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Perceptions and experiences of maternity 
care workers during COVID-19 pandemic 
in Lagos State, Nigeria; a qualitative study
Charlotte Leung1*, Tolulope Olufunlayo2, Zahra Olateju1, Christine MacArthur3 and Beck Taylor3 

Abstract 

Background: The COVID-19 (coronavirus disease 2019) pandemic challenges provision and access to essential 
maternity care in low-resilience health systems. The aim of this study was to explore maternity healthcare workers’ 
experiences of, and perceptions about providing maternity care during the COVID-19 outbreak in Lagos State, Nigeria.

Methods: This qualitative study conducted individual, remote, semi-structured interviews with midwives and traditional 
birth attendants (TBAs). Eligible participants spoke English, and provided maternity care during COVID-19 in Lagos, 
Nigeria. Participants were recruited via purposive and snowball sampling, from primary health facilities in seven Local 
Government Areas of Lagos State. Interview transcripts were analysed thematically following the framework method.

Results: Sixteen midwives (n = 11) and TBAs (n = 5) were interviewed from March to April 2021. Two overarching 
themes were identified from the data. ‘Maternity care workers’ willingness and ability to work during the COVID-19 
pandemic’ outlined negative influences (fear and uncertainty, risk of infection, burnout, transport difficulties), and 
positive influences (professional duty, faith, family and employer support). Suggestions to improve ability to work 
included adequate protective equipment, training, financial support, and workplace flexibility. ‘Perceived impact of 
COVID-19 on women’s access and uptake of maternity care’ highlighted reduced access and uptake of antenatal and 
immunisation services by women. Challenges included overstretched health services, movement and cost barri-
ers, and community fear of health facilities. Participants reported delayed healthcare seeking and unattended home 
births. Midwives and TBAs identified a need for community outreach to raise awareness for women to safely access 
maternity services. Participants highlighted the responsibility of the government to improve staff welfare, and to 
implement public health campaigns.

Conclusions: Despite disruption to maternity care access and delivery due to COVID-19, midwives and TBAs in Lagos 
remained committed to their role in caring for women and babies. Nevertheless, participants highlighted issues of 
understaffing and mistrust in Lagos’ underfunded maternity care system. Our findings suggest that future resilience 
during outbreaks depends on equipping maternity care workers with adequate working conditions and training, to 
rebuild public trust and improve access to maternity care.
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Background
Coronavirus disease (COVID-19), caused by severe acute 
respiratory syndrome coronavirus 2 (SARS-CoV-2) [1], was 
declared a pandemic on 11th March 2020 by the World 
Health Organisation (WHO) [2]. The highly transmissible 
COVID-19 outbreak (global 137 million confirmed cases; 
3.09 million deaths by 13th April 2021) challenged health 
systems to maintain essential healthcare services [3]. Nigeria 
reported its first case on February 27th 2020. By April 13th 
2021, Nigeria had 163,911 infections and 2061 deaths, with 
Lagos State at the epicentre with 58,014 confirmed cases [4].

A significant concern during the COVID-19 pandemic 
has been the continuation of the maternal and newborn 
health services, including antenatal, intrapartum, and 
postnatal care. Despite being Africa’s largest economy, 
the Nigerian healthcare system is fragile due to under-
funding making it challenging to provide for its popula-
tion of 200 million [5]. Previous research has indicated 
that epidemics such as the Ebola virus in West Africa can 
devastate provision and utilisation of maternity health 
services in low-resilience health systems, due to resource 
shortages, mistrust of healthcare systems and fear [6, 
7]. Modelling studies [8, 9] have predicted that the indi-
rect effects of COVID-19 on maternal health in Low-to-
Middle Income Countries (LMICs) could be severe, with 
an estimated 8.3–38.6% increase in maternal deaths per 
month [8]. Such theoretical figures translate into real 
concern in LMICs including Nigeria, where the pan-
demic may halt or reverse progress in maternal health 
[9]. Unprecedented ‘lockdowns’, deepening socioeco-
nomic inequalities [10, 11], and fear of COVID-19 could 
erode accessibility to healthcare. This highlights the need 
to support maternity healthcare workers [12, 13].

Maternity care workers are key stakeholders in safe-
guarding maternal and newborn health, yet they face 
challenges. Nigeria has a high Maternal Mortality Ratio 
(MMR) at 512 maternal deaths per 100,000 live births 
per year [14], accounting for 19% of global maternal 
deaths [15, 16]. Although the majority of deaths are 
preventable [17], Nigeria lacks robust maternity care 
infrastructure, with a shortage of skilled birth attend-
ants, and suffers from low service utilisation, and 
disparities in access. According to the pre-COVID 
Nigerian Demographic and Health Survey in 2018, only 
57% of Nigerian women had four or more antenatal vis-
its, 43% of women gave birth with a skilled attendant, 
and 39% delivered in a health facility [14], which some 
perceive as inaccessible and costly [18]. Many women 
in Nigeria are cared for by traditional birth attendants 
(TBAs), defined by the WHO as persons ‘who assist the 
mother during childbirth and who initially acquired 
their skills by delivering babies themselves or through 

apprenticeship to other TBAs’ [19]. Prevalence of TBA-
assisted delivery in Nigeria is 20.5% [20]. Although 
the Nigerian health system does not formally recog-
nise TBAs [21], studies show that women choose to 
deliver with TBAs as they perceive them as affordable 
and respectful [22]. Hence, the role of TBAs in women’s 
health in Nigeria cannot be overlooked. Maternity care 
guidelines during COVID-19 emphasise continuous 
care provided by skilled birth attendants, with adap-
tations to minimise non-urgent contact, including 
adopting telemedicine to maintain WHO’s standard 
eight prenatal visits [23, 24]. However, telemedicine is 
not widely available in Nigeria. COVID-19 threatens 
to exacerbate barriers of accessing skilled care, thus 
increasing pressure on health workers.

The existing literature of maternity care workers’ 
experiences during COVID-19 cites challenges includ-
ing a physically and emotionally demanding workload, 
burnout, inadequate personal protective equipment, 
disrupted service provision and the switch to telemedi-
cine. A global survey of 714 maternal and newborn 
health professionals highlighted disparities in prepared-
ness, as 82% of maternity providers from High Income 
Countries received updated guidelines compared to 
47% in LMICs [25]. Contemporary studies of COVID-
19 in Lagos report maternity providers’ concerns over 
insufficiently prepared facilities, particularly the avail-
ability of personal protective equipment [26]. Existing 
studies are quantitative, and provide little informa-
tion on the experiences of maternity health workers in 
LMICs. Unskilled but frequently-used birth attendants 
such as TBAs may offer insight into women’s health 
seeking practices during the COVID-19 pandemic. One 
quantitative study of TBAs in Lagos during COVID-19 
found 37.5% of respondents had inadequate knowledge 
of infection prevention and control [27]. Therefore, this 
study aimed to add to the growing evidence base, and 
explore midwives’ and TBAs’ experiences of COVID-19 
in Lagos, Nigeria to gain insight into improving mater-
nity services and pandemic preparation strategies.

Methods
Aim
The aim of this study was to explore maternity health-
care workers’ experiences of, and perceptions about 
providing maternity care during the COVID-19 pan-
demic in Lagos State, Nigeria. Specific research objec-
tives were to understand the role of midwives and 
TBAs during the pandemic; barriers and facilitators to 
delivery of care; and the perceived impact of COVID-
19 on maternal and newborn healthcare.
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Design
This generic qualitative study design was driven by the 
research aims of exploring experiences and perceptions, 
and as such did not draw on a priori theory, as is consist-
ent with a generic approach [28, 29]. In-depth interviews 
were used to explore maternity care workers’ experiences 
of the COVID-19 pandemic. This research study con-
forms to Consolidated Criteria for Reporting Qualitative 
Studies (COREQ) guidelines [30].

Setting
This study was developed in collaboration with a sen-
ior public health doctor and researcher with experience 
conducting qualitative research in Lagos, Nigeria. As 
the most populous and commercial hub in the country, 
Lagos State was the epicentre of COVID-19 cases in the 
country [4]. Due to the local researcher’s prior knowl-
edge and research experience in Lagos State, it was 
chosen as an appropriate study setting with maternity 
healthcare workers experiencing the frontline pandemic 
response. According to UN-Habitat and international 
development agencies’ estimates, Lagos State had about 
24.6 million inhabitants in 2015 [31]. Lagos has a diverse 
population with many ethnic groups, and commonly 
spoken languages are Yoruba, Pidgin English, and Eng-
lish [30]. The state comprises 20 Local Government 
Areas (LGAs), which can be categorised as urban, peri-
urban, or rural [5].

Study participants
Skilled maternity care workers (not TBAs) were pur-
posively selected from seven LGAs (Lagos Mainland, 
Surulere, Ikeja, Alimosho, Kosofe, Badagry, Oshodi-
Isolo), chosen to provide a range of population and geo-
graphical contexts [32]. The Medical Officer of Health in 
each LGA purposively identified maternity care work-
ers in these areas, to provide a diverse participant group 
according to age, gender, and level of maternity care 
experience. For TBAs, a convenience sampling approach 
was taken [33]: study information was shared with all 
TBAs in the local researcher’s existing professional net-
work with the permission of the Lagos State Traditional 
Medicine Board [32]. Due to a low response rate, this 
was supplemented by a snowball sampling approach, 
where participants were asked to identify colleagues who 
may be willing to take part, and share study information 
with them [34]. Eligible participants were over 18 years 
old, and able to speak English. Potential participants 
were provided with an information leaflet that outlined 
the study information, and were invited to interview 
at their chosen venue, or a venue provided by the local 

researcher. Reasons for non-participation included being 
too busy due to involvement in the COVID-19 vaccina-
tion programme that commenced in March 2021.

Data collection
Remote (Zoom software), semi-structured interviews 
were conducted by the primary researcher based in the 
UK from March to April 2021. Interviews were in Eng-
lish, audio-recorded and lasted 30–90 minutes. An inter-
view topic guide (see Additional  file  1) was developed 
based on study aims, existing literature and discussion 
with the research team [35]. The data was collected by 
[initials anonymised for peer review], a UK-based female 
medical student and novice qualitative researcher, who is 
not Nigerian. The work was undertaken as part of a pro-
gramme of international health study, and pre-COVID 
this would have involved an academic placement in 
Lagos and face-to-face fieldwork for a research project. 
Due to the pandemic, international travel was not pos-
sible. To mitigate the lack of local exposure, [initials 
anonymised for peer review] worked in close contact 
with [initials anonymised for peer review], a female Nige-
rian researcher and public health doctor based in Lagos, 
to develop and pilot the interview questions, and to dis-
cuss and reflect on cultural differences and their impact 
on data collection. The project provided resources (medi-
cal student time, research costs funding) to deliver the 
research, and formal training in qualitative methods was 
provided. This was complemented by extensive super-
vision and support of the research process by two aca-
demic public health doctors with qualitative expertise 
(one in Nigeria, one in the UK). Before interview, ver-
bal informed consent was recorded, and the interviewer 
administered a verbal questionnaire to capture partici-
pants’ socio-demographic data and contextualise data. 
Field notes were written after each interview to reflect on 
initial impressions and potential themes, data saturation, 
and to adjust the topic guide.

Data analysis
An inductive approach was used to generate findings 
from the data. Thematic analysis was conducted follow-
ing the framework method outlined by Gale et al [36], 
to provide a systematic method to identify patterns 
across and within cases. Firstly, the primary researcher 
performed verbatim transcription to facilitate famil-
iarisation of data. Three members of the research team 
independently coded three transcripts, then collabora-
tively developed a working analytical framework which 
grouped codes into categories. The primary researcher 
coded the remaining transcripts, adopting an iterative 
approach to revise the framework in consultation with 
other researchers. Data was charted and summarised in 
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a framework matrix in Microsoft Excel, to interrogate 
data, develop themes, and make within- and cross-case 
comparisons, and identify deviant cases. Analytical 
summaries of themes were developed and refined in 
the context of the research question. Analytical trian-
gulation was used as developing themes were discussed 
with the research team. Our multicultural, team-based 
approach to data analysis involved co-authors based 
in Nigeria and the UK to enhance cultural integrity 
and maintain researcher reflexivity to examine how 
researcher’s beliefs, judgements, and practices influ-
enced construction of findings [37]. Data was managed 
using QSR NVivo 12 [38]. Following data analysis, tran-
scripts were not returned to respondents for comments 
and corrections.

Results
16 maternity care workers were interviewed between 
March and April 2021. The desired number of partici-
pants was achieved (midwives, n  = 11; TBAs, n  = 5). 
Table  1 summarises the participant demographics. Par-
ticipants were aged 27–63 with a mean age of 43.75 years. 
Participants were from Yoruba and Ogu ethnic groups, 
and most were Yoruba. Two overarching themes were 
developed: ‘Maternity care workers’ willingness and abil-
ity to work during the COVID-19 pandemic’, and ‘Per-
ceived impact of COVID-19 on women’s’ access and 
uptake of maternity care’ (See Table 2).

Theme 1: maternity care workers’ willingness and ability 
to work during the COVID‑19 pandemic
This theme reflects negative and positive influences 
on workers’ willingness and ability to work during 
COVID-19.

Negative influences

Risk of exposure, fear, uncertainty All participants iden-
tified risk of exposure to COVID-19 as health workers. 
Subsequent stigma had a negative influence on willing-
ness to work. Participants reported less contact with 
COVID-19 patients in community care, but recognised 
the risk of exposure from asymptomatic cases and lim-
ited testing.

“We have [a] high risk of contracting COVID-19 because 
especially with our work at the community level, we don’t 
diagnose and we are not treating them” P7, midwife.

Feelings of fear and uncertainty restricted participants’ 
ability to work.

Table 1 Participant demographics

Participant demographics All participants n = 16 Frequency

Age range (years) 25–34 2

35–44 7

45–54 5

55–64 2

Gender Female 14

Male 2

Occupation Midwife 3

Nurse midwife 8

Traditional birth attendant 
(TBA)

5

Work experience in role 
(years)

0–9 4

10–19 6

20–29 3

30–39 2

40–49 1

Highest level of education Secondary 2

Tertiary 14

Table 2 Overview of themes, subthemes (with concepts)

Themes Subthemes

 1. Maternity care workers’ willingness and ability to work during the COVID-19 pandemic Negative influences
 • Risk of exposure, fear, uncertainty
 • Stressful working conditions and inadequate support

Positive influences
 • Motivation, adaptation, faith
 • Support, training, preparedness

 2. Perceived impact of COVID-19 on women’s access and uptake of maternity care Challenges to access and uptake of maternity care
 • Health system weaknesses
 • Lockdown, poverty, and fear

Strategies to improve access and uptake of maternity care
 • Community outreach and collaboration
 • Adaptation over time
 • Health system improvements
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“You have to treat everybody like a positive patient 
because you don’t know who is who” P1, midwife.

Some TBAs referred patients for COVID-19 testing 
before attending to them.

“We referred many of our patients to the hospital because 
you don’t know who is who…so you don’t need to damage 
your life” P16, TBA.

Participants feared the “killer virus”. Hearing about health 
worker deaths from COVID-19 negatively impacted will-
ingness to work.

“Fear of going out to work or going to save lives, you don’t 
know what can happen…you hear that one of your profes-
sional colleagues contracted the virus and the person is 
physically sick - that gives someone tension” P5, midwife.

One midwife tested positive for COVID-19. She per-
ceived that her exposure and infection was linked to 
limited COVID-19 testing for pregnant women before 
labour, and inadequate personal protective equipment 
(PPE).

“You can’t tell a patient that is coming from home to 
deliver that ‘Madam, go and take COVID test before I 
can take delivery’. I needed a full PPE which was not pro-
vided…I believe I was positive because of the work I am 
doing…it will be from that labour room” P11, midwife.

Fear of exposing their own family to coronavirus affected 
professionals’ willingness to work. Participants frequently 
adopted disinfection routines when returning home.

“I don’t even allow them to mingle with me. Entering the 
house, I remove all my clothes and bathe myself ” P11, 
midwife.

Stressful working conditions and inadequate sup-
port Working during the pandemic was “stressful”. Par-
ticipants perceived that they were vulnerable to “break-
down” and less able to work effectively.

“I just want to go and lie down, it’s not easy” P13, midwife.

Key stressors were high workload, rapidly adapting prac-
tices, and inadequate resources. Midwives and TBAs felt 
less able to work without adequate government support. 
Some criticised insufficient supplies, a lack of transpar-
ency and delayed response. Yet, some participants com-
mented that support improved over time.

“Planning then is not enough or there may be a delay in 
transportation…but for now we have everything- then 
we did not have enough. Our government would have 
learned their lesson now- they should provide ahead” P11, 
midwife.

TBAs felt less supported than midwives and wanted 
“more training” from the government.

“We manage ourselves, nobody is supporting us” P6, TBA.

With inadequate support, many midwives and TBAs 
bought, re-used, or made their own PPE.

“Nurses are just using their money to get the face masks, 
everything they are going to use, so it’s a lot of stress…we 
are not working with ease, we are not working with peace 
of mind” P1, midwife.

Both midwives and TBAs felt less willing to work with-
out financial support. Midwives cited insufficient work 
“allowance” and TBAs commonly discussed loss of 
income.

“No support…they pay just one month allowance…we 
were just struggling” P12, midwife.

“No help from any other place, you have to struggle and 
starve yourself…you go to home with nothing. They will 
tell you this work is humanitarian job… are you not going 
to feed yourself? Are you not going to feed your family?” 
P10, TBA.

Finding transport restricted participants’ ability to get 
to work, and was stressful and costly. Transport for mid-
wives varied between LGAs. Some were transported in 
“ambulances”, while some commented, “we are not given 
that privilege” P13, midwife.

Some midwives felt less willing to live ‘on-site’ at health 
facilities during lockdown. One midwife was redeployed 
to another LGA. Some expressed difficulty raising con-
cerns about working arrangements, feeling that they had 
no choice than to “flow with the wave” P7, midwife.

“I didn’t expect anybody to transfer me or to post me out of 
my own community to another place which they did and 
there’s nothing we can do…I just have to follow instruc-
tions” P1, midwife.

Some participants expressed unwillingness to work with 
employers unless improvements were made. Participants 
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felt they did not have power to make changes without 
authority of “people at the top”.

“I told my boss if you don’t provide me PPE, I’m not going 
to do any procedure because I can’t expose myself. So, it 
took us one to two weeks before they gave us some things” 
P15, midwife.

Positive influences

Motivation, adaptation, faith Participants appeared 
motivated and willing to work despite challenges. Univer-
sally, there was a duty of patient care. To work in circum-
stances described as “war time”, participants emphasised 
the need to be resilient and “stand firm”.

“I accept all those challenges as part of service to human-
ity” P2, midwife.

Many participants framed the pandemic as a learning 
opportunity, apparently increasing their willingness to 
work. Some took “online courses” to understand COVID-
19 with aim to “build a better future” for communities.

“If I see something I will just Google it and it makes me to 
be more vigilant…to add to my knowledge” P15, midwife.

Participants described how their ability to work 
improved over time. Some cited how professional growth 
and development enabled them to cope with challenges.

“COVID-19 has taught me that there is a way to work 
than the way I was working before, like protecting your-
self with PPE and still attending to patients…even in pan-
demic you can still make impact” P9, midwife.

Participants frequently referenced faith assisting them to 
cope with work, expressing trust in the “will of God”.

“Most important to you is the mother is alive, the baby is 
alive; every other thing…God will put it in place” P1, midwife.

One TBA believed the pandemic was a test to be “holy” 
and pray.

Support, training, preparedness Participants derived 
support from family, friends, and social media.

“Parents were there to support me…nothing like stigma-
tisation…that alone gives me confidence that I can work 
and survive through the pandemic” P5, midwife.

Practical and moral support from employers and govern-
ment increased willingness and ability to work, includ-
ing provision of PPE, food supplies for workers, and 
transportation.

“Partners with [the] primary healthcare board make pro-
vision for all these precautionary gadgets for us… glove, 
nose mask and the rest” P2, midwife.

Non-governmental organisations (NGOs) were perceived 
as being helpful to midwives and TBAs in providing 
resources and training, but less-so early in the pandemic.

“NGOs they really try during that time…sanitiser, gloves, 
goggles they give us, and it’s really helped.” P1, midwife.

Midwives and TBAs received training from local govern-
ments on COVID-19 and infection prevention control. 
This was seen to “widen knowledge” and improve their 
preparedness and ability to identify COVID-19 cases and 
adapt facilities.

“They train us. That is why we are able to train our 
patients to teach them how to wash [their] hands…but we 
want more training” P14, TBA.

Some TBAs described mobilisation by the government 
to deliver community surveillance, for which they were 
paid.

“The government sees us to be visiting houses during the 
pandemic…they compensate us by giving us some change 
[money] to support ourself ” P16, TBA.

Midwives suggested that the government should improve 
staff welfare, including financial support, to improve will-
ingness and ability to work. Participants rationalised that 
if staff worked in a more “conducive environment” e.g., 
functioning electricity and lighting, this could improve 
their ability to “tend well” to patients.

“If the government will rise to the need of that person, you 
know you want to serve your nation with all your heart, 
you want to serve the people with everything you have” P1, 
midwife.

Theme 2: perceived impact of COVID‑19 on women’s access 
and uptake of maternity care
This theme reflects provider’s perceptions regarding 
challenges and strategies to improve women’s access and 
uptake to maternity care during COVID-19.
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Challenges of access and uptake to maternity care

Health system weaknesses Midwives perceived that 
access to skilled maternity care was difficult, because 
antenatal appointments for non-urgent cases had been 
reduced, and face-to-face home visits were not possible.

“We have to use our home visit as a phone call. When 
you see somebody physically it’s different from hearing the 
voice” P8.

Some midwives perceived that the pandemic had 
diverted the focus away from maternity care. Nurse 
midwives described taking on additional roles, such as 
administering COVID-19 vaccines.

“It really disturbed maternal health care because the 
same space we’re using for our clinic has been acquired by 
COVID-19 vaccination” P9.

In primary care, midwives described initial confusion 
about appropriate modifications to practice.

“When the thing first came, we thought it’s not going to 
last long, so even immunisation for babies we were skip-
ping some because we don’t want crowd” P9.

Participants described additional, pre-existing access 
problems in Nigeria’s health system, such as understaff-
ing and weak communications infrastructure.

“In Nigeria it’s not easy for us to do telemedicine…because 
it’s not even everybody that can afford an Android phone” 
P5, midwife.

Lockdown, poverty, and fear Midwives and TBAs fre-
quently reported that patient uptake of their services had 
reduced, with a decline in institutional births, antenatal 
registrations, and maternal and neonatal immunisations.

“It was so bad, so the targets both on immunisation, ante-
natal, family planning and everything dropped. The target 
is just picking up again” P13, midwife.

Participants explained that lockdown movement restric-
tions, financial inaccessibility, and changed family spend-
ing priorities had reduced women’s access to care.

“No job during this period, it’s lockdown…people are stay-
ing at home…so to spend money in the hospital they find it 
difficult, it’s only those that have complications that come” 
P12, midwife.

Stigma, and community fear of COVID-19 and health 
facilities were considered major challenges to healthcare 
seeking. Midwives and TBAs stated that patients feared 
they would “catch COVID at the hospital” or be incor-
rectly “tagged” as positive and taken to isolation centres.

“They don’t want to come to the clinic because they 
are afraid of contracting the virus and spreading it 
to their loved one at home” P7, midwife.

“They believe that you will call on the COVID-19 
expertise [experts] to come and take them away to 
quarantine them” P10, TBA.

Misinformation that COVID-19 was a “scam” or ploy to 
“embezzle money” was perceived to fuel distrust in gov-
ernment facilities. TBAs reported that some clients did 
not believe in COVID-19:

“Most of them they did not believe, they are telling 
me it’s a lie” P4, TBA.

Midwives perceived that there had been limited uptake 
of skilled maternity services due to patient preference for 
TBAs or “faith-based homes”. TBAs suggested this was 
because they “bear costs” for patients who can’t afford 
care.

“It’s a wrong notion for [patients] to think that even 
at TBA’s place that you cannot contract coronavirus, 
and that is why they will prefer them [TBAs] than 
coming to us” P9, midwife.

Some midwives were critical of TBAs, believing that 
they exceeded their limits and caused harm.

“[TBAs] go beyond their limits, they are not doing 
the proper things…they even infect some people with 
some other diseases during the delivery process and 
they even cause high rate of maternal and child 
death…I only discourage people even in my area 
not to go there because some of them are trained but 
some are not well trained” P13, midwife.

Due to challenges to access, both midwives and TBAs 
suggested that women delayed health seeking and stayed 
home. One TBA reported that some pregnant women 
delivered unattended at home “without thinking about 
the risk” P10. A midwife recalled a patient who “lost her 
baby”. P5.

“We opened after the lockdown for immunisation, 
some even come with their baby to show that, ‘I’ve 
delivered at home, check my baby’…their mother did 
that, their sister-in-law helped them to ligate the 
cord” P11, midwife.
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Some providers believed that reduced contact and fear 
during the pandemic affected their relationship with 
patients, creating another challenge to maintaining access.

“There is not much love…not like the relationship 
before and it’s affecting both patients and nurses’ P3, 
midwife.

“People will fight me. They will talk to me in the way 
I do not even like, but as a community birth atten-
dant I have to be patient” P4, TBA.

Nonetheless, a few midwives deviated from the consen-
sus, and perceived that access to primary health centres 
had continued during the pandemic due to closure of 
secondary facilities.

“My primary healthcare [centre]… COVID-19 
doesn’t affect us because people came from different 
angles to register, because of the issue that in lock-
down that the general hospital did not close down, 
and the teaching hospital, some of them closed” P15, 
midwife.

Many providers perceived that access to health-
care fluctuated with COVID-19 restrictions, and had 
improved since the easing of lockdown.

“We have to relax on all those rules now…at that 
time the number of deliveries was a bit low…but 
now I think we are balanced, we have bounced back” 
P9, midwife.

Strategies to improve access and uptake of maternity care

Community outreach and collaboration Midwives 
suggested that access to skilled maternity care could be 
improved through community outreach. This aimed to 
raise awareness about timely access to care, address mis-
conceptions surrounding COVID-19, and educate about 
prevention. Participants identified that outreach could 
be facilitated by clear communication through various 
media, by patients sharing experiences, and through 
work to build community trust.

“Media, radio, television more awareness, jingle, 
health education that a pregnant woman needs to 
deliver at hospital…clarity will come to the clients, 
their fear will be allayed…so community awareness 
of disadvantage of delivering at home…the danger in 
it” P11, midwife.

Midwives felt responsible for developing trust with 
patients, using empathy and communication to address 
barriers to access.

“You make them realise in the language that they 
can understand that though they might see face 
masks as inconveniencing or whatever, they have to 
do it” P2, midwife.

TBAs also assisted access to skilled maternity services, 
and reported rumours from their community about 
COVID-19 to policymakers.

“I am like a gatekeeper between the government and 
the community, so any information coming related 
to health that is brought to the committee – I just 
engage it to them” P4, TBA.

Initiatives from government and NGOs were perceived 
to be helpful to motivate women to access skilled mater-
nity care. Lagos government provided free antenatal care 
to women during lockdown.

“They give them free of charge for those that came for ante-
natal; they gave them prenatal care drugs” P15, midwife.

Another midwife used maternity kits donated by NGOs 
before the pandemic.

“We have these maternal kits so we give support to 
pregnant women…it’s another way to motivate them 
to come…we call them Mama kits” P13, midwife.

Collaboration between midwives and TBAs was rec-
ognised to improve access to skilled maternity care and 
“reduce maternal and infant mortality”. Midwives rec-
ognised the influence of TBAs in society, hence primary 
health centres contacted TBAs and strengthened refer-
ral pathways with assistance of NGOs. TBAs perceived 
a “cordial relationship” with midwives and appreciated 
their support.

“We cannot say that [TBAs] should go away; they 
are not relevant because [patients] will go and meet 
them and because they are closer to them - more 
than us, some of them are in their streets, so that’s 
the reason why health educator call those TBAs and 
advise them” P15, midwife.

“I am one of the mentees mentoring the TBAs; you 
see we are working together…we build rapport…to 
arrange for patient to come and meet us at our vari-
ous clinics” P2, midwife.

Adaptation over time Midwives and TBAs recognised 
that patients found it difficult to adjust behaviours, espe-
cially infection prevention and control. However, par-
ticipants discussed that repeated reminders, such as “no 
mask, no entry”, helped patients learn to adapt and access 
care safely.
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“Change is always difficult, telling them to do this do 
that…by the time we reinforce it tell them over and 
over again they will be used to the system like us” P9, 
midwife.

Health system improvements Midwives suggested 
increasing staffing in government health facilities to 
improve patient access to skilled providers. TBAs agreed, 
as they referred to skilled providers for assistance.

“Government can please help them in the health 
centre, let them get enough staff so that they can help 
us traditional birth attendants at centre. We call 
them and they will come to our aid…because we rely 
on them” P16, TBA.

Some midwives discussed the benefits of telemedicine 
to give patients remote access to care and information. 
A few participants described using group “WhatsApp” 
chats to offer patients peer support.

“COVID brought out the issue of this WhatsApp 
platform where we communicate with them, tell 
them to come that the hospital is safe, we are there 
for them” P13, midwife.

Discussion
This study found that COVID-19 created negative and 
positive experiences for midwives and TBAs in Lagos 
State, and identified areas to improve support for mater-
nity care workers. Participants perceived that COVID-19 
exacerbated challenges to women’s access and uptake of 
maternity care, and suggested methods to improve access 
to skilled maternity care. These findings support and add 
depth to global literature of this emerging topic.

Suggestions to improve support for maternity care 
workers
Following United Nations Population Fund’s (UNFPA) 
stance to ‘maintain a healthy workforce’ [12], our study 
highlights how maternity care workers in Lagos could be 
better supported during pandemics. Midwives and TBAs 
sampled in our study identified key challenges to their 
willingness and ability to work during COVID-19, includ-
ing fears about personal risk of infection, uncertainty, 
inadequate PPE, lack of support, stress, and burnout. 
These findings are consistent with a global survey [25], 
and also align with a 2020 survey of maternity provid-
ers in Lagos which found 87.2% had experienced burn-
out since COVID-19 [26]. Evidence shows that providers 
have been vulnerable to significant mental stress during 
COVID-19 [39, 40]. Psychological interventions could be 

used to reduce anxiety, cultivate resilience, and support 
mental wellbeing of health workers during highly stress-
ful events such as pandemics [41]. A systematic review 
highlighted that further research is needed to determine 
the effectiveness of interventions to support the resil-
ience and mental health of frontline workers during pan-
demics [42]. Most participants in our study were female, 
and they described specific challenges of fear of infect-
ing family and child-caring responsibilities. This finding 
is in accordance with literature that suggests that female 
health workers have disproportionate family responsibili-
ties, which could exacerbate physical and emotional bur-
dens during COVID-19 [43, 44].

Consistent with our study, research into public health 
emergencies has identified that maternity care work-
ers’ sense of duty overrides challenges, and is a motiva-
tor for willingness to work [45]. Our study suggested 
that willingness to work was strengthened by commit-
ment to patient care, faith, and family support. Given 
that data collection occurred one year after the pan-
demic started, a positive finding among participants was 
professional development, including the ability to “learn 
a new way of living” to cope with challenges. This tem-
poral change is reflected in literature that suggests that 
processes of adaptation and personal development can 
build resilience and ability to cope with stressful condi-
tions [46, 47]. Individual-led coping strategies should 
be accompanied by organisation-led interventions to 
improve willingness and ability to work. A recent quali-
tative study of Indonesian midwives found that adequate 
protection through PPE availability, effective training 
and wellbeing support is needed to support midwives 
in providing maternity care during the pandemic [48]. 
Maternity providers suggested that Lagos State Govern-
ment could increase preparedness by providing adequate 
PPE and training, financial support, transportation for 
workers, and COVID-19 testing for health workers and 
pregnant women. Similar to a global survey [25], mater-
nity providers in Lagos reported difficulties in reaching 
their workplace due to travel restrictions. A key enabler 
for ability to work was government provision of trans-
port for maternity workers [49]. Participants referred to 
hierarchies of power within the health system, particu-
larly a lack of decision-making abilities for nurses and 
midwives, which limited their choices in working con-
ditions and redeployment [50]. Health leaders should 
create a “conducive environment” to raise concerns and 
allow workplace flexibility. UNFPA has highlighted the 
need to expand the global maternity care workforce and 
invest in midwife-led improvements to maternity service 
delivery, particularly midwifery leadership and govern-
ance [51]. Maternity care workers are influential advo-
cates at community-level, and should be given adequate 
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representation in leadership roles to guide health policies 
[52]. Given significant ‘brain drain’ of the Nigerian health 
workforce, the government should focus on improving 
working environments and satisfaction to increase reten-
tion and capacity to cope with future outbreaks [53, 54].

Maintaining access to maternity care during COVID‑19
Despite WHO guidelines to maintain access to essential 
maternity services during the pandemic [55], a combina-
tion of physical, financial, healthcare and social factors 
limited access and uptake of maternity care in Lagos [49]. 
Participants in our study described key barriers, including 
movement restrictions, transportation, and financial inac-
cessibility. This was corroborated by a survey of women 
aged 15–49 years in Lagos, with other challenges being 
fear of contracting COVID-19, and mandatory face mask 
use at facilities [56]. Our study aligns with global concerns 
about the indirect effects of the pandemic on increased 
risk of maternal and newborn complications and mor-
tality, particularly in low resource settings [8]. Maternity 
workers in our study described delayed health seeking, 
missed immunisations, and reduced antenatal registra-
tions. Similar findings were observed in other LMICs dur-
ing COVID-19, such as reduced institutional births and 
increased stillbirth rate in Nepal [57], and community 
fear of facilities in India [58]. Maternity systems must 
be strengthened to avoid persistent reduced uptake of 
skilled maternity services as was seen following Ebola [6]. 
A global survey reported the negative impact of COVID-
19 on respectful maternity care e.g. compromised stand-
ards of care, staff overwhelmed, reduced emotional and 
physical support for women [59]. This warrants further 
exploration of current and long-term effects of COVID-
19 pandemic on maternity systems and health seeking 
behaviours, both in Nigeria and other LMICs.

Participants suggested that the Lagos Govern-
ment’s strategies to control COVID-19 should integrate 
approaches to improve access to maternity services. 
Maternity workers reported that financial difficulties 
were widespread during COVID-19, as evidenced by 
telephone surveys of Nigerian households that found 
opposition to strict lockdowns, because they exacerbate 
socioeconomic hardship [60]. The Lagos State Govern-
ment addressed financial barriers and provided free 
antenatal, delivery and laboratory services at primary 
healthcare centres during lockdown [56]. Pre-COVID, 
LMICs including Nigeria relied on external support from 
NGOs e.g., maternity kit donations, to incentivise access 
to skilled maternity care. The role of NGOs during the 
COVID-19 pandemic could be further researched. Mid-
wife participants commented that health worker short-
ages and new COVID-19 vaccination duties reduced 
their ability to run routine maternity services. To remedy 

this, governments should increase staff recruitment, 
and avoid redeployment of maternity providers to non-
maternity care roles [61].

Based on our study findings and consistent with global 
literature [58], strategies to “allay fears” about COVID-19 
and build trust in health systems during a public health 
crisis are key to maintaining access to skilled mater-
nity care in Lagos. Participants recommended commu-
nity outreach via various media (television, radio, social 
media) to address fears and stigma around COVID-
19, encourage attendance of government facilities and 
strengthen patient-provider relationships. Midwives 
reported instances of women having unsupervised home 
deliveries, or preference for ‘unskilled’ TBAs. Patient 
preference for TBAs could be influenced by embedded 
traditions, as a survey of Nigerian households found 40% 
of respondents believed that COVID-19 could be cured 
by herbal remedies [60]. Considering TBAs’ influen-
tial role in local communities, government and NGOs 
could engage TBAs as health promoters during public 
health outbreaks, and bridge the gap between commu-
nity and skilled maternity providers [62]. Community 
participation is essential in designing community health 
programmes during public health outbreaks such as 
COVID-19, which was highlighted by a study into the 
willingness and barriers to receive the COVID-19 vaccine 
among residents in the UK and Nigeria [63]. Adding to a 
quantitative study of TBAs in Lagos [27], our qualitative 
interviews with TBAs reflected a desire for more govern-
ment training to develop knowledge of COVID-19 infec-
tion prevention and control. Referral pathways to skilled 
maternity services could be strengthened through men-
toring of TBAs, and increased staffing [64]. Collabora-
tion between skilled maternity providers and TBAs could 
raise awareness about timely access to skilled care, to 
reduce risk to mother and baby, and improve public trust 
and satisfaction in maternity services [56].

COVID-19 challenges the status quo, as telemedicine 
could provide remote access to care and peer support 
through digital communication platforms such as What-
sApp. However, COVID-19 heightens global disparities 
[54], with limited telemedicine capacity in Lagos due to 
infrastructural constraints and cost barriers [65]. A quali-
tative study among the general Nigerian population dur-
ing the COVID-19 pandemic revealed the importance of 
remote access to care, and potential barriers to telemedi-
cine including “poor internet service”, “concerns about 
confidentiality”, and “technological illiteracy” [66]. Lagos 
State has launched the ‘Eko Telemed’ service as part of 
the new Health Scheme; however, this would need to be 
scaled up to fill this gap [67].

Despite perceptions that maternity services were “pick-
ing up again”, subsequent highly contagious COVID-19 
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Delta and Omicron variants have propelled surges of 
COVID-19 infections in Nigeria since July 2021. Global 
COVID-19 vaccine distribution inequity means that 
Nigeria’s vaccination rate falls behind wealthier coun-
tries, with four million vaccine doses received between 
March and August 2021 [68]. In addition to COVID-
19, underutilisation of skilled attendants, poverty, and 
epidemics remain key obstacles to progress in maternal 
health in Nigeria [69]. Aligning with WHO guidance, this 
study recommends that policymakers protect gains in 
maternal health, and prepare health systems and staff for 
future epidemics [70]. Maternal indicators are sensitive 
markers of health system resilience, and close monitoring 
of provision and utilisation of services in terms of equity, 
access, coverage, and quality is required [51].

Strengths and limitations
Strengths: We have not identified previous qualitative 
studies of maternity care workers in Nigeria in the peer-
reviewed literature. Inclusion of midwives and TBAs 
gives broader insight into the impact of COVID-19 on 
maternity healthcare in a context where many women 
use the services of TBAs, although it is recognised that 
TBAs are not skilled birth attendants. Data saturation 
was achieved, with similar concepts repeated in the data.

Limitations: TBAs are highly heterogeneous; how-
ever, it was only possible to recruit TBAs registered with 
Lagos State Traditional Medicine Board. Unregistered 
TBAs are likely to be less connected to the health system 
and may offer different perspectives of the pandemic. 
Resource constraints meant that those who could not 
speak English were excluded, which may have reduced 
the diversity of participants. This work was only possible 
due to funding of CL as part of an international health 
study programme, and local research staff capacity was 
not available to undertake data collection. Cultural dif-
ferences between the primary researcher (female, British, 
medical student) and participants may have impacted on 
data collection and interpretation of data. While impos-
sible to eliminate completely, to mitigate its impact the 
research team worked closely throughout, reviewed 
audio and transcribed data, met frequently, and adopted 
a reflexive approach, drawing extensively on input from 
TO, an academic Lagos-based public health doctor 
with experience of both the local context, and qualita-
tive research. CL was a novice qualitative researcher, but 
received formal training and close supervision by TO 
and BT (an experienced qualitative researcher) through-
out. Remote data collection was generally successful but 
technical issues compromised some audio quality and 
non-verbal cues. Lagos State has comparatively generous 
resources for health, reducing transferability of findings 
to other regions of Nigeria [71].

Conclusions
Midwives and TBAs offered contemporary insight into 
improving maternity care in Lagos during COVID-19. 
Employers and policymakers should involve maternity 
care workers in decision-making to address training, 
PPE provision, and financial needs. Organisation-led 
support is urgently needed to improve worker retention 
amidst staff shortages. COVID-19 has highlighted the 
fragility of maternal healthcare access in Nigeria. Com-
munity outreach to address public fear, health advocacy 
from maternity care workers, and telemedicine were 
recommended to improve women’s access and uptake 
of maternity care during outbreaks. Although this study 
found that maternity care workers adapted to new chal-
lenges during COVID-19, subsequently Nigeria faced 
new waves of COVID-19 infections and uncertainty. 
Slow vaccine rollout, economic disparities, overstretched 
healthcare systems, and public mistrust of government 
hinder maternal health progress. Further studies are 
needed to evaluate the long-term effects of COVID-19 
on maternity healthcare systems, and on women’s health 
seeking behaviours. This study can inform policymak-
ers’ efforts to strengthen maternity care systems, protect 
providers, and sustain access to care during current and 
future pandemics. This is important to maintain progress 
in maternal and newborn health in Nigeria and globally.

Abbreviations
COVID-19: Coronavirus disease 2019; WHO: World Health Organisation; LMIC: 
Low-Middle-Income Country; HIC: High-Income Country; TBA: Traditional Birth 
Attendant; PPE: personal protective equipment; NGO: Non-Governmental 
Organisation; UNFPA: United Nations Population Fund.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12913- 022- 08009-y.

Additional file 1. Interview Topic Guide. Interview topic guide questions 
used for semi-structured interviews.

Acknowledgements
We thank all the midwives and traditional birth attendants who participated 
in this study.

Authors’ contributions
CL wrote the protocol, submitted ethics approval in Birmingham, developed the 
topic guide, conducted the interviews, and primarily analysed the data with guid-
ance from BT, CM, and TO. TO submitted ethical approval in Lagos and recruited 
participants to the study. BT and ZO independently coded a subset of the data for 
analytical triangulation. All authors read and approved the final manuscript.

Funding
This research was funded by the University of Birmingham Population Sci-
ences and Humanities intercalated degree programme.

Availability of data and materials
The authors did not seek ethical permission from the participants, nor the eth-
ics committee, for the data to be used for anything other than this particular 

https://doi.org/10.1186/s12913-022-08009-y
https://doi.org/10.1186/s12913-022-08009-y


Page 12 of 14Leung et al. BMC Health Services Research          (2022) 22:606 

research study. The authors do not have explicit permission for data sharing, 
re-analysis nor future studies and so would be inappropriate and unethical to 
make them available in the public domain. While anonymised, the data con-
tains potentially identifying patient information. However, qualified individuals 
can direct queries by contacting Dr. Ruth Riley (r. riley@ bham. ac. uk) – chair of 
the University of Birmingham BMedSci Intercalation Internal Ethics Review 
Committee.

Declarations

Ethics approval and consent to participate
Ethical approval for this study was granted by the University of Birmingham 
BMedSc Population Sciences and Humanities Internal Research Ethics Com-
mittee (Reference: IREC2020/1760495) and the Lagos University Teaching Hos-
pital Health Research and Ethics Committee (Assigned number: ADM/DCST/
HREC/APP/4053). All methods were carried out in accordance with relevant 
guidelines and regulations under Ethics approval and consent to participate. 
Ethical approval was provided for verbal informed consent. Verbal informed 
consent was taken prior to interview and documented on a consent form by 
the primary researcher. Verbal informed consent was used due to the practical 
difficulties of UK-based researchers obtaining written consent from partici-
pants based in Nigeria. All protocols concerning harm reduction, participant 
consent, data protection, and confidentiality were adhered to. Participants 
received financial compensation for their time taking part in the study.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 College of Medical and Dental Sciences, University of Birmingham, Birming-
ham, UK. 2 Department of Community Health & Primary Care, College of Medi-
cine, University of Lagos, Idi-Araba, Lagos, Nigeria. 3 Institute of Applied Health 
Research, Public Health, Epidemiology and Biostatistics, School of Health 
and Population Sciences, University of Birmingham, Birmingham, UK. 

Received: 22 September 2021   Accepted: 22 April 2022

References
 1. Cevik M, Kuppalli K, Kindrachuk J, Peiris M. Virology, transmission, and 

pathogenesis of SARS-CoV-2. BMJ. 2020;371:m3862.
 2. World Health Organisation. WHO Director-General’s opening remarks at 

the media briefing on COVID-19 – 11 March 2020. 2020 [cited 2020 Oct 
30]. Available from: https:// www. who. int/ direc tor- gener al/ speec hes/ 
detail/ who- direc tor- gener al-s- openi ng- remar ks- at- the- media- briefi ng- 
on- covid- 19% 2D% 2D- 11- march- 2020

 3. World Health Organisation. Maintaining essential health services: opera-
tional guidance for the COVID-19 context interim guidance. 2020 [cited 
2020 Nov 4]. Available from: https:// www. who. int/ publi catio ns/i/ item/ 
WHO- 2019- nCoV- essen tial- health- servi ces- 2020.1

 4. Nigerian Centre for Disease Control. COVID-19 Nigeria. [cited 2020 Nov 9]. 
Available from: https:// covid 19. ncdc. gov. ng

 5. The World Factbook 2020. Washington, DC: Central Intelligence Agency, 
2020. [cited 2020 Oct 30]. Available from: https:// www. cia. gov/ libra ry/ 
publi catio ns/ the- world- factb ook/ geos/ ni. html

 6. Yerger P, Jalloh M, Coltart CEM, King C. Barriers to maternal health services 
during the Ebola outbreak in three west African countries: a literature 
review. BMJ Glob Health. 2020;5(9):e002974.

 7. Delamou A, El Ayadi AM, Sidibe S, Delvaux T, Camara BS, Sandouno SD, 
et al. Effect of Ebola virus disease on maternal and child health services in 
Guinea: a retrospective observational cohort study. Lancet Glob Health. 
2017;5(4):e448–57.

 8. Roberton T, Carter ED, Chou VB, Stegmuller AR, Jackson BD, Tam Y, et al. 
Early estimates of the indirect effects of the COVID-19 pandemic on 

maternal and child mortality in low-income and middle-income coun-
tries: a modelling study. Lancet Glob Health. 2020;8(7):e901–8.

 9. Riley T, Sully E, Ahmed Z, Biddlecom A. Estimates of the potential 
impact of the COVID-19 pandemic on sexual and reproductive health 
in low- and middle-income countries. Int Perspect Sex Reprod Health. 
2020;46:73–6.

 10. Kalu B. COVID-19 in Nigeria: a disease of hunger. Lancet Respir Med. 
2020;8(6):556–7.

 11. World Bank. Nigeria releases new report on poverty and inequality in 
country. World Bank. [cited 2021 May 23]. Available from: https:// www. 
world bank. org/ en/ progr ams/ lsms/ brief/ niger ia- relea ses- new- report- on- 
pover ty- and- inequ ality- in- count ry

 12. UNFPA. COVID-19 Technical Brief for Maternity Services. UNFPA; 2020 
[cited 2021 Apr 24]. Available from: https:// www. unfpa. org/ sites/ defau lt/ 
files/ resou rce- pdf/ COVID- 19_ Mater nity_ Servi ces_ TB_ Packa ge_ UPDATE_ 
2_ 14072 020_ SBZ. pdf

 13. Wilson AN, Ravaldi C, Scoullar MJL, Vogel JP, Szabo RA, Fisher JRW, et al. 
Caring for the carers: ensuring the provision of quality maternity care 
during a global pandemic. Women Birth. 2021;34(3):206–9.

 14. National Population Commission (NPC) [Nigeria] and ICF. 2019. Nigeria 
Demographic and Health Survey 2018. Abuja, Nigeria, and Rockville: NPC 
and ICF.

 15. Trends in maternal mortality 2000 to 2017: estimates by WHO, UNICEF, 
UNFPA, World Bank Group and the United Nations Population Division. 
Geneva: World Health Organization; 2019. Licence: CC BY-NC-SA 3.0 IGO.

 16. United Nations Statistics Division. The Sustainable Development Goals 
Report 2020. New York, 2020. [cited 2020 Oct 30]. Available from: https:// 
unsta ts. un. org/ sdgs/ report/ 2020/ goal- 03/

 17. Say L, Chou D, Gemmill A, Tunçalp Ö, Moller AB, Daniels J, et al. Global 
causes of maternal death: a WHO systematic analysis. Lancet Glob Health. 
2014;2(6):e323–33.

 18. Ntoimo LFC, Okonofua FE, Igboin B, Ekwo C, Imongan W, Yaya S. Why 
rural women do not use primary health centres for pregnancy care: 
evidence from a qualitative study in Nigeria. BMC Pregnancy Childbirth. 
2019;19(1):277.

 19. World Health Organization, United Nations Population Fund & United 
Nations Children’s Fund (UNICEF). (1992). Traditional birth attendants : a 
joint WHO/UNFPA/UNICEF statement. World Health Organization. https:// 
apps. who. int/ iris/ handle/ 10665/ 38994.

 20. Ogbo FA, Trinh FF, Ahmed KY, Senanayake P, Rwabilimbo AG, Uwaibi NE, 
et al. Prevalence, trends, and drivers of the utilization of unskilled birth 
attendants during democratic governance in Nigeria from 1999 to 2018. 
Int J Environ Res Public Health. 2020;17(1):372.

 21. Sibley LM, Sipe TA, Barry D. Traditional birth attendant training for improv-
ing health behaviours and pregnancy outcomes. Cochrane Database Syst 
Rev. 2012;8:CD005460.

 22. Ebuehi OM, Akintujoye I. Perception and utilization of traditional birth 
attendants by pregnant women attending primary health care clinics in a 
rural local government area in Ogun state, Nigeria. Int J Womens Health. 
2012;4:25–34.

 23. Okunade KS, Okunowo AA, Ohazurike EO, Anorlu RI. Good clinical prac-
tice advice for the management of patients with gynaecological cancer 
during the COVID-19 pandemic in Nigeria and other resource-con-
strained countries. ecancermedicalscience. 2020 [cited 2021 May 23];14. 
Available from: https:// ecanc er. org/ en/ journ al/ artic le/ 1075- good- clini 
cal- pract ice- advice- for- the- manag ement- of- patie nts- with- gynae colog 
ical- cancer- during- the- covid- 19- pande mic- in- niger ia- and- other- resou 
rce- const rained- count ries

 24. World Health Organization. (2017). WHO recommendations on maternal 
health: guidelines approved by the WHO Guidelines Review Commit-
tee. World Health Organization. https:// apps. who. int/ iris/ handle/ 10665/ 
259268. License: CC BY-NC-SA 3.0 IGO.

 25. Semaan A, Audet C, Huysmans E, Afolabi B, Assarag B, Banke-Thomas 
A, et al. Voices from the frontline: findings from a thematic analysis of a 
rapid online global survey of maternal and newborn health professionals 
facing the COVID-19 pandemic. BMJ Glob Health. 2020;5(6):e002967.

 26. Ameh C, Banke-Thomas A, Balogun M, Makwe CC, Afolabi BB. Repro-
ductive maternal and newborn health providers’ assessment of facility 
preparedness and its determinants during the COVID-19 pandemic in 
Lagos, Nigeria. Am J Trop Med Hyg. 2021;104(4):1495–506.

r.riley@bham.ac.uk
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19%2D%2D-11-march-2020
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19%2D%2D-11-march-2020
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19%2D%2D-11-march-2020
https://www.who.int/publications/i/item/WHO-2019-nCoV-essential-health-services-2020.1
https://www.who.int/publications/i/item/WHO-2019-nCoV-essential-health-services-2020.1
https://covid19.ncdc.gov.ng
https://www.cia.gov/library/publications/the-world-factbook/geos/ni.html
https://www.cia.gov/library/publications/the-world-factbook/geos/ni.html
https://www.worldbank.org/en/programs/lsms/brief/nigeria-releases-new-report-on-poverty-and-inequality-in-country
https://www.worldbank.org/en/programs/lsms/brief/nigeria-releases-new-report-on-poverty-and-inequality-in-country
https://www.worldbank.org/en/programs/lsms/brief/nigeria-releases-new-report-on-poverty-and-inequality-in-country
https://www.unfpa.org/sites/default/files/resource-pdf/COVID-19_Maternity_Services_TB_Package_UPDATE_2_14072020_SBZ.pdf
https://www.unfpa.org/sites/default/files/resource-pdf/COVID-19_Maternity_Services_TB_Package_UPDATE_2_14072020_SBZ.pdf
https://www.unfpa.org/sites/default/files/resource-pdf/COVID-19_Maternity_Services_TB_Package_UPDATE_2_14072020_SBZ.pdf
https://unstats.un.org/sdgs/report/2020/goal-03/
https://unstats.un.org/sdgs/report/2020/goal-03/
https://apps.who.int/iris/handle/10665/38994
https://apps.who.int/iris/handle/10665/38994
https://ecancer.org/en/journal/article/1075-good-clinical-practice-advice-for-the-management-of-patients-with-gynaecological-cancer-during-the-covid-19-pandemic-in-nigeria-and-other-resource-constrained-countries
https://ecancer.org/en/journal/article/1075-good-clinical-practice-advice-for-the-management-of-patients-with-gynaecological-cancer-during-the-covid-19-pandemic-in-nigeria-and-other-resource-constrained-countries
https://ecancer.org/en/journal/article/1075-good-clinical-practice-advice-for-the-management-of-patients-with-gynaecological-cancer-during-the-covid-19-pandemic-in-nigeria-and-other-resource-constrained-countries
https://ecancer.org/en/journal/article/1075-good-clinical-practice-advice-for-the-management-of-patients-with-gynaecological-cancer-during-the-covid-19-pandemic-in-nigeria-and-other-resource-constrained-countries
https://apps.who.int/iris/handle/10665/259268
https://apps.who.int/iris/handle/10665/259268


Page 13 of 14Leung et al. BMC Health Services Research          (2022) 22:606  

 27. Abazie OH, Eppie WE. Infection prevention and control practice among 
traditional birth attendants in Lagos state. Nigeria Afr J Midwifery Wom-
ens Health. 2020;14(3):1–13.

 28. Bradbury-Jones C, Breckenridge J, Clark MT, Herber OR, Wagstaff C, Taylor 
J. The state of qualitative research in health and social science litera-
ture: a focused mapping review and synthesis. Int J Soc Res Methodol. 
2017;20(6):627–45.

 29. Kahlke RM. Generic qualitative approaches: pitfalls and benefits of meth-
odological mixology. Int J Qual Methods. 2014;13(1):37–52.

 30. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative 
research (COREQ): a 32-item checklist for interviews and focus groups. Int 
J Qual Health Care. 2007;19(6):349–57.

 31. Lagos State Government. About Lagos, 2019. [cited 2022 Jan 11]. Avail-
able from: https:// lagos state. gov. ng/ about- lagos/

 32. Patton MQ. Qualitative research and evaluation methods. 3rd Sage Publi-
cations; Thousand Oaks: 2002.

 33. Convenience Sampling. In: The SAGE Encyclopedia of Educational 
Research, Measurement, and Evaluation. 2455 Teller Road, Thousand 
Oaks, California 91320: SAGE Publications, Inc.; 2018 [cited 2022 Jan 23]. 
Available from: https:// metho ds. sagep ub. com/ refer ence/ the- sage- encyc 
loped ia- of- educa tional- resea rch- measu rement- and- evalu ation/ i6126. xml

 34. SAGE. Snowball Sampling. In: SAGE Research Methods Foundations 
[Internet]. 1 Oliver’s Yard, 55 City Road, London EC1Y 1SP United King-
dom: SAGE Publications Ltd; 2020 [cited 2022 Jan 23]. Available from: 
https:// metho ds. sagep ub. com/ found ations/ snowb all- sampl ing

 35. Pope C, Mays N. Reaching the parts other methods cannot reach: 
an introduction to qualitative methods in health and health services 
research. BMJ. 1995;311(6996):42–5.

 36. Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework 
method for the analysis of qualitative data in multi-disciplinary health 
research. BMC Med Res Methodol. 2013;13(1):117.

 37. Barrett A, Kajamaa A, Johnston J. How to … be reflexive when conduct-
ing qualitative research. Clin Teach. 2020;17(1):9–12.

 38. Zamawe FC. The implication of using NVivo software in qualitative data 
analysis: evidence-based reflections. Malawi Med J. 2015;27(1):13–5.

 39. Horsch A, Lalor J, Downe S. Moral and mental health challenges faced by 
maternity staff during the COVID-19 pandemic. Psychol Trauma Theory 
Res Pract Policy. 2020;12(S1):S141–2.

 40. Kwaghe AV, Ilesanmi OS, Amede PO, Okediran JO, Utulu R, Balogun MS. 
Stigmatization, psychological and emotional trauma among frontline 
health care workers treated for COVID-19 in Lagos State, Nigeria: A 
qualitative study. In Review; 2020 Sep [cited 2021 May 18]. Available from: 
https:// www. resea rchsq uare. com/ artic le/ rs- 53453/ v1

 41. Tomlin J, Dalgleish-Warburton B, Lamph G. Psychosocial Support for 
Healthcare Workers During the COVID-19 Pandemic. Front Psychol. 2020 
[cited 2022 Jan 24];11. Available from: https:// www. front iersin. org/ artic le/ 
10. 3389/ fpsyg. 2020. 01960

 42. Pollock A, Campbell P, Cheyne J, Cowie J, Davis B, McCallum J, et al. 
Interventions to support the resilience and mental health of frontline 
health and social care professionals during and after a disease outbreak, 
epidemic or pandemic: a mixed methods systematic review. Cochrane 
Database Syst Rev. 2020;2020(11):CD013779.

 43. Crimi C, Carlucci A. Challenges for the female health-care workers during 
the COVID-19 pandemic: the need for protection beyond the mask. 
Pulmonology. 2021;27(1):1–3.

 44. Connor J, Madhavan S, Mokashi M, Amanuel H, Johnson NR, Pace LE, et al. 
Health risks and outcomes that disproportionately affect women during 
the Covid-19 pandemic: a review. Soc Sci Med. 2020;266:113364.

 45. Jones S, Sam B, Bull F, Pieh SB, Lambert J, Mgawadere F, et al. ‘Even when 
you are afraid, you stay’: provision of maternity care during the Ebola 
virus epidemic: a qualitative study. Midwifery. 2017;52:19–26.

 46. Golechha M, Bohra T, Patel M, Khetrapal S. Healthcare worker resilience 
during the COVID-19 pandemic: A qualitative study of primary care 
providers in India. World Med Health Policy. 2021;https:// doi. org/ 10. 1002/ 
wmh3. 483.

 47. Robertson HD, Elliott AM, Burton C, Iversen L, Murchie P, Porteous T, et al. 
Resilience of primary healthcare professionals: a systematic review. Br J 
Gen Pract. 2016;66(647):e423–33.

 48. Hazfiarini A, Akter S, Homer CSE, Zahroh RI, Bohren MA. ‘We are going 
into battle without appropriate armour’: A qualitative study of Indonesian 
midwives’ experiences in providing maternity care during the COVID-19 

pandemic. Women Birth. 2021 [cited 2022 Jan 24]; Available from: https:// 
www. scien cedir ect. com/ scien ce/ artic le/ pii/ S1871 51922 10017 5X

 49. Mogaji E. Impact of COVID-19 on transportation in Lagos, Nigeria Transp 
Res Interdiscip Perspect 2020;6:100154.

 50. Uchejeso OM, Etukudoh NS, Chongs ME, Ime DM. Challenges of Inter-Profes-
sional Teamwork in Nigerian Healthcare. IntechOpen; 2021 [cited 2021 Aug 
16]. Available from: https:// www. intec hopen. com/ online- first/ 74566

 51. UNFPA. The State of the World’s Midwifery 2021. 2021. Available from: 
https:// www. unfpa. org/ sites/ defau lt/ files/ pub- pdf/ 21- 038- UNFPA- 
SoWMy 2021- Report- ENv43 02_0. pdf

 52. Kimani RW, Maina R, Shumba C, Shaibu S. Maternal and newborn care 
during the COVID-19 pandemic in Kenya: re-contextualising the com-
munity midwifery model. Hum Resour Health. 2020;18(1):75.

 53. Okafor C, Chimereze C. Brain Drain among Nigerian Nurses: Implications 
to the Migrating Nurse and the Home Country. IJRSI. 2020;VII(I).

 54. Chersich MF, Gray G, Fairlie L, Eichbaum Q, Mayhew S, Allwood B, et al. 
COVID-19 in Africa: care and protection for frontline healthcare workers. 
Glob Health. 2020;16(1):46.

 55. World Health Organization. Coronavirus disease (COVID-19). [cited 2020 
Nov 10]; Available from: https:// www. who. int/ emerg encies/ disea ses/ 
novel- coron avirus- 2019/ quest ion- and- answe rs- hub/q- a- detail/ coron 
avirus- disea se- covid- 19

 56. Balogun M, Banke-Thomas A, Sekoni A, Boateng GO, Yesufu V, Wright O, et al. 
Challenges in access and satisfaction with reproductive, maternal, newborn 
and child health services in Nigeria during the COVID-19 pandemic: A cross-
sectional survey. Hodges MH, editor. PLoS One. 2021;16(5):e0251382.

 57. Kc A, Gurung R, Kinney MV, Sunny AK, Moinuddin M, Basnet O, et al. Effect 
of the COVID-19 pandemic response on intrapartum care, stillbirth, and 
neonatal mortality outcomes in Nepal: a prospective observational study. 
Lancet Glob Health. 2020;8(10):e1273–81.

 58. Goyal M, Singh P, Singh K, Shekhar S, Agrawal N, Misra S. The effect of 
the COVID-19 pandemic on maternal health due to delay in seeking 
health care: experience from a tertiary center. Int J Gynecol Obstet. 
2021;152(2):231–5.

 59. Asefa A, Semaan A, Delvaux T, Huysmans E, Galle A, Sacks E, et al. The 
impact of COVID-19 on the provision of respectful maternity care: Find-
ings from a global survey of health workers. Women Birth. 2021 [cited 
2022 Jan 24];0(0). Available from: https:// www. women andbi rth. org/ artic 
le/ S1871- 5192(21) 00154-2/ fullt ext

 60. PERC. Finding the Balance: Public Health and Social Measures in Nigeria. 
Partnership for Evidence-Based Response to COVID-19; 2021 [cited 2021 
May 22]. Available from: https:// preve ntepi demics. org/ wp- conte nt/ uploa 
ds/ 2021/ 03/ niger ia_ en_ 20210 323_ 1721. pdf

 61. Sarwer A, Javed B, Soto EB, Mashwani Z. ur R. Impact of the COVID-19 
pandemic on maternal health services in Pakistan. Int J Health Plann 
Manag. 2020;35(6):1306–10.

 62. Nigeria Health Watch. Training for Quality Delivery: Brown Button’s drive 
to improve TBAs skills in Lagos. 2019 [cited 2022 Jan 25]. Available from: 
https:// niger iahea lthwa tch. com/ train ing- for- quali ty- deliv ery- brown- 
butto ns- drive- to- impro ve- tbas- skills- in- lagos/

 63. Ogueji IA, Okoloba MM. Underlying factors in the willingness to receive 
and barriers to receiving the COVID-19 vaccine among residents in the 
UK and Nigeria: a qualitative study. Curr Psychol. 2022 [cited 2022 Mar 1]; 
Available from: https:// link. sprin ger. com/ 10. 1007/ s12144- 021- 02498-6

 64. Miller T, Smith H. Establishing partnership with traditional birth attend-
ants for improved maternal and newborn health: a review of factors 
influencing implementation. BMC Pregnancy Childbirth. 2017;17(1):365.

 65. Galle A, Semaan A, Huysmans E, Audet C, Asefa A, Delvaux T, et al. A 
double-edged sword—telemedicine for maternal care during COVID-19: 
findings from a global mixed-methods study of healthcare providers. BMJ 
Glob Health. 2021;6(2):e004575.

 66. Ogueji IA, Amusa AO, Olofe OJ, Omotoso EB. Willingness and barriers to 
utilizing e-therapy services: a Nigerian general population qualitative 
study. J Hum Behav Soc Environ. 2021;12:1–15.

 67. Lagos State Government. Lagos launches ‘EKO Telemed’ for remote, non-
COVID-19 Consultation [Internet]. Lagos State Government. [cited 2022 
Jan 17]. Available from: https:// lagos state. gov. ng/ blog/ 2020/ 04/ 21/ lagos- 
launc hes- eko- telem ed- for- remote- non- covid- 19- consu ltati on/

 68. Nigeria: the latest coronavirus counts, charts and maps. Reuters. [cited 
2021 Aug 16]; Available from: https:// graph ics. reute rs. com/ world- coron 
avirus- track er- and- maps/ count ries- and- terri tories/ niger ia/

https://lagosstate.gov.ng/about-lagos/
https://methods.sagepub.com/reference/the-sage-encyclopedia-of-educational-research-measurement-and-evaluation/i6126.xml
https://methods.sagepub.com/reference/the-sage-encyclopedia-of-educational-research-measurement-and-evaluation/i6126.xml
https://methods.sagepub.com/foundations/snowball-sampling
https://www.researchsquare.com/article/rs-53453/v1
http://dx.doi.org/10.3389/fpsyg.2020.01960
http://dx.doi.org/10.3389/fpsyg.2020.01960
https://doi.org/10.1002/wmh3.483
https://doi.org/10.1002/wmh3.483
https://www.sciencedirect.com/science/article/pii/S187151922100175X
https://www.sciencedirect.com/science/article/pii/S187151922100175X
https://www.intechopen.com/online-first/74566
https://www.unfpa.org/sites/default/files/pub-pdf/21-038-UNFPA-SoWMy2021-Report-ENv4302_0.pdf
https://www.unfpa.org/sites/default/files/pub-pdf/21-038-UNFPA-SoWMy2021-Report-ENv4302_0.pdf
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/question-and-answers-hub/q-a-detail/coronavirus-disease-covid-19
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/question-and-answers-hub/q-a-detail/coronavirus-disease-covid-19
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/question-and-answers-hub/q-a-detail/coronavirus-disease-covid-19
https://www.womenandbirth.org/article/S1871-5192(21)00154-2/fulltext
https://www.womenandbirth.org/article/S1871-5192(21)00154-2/fulltext
https://preventepidemics.org/wp-content/uploads/2021/03/nigeria_en_20210323_1721.pdf
https://preventepidemics.org/wp-content/uploads/2021/03/nigeria_en_20210323_1721.pdf
https://nigeriahealthwatch.com/training-for-quality-delivery-brown-buttons-drive-to-improve-tbas-skills-in-lagos/
https://nigeriahealthwatch.com/training-for-quality-delivery-brown-buttons-drive-to-improve-tbas-skills-in-lagos/
http://dx.doi.org/10.1007/s12144-021-02498-6
https://lagosstate.gov.ng/blog/2020/04/21/lagos-launches-eko-telemed-for-remote-non-covid-19-consultation/
https://lagosstate.gov.ng/blog/2020/04/21/lagos-launches-eko-telemed-for-remote-non-covid-19-consultation/
https://graphics.reuters.com/world-coronavirus-tracker-and-maps/countries-and-territories/nigeria/
https://graphics.reuters.com/world-coronavirus-tracker-and-maps/countries-and-territories/nigeria/


Page 14 of 14Leung et al. BMC Health Services Research          (2022) 22:606 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 69. Olonade O, Olawande TI, Alabi OJ, Imhonopi D. Maternal mortality and 
maternal health Care in Nigeria: implications for socio-economic devel-
opment. Open Access Maced J Med Sci. 2019;7(5):849–55.

 70. Graham WJ, Afolabi B, Benova L, Campbell OMR, Filippi V, Nakimuli A, et al. 
Protecting hard-won gains for mothers and newborns in low-income and 
middle-income countries in the face of COVID-19: call for a service safety 
net. BMJ Glob Health. 2020;5(6):e002754.

 71. Okoli C, Hajizadeh M, Rahman MM, Khanam R. Geographical and socio-
economic inequalities in the utilization of maternal healthcare services in 
Nigeria: 2003–2017. BMC Health Serv Res. 2020;20(1):849.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Perceptions and experiences of maternity care workers during COVID-19 pandemic in Lagos State, Nigeria; a qualitative study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Aim
	Design
	Setting
	Study participants
	Data collection
	Data analysis

	Results
	Theme 1: maternity care workers’ willingness and ability to work during the COVID-19 pandemic
	Negative influences
	Positive influences

	Theme 2: perceived impact of COVID-19 on women’s access and uptake of maternity care
	Challenges of access and uptake to maternity care
	Strategies to improve access and uptake of maternity care


	Discussion
	Suggestions to improve support for maternity care workers
	Maintaining access to maternity care during COVID-19
	Strengths and limitations

	Conclusions
	Acknowledgements
	References


