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Abstract
Background  Maternal health remains a significant public health concern globally, including Nigeria. Despite 
concerted efforts to improve maternal health services, maternal mortality rates in Nigeria remain unacceptably high. 
Understanding the factors that shape women’s choices in selecting the place of birth could help tailor services and 
improve quality of care for mothers and infants. Therefore, our study explores the experiences, barriers and facilitators 
that influence where women choose to access maternal health services in three diverse Nigerian states of Lagos, Oyo 
and Jigawa.

Methods  We conducted qualitative in-depth interviews with nursing mothers and healthcareworkers (HCWs) in 
Lagos, Oyo and Jigawa states, and community birth attendants (CBAs) in Lagos and Oyo. We used maximum variation 
sampling to purposefully recruit nursing mothers in their puerperium who gave birth in different places. HCWs and 
CBAs were purposively selected from health facilities and birth homes. All interviews were conducted between 
September - December 2023. We used reflexive thematic analysis to generate themes across participant types and 
states.

Results  We recruited 44 participants for this study, 25 nursing mothers and 19 HCWs. We identified five major 
themes: (1) Preference for safe, comfortable and quality health services; (2) Social diffusion and cultural/religious 
influences; (3) Physical, geographical and financial inaccessibility; (4) Symbolic perception of health facilities and (5) 
Misunderstanding of health promoting and preventive care in pregnancy. The main reasons for choosing a particular 
place of birth were the preference for safe, comfortable, and high-quality healthcare, as well as the perceived 
convenience and accessibility of birth homes within close proximity to the women’s homes.

“I went to the primary health centre close 
to my workplace, but their capacity cannot 
deliver the baby”: exploring why women 
choose different providers for maternal health 
services in Nigeria
Kofoworola O. Akinsola1, Olabisi Olasupo1, Julius Salako1, Jennifer Z. Sanaka1, Rose N. Samuel1, Oluwabunmi Bakare1, 
Risikat Quadri1, Oluwapelumi Emmanuel1, Carina King2, Adegoke Falade1,3 and Ayobami Adebayo Bakare2,4*

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12884-025-07382-w&domain=pdf&date_stamp=2025-3-24


Page 2 of 13Akinsola et al. BMC Pregnancy and Childbirth          (2025) 25:339 

Background
Maternal health remains a significant public health con-
cern globally, particularly in low- and middle-income 
countries such as Nigeria [1]. Despite concerted efforts 
to improve maternal health services to achieve the sus-
tainable development goal (SDG) of less than 70 maternal 
deaths per 100,000 live births by 2030, maternal mortality 
rates in Nigeria remain unacceptably high [2]. The 2023 
UN report on Trends in Maternal Mortality from 2000 to 
2020 reported a global maternal mortality ratio (MMR) 
of 223 maternal deaths per 100 000 live births. Nigeria 
had the highest estimated number of absolute deaths 
at 82,000 annually, and proportion of the global burden 
(28.5%). While this represents a 34% decline since the 
year 2000, progress has been too slow [3, 4].

SDG 3 – focused on health, was structured with inter-
ventions to achieve universal health coverage by ensuring 
equitable access to quality and essential health services 
including maternal health services and family planning as 
core pillars of safe motherhood [5–7]. However, only 52% 
of women attended the recommended minimum of four 
antenatal visits and 38% gave birth in a healthcare facility 
in Nigeria [3, 8–11]. In Nigeria, government and develop-
ment partners have made many efforts to improve mater-
nal health service delivery and utilisation. For instance, 
Nigeria’s Health Sector Renewal Initiative aims to com-
prehensively revamp physical infrastructure, equipment 
and retraining of frontline health workers [12].

The redesign of the Basic Health Care Provision Fund 
(BHCPF) should further enhance access to essential 
healthcare services, reduce costs and improve access by 
allocating resources more equitably to the poorest and 
most disadvantaged populations [13]. In 2012, the ‘save 
one million lives’ project was also executed by the Federal 
Government of Nigeria nationwide – as a maternal, new-
born and child health (MNCH) programme supported 
by the World Bank to catalyse change in the way health 
business is done [14]. It effectively increased government 
awareness of critical MNCH indicators, especially in 
States where the programme was implemented [15].

Access to quality antenatal and delivery health services 
is crucial to reduce maternal and child deaths. However, 
despite these initiatives and significant advancements, 
according to the 2018 Nigeria Demographic Health Sur-
vey (NDHS), only 43% of pregnant mothers had a skilled 

birth attendant present at birth in Nigeria. Studies have 
shown that women continue to face multifaceted chal-
lenges in determining where they will give birth [16, 17]. 
Understanding the factors that shape women’s choices in 
selecting the place of birth could therefore improve ser-
vice provision and help in achieving better health out-
comes for both mothers and infants [18, 19].

Previous quantitative studies conducted in Nigeria 
have shown several challenges impacting health-seeking 
behaviours and choice of maternal healthcare provider, 
including: inadequate healthcare infrastructure, socio-
economic disparities, policy and governance short-
comings, proximity to health facilities and maternal 
education and awareness programmes in influencing 
healthcare-seeking behaviours, healthcare quality and 
accessibility issues, and cultural and societal norms [9, 
18, 20–24]. However, there are limited qualitative stud-
ies which provide a deeper understanding of the complex 
socio-cultural, economic, and health system factors that 
shape women’s choice of maternal healthcare provider in 
different Nigerian contexts [25].

Therefore, our study seeks to explore the experiences, 
barriers and facilitators which influence where women 
choose to access maternal health services in three diverse 
Nigerian states - Lagos, Oyo and Jigawa. Using the 
Andersen’s model of health service utilisation as a guide 
for our study [26], the multifaceted findings can help 
inform targeted interventions, like creation of outreach 
programmes that are sensitive to cultural differences or 
the identification of areas where infrastructure needs to 
be improved to facilitate accessibility to improve mater-
nal health outcomes.

Methods
Study design
We conducted a qualitative study using reflexive thematic 
analysis with in-depth interviews with nursing mothers 
and HCWs in Lagos, Oyo and Jigawa, and CBAs in Lagos 
and Oyo [27]. All interviews were conducted between 
September - December 2023. We followed the Consoli-
dated Criteria for Reporting Qualitative Research guide-
lines for reporting of this study [28].

We used the Andersen’s model of health service utilisa-
tion as our conceptual framework, to inform the devel-
opment of our interview guide. The model consists of 

Conclusions  We found women’s choice of place of birth is influenced by a complex interplay of factors. Among 
these are health system inadequacies, socio-economic factors, and the desire for comfortable and quality maternal 
healthcare. HCWs, CBAs, and nursing mothers emphasised these determinants as critical in shaping women’s 
decisions regarding where to give birth. This highlights the need for comprehensive interventions across policy, 
healthcare delivery, community engagement, and individual levels to overcome barriers, improve maternal health 
outcomes, and support women in making informed childbirth decisions.
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predisposing, enabling and need factors [29]. In the 
model, predisposing factors encompass demographic, 
social, and cultural characteristics that predispose 
women to seek or avoid maternal healthcare services. 
Enabling factors refer to the resources and opportunities 
that facilitate or hinder maternal healthcare access and 
utilisation. Need factors reflect the perceived or actual 
need for maternal healthcare care [29].

Setting
We conducted the study in Lagos and Oyo in the south-
west, and Jigawa in the north-west geopolitical zones of 
Nigeria. These states represent different socio-cultural 
contexts, health infrastructure, and levels of urbanisation, 
providing a rich tapestry of experiences and perspectives.

Lagos state is the most populous state in Nigeria with 
an estimated population of 24.6  million people in 2022 
and is an economic hub in West Africa. We recruited 
participants from Ikorodu Local Government Area 
(LGA), which is a peri-urban and the majority of people 
are of the Yoruba ethnic group, with small/medium-scale 
entrepreneurship as the predominant economic activ-
ity. The literacy level in Lagos state is 85.3% and 93.0% 
for women and men, respectively. According to NDHS, 
86.4% of pregnant women utilised ANC by a skilled 
health provider, and 75.7% had health facility childbirth 
[15]. Using the NDHS 2018 findings, 75% of the people 
in Lagos are in the wealthiest quintile and the MMR was 
430 per 100,000 [15, 30].

In Oyo State, participants were recruited from two 
LGAs: Ibadan southwest and Lagelu in Ibadan metropo-
lis, which is the capital of Oyo state. Ibadan is an ancient 
city with 5 urban and 6 peri-urban LGAs, and the major-
ity of people are of the Yoruba ethnic group. The literacy 
level in Oyo state is 85.3% and 90.2% for women and men 
respectively, 85.4% of pregnant women utilise ANC by 
skilled health providers, and 70.1% had a health facil-
ity childbirth [15]. In Oyo 38.5% of the people are in the 
wealthiest quintile and 262 MMR per 100,000 live births 
annually, below the national average [15, 31].

Jigawa state is an agrarian setting with an estimated 
population of 7.9  million people. Participants were 
selected across two LGAs: Dutse and Kiyawa. The major-
ity of people are of the Hausa-Fulani ethnic group, and 
the literacy level is 18.1% and 58.1% for women and men, 
respectively. A percentage of 78.6 of pregnant women 
utilise ANC by skilled HCWs, and 20.1% had a health 
facility birth in Jigawa [15]. In Jigawa, 4.0% of the people 
are in wealthiest quintile and the MMR is estimated to be 
1,012 per 100,000 live births Jigawa [15, 32].

Participants and sampling
We used purposive maximum variation sampling to 
recruit nursing mothers in their puerperium who gave 

birth in different places (mission homes, traditional birth 
homes, primary health centres (PHCs), and secondary 
health facilities (SHF)) and were of different age groups 
and levels of education. This sampling technique was 
employed to ensure a variety of participants are selected 
in the three states to represent the study population while 
considering a wide range of characteristics relevant to 
the research objectives. For HCWs, various primary 
health workers (nurses and community health officers) 
who have different levels of education and work expe-
rience were recruited for this study. CBAs were purpo-
sively selected from mission homes and traditional birth 
homes, who provide maternal health services (antenatal 
and/or delivery) with different levels of education and 
work experience (Tables  1 and 2). These participants 
were independently approached by the researchers for 
participation in the study. We did not interview CBAs in 
Jigawa for this study, as they have been incorporated into 

Table 1  Participants’ characteristics (Health care providers)
Characteristics Healthcare providers

Lagos
(N = 7)

Oyo
(N = 6)

Jigawa
(N = 6)

Gender
Female 7 6 6
Profession
Community health worker 0 2 0
Nurse 4 1 6
CBA 3 3 0
Level of care
Community (CBA) 3 3 0
Primary 3 4 1
Secondary 0 0 2
Tertiary 0 0 1
Private 0 0 2
Level of education
Primary 0 1 0
Secondary 3 2 0
Tertiary/Postgraduate 4 3 6
Religion
Islam 3 0 4
Christianity 4 6 2

Table 2  Participants’ characteristics (nursing mothers)
Characteristics Nursing mothers

Lagos
(N = 7)

Oyo
(N = 5)

Jigawa
(N = 13)

Level of education
No education 0 0 5
Primary 0 0 1
Secondary 5 3 5
Tertiary/Postgraduate 2 2 2
Religion
Islam 4 3 12
Christianity 3 2 1
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the PHC system, and thus do not offer unsupervised or 
independent maternal health care services.

Mission homes are small and basic informal care facili-
ties, that are affiliated and managed by religious organi-
zations. They use practices such as prayer, and anointed 
elements such as water and oil to facilitate labour and 
birth process and help women and their babies stay in 
good health [33]. Most of these women are trained by 
predecessors in the same line of assignment and some of 
these CBAs receive a few months training facilitated at 
the local government level, including internship at pri-
mary healthcare facilities, to be certified as community 
birth attendants. In contrast to mission homes, mission 
hospitals are formal healthcare institutions that provide 
secondary and tertiary level of healthcare services and 
are involved in training of healthcare personnel [34].

Traditional birth homes are also informal healthcare 
settings mostly staffed by older women and few men who 
assist pregnant women during their childbirth by pro-
viding traditional remedies. Some of them are trained 
by their predecessors but in most cases, the job mantle 
is passed down through generations [35]. Similarly to 
CBAs, some receive a few months training facilitated at 
the local government level and internships at primary 
healthcare facilities to be certified as community birth 
attendants.

Data collection
The interviews were conducted face-to-face at the par-
ticipant’s home or in a private place at their place of work 
depending on the participant’s preference and conve-
nience. The primary languages used to conduct inter-
views are Yoruba in Lagos and Oyo; and Hausa in Jigawa. 
All interviews were audio-recorded. Audio recordings 
were translated and transcribed to English by OE, RQ, 
OO and KOA. Interviews in Lagos were conducted by 
OO, in Oyo by KOA and OB, and in Jigawa by JS and 
RS. JS, RS and OB are research nurses with experience 
in qualitative interview techniques, OO has a bachelor’s 
degree with experience in qualitative interview tech-
niques and KOA is a female researcher with a master’s 
degree and experience in qualitative research. They are 
all fluent in English language and local dialects (Hausa 
and Yoruba). The interviewers had no personal relation-
ship with the participants. We did not conduct repeat 
interviews. Transport fare/inconvenience fare was given 
as incentive to all participants.

In-depth interview guides were used to explore per-
ception, motivation, barriers influence choice of place of 
antenatal care and delivery services. These guides were 
developed based on our literature review and the con-
ceptual framework. The interview guide for healthcare 
providers included four sections focused on the partici-
pants’ socio-demographic information, their perception 

of women’s attitude towards ANC and delivery services 
in their place/setting of care, their perceptions and 
understanding of factors that influence women’s choices 
of place of childbirth (see supplementary material). The 
interview guide for nursing mothers had four sections 
focused on participants’ socio-demographic informa-
tion, perception of maternal health services in PHCs, 
SHFs THFs, mission homes and CBA homes, previ-
ous childbirth experiences and exploring why women 
choose different providers for maternal health services. 
This approach helped to ensure we were able to capture 
a wide range of data relevant to understand the percep-
tion, motivation and barriers influence choice of place of 
antenatal care and delivery services (see supplementary 
material).

Data saturation was achieved after conducting between 
40 and 45 interviews. The point of saturation was deter-
mined when we observed there was no new information 
in the data being collected. This wide range of approach 
helped to ensure we were able to capture a wide of data 
relevant to understand the perception, motivation, barri-
ers influence choice of place of antenatal care and deliv-
ery services.

Data analysis
The analysis team included KOA, OE, RQ and AAB. 
KOA and JS independently reviewed transcripts for com-
pleteness and accuracy. An inductive thematic analysis 
was conducted utilising the Braun and Clarke reflexive 
thematic analysis approach [27]. The first step was data 
familiarisation, then OE, RQ and KOA blindly coded the 
data and generated descriptive codes in the first round. 
The codes were then discussed among the analysis team 
for interpretation. This stage was reflexive, interpretative 
and iterative and we aimed to understand the processes 
and implicit meaning of the codes in relation to the study 
objectives. Based on this, the codes were reviewed and 
classified into categories and themes. This process was 
iterative, involving several rounds of discussion and refin-
ing among the entire team.

Reflexivity
The interviewers were non-indigenes who had no prior 
relationship with the participants but spoke the same 
language as the participants. For the data analysis, AAB 
and KOA demonstrated cultural sensitivity, recognizing 
that being based in Oyo state and understanding cul-
tural nuances, societal norms, and beliefs could shape 
their interpretation of participants’ responses. They also 
acknowledged the potential influence of their profes-
sional roles, training, and experiences, including any pre-
conceived notions about choice of place of childbirth. It 
was noted that AAB, as a male community health physi-
cian, might bring a clinical perspective to the analysis and 
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contextual knowledge of healthcare system in Nigeria and 
seeking behaviour from past provider-client relationship. 
KOA, on the other hand, being a female public health 
researcher, approached the analysis from a broader pub-
lic health perspective, focusing on systemic issues, issues 
and social determinants of health. OE and RQ are nurses 
with clinical and research experience that could influence 
the view and interpretation of transcripts. Continuous 
reflections on different backgrounds were discussed in a 
small team and the larger research team.

Trustworthiness
We interviewed different categories of participants to 
capture different views on the choice of place of child-
birth. All interviews were conducted in the language that 
the participant preferred. We triangulated our findings 
among these categories of participants. Furthermore, 
data analysis was done by four people, in which two are 
nurses, one is a public health researcher and the fourth 
person is a community health physician, (thus allowing 
for different perspectives. Findings were discussed with 
the broader team.

Ethics
Prior to interviewing and recording participants, we 
obtained verbal and written informed consent ensur-
ing anonymity and confidentiality. We informed them 
the interviews were for research purposes and they can 
withdraw their participation at any time. All data is being 
stored at Oxygen for Life Initiative according to data 
management regulations. We received approval from 
Jigawa state Ministry of Health (ref: JGHREC/2023/152), 
Lagos state University Teaching hospital (ref: 
NHREC04/04/2008) and University of Ibadan/University 
College Hospital (UI/UCH) ethics committee (ref: UI/
EC/22/0311).

Results
We recruited 44 participants, 25/44 were nursing moth-
ers and 19/44 were HCWs (6 CBAs and 13 formal 
HCWs). All participants were females, 13/19 HCWs had 
tertiary level of education, and 12/19 of the healthcare 
providers practiced Christianity (Table 1). Jigawa had the 
highest number [13] of the 25 nursing mothers recruited, 
13 were from Jigawa, 13 had secondary level of education 
and 19 practiced Islam (Table 2). We identified five major 
themes listed in Table 3.

Preference for safe, comfortable and quality health 
services
Participants emphasised their preference for safe, com-
fortable, and high-quality healthcare services as key con-
siderations influencing their choice of place of birth. In 
Oyo State, nursing mothers expressed concerns regarding 

the proficiency of HCWs and the apparent shortage 
of experienced personnel, particularly in PHCs. This 
shortage raised doubt about the competence of HCWs 
in PHCs to provide maternal health services, including 
the management of pregnancy-related complications, 
and scepticism about the quality of care available. This 
directly impacted trust in PHCs, prompting a preference 
for childbirth in secondary and tertiary health facilities. 
Similar sentiments were shared by nursing mothers in 
Lagos, who consistently expressed a preference for gen-
eral hospitals and tertiary hospitals with readily available 
medical staff. This preference was largely driven by the 
perception that these hospitals possess the expertise nec-
essary to handle potential childbirth complications. The 
presence of doctors, in particular, was cited as a crucial 
factor, instilling reassurance and confidence in women 
about the quality of care they would receive.

I went to the PHC close to my workplace, but their 
capacity cannot deliver the baby (Nursing mother 05 
OYO).
 
They (government hospitals) have good hands, they 
have qualified hands (specialist in every area) that 
can attend to people (Nursing mother 01 LAGOS).

Table 3  Themes and codes from analysis of transcripts
Themes Codes
Preference for safe, 
comfortable and quality 
health services

• Insufficient HCWs expertise
• Patient pathway in the facility
• Bad attitude of HCWs
• Lack of toilet facilities
• Limited health supplies
• No night shift in PHCs
• Provider client interaction

Social diffusion and cul-
tural/religious influences

• Experience from other mothers
• Previous live delivery/ies
• Spousal/Family decision
• Family tradition
• Shame
• Social relationships
• Believe in religious leader
• Prayer sessions by CBAs
• Gender preference for HCW
• Show of strength

Physical, geographi-
cal and financial 
inaccessibility

• Lack of means of transportation
• Financial constraints
• Distance

Symbolic perception of 
health facilities

• Health facilities are for complication
• PHC facilities are for the poor
• A hostile facility
• Health facilities are for emergency purposes

Misunderstanding 
of health promoting 
and preventive care in 
pregnancy.

• False belief about supplements and certain 
food



Page 6 of 13Akinsola et al. BMC Pregnancy and Childbirth          (2025) 25:339 

However, several nursing mothers expressed concerns 
regarding the pathway to care in secondary and tertiary 
level facilities, particularly the long waiting times and 
bureaucratic processes encountered during service utili-
sation. As expressed by one of the participants, these 
challenges deter women from selecting facilities for 
childbirth.

The hectic protocol of Adeoyo (SHF), where you will 
have to be going from one place to the other. I ran 
away from the stress that they gave us there (Nursing 
mother 03 OYO).

Poor infrastructure and limited medical supplies were 
challenges repeatedly mentioned by nursing mothers and 
HCWs as influencing the choice of place of birth. In Oyo 
and Jigawa, nursing mothers and HCWs raised concerns 
regarding the lack of 24-hour services in PHCs, with a 
gap in access to care during nighttime hours. This lack 
of round-the-clock services raised significant apprehen-
sions among nursing mothers while they were pregnant, 
as they recognized the unpredictable nature of preg-
nancy journeys. With the possibility of going into labour 
at any time, the absence of nighttime services in pri-
mary healthcare centres presented a potential barrier to 
accessing timely and necessary care during childbirth. In 
Jigawa, nursing mothers added the lack of toilet facilities 
as a major factor they consider while choosing a place for 
birth. This finding sheds light on the practical concerns 
of hygiene and comfort that women weigh in when mak-
ing such a critical decision.

Some women don’t come to give birth in the PHCs 
because of privacy, we don’t have toilets for ANC cli-
ents and you know most pregnant women do urinate 
a lot and would be going to that outside toilet like 3 
to 4 times before they go home and their toilet is not 
clean. Some women urinate outside. One also told 
me that people do get infected with different diseases 
because they used our toilet (HCW 01 JIGAWA).
 
I went to a PHC to enquire, and they said they don’t 
do night (provide 24 h services). So, I had to look for 
another place (Nursing mother 04 OYO).

The poor attitude of HCWs in government owned/for-
mal health facilities was an issue repeatedly highlighted 
by nursing mothers in Oyo and Jigawa. Nursing moth-
ers reported discouraging interactions and disrespect-
ful attitudes from HCWs during antenatal care visits, 
which subsequently deterred them from opting for 
facility-based childbirth at government facilities, and to 
some choosing private hospitals. Specifically, they valued 
the respectful treatment and attentive care provided by 

healthcare workers in private hospitals and expressed a 
preference for these facilities. This positive experience 
motivated their trust in private facility-based childbirth.

When I went to deliver at the general hospital, I was 
there for over an hour without being attended to. I 
was crying in pain and begging them to attend to 
me, then she (the health worker) came with anger 
and poured insults on me but in the private hospi-
tal, the doctor and the nurse were all on my head till 
I gave birth, and they were petting me and talking 
to me so calmly. I like the way the private hospital 
treats me, and I like the way they allow my husband 
to enter into the labour room with me. I prefer to 
give birth at a private hospital (Nursing mother 03 
JIGAWA).

Social diffusion and cultural/religious influences
In Oyo, we found significant social dynamics influencing 
decision-making with birth experiences shared by other 
mothers’ a key consideration. Nursing mothers who had 
previous live birth experiences at non health facility-
based settings (traditional birth homes, mission homes) 
recounted positive experiences associated with home 
and community births, citing factors such as safe child-
birth, familial support and privacy that come with the 
birthing process. This was re-enforced by the diffusion of 
information within their social circles with stories of suc-
cessful home births within their community encouraging 
them to choose the same path. Additionally, cultural and 
religious influences surrounding childbirth, coupled with 
longstanding traditions of relying on CBAs for assistance 
during childbirth, further influenced women’s decision to 
give birth at home.

My pastor’s wife had her 1st born and second born 
here (CBA). She didn’t say anything bad about this 
place. She said they attended to her very well that 
when she’s pregnant again there’s nobody that will 
tell her before she comes back, she was even the one 
that gave me courage to come here (Nursing mother 
01 OYO).

Nursing mothers in the three states frequently high-
lighted spousal support in decision-making processes for 
where they would give birth. Specifically, joint decision-
making within the family was reported to favour different 
locations in all states - births at mission homes or tradi-
tional birth homes and residential homes. They empha-
sised that the decision of place of birth was not solely 
made by the individual woman but rather involved input 
and consensus from the husband.
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I wanted a private hospital. My husband approved 
of me going to a private hospital, but I also talked 
about it with his uncle too, who said he doesn’t want 
us to go to a private hospital. Although his nephew 
(my husband) wanted a private hospital, he(uncle) 
was not in support of us going to a private hospital. 
When I was pregnant, he told us not to go early for 
antenatal until he later approved of private hospital 
(Nursing mother 03 OYO).

In Jigawa, personal comfort and cultural norms influ-
enced women’s preferences for the gender of healthcare 
providers during childbirth. Their husbands generally 
were against male HCWs providing services to their 
wives and the older women were not comfortable with 
being attended to or treated by younger female HCWs as 
this was perceived to be a threat to their self-esteem.

Some (husbands) don’t allow their wives to come 
to the hospital because there are no female doctors 
here. Also, some women said because the nurses in 
the ANC unit are younger nurses. That some of the 
nurses are even more like their grandchildren so they 
don’t want “small children of yesterday” to come 
and palpate them and see their nakedness (HCW 01 
JIGAWA).

Physical, geographical and financial inaccessibility
Nursing mothers and HCWs in Lagos and Oyo repeat-
edly mentioned limited transportation options as chal-
lenges for women residing far from healthcare facilities. 
This lack of accessible transportation options was said 
to present a considerable obstacle for these women, as 
it hindered their ability to reach healthcare facilities in 
a timely manner when in labour. Consequently, many 
women felt compelled to resort to home birth or sought 
assistance from community birth attendants or mission 
homes for childbirth.

She (pregnant woman) said, yesternight when she 
was going into labour, the husband was not around, 
and there was no means of transportation to reach 
here (PHC facility), and nobody was ready to take 
her here (HCW 02 OYO).
 
When it rains, it is very crazy on this road and 
makes it very difficult to transport myself to the 
health facility (Nursing mother 01 LAGOS).

Among nursing mothers in Lagos, Oyo and Jigawa states, 
distance from formal health facilities emerged as a prom-
inent factor motivating them to opt for home childbirths 
and other non-facility childbirths. This was particularly 
pronounced in rural areas where healthcare facilities 

were often situated far from communities. The perceived 
convenience and accessibility of CBAs within close prox-
imity to their homes played a pivotal role in shaping 
women’s preferences for home births.

The distance from the home is very far from health-
care facilities which is the reason I make use of 
this place (CBA), it is closer to my house. (Nursing 
mother 02 LAGOS)

Economic factors such as financial constraints influ-
enced decisions on choice of place of birth as well, with 
some women opting for home births, childbirth at mis-
sion homes as the cost of formal healthcare was too high. 
HCWs and nursing mothers in three states confirmed 
this factors, but there was also a notable mention of nurs-
ing mothers seeking the assistance of community or tra-
ditional birth attendants, not only for financial reasons 
but also due to the empathy and understanding they 
offered.

Some women don’t have the money for a bike to go to 
the hospital. In such a situation it is only when the 
women are having challenges with the pregnancy, 
they would think of accessing any facility that is 
close to them. If not those women that are ok, they 
won’t go anywhere (HCW 01 JIGAWA).
 
I chose to give birth with the help of a community 
birth attendant not just because it was more afford-
able, but also because they truly understand and 
care for us in ways that made me feel supported and 
respected (Nursing mother 01 OYO).

Symbolic perception of health facilities
In Jigawa, participants expressed the prevailing cultural 
belief that home based birth signifies in their words, 
“show of strength” which fostered hesitation towards 
facility based-birth. Also, healthcare facilities are pre-
dominantly perceived as a recourse for managing compli-
cations during childbirth, rather than as a primary option 
for birth.

Our culture demands women to show her strength 
by giving birth alone at home without going to the 
hospital. Some women because of this culture they 
would manage their labour alone and give birth 
alone in their room. It is when she pushes her baby 
out before she will call for help, especially multigrav-
ida (HCW 03 JIGAWA).

Conversely, nursing mothers in both Lagos and Oyo 
states voiced significant concerns regarding fear of cae-
sarean section as a deterrent to secondary facility-based 
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childbirth. Specifically, they expressed apprehension 
about medical procedures and potential adverse out-
comes during childbirth which deeply influenced their 
decision-making process, leading some women to opt 
against secondary facility-based childbirth.

I am fearful of general hospital because I think 
that everybody that goes to general hospital must 
undergo a surgical procedure (Nursing mother 02 
LAGOS).

Lack of awareness about the benefits of hospital births 
and ignorance about the possible complications that 
may arise from giving birth at a non-health facility-
based institution clearly influenced decision-making 
among some nursing mothers in Jigawa state. Our results 
revealed a general lack of understanding among nurs-
ing mothers about the potential risks and complications 
that could arise during childbirth outside of a healthcare 
facility.

Honestly, I don’t think they do tell us about the dan-
gers of not giving birth in the hospital, except if they 
do say it but I wasn’t there. They don’t even tell us to 
come to the hospital and even if they do tell others, I 
don’t know but they did not say I should come back 
to give birth to the best of my knowledge (Nursing 
mother 01 JIGAWA).

Misunderstanding of health promoting and preventive 
care in pregnancy
HCWs highlighted the misinformation around haema-
tinics (drugs that improve blood quality or quantity by 
increasing haemoglobin levels and red blood cell count 
such as folic acid) being issued at the facility during ANC 
that women in Jigawa believe can increase the size of 
their babies. This makes them avoid health facilities for 
ANC. Similarly, in Oyo good nutrition during pregnancy 
is believed to promote macrosomia (a condition where a 
newborn has an excessive birth weight) which may lead 
to caesarean section.

Some women don’t want to come for ANC because 
they believe that iron supplements and folic acid 
are making babies to be big in-utero. So they won’t 
come so that they won’t be given the drugs (HCW 01 
JIGAWA).
 
We observed that some wombs are large as they 
(women) eat. You know what we eat is what the 
baby eats as well in the womb. The way the baby 
sees the food is the way the baby eats it. Therefore, it 
will increase the weight of the baby, so we would tell 

them when you want to eat, take liquid food like pap 
and drink a lot of water (CBA 02 OYO).

Discussion
Our study sought to understand the experiences and 
perceptions that influence women’s choice of where 
they access maternal health services in Lagos, Oyo and 
Jigawa. We found motivations for choice of place of birth 
are complex and contextual. Infrastructural deficits and 
limited HCW capacity deter women from utilising PHCs, 
while bureaucratic processes were barriers to service util-
isation in secondary hospitals. In Jigawa, giving birth at 
home is regarded as a show of strength and giving birth 
at a hospital is culturally unusual. Additionally, miscon-
ceptions about adequate nutrition during pregnancy 
were described as barriers to uptake of ANC services.

Consistent with prior qualitative research in Ogun 
state and Lagos, Nigeria [23, 36] our study reveals wide-
spread concerns among women regarding the exper-
tise and availability of healthcare workers in PHCs. The 
perceived shortage of skilled personnel and poor infra-
structure in PHCs significantly undermines women’s 
confidence in these facilities for childbirth, leading them 
to prefer higher-level institutions perceived to offer bet-
ter quality care. This is similar to the findings from 
Ebonyi state which pointed cost as the major barrier to 
utilizing health facilities for childbirth [37]. Our findings 
indicate that pregnant women prefer to choose a trusted 
and dependable facility for planned childbirth which can 
accommodate their needs reliably at any time of day, i.e. 
facilities where 24-hour services are being offered and 
not affected by strikes. In addition, our study showed that 
women valued respectful care as they consciously sought 
healthcare in facilities where they felt heard and valued as 
a client. Investment in the healthcare workforce includ-
ing respectful care trainings, infrastructure improvement 
and robust monitoring are recommended to enhance 
women’s confidence in utilising primary healthcare cen-
tres for childbirth in Nigeria [38].

WHO recommends a global target of at least 90% of 
all births being attended by a skilled birth attendant 
[39]. Although the SDG indicator 3.1.2–proportion of 
births attended by skilled health personnel—does not 
have an explicit SDG target, the SDG global target says, 
it is expected that it reaches a ‘universal’ coverage level, 
meaning that every woman gets this support at the 
time of birth [40]. The Nigerian government in partner-
ship with other development partners and stakeholders 
have rolled out various affordable programs to improve 
maternal health service delivery. These include primary 
healthcare reforms and programs such as the Midwife 
Service Scheme(MSS), Saving One Million Lives (SOML), 
National Health Act and the Basic Health Care Provision 
Fund (BHCPF) to improve health service delivery and 



Page 9 of 13Akinsola et al. BMC Pregnancy and Childbirth          (2025) 25:339 

uptake [11, 41, 42]. However, these programs require 
accountability and active involvement of the communi-
ties to have meaningful and sustainable impact.

The lack of good toilet facilities and non-availability of 
24 hours coverage in some PHCs serve as motivation to 
opt against maternal healthcare utilization at the primary 
health care level. These findings underscore the persis-
tent infrastructural deficit in PHC facilities in Nigeria. 
Despite government initiatives to revamp the PHCs, our 
findings suggest that these efforts have not yet yielded 
tangible and sustained improvements in healthcare 
accessibility and quality at the grassroots level [43]. This 
highlights a critical gap in translating policy initiatives 
into impactful outcomes on the ground. The continued 
infrastructural challenges, including inadequate facilities, 
equipment, and staffing, significantly hinder the provi-
sion of essential maternal healthcare services at the pri-
mary care level. Therefore, alongside addressing financial 
barriers, urgent attention is needed to strengthen PHC 
infrastructure and ensure sustained support for revital-
ization initiatives to effectively enhance maternal health 
services and outcomes in Nigeria.

The challenges women faced within healthcare settings, 
such as long waiting times, and bureaucratic processes, 
resonate with other studies which reported barriers to 
accessing maternal healthcare services [1, 24]. This high-
lights that pregnant women place significant importance 
on factors like comfort and a stress-free environment 
with hygiene and sanitary facilities, when selecting a 
location for receiving antenatal care and place of birth. 
While these factors deter women from seeking facility-
based childbirth, they also highlight systemic deficiencies 
that need to be addressed through targeted healthcare 
system improvements in Nigeria [44, 45].

Similarly, the negative experiences reported by nurs-
ing mothers in our study, including disrespectful atti-
tudes from healthcare workers in government-owned 
facilities, corroborate findings from previous research 
carried out in Benue, Nigeria, where experiences of dis-
respect and abuse from healthcare workers in maternal 
health facilities was reported [46, 47]. This also resonates 
with studies carried out in Kenya and Nepal whose find-
ings showed that the negative attitude of health workers 
was in direct competition with the sympathetic, sup-
portive and caring attitude of CBAs [48, 49]. This under-
scores the critical role of client-provider interactions and 
the impact of healthcare worker attitudes on women’s 
healthcare-seeking behaviour. Our study showed that 
provider-client relationships and the quality of interper-
sonal care emerge as critical determinants influencing 
women’s choices of healthcare facilities for childbirth. 
This requires a systemic solution including review of pre-
service training and in-service continuous professional 
development. Anecdotal evidence suggests HCWs are 

subjected to abusive treatment during pre-service train-
ing, an unfriendly training environment which might 
have shaped their perception about client relationships 
[50]. However, training and supporting, healthcare work-
ers on client-entered midwifery care is necessary to 
improve respectful and skilled maternal care, which ulti-
mately will improve client satisfaction, promote maternal 
health service utilization and improve maternal and child 
health outcomes [51–54]. Therefore, pre-service training 
of healthcare workers should emphasize on respectful 
and client-centred care [53, 54].

The influence of social dynamics, cultural norms, eco-
nomic constraints, and limited transportation options on 
women’s childbirth decisions is consistent with findings 
from Delta state, Nigeria which reported reasons such as 
husband or family disapproval and cultural prohibition 
of hospital birth, long distance and no available trans-
port to health facilities [55, 56]. Financial considerations 
are a crucial factor that often dictate women’s decisions 
regarding healthcare utilisation, highlighting the need for 
targeted interventions to address economic disparities 
and enhance accessibility to maternal healthcare services 
[57]. This finding about cost and decision making power 
by husbands and family was reiterated in the study car-
ried out in Gombe as a major factor influencing place 
of childbirth as well as in Malawi which emphasised the 
high total cost of the materials and consumables preg-
nant women are expected to come along with to the hos-
pital [58, 59].

In our study, we found evidence of social norms as 
a strong motivating factor for home childbirth among 
women in Northern Nigeria, with women who have 
home childbirth celebrated as being “strong”. This is 
similar to the findings from a study in Kenya reporting 
that home birth ‘makes a real woman’ [60]. This cul-
tural value appeared to outweigh considerations of the 
risks associated with home birth versus the benefits and 
safety offered by facility-based births [61–63]. Com-
munity engagement and culturally sensitive healthcare 
approaches are essential for addressing these factors and 
promoting appropriate maternal healthcare seeking and 
utilisation behaviours [64, 65].

The symbolic perception of health facilities as a nega-
tive space for management of complicated pregnancy 
highlight the need for more public awareness on ben-
efits of formal healthcare access during pregnancy and 
improved community-facility linkages to foster utiliza-
tion of maternal healthcare services [66, 67]. The misin-
formation, particularly regarding supplement use during 
pregnancy, significantly influences women’s decisions 
to avoid hospital births. This reflects a critical barrier 
to accessing essential maternal health services [65, 68]. 
The false belief that taking supplements could increase 
foetal size highlights a fundamental misunderstanding 
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of prenatal nutrition and its impact on foetal devel-
opment. This is similar to findings in Uganda which 
reported eating certain food like honey, vegetables and 
meat during pregnancy generally caused foetal skin fis-
sures (abnormal skin folding or separation) and exces-
sive birth weight [69]. This misconception likely stems 
from broader symbolic perceptions of health facilities 
and distrust in healthcare, and lack of understanding of 
benefit of food nutrition in pregnancy [70, 71]. Further-
more, the assumption that eating certain nutritious food 
causes intrauterine growth restriction, anaemia, and 
increased negative outcomes underscores the urgent 
need for targeted education and interventions to dispel 
myths and promote uptake of health promoting practices 
during pregnancy [72]. Addressing these misconceptions 
requires a multi-faceted approach that engages preg-
nant mothers and their wider network of social support 
healthcare workers, community leaders, and community 
birth attendants to deliver accurate information and cul-
turally sensitive maternal health education [63, 73]. By 
addressing the misconceptions and enhancing trust in 
healthcare services, we can empower pregnant women in 
Nigeria to make informed decisions that optimise mater-
nal and foetal health outcomes [74].

Limitations
One of the limitations in this study is that nursing moth-
ers may have felt compelled to provide responses they 
believed were expected or viewed favorably, particularly 
when interviews were conducted within healthcare facili-
ties. This bias could have led some women to express 
more positive opinions about the facilities than they 
genuinely felt. To minimise this, we conducted the inter-
views in a private place and assured participants that the 
interview was confidential. Second, due to the recruit-
ment of participants being voluntary, participants who 
preferred not to take part may have had different impor-
tant opinions from those who agreed to participate. Our 
study setting was limited to Western and Northern Nige-
ria, excluding Eastern Nigeria where there may have been 
different experiences, and is a potential constraint on the 
generalisability of our findings.

Conclusion
We found women’s choice of place of birth is influenced 
by a complex interplay of factors. Prominent among 
these are health system inadequacies, socio-economic 
influences, and the desire for comfortable and quality 
maternal healthcare. HCWs, CBAs, and nursing mothers 
highlighted these factors as critical in shaping women’s 
decisions regarding where to give birth. The implications 
of these findings call for multifaceted interventions at the 
policy, healthcare delivery, community engagement, and 
individual levels to overcome the barriers and promote 

safer, more comfortable, and accessible maternal health-
care services. Therefore, we recommend staff support 
and motivation to improve health service delivery, inclu-
sive supportive supervision to improve facility com-
munity linkage, and a post discharge client satisfaction 
survey to measure maternal care satisfaction. In addition, 
there should be community health education for women 
on the importance of antenatal care, facility-based 
births, postpartum care and their healthcare rights. 
Toll-free hotlines should be made available for clients 
to provide feedback and report any issues encountered 
while receiving care. We also recommend health system 
strengthening interventions such as infrastructural sup-
ports, recruitment and continuous in-service training 
for healthcare workers on respectful and client-centered 
care, and adequate healthcare financing and accountabil-
ity. Healthcare delivery can explore integrating CBAs into 
the formal healthcare systems in Lagos and Oyo as this is 
being done in Jigawa state. Policies that ensure respectful 
maternal care and patient-centered approaches in health 
facilities should be strictly enacted. Furthermore, com-
munity engagement should be done involving commu-
nity leaders including women’s groups while sensitizing 
and advocating for the benefits of childbirth by a skilled 
birth attendant. Further research should be conducted on 
effectiveness of integrating CBA into formal healthcare 
system and how it affects maternal and child health out-
comes and women’s trust in health facilities.
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