involved in the design 
and conduct of this research.

RESULTS
Comprehensiveness
Study participants depicted PHC centres as providing a 
wide range of maternal healthcare services to women. As 
part of primary care, pregnant women received preven-
tative services such as antenatal care and health promo-
tive services focused on healthy nutrition and personal 
hygiene during pregnancy. PHCs offer family planning 
services including a constant supply of contraceptives to 
women. Participants commented on the range of services 
available in PHC centres.

Nationally, we have this free malaria program for 
pregnant children and children under 5…You have 
programs to eliminate mother to child transmission 
of HIV… You also have programs on nutrition…pro-
grams are running on increasing access to family ser-
vices. (Senior official, Ministry of Health)

We teach and encourage some women to do backyard 
garden. (Clinical manager, ESE)

Furthermore, participants’ comments demonstrated a 
strong partnership between PHC centres and the commu-
nity in designing and implementing acceptable maternal 
health services. Beyond the provision of health services, 
some PHC centres enhanced the efforts of communities 
to build water tanks. Clinical managers explained that 
they prioritised a good working relationship with the 
community.

We summoned chiefs in all the quarters, they came 
there, we let them know what is happening here 
[PHC], so that it will not look like a taboo to them, 
We asked them to encourage their people to accept 

[PHC], with that the chiefs went out to build the re-
lationship [with the community]. (Clinical manager, 
ESE)

These positive reports notwithstanding, some partici-
pants felt that PHC centres did not provide a range of 
maternal health services. Participants felt that PHC 
centres were ill equipped to provide basic maternal 
healthcare. For instance, pregnant women were unable 
to undergo routine screening and testing at PHC centres 
due to the shortage of equipment. Women were often 
referred to secondary or tertiary health facilities to 
receive basic maternal healthcare. These facilities were 
often outside of their communities, thereby causing delay 
in reaching care.

So, we are trying to look for some basic things but 
[PHC] facility does not have a glucometer to instant-
ly check the blood sugar of a patient in antenatal. 
(Senior official, PHC, ESE)

Accessibility and coverage
Participants reported that even with the range of maternal 
healthcare services currently provided in PHC centres, 
there were disparities in healthcare access and utilisation 
of various services. Factors such as out-of-pocket costs for 
services and the physical accessibility of PHC facilities 
meant that compared with wealthier women, women of 
low socioeconomic status in rural areas were less likely to 
receive maternal healthcare. There were discrepancies 
in perspectives of coverage between policy-makers and 
clinical mangers. Some policy-makers in the ESE region 
believed that maternal healthcare services and basic medi-
cation during pregnancy were provided free of charge to 
women. A policy-maker commented:

Here even delivery is free, government policy, except 
it is not a normal delivery, then there may be some 
charges, but if it is normal it is free. Malaria treatment 
for instance for pregnant mothers and zero to five is 
also free, drugs are very available and are also free, 
so people are aware of these incentives and they try 
to take advantage of it. (Senior local government of-
ficial, ESE)

Other policy-makers in the same region, however, did 
not share this view because women were often required to 
pay out of pocket for basic maternal healthcare services, 
which were supposed to be free of charge. For instance, 
some PHC centres required that pregnant women 
provide basic medical supplies such as surgical gloves and 
cord clamps, prior to assisting with deliveries. In addi-
tion, patients pay out of pocket for drugs and routine 
medical screening. Participants also noted that in some 
cases, the financial costs of PHC could get so expensive 
that it amounted to the same as secondary healthcare 
costs. Participants were concerned that these factors have 
added up to make maternal services unaffordable for 
most of the rural population, particularly poor families. 
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Policy-makers and clinical managers asserted that offering 
free maternal health services would improve women’s use 
of PHC centres for maternal healthcare services.

It is supposed to be free to deliver, you know, but if a 
woman comes to deliver, provision of things like sur-
gical gloves for you to be able to take a delivery is one 
of the criteria and then little things like cord clamps, 
but [after delivery], they pay 2000 naira [~$5 USD] 
(Senior Official, PHCs, ESE)

[primary] health centre is supposed to be cheaper 
than general (secondary healthcare), but sometimes, 
you see the bill being the same because of no drugs 
(Clinical manager, ETE)

Furthermore, participants indicated that access to 
maternal care services was hampered by distance to PHC 
centres. Moreover, bad roads and lack of reliable trans-
portation deterred women’s access to maternal health 
services. Participants cited the need for more PHC centres 
because current centres were operating beyond capacity.

The distance to PHCs, those that really live very far 
can really find it very difficult to access the PHCs. 
Therefore, PHCs really need to spread out more and 
maybe on a ratio to population. PHCs ratio shows a 
little lower than what it is now. We have so many peo-
ple attending just one PHC or being serviced by one 
PHC, so we want many more PHCs so that many more 
people will have where to go. I think that is what has 
reduced their usage. (Senior official, PHCs, ETE).

Participants indicated that factors related to beliefs, 
and nature of relationship with providers play a role in 
women’s access to maternal healthcare services. Partic-
ipants described efforts to make services accessible to 
communities. They reportedly enhanced the accepta-
bility of services by consulting community members 
and encouraged their participation in designing and 
delivering health programmes. However, participants 
highlighted issues related to the nature of interactions 
between patients and healthcare providers. Healthcare 
workers were reportedly harsh and abusive to women, 
and this discouraged their use of PHCs for maternal care.

Another thing is the relationship of the nurse to the 
patient, do you understand? There are some people 
[nurses] who are harsh to them [patient] so they may 
change health facility. (Clinical manager, ETE)

While participants’ views gave a general sense that 
maternal health service delivery was not always designed 
to cover all women seeking care, some applauded existing 
initiatives that aimed to increase the coverage of maternal 
healthcare services. One of such initiative is the drug 
revolving fund, a drug management initiative aimed at 
making essential medication accessible and affordable, 
particularly to pregnant women and children. The drug 
revolving fund initiative reinvests revenue from the sale of 

drugs in the purchase of new drugs thereby making them 
more accessible and affordable in PHC centres.

The LGA has released One Million Naira (~$3000 
USD) for Drug revolving fund because no matter how 
beautiful a health centre is, no matter how equipped 
the state of the art, material, no matter how much, I 
mean the number of staff you have updated, if there 
are no drug, there is nothing you can do especially 
when a woman delivers (Clinical manager, ESE)

Quality of service
Quality maternal healthcare services particularly during 
pregnancy and childbirth were reported as the excep-
tion rather than the rule in rural communities. In the 
case of pregnancy care, participants linked quality care 
with adverse pregnancy outcomes. A PHC centre was 
reported to deliver quality skilled pregnancy care if there 
was an absence of adverse pregnancy outcomes such as 
stillbirths, prepartum/postpartum haemorrhage, and 
maternal deaths in the past year. Participants linked the 
quality of maternal health services to the provision of 
skilled care by qualified healthcare personnel. An over-
whelming number of participants across the different 
LGAs expressed displeasure over the extreme shortage of 
the health workforce which has resulted in unsafe and 
inefficient service delivery. The shortage of doctors or 
midwives in rural PHC centres often meant that unqual-
ified healthcare staff handled obstetric emergencies. 
There were reported instances of maternal deaths during 
obstetric emergencies due to the absence of qualified 
healthcare workers. A clinical manager described the 
current situation of staff shortage in rural communities:

Yes, for instance in all the health centers in this LGA, 
we just have one. One nurse per center but at least you 
are supposed to have four, four personnel on ground 
so that if one does morning, the other afternoon, the 
other one night. At least we should have one maybe 
on leave but in this case we have just one staff who 
runs 24 hours duty today, tomorrow, the same thing. 
So, there is shortage of staff, I mean a qualified nurse 
midwife in this local government, we are very much 
short staffed. (Clinical manager, ESE)

There are ongoing efforts to improve the quality of care 
provided by healthcare staff in rural PHCs. Policy-makers 
and clinical managers attested to various human resource 
training and skill enhancement opportunities in the PHC 
sector provided by various non-governmental organisa-
tions. They reportedly received training on a range of 
topics including immunisation, malaria treatment, skilled 
pregnancy care, healthcare management, drug revolving 
scheme and legal matters. Respondents believed that 
opportunities for training were impactful in boosting the 
morale of healthcare staff and keeping them motivated 
while on the job. Additionally, trainings were viewed as 
important in expanding the knowledge base of healthcare 
workers, particularly lower-trained cadre of workers such 
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as community health workers. Participants felt that basic 
pregnancy care training for community health workers 
would prepare them to assist during obstetric emer-
gencies, which will go a long way in reducing maternal 
morbidity and mortality. However, training opportunities 
were not always distributed fairly as healthcare workers 
with relatives and friends in power were more likely to 
get more training and skill enhancement opportunities 
than other healthcare staff. Participants called for a more 
equitable distribution of training opportunities among 
healthcare workers to improve the quality of care.

The issue is that sometimes they organize trainings, 
and it is the same set of people that keep going be-
cause they are connected. So, we need to organize 
trainings in such a way that it goes round, everybody 
has an opportunity to be trained not just the same 
people just because they are connected in one way 
or the other. So, there is issue of training (Senior of-
ficial, SPHCDA)

Respondents also considered quality of care in the 
context of cleanliness of the health centres. Quality indi-
cated the capacity of PHCs to offer clean and hygienic 
care to women. Most health facilities were reportedly 
lacking consistent water supply and adequate toilet 
facilities. Furthermore, participants expressed negative 
views related to apathy, abusive practices of healthcare 
providers, and the lack of basic and life-saving equipment. 
Women were mistreated when seeking care in PHCs and 
services were delayed. Participants discerned that these 
conditions discouraged women’s use of health facilities. 
Participants generally believed that more maternal deaths 
occur in underfunded, underequipped and understaffed 
PHCs compared with equipped facilities.

We have either obsolete knowledge, obsolete equip-
ment and obsolete skills and all these things affect 
the overall effectiveness of health services and the 
satisfaction we get from it in our health facilities. 
(Senior official, PHCs, ETE)

Person-centredness and coordination
While participants agreed that PHCs were lacking in infra-
structure and quality service, they believed that maternal 
health services were person-centred. They viewed services 
provided to patients as acceptable and responsive. Clinical 
managers reported being truthful and open in commu-
nicating health issues with pregnant women. They made 
pregnant women aware of any pregnancy complications 
when detected and swiftly referred them to secondary 
healthcare facilities when necessary.

Clinical managers across different PHCs reported that 
they worked collaboratively with their teams of healthcare 
workers to discuss appropriate care plans and procedures 
for patients. Clinical managers would occasionally refer 
women to better-equipped private facilities when neces-
sary. A participant commented on services provided in 
PHC centres:

So, there are a host of advises you can give to the 
woman if they come to the hospital [PHC] which 
TBA [traditional birth attendant] will not be able to 
offer. I have a host of colleagues, either in private or 
in Irrua specialist hospital, around this place that I 
can call, so we can refer them to such people. Even 
the general hospital at Ewohimi, at Uhaikphen, the 
Doctor there is even a Gynaecologist. We have been 
collaborating in that area recently and we discuss a 
lot. (Senior official, PHCs, ESE)

Coordinated service delivery is represented by an 
actively coordinated service network across different 
levels of care and involving multisectoral collaboration. 
Narratives of participants indicated some level of coordi-
nation of care, which involved collaboration with other 
levels of care and other types of health providers. Partici-
pants commented on having an effective referral system, 
but there was no mention of provision for transportation 
to facilitate referrals.

I don't think we have a lot of people dying in the 
PHC. The reason being that the referral system is 
working so when they get cases that are serious, they 
usually will refer. Most of those death will occur on 
the secondary facility and not in the Primary Health 
Care Centres. (Senior official, Ministry of Health)

Accountability and efficiency
Participants expressed their discontent over the lack of 
cohesive and efficient management of health services in 
PHC centres. Different government bodies coordinate 
various aspects of PHC such as infrastructure, health 
programming and staff wages thereby leading to a frag-
mented system. Participants explained that a fragmented 
system has amplified gaps in PHC infrastructure, human 
resources management, and access to basic medical 
equipment, all of which have implications for service 
delivery. For instance, healthcare staff are not deployed 
to PHCs based on need. Therefore, PHCs end up with far 
too many administrative staff while lacking key healthcare 
workers. Furthermore, healthcare workers were lacking 
adequate support, supervision and accountability. Partic-
ipant believed that PHC management generally lacks 
transparency and accountability.

There is so much fragmentation. So right now, we are 
trying to get it to be under one management, under 
one authority. So that there is one body regularizing 
everything, there will be one body in charge of disci-
pline. So, somebody does not come to work, he is go-
ing to be disciplined. Somebody ensures that things 
are in place, there is security, there is equipment, 
there is [labour], there is funding. We will employ 
people that we need, not having so many adminis-
trative staff, meanwhile the key health personnel are 
lacking. By the time there is a body in charge of all 
that, less interference from politicians, I think this 
PHC will actually work. (Senior Official, SPHCDA)
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Participants noted ongoing policy reforms to address 
issues of efficiency and accountability within rural PHC 
system. Policy-makers at the state and local government 
levels were making plans to implement a Primary Health 
Care Under One Roof policy which aims to address issues 
of fragmentation by integrating PHC under one authority. 
Participants believed that the policy would enable PHCs 
run effectively and in turn improve pregnant women’s 
uptake of skilled maternal care services at PHCs.

The PHC’s have been in existence for over a hundred 
years and yet the situation of things has not improved. 
I think with this PHC Under One Roof Policy that is 
being promoted, we are hopeful that things will get 
better. (Senior Official, SPHCDA)

DISCUSSION
Service delivery is a key function of a health system which 
should be monitored and strengthened to meet minimum 
quality standards. The WHO’s key characteristics of 
good service delivery provide a bedrock to examine and 
monitor service delivery.12 In this study, the authors inter-
rogated policy-makers’ and clinical managers’ notions of 
service delivery of maternal healthcare in PHCs. Findings 
were organised in the context of WHO’s key characteris-
tics of good service delivery.12

A comprehensive model of service delivery in PHC is 
holistic, acceptable and operates beyond a biomedical 
understanding of health by considering social determi-
nants of health.24 25 As a contrast, a selective model of 
PHC focuses mainly on curative services to fight diseases 
through medical intervention and no other factors such 
as social determinants of health.24 25 Participants’ narra-
tives suggest that even though PHC centres provide a 
range of services, PHCs operate within a selective, rather 
than comprehensive, approach to PHC. These findings 
closely mirror existing findings from studies in Nigeria 
and South Africa.26 27 The Nigerian health system has 
long favoured curative and medical-oriented services over 
preventive services. The vast proportion of expenditure 
on the nation’s healthcare system is allocated to curative 
services, therefore, PHCs remain largely underfunded 
to adopt a multisectoral, multidisciplinary and holistic 
approach to service delivery.7 28

Furthermore, participants generally depicted maternal 
care services in PHCs as inaccessible due to barriers of 
cost and geographic location. They agreed that despite 
claims of free maternal health services by the govern-
ment, payment was required for delivery and other 
maternal healthcare services including costs for drugs 
and basic medical supplies. Participants were concerned 
that PHC maternal health services were unaffordable 
for poor women in rural communities. Indeed, Nige-
ria’s Federal Ministry of Health in 2007 recommended 
that states implement free maternal and child health 
policies, however, the implementation of free healthcare 
policies in health facilities has been hampered by several 

pre-existing challenges including weak decentralisation, 
inadequate funding of health facilities, inadequate phys-
ical infrastructure, poor governance and accountability, 
and shortage of healthcare staff.29 30 While participants 
believed that eliminating user fees for PHC would 
increase women’s use of PHC centres for maternal care, 
findings elsewhere have shown contrary results.29 Enugu 
State, one of Nigeria’s 36 State, adopted free maternal 
healthcare in 2007 but has not recorded a sustained 
improvement in the use of PHC over time.29 Evidence 
from Kenya, however, is consistent with participants’ 
beliefs. Health facilities in Kenya observed an increase 
in women’s use of healthcare facilities for deliveries with 
the removal of user fees. However, pre-existing systemic 
challenges were addressed prior to implementing free 
maternal care policies. The country’s reduction in rural 
maternal mortality ratios was attributed to the high use 
of free delivery services among the poor population in 
rural areas.31

Beyond issues related to cost, participants indicated 
that issues of physical accessibility to PHC centres often 
hamper service delivery. This issue has been identified 
in rural communities elsewhere.9 32 Also emerging from 
this study is the recognition of the role of sociopsycho-
logical factors such as beliefs, degree of participation in 
the healthcare process and nature of patient–provider 
interaction, in people’s ability to seek healthcare. This 
finding is corroborated by research that recognises that 
an individual’s health outcomes can be determined by 
various factors including the degree of participation in 
the healthcare process, the degree of understanding 
of illnesses, and the nature of the interactions between 
patients and healthcare providers.33 Furthermore, the 
WHO links the quality of service delivery to the effective-
ness, safety and person-centredness of services.12 Similarly, 
respondents’ notion of quality of service delivery encom-
passed factors such as patient-provider relationships, 
hygienic conditions of PHC centres, availability of skilled 
healthcare staff and infrastructural constraints. Respon-
dents were generally displeased with the poor quality of 
maternal care services delivered in PHCs. They identified 
the massive shortage of skilled health professionals as a 
major deterrent to service delivery. In some cases, lack of 
a skilled health professional to assist a delivery has led to 
maternal deaths. These findings reassert various views on 
the quality of service delivery in PHCs across Nigeria and 
sub-Saharan Africa.34–36

Participants intimated that efforts are underway to 
strengthen maternal health service delivery in rural PHCs. 
Policy-makers were embarking on a cost recovery mecha-
nism known as the drug revolving fund, to improve access 
to drugs in rural PHCs. This initiative works by having 
governments (or donor agencies) make an initial invest-
ment of capital to aid PHC centres in the purchase of 
drugs, then PHC centres fund future purchases of drugs 
through user fees.37 This initiative is not new in Nigeria. 
The drug revolving fund was established in Nigeria in 
1987 as part of the Bamako Initiative. The goal was to 
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revitalise PHC centres through organising and sustaining 
efficient supply of essential drugs, among other things.38 
However, faulty implementation strategies of this policy in 
some Nigerian States have shifted the burden of health-
care financing onto the poor thereby making essential 
drugs unaffordable and inaccessible. Moreover, internally 
generated revenues are not often regulated or tracked, 
thereby limiting transparency on spending patterns of 
PHCs.37

Participants also discussed another notable effort to 
strengthen service delivery. The Primary Health Care 
Under One Roof policy aims to address issues of fragmen-
tation by integrating PHC under one authority.39 Under 
this initiative, the State PHC Development Agency, a state 
level management agency, governs all aspects of PHCs 
and enhances access to funds for PHCs. Funds can be 
allocated towards the provision of essential drugs, main-
taining health facilities, healthcare transportation and 
the development of human resources for PHCs.37 40 It is 
important to recognise, however, that national polices 
such as the Primary Health Care Under One Roof policy 
do not automatically translate into policies at the state 
level as state governments are encouraged but not obli-
gated to adhere to national policies regarding health. 
Implications of this has been reported in some Nigerian 
states where functional aspects of the policy were only 
partially implemented resulting in an even more compli-
cated and fragmented governance structure.41

Findings from this study have highlighted the need 
for renewed policy commitments towards strengthening 
maternal healthcare service delivery in rural PHCs. 
There should be effective coordination within the health 
system, optimal capacity building and skill development 
of healthcare workers and personnel, and continued 
emphasis on strong leadership within the healthcare 
system. Furthermore, health promotion, prevention 
and community participation should form a core part 
of maternal healthcare service delivery in rural PHCs. 
There are important limitations to this article. This study 
compares outcomes from similar policies in other African 
countries without accounting for confounding factors 
that contributed to the seemingly successful implementa-
tion of policies elsewhere, however, the authors presented 
relevant information to explain successes. Furthermore, 
the data from this study did not capture all aspects of a 
good service delivery due to the lack of relevant informa-
tion; however, the authors thoroughly described the avail-
able data to contribute to a rich description of service 
delivery of maternal healthcare in rural PHCs in Edo 
State. The study aimed to capture views from a diverse 
group of stakeholders in Edo State, however, findings 
may not be generalisable to all of rural Nigeria as stake-
holders’ knowledge of service delivery within communi-
ties might differ, so will each community’s priorities and 
experiences with PHC service delivery. Furthermore, the 
authors would like to point out that the participants have 
direct responsibility on delivering healthcare services and 
this may have impacted their narratives/perspectives.

CONCLUSION
This paper sheds light on maternal healthcare service 
delivery in rural PHCs in Edo state. Narratives of policy-
makers and clinical managers suggest that even though 
PHC facilities provide a range of services, PHCs operate 
within a selective approach to PHC. Participants generally 
depicted maternal care services in PHCs as acceptable yet 
inaccessible due to undue barriers of cost and geographic 
location and poor quality. This study revealed that while 
some key aspects of service delivery are suboptimal, there 
are promising policy reforms underway to address some of 
the issues. These policies are works in progress as similar 
studies have noted that state governments are not obli-
gated to adhere to national decisions regarding health. 
Therefore, there is likelihood for gaps in policies due 
to implementation strategies. It is important that health 
officials advocate for strong policies and implementa-
tion strategies. This also highlights the importance of 
active participation from intended beneficiaries of these 
policies who have a role in enhancing accountability of 
service quality and financial expenditure.
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