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ABSTRACT

Introduction: Ghana introduced a maternal health policy in July 2008 to provide free of cost health 
services to women. However, the utilization of services does not depend on affordability alone but accept-
ability as well. Acceptability includes attitudes and behaviors of providers and satisfaction with the quality 
of care. The study explored women’s views and perceptions about attitudes and behaviors of providers 
and satisfaction with the quality of services under the free maternal health policy in Ghana. In addition, 
the views and perceptions of providers were examined.

Methods: A convergent parallel mixed methods study was conducted. The study was carried out in the 
Kassena-Nankana Municipality in Ghana. A structured questionnaire was distributed among women (n=406) 
who utilized health facilities during pregnancy. Further, focus group discussions (FGDs) with women (n=10) 
and in-depth interviews with midwives and nurses (n=25) were held. Quantitative data were analyzed using 
descriptive statistics, while the qualitative data were recorded, transcribed, read, and coded thematically.

Results: Women perceived facilities to be clean, especially the smaller ones. Ninety-eight percent of 
women (n=313/320) perceived providers to be respectful or friendly, and this was mostly confirmed in 
the FGDs. More than two-thirds of the women (74%, n=300) were also very satisfied or satisfied with the 
quality of care due to the respect accorded them by providers. Equally, midwives and nurses were satisfied 
with the quality of care they provided. Nonetheless, providers believed that the unavailability of drugs 
and supplies, laboratory services, accommodation and transportation for emergencies reduced women’s 
satisfaction with services and the quality of care they could provide.

Conclusion: The services provided to women during pregnancy were acceptable under the free maternal 
health policy. There remain challenges in addressing a lack of infrastructure and commodities that affects 
the quality of care.
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INTRODUCTION
In 2000, the United  Nations adopted and rati-
fied the Millennium Development Goals. Goal 5 
related specifically to maternal health. The goal was 
to achieve a three-quarters reduction in the 1990 
global maternal mortality rate by the year 2015, 
as well as achieve universal access to reproductive 
health services (1).
Following this, the government of Ghana imple-
mented the free maternal health policy under its 
National Health Insurance Scheme (NHIS) in July 
2008. The NHIS aimed to enhance the utilization 
of health services for all Ghanaians, while the free 
maternal health policy sought to improve the use 
of maternal health services through the elimination 
of direct cost at the point of utilization. Pregnant 
women are registered into the scheme without any 
payment of premium or processing fee. Once reg-
istered, women are entitled to free of cost maternal 
health services and drugs throughout pregnancy, at 
childbirth and up to 3 months postpartum. It was 
envisioned that the implementation of the policy 
will lead to the reduction of maternal deaths in 
the country as well as help attain universal health 
coverage.
Health policies or interventions such as the free 
maternal health policy in Ghana depend on their 
acceptability by implementers (health workers, 
and policymakers) and beneficiaries (consumers) 
for their success (2-4). Acceptability by consum-
ers and providers is key in the design, evaluation, 
and implementation (4). A recent review of reviews 
defined acceptability as a “multi-faceted construct 
that reflects the extent to which people delivering 
or receiving a health intervention consider it to be 
appropriate, based on anticipated or experienced 
cognitive and emotional responses to the inter-
vention” (page 3) (4). If acceptability is absent, 
services will not be utilized despite the policies or 
interventions.
A number of factors affect acceptability, including 
attitudes and expectations of clients and health 
providers, their personal and social values, religion, 
culture, gender, autonomy, and the characteristics of 
the health service as a whole (5,6). In maternal health 
care, studies have identified other factors affecting 
acceptability. These include disrespect, physical and 

verbal abuse, humiliation, rudeness, negligence, 
poor communication, absenteeism, and lack of 
empathy for women by health providers (7-11). For 
instance, a recent study in Lao People’s Democratic 
Republic revealed that some women were humiliated 
by health providers and hence they chose not to visit 
or recommend such facilities to other women (12). 
Apart from bad attitudes and behaviors, the physi-
cal environment, cleanliness of health facilities, pri-
vacy, comfort, and emotional support also affect the 
acceptability of maternal health services (7,13). For 
instance, Srivastava et al. (13) reported in a review 
that cleanliness was a significant determinant of sat-
isfaction for maternal health services.
Importantly, quality of care determines the 
uptake and utilization of maternal health services 
too  (14,15). It is a fundamental human right for 
which all women are entitled to (16,17). As part of 
this, the World Health Organization (WHO) advo-
cates for the provision of quality health services for 
all women during pregnancy, childbirth, and post-
partum (16). Consequently, the WHO developed 
a framework for the improvement and monitoring 
of the quality of care. The framework outlines eight 
domains classified under two dimensions; the provi-
sion and experience of care (Box 1).
The experience of care is critical to meeting these 
domains; that is, communication and interactions 
with women and families, respect and preservation 
of the dignity of women, emotional support, the 
availability of competent health staff and necessary 
physical resources including water, electricity, drugs, 
equipment, and the general environment of health 
facilities (13). Health providers’ satisfaction with 
the quality of care is also affected by these domains 
under the provision of care (18-21). Given the key 
role that quality of care plays in the provision and 

BOX 1. Domains for improving and monitoring the quality of 
maternal health services (16)
Provision of care Experience of care
1.   Evidence‑based practices of 

routine care and management 
of complications

2. Actionable information systems
3. Functional referral systems

4. Effective communication
5.  Respect and 

preservation of dignity
6. Emotional support

7. Competent, motivated human resources
8. Essential physical resources available
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use of health services, there is the need for it to be 
advocated for, promoted and monitored (16,22,23).
Under the free maternal health policy in Ghana, 
limited studies exist on issues relating to accept-
ability particularly with regard to attitudes and 
behaviors of health providers toward women during 
pregnancy. Promoting access to maternal health ser-
vices, especially to reduce maternal deaths, is not 
just about affordability, but whether these services 
address the health needs, rights, dignity, beliefs, and 
cultural values of pregnant women, including those 
from poor and minority groups.
To understand the impact of the free maternal 
health policy on the acceptability of services, the 
study examined attitudes and behaviors of health 
providers toward clients as well as overall satisfaction 
with the quality of maternal health services during 
pregnancy. The views and perceptions of women, 
midwives and nurses were explored.

METHODS

Study design
A convergent parallel mixed methods study was 
conducted (24). Convergent parallel mixed meth-
ods allow for the researcher to converge or combine 
both quantitative and qualitative data together to 
ensure a comprehensive analysis of a research ques-
tion (24). The quantitative and qualitative data were 
collected in parallel and analyzed independently. 
The results were finally integrated to answer the 
study question on acceptability and satisfaction with 
the quality of care.
The quantitative part of the study consisted of a 
survey of women who used maternal health ser-
vices during pregnancy. The qualitative aspect also 
involved focus group discussions (FGDs) with 
women who used maternal health services during 
pregnancy. In-depth interviews (IDIs) were held 
with health providers (midwives and nurses) as well.
Ethical approval for the conduct of the study 
was obtained from the ethics review boards of 
the Navrongo Health Research Centre and the 
University of Technology Sydney (UTS) (approval 
numbers NHRCIRB217 and ETH16-0263, 
respectively). Informed consent was received from 

all participants of the study. Written permission 
was also taken from directors of the Ghana Health 
Service in charge of the study district and region. 
Health facility managers gave their approval for the 
study to be carried out in the facilities.

Study area
The study was carried out in the Kassena-Nankana 
Municipality. It is one of the 13 districts and munic-
ipalities in the Upper East region of Northern 
Ghana, with Navrongo as its capital. The municipal-
ity was purposefully selected due to financial con-
straints to conduct the study, elsewhere. According 
to a report by the Ghana Health Service, the munic-
ipality had a projected population of 130,593 in 
2017, compared to a population of 1,244,983 for 
the region (25). For the same year, women in fertile 
age (WIFA) were estimated to be 31,342, while that 
for the region was 298,796 (25). Economically, the 
municipality is considered rural and poor, bearing 
resemblance to other poor districts and municipali-
ties in Ghana and across Africa (26).
The municipality has a total of 24 health facilities 
providing health services to the people. The health 
facilities include one hospital, two health centers, 
three clinics, and 18 Community-Based Health 
Planning and Services (CHPS) (also known as 
CHPS compounds). The CHPS compounds are 
the lower-level health facilities located in distant 
and remote communities. A  small number of the 
CHPS compounds have been provided with basic 
infrastructure in terms of a laboratory, delivery 
room, dispensary, etc., for the provision of maternal 
health services. Most of them (CHPS compounds) 
are without these facilities and thus tend to refer 
women when the need arises, especially for blood 
testing and scans.

Study participants
Gorstein’s et al. (27), the formula for sample size 
calculation using a proportion in a single cross-sec-
tional survey was adopted and used. This gave a 
required sample size of 388 women who utilized 
health facilities during pregnancy. A  total of 406 
women were recruited to account for possible with-
drawals. For the qualitative aspect of the study, 10 
FGDs and 25 IDIs were held with women and 
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health providers, respectively. Women were invited 
to participate in the FGDs. The IDIs were held with 
midwives and nurses, who provided maternal health 
services to women.

Data instruments
The questions for the survey focussed on factors 
affecting acceptability; comprising the cleanliness 
of health facilities, and respectfulness/friendliness of 
health providers toward clients. Overall satisfaction 
with the quality of care on the part of women and 
health providers were also captured. The survey was 
developed specifically for this study.
Quality of care has two attributes, technical and 
interpersonal, or perceived quality (28). Perceived 
quality of care was measured, since increased uti-
lization of maternal health services does not only 
depend on technical quality but also on acceptabil-
ity and patient-centredness across the continuum of 
care (29). Women were required to state their overall 
satisfaction with the quality of care by selecting one 
of the options “very satisfied,” “satisfied,” “normal,” 
“dissatisfied,” and “very dissatisfied.”
Interview guides were developed for the FGDs and 
IDIs. These also focused on the attitudes and behav-
ior of health providers and the overall satisfaction 
with the quality of care. Midwives and nurses were 
asked to indicate their overall satisfaction with the 
quality of care and the reasons for that. Both inter-
views guides were developed in English, but the one 
for the FGDs was translated by language experts 
into the two local dialects (Kasem and Nankam) 
spoken in the municipality. The translated version 
was used for the FGDs with the women. The guide 
for the IDIs was not translated because midwives 
and nurses spoke and understood English. All ques-
tions were piloted among women and health pro-
viders and changes made where necessary. Data were 
collected from March 2016 to August 2016.

Recruitment of study participants
Women were recruited for the quantitative part of 
the study in health facilities (n=353) as well as at 
the homes of women (n=53). This was done to assist 
capture the views of both categories of women (that 
is, women who gave birth in health facilities and 
those who gave birth at home but had used health 

services during pregnancy). All health facilities offer-
ing maternal health services in the study area were 
visited daily by research assistants. Women who had 
given birth and had been discharged to go home 
were approached for participation in the study. 
With their consent, these women were interviewed. 
The contact details of women who had given birth 
at home recently were retrieved from the Navrongo 
Health Research Center. Registers of postnatal ser-
vices were also utilized to collect contact details of 
women who gave birth at home but visited health 
facilities for postnatal services. These contact details 
were used to trace women at their various homes 
for recruitment. Women who had given birth at 
home before January 1, 2016, were excluded from 
the study. This was done to reduce recall bias. Each 
interview lasted 30-45 min.
The same category of women participated in the 
FGDs. The recruitment was done at health facili-
ties when women visited for postnatal services. The 
discussions were held in the health facilities, in the 
absence of midwives and nurses each FGD com-
prised 5-12 women.
Midwives and nurses were contacted and invited to 
participate in the IDIs. After consent, the IDIs were 
held in the health facilities. To promote privacy, all 
interviews were held in rooms without the presence 
of other health workers. All FGDs and IDIs were 
recorded with the permission of the participants. 
Field notes were also taken. All FGDs and IDIs were 
conducted by the main investigator.
The investigator made a summary of the perti-
nent issues after each discussion or interview and 
submitted these back to participants for their 
approval or rejection. The investigator also con-
tinuously updated the interview guides with new 
key issues that emerged in previous discussions or 
interviews. Each discussion or interview ended 
when participants agreed that they had nothing 
further to discuss after prompts from the inves-
tigator. This was considered as the point of data 
saturation for each discussion or interview. It took 
about 45-120 min to conduct each discussion or 
interview depending on the number of partici-
pants (in the FGDs) as well as the depth of the 
discussion.
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Data analysis and management
The survey data were electronically collected using 
the Survey CTO Collect v2.10 application. The 
SurveyCTO Collect application works on hand-
held gadgets allowing for the capture, processing, 
and transport of data for analysis. The cleaning 
and analysis of the data were done in STATA 14. 
The findings were presented using descriptive 
statistics.
The recordings of the FGDs and IDIs were trans-
lated and transcribed verbatim. An initial reading 
of the transcripts and field notes was done for 
familiarization with the data. Audiotapes were also 
selected and listened to in comparison with their 
transcripts to ensure the validity and accuracy of the 
transcription. Any observed difference between the 
audio recordings and the transcripts were corrected 
before the coding of the data. Subsequently, all 
transcripts were thoroughly reviewed for the iden-
tification of key issues. A coding system was then 
developed based on the review, highlighting themes 
and sub-themes relating to providers’ behavior and 
quality of care. The themes and sub-themes were 
written out in text tables including essential quotes 
from participants. The presentation of the findings 
followed the themes and sub-themes that emerged 
from the data.

RESULTS

Background characteristics of women for the 
survey
Four hundred and six women completed the survey 
with a mean age of 27 years. Just under one-third 
of women (31.3%, n=127) was <29  years of age 
(Table 1). One in three women (31.5%, n=128) had 
experienced childbirth for the first time. Almost all 
(99%, n=402) women had four or more antenatal 
visits during pregnancy.

Perception of the cleanliness of health facility 
during pregnancy
The majority (93.6%, n=380) of the women stated 
the health facilities were clean or very clean. In the 
FGDs, the women perceived the smaller health 
facilities (CHPS compounds) to be cleaner than the 
main larger hospital. A woman said:

“Yes, here (CHPS compound) there is no more 
dirt like in the hospital” (FGD, woman).

Helping to explain why the smaller health facilities 
are cleaner than the main hospital, a nurse indicated:

“Our facility is small, so it is easy to manage and 
keep it neat” (IDI, nurse).

TABLE 1. Background characteristics of women in 
Kassena‑Nankana Municipality (Upper East region), 
March‑August 2016
Categories n %
Age

<20 41 10.0
20‑24 103 25.4
25‑29 127 31.3
30‑39 120 29.6
40+ 15 3.7

Marital status
Single 20 4.9
Married 386 95.1

Educational level
No formal education 64 15.8
Primary/Junior High School 226 55.7
Senior High/Technical school 67 16.5
Tertiary institution 49 12.0

Occupation
Unemployed 29 7.1
Trader 79 19.5
Farmer 155 38.2
Public/Civil servant 46 11.3
Student 42 10.3
Other 55 13.6

Religion
Traditional 20 4.9
Catholic 164 40.4
Protestant 192 47.3
Muslim 30 7.4

Ethnicity
Kasem 239 58.9
Nankam 135 33.2
Other 32 7.9

Number of births
1 128 31.5
2 103 25.4
3 79 19.5
4 or more 96 23.6
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Respectfulness and friendliness of health 
providers toward women
The study measured the respectfulness and 
friendliness of health providers toward women. 
Approximately 97.8% (n=313/320) of the women 
perceived health providers to be respectful and 
friendly (Table  2). Twenty-six women thought 
health providers were disrespectful or very disre-
spectful as well as unfriendly or very unfriendly.
The FGDs with the women confirmed this finding. 
The women reported that health providers were 
friendly during their encounter. A woman reported:

“They respect us (here), there are some clin-
ics that when you go they will not respect you 
because they are nurses and we are nothing” 
(FGD, woman).

Equally, the IDIs with the midwives and nurses con-
firmed the positive attitude and behavior of health 
providers in some of the health facilities. A nurse said:

“Because I think in this facility, some women 
even come from far to attend their antenatal 
care and postnatal here not because everything 
is here, but the environment to some extent is 
friendly here” (IDI, nurse).

The midwives and nurses explained that the number 
of clients attending a health facility largely depends 
on the attitude and behavior of health providers. 
If the health providers’ attitude and behavior in a 
particular health facility are friendly or welcom-
ing, more women would attend that health facility. 
A midwife explained:

“…to be able to know whether you are behaving 
well or not will depend on the number of people 
who come to see you. If you are not behaving well 

toward clients you wouldn’t get clients, they will 
walk away because the facilities are now many so 
they don’t need to be forced at a place, they have 
plenty choices to make” (IDI, midwife).

A few of the women in the FDGs indicated that 
they had experienced a hostile behavior from some 
health providers. This is especially the case in the 
smaller health facilities (CHPS compounds) where 
the women had to receive health services from other 
health providers in the absence of the main midwife. 
A woman reported:

“When I was pregnant I came with a complaint 
and the midwife ask me to go for scan, on my 
return she was absent but asked me to see those 
nurses, but they only took the results and laugh 
and threw the results at me, so I call the midwife 
and she told me I should go and come the next 
day because she was on leave, and when I came 
the next day the nurses treated me the same way, 
so I left the center” (FGD, woman).

Some midwives and nurses also attested to the unfriend-
liness of some of the health providers. A nurse said:

“In my view, talking of staff attitude, some of 
us, we’re very horrible. So it scares some mothers 
away from us” (IDI, nurse).

Women’s overall satisfaction with the quality 
of services during pregnancy
The women were asked about their overall satis-
faction with the quality of maternal health services 
received during pregnancy. Seventy-four percent 
(n=300) of the women were very satisfied or sat-
isfied with the quality of maternal health services 
(Figure 1). A small number of women (2.9%, n=12) 

TABLE 2. Respectfulness and friendliness of health providers toward women in Kassena‑Nankana municipality (Upper East 
region), March‑August 2016
Respectful Friendliness

Very friendly Friendly Normal Unfriendly or very 
unfriendly

Total

n % of total n % of total n % of total n % of total n % of total
Very respectful 42 97.7 3 0.9 0 0.0 0 0.0 45 11.1
Respectful 1 2.3 313 97.8 1 5.9 0 0.0 315 77.7
Normal 0 0.0 1 0.3 15 88.2 0 0.0 16 3.9
Disrespectful/very disrespectful 0 0.0 3 0.9 1 5.9 26 100 30 7.4
Total 43 10.6 320 78.8 17 4.2 26 6.4 406 100
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reported that they were very dissatisfied with the 
quality of maternal health services.
The FGDs with the women supported these percep-
tions. Overall, the women reported being satisfied with 
the quality of maternal health services received during 
pregnancy. This is because health providers showed 
respect and empathy for the women. A woman said:

“I am satisfied because she (midwife) is respect-
ful and has sympathy for human beings” (FGD, 
woman).

Most women would recommend that their relatives 
and other people make use of maternal health ser-
vices in the health facilities. A woman reported:

“I will also advise my relatives to come to this 
facility” (FGD, woman).

In addition, the midwives and nurses concurred that 
the women who sought their services were satisfied. 
A midwife explained:

“But I can boldly say some [women] are really 
satisfied and they keep reminding us of the good 
things that we have done” (IDI, midwife).

Providers’ overall satisfaction with the quality 
of maternal health services during pregnancy
In the IDIs, most of the midwives and nurses indi-
cated that they were satisfied with the quality of 
maternal health services they were able to provide to 
women. A midwife said:

“I’m satisfied with the services provided to the 
women, because it’s not that bad. It’s not very 
bad at all” (IDI, midwife).

There remain challenges that affect the provision of 
health services during pregnancy. These included 
the unavailability of drugs and supplies, laboratory 
services, accommodation, and transportation for 
emergency referrals. A midwife stated:

“We’ve problems with regard to accommodation, 
drugs and supplies, labs, and all that – we are 
not very happy providing maternal health ser-
vices with these challenges” (IDI, midwife).

As a result of these challenges, health providers were 
unable to provide services to clients, especially in 
some CHPS compounds. Thus, the midwives and 
nurses were not fully satisfied with the quality of 
maternal health services.

DISCUSSION
The study showed that women perceived health 
facilities to be clean, especially the smaller ones (the 
CHPS compound). About 97.8% (n=313/320) of 
the women perceived health providers to be respect-
ful and friendly, which was confirmed in the FGDs 
and IDIs. A  few of the women in the FGDs were 
not happy with the behavior of health providers and 
this would likely impact their future use of services 
or recommendations to others. Overall, 74% of 
the women (n=300) were very satisfied or satisfied 
with the quality of care. The midwives and nurses 
were also satisfied with the overall quality of care 
provided. The unavailability of drugs and supplies, 
laboratory services, accommodation and transporta-
tion for emergencies meant that health providers felt 
that they were not able to provide quality services.
Valuing the cleanliness of health facilities is con-
sistent with other studies. For example, a survey 
conducted in rural South India in government 
and private health facilities showed that over 80% 
of the participants were happy with the cleanliness 
and comfort of health facilities providing maternal 
health services (30). Similarly, in Bangladesh, par-
ticipants in a mixed methods study indicated they 
were satisfied with the cleanliness of the health facil-
ities  (31). Our finding might be explained by the 
fact that the majority of the health facilities where 
the study took place were small in size and hence 
easier to keep clean as reported. A level of cleanliness 
in the health facilities seems to be one of the key 
indicators for the perception of quality (7). Perhaps 
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FIGURE 1. Women’s overall satisfaction with the quality of ser‑
vices during pregnancy in Kassena‑Nankana Municipality (Upper 
East region), March‑August 2016.
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because it is also easily observed and measured by 
clients.
Our study demonstrated that health providers were 
perceived to be respectful and friendly toward women 
during pregnancy, and this drives utilization. Other 
studies have reported similar findings (7,12,32). In 
Nnewi, Nigeria, women were found to be satisfied 
with the attitudes and behaviors of health provid-
ers (33). In the Lao People’s Democratic Republic, 
women also expressed happiness with the behavior 
of health providers (12). Given that the majority of 
the study health facilities were smaller ones, it was 
possible to develop interpersonal relationships and 
continuity of care, necessary for a positive experi-
ence of care and satisfaction (7-11,13)
Over two-thirds of the women (74%) in the sur-
vey reported overall satisfaction with the quality of 
maternal health services. Findings from the FGDs 
and IDIs also supported the survey. Women showed 
overall satisfaction with the services received due to 
the respect health providers had for them and thus 
willing to make recommendation to other women. 
Likewise, studies in Bangladesh and India have 
found women to be satisfied with the quality of 
maternal and child health services because of clean-
liness, short waiting times, and long consultation 
time with health providers (31,34). In Anambra 
State, Southeast Nigeria, women utilizing ANC 
services reported high satisfaction with the quality 
of maternal health services as a result of the good 
attitude of health providers (35). However, these 
studies in Bangladesh, India, and Nigeria were not 
specifically conducted under fee exemption policies 
and hence differ in context from our study. Our 
finding is in line with the vision of the WHO that 
“health care staff treat all women with kindness, 
compassion, courtesy, respect, understanding, and 
honesty and preserve their dignity” without regard 
to the background (page 48) (16). It seems evident 
that training and support of staff had considerable 
success in the provision of respectful care.
Most of the midwives and nurses were satisfied with 
the quality of maternal health services as well. The 
midwives and nurses explained that women contin-
uously reminded them of the good work carried out 
for pregnant women. That pregnant women also 
showed high patronage for some health facilities, 

which is indicative of good provider relations and 
quality of care provision. This finding confirmed 
a study among midwives in an urban hospital in 
South Ghana, which showed midwives to have rated 
the quality of maternal health services under the 
focused antenatal care to be good (36). Although 
the study and ours were carried out under the free 
maternal health policy, the study settings were differ-
ent. Study was conducted in only one urban hospi-
tal in South Ghana, while our study was conducted 
in one rural hospital and several CHPS compounds 
and health centers in North Ghana. Economically, 
South Ghana is more endowed than North Ghana. 
The documented satisfaction with the quality of 
care by both clients and health providers might be 
another evidence of the acceptability of maternal 
health services under the free maternal health policy. 
Although it might be that women do not know how 
good care could be, the finding might be a good 
precursor for the achievement of universal health 
coverage in the future.
Notwithstanding, the midwives and nurses high-
lighted challenges hindering the full provision of 
quality services to women. Among these were the 
unavailability of drugs and supplies, laboratory ser-
vices, accommodation, and transportation for emer-
gencies. The lack of drugs, supplies, and laboratory 
services might make women incur some costs when 
using services (37). Women might be required to 
buy some drugs as well as carry out certain tests that 
would require their payment. Besides, the unavail-
ability of accommodation within health facilities 
would not permit providers to stay in and provide 
services at all times of the day/night for pregnant 
women. In addition, the lack of transport for emer-
gencies hinders the immediate referral of women in 
critical need of emergency obstetric care. This chal-
lenge could lead to deaths and bad birth outcomes 
among women (38,39). Therefore, to fully provide 
services to women under the free maternal health 
policy, policymakers, and other stakeholders in the 
health sector need to address these challenges. The 
Government of Ghana and donors in particular, will 
have to focus on providing more financial support 
for the construction and provision of infrastructure 
and logistics for the provision of maternal health 
services.
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Study limitations
The findings for this study might be influenced 
by the “halo effect,” especially for the women who 
were interviewed in health facilities immediately 
after their childbirth. The joy of having a live and 
healthy child may mean that women are less likely 
to express any negative sentiments against health 
providers and facilities (40,41). First time moth-
ers might have different perceptions, compared to 
women with the previous history of childbirth in 
health facilities (40), since 32% of the women in 
our study were first time mothers. Equally, if women 
have not experienced quality care, they might not 
know what it is. Besides, this study was conducted 
in only one municipality in rural North Ghana. 
There are 216 metropolitans, municipal and district 
areas in Ghana and hence the findings of the study 
might not be generalizable to other settings in the 
country. Thus, the findings of the study should be 
interpreted with these in mind. Nevertheless, the 
study has demonstrated the acceptability of mater-
nal health services during pregnancy in the study 
area, which is essential for the success of health pol-
icies or interventions like the free maternal health 
policy (2-4).

CONCLUSION
Health facilities, especially smaller ones, offer-
ing maternal health services were perceived to be 
cleaned. Health providers were also perceived to 
be very respectful and friendly to women. Finally, 
the study documented women and health provid-
ers’ overall satisfaction with the quality of mater-
nal health service, despite some challenges such as 
the lack of drugs and supplies, laboratory services, 
accommodation, and transportation for emergen-
cies. There is the acceptability of maternal health 
services, given the overall satisfaction with quality. 
These findings are encouraging as it shows that a 
material health policy can be implemented to pro-
vide acceptable care. Action is needed to tackle the 
challenges highlighted by the midwives and nurses 
affecting the provision of quality care.
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