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Abstract 

Background:  Despite the introduction of efficacious interventions for malaria control, sub-Saharan Africa continues 
to bear the highest burden of malaria and its associated effects on vulnerable populations, such as pregnant women 
and children. This meta-ethnographic review contributes to literature on malaria in pregnancy interventions in sub-
Saharan Africa by offering insights into the multiple factors that motivate or demotivate women from accessing MiP 
interventions.

Methods:  A meta-ethnographic approach was used for the synthesis. Original qualitative research articles published 
from 2010 to November 2021 in English in sub-Saharan Africa were searched for. Articles focusing on WHO’s recom‑
mended interventions such as intermittent preventive treatment with sulfadoxine-pyrimethamine, long-lasting insec‑
ticidal nets and testing and treatment of Malaria in Pregnancy (MiP) were included. Selected articles were uploaded 
into Nvivo 11 for thematic coding and synthesis.

Results:  Twenty-seven original qualitative research articles were included in the analysis. Main factors motivating 
uptake of MiP interventions were: (1) well organized ANC, positive attitudes of health workers and availability of MiP 
services; (2) Women’s knowledge of the effects of malaria in pregnancy, previous experience of accessing responsive 
ANC; (3) financial resources and encouragement from partners, relatives and friends and (4) favourable weather condi‑
tion and nearness to a health facility. Factors that demotivated women from using MiP services were: (1) stock-outs, 
ANC charges and health providers failure to provide women with ample education on the need for MiP care; (2) per‑
ception of not being at risk and the culture of self-medication; (3) fear of being bewitched if pregnancy was noticed 
early, women’s lack of decision-making power and dependence on traditional remedies and (4) warm weather, long 
distances to health facilities and the style of construction of houses making it difficult to hang LLINs.

Conclusions:  Health system gaps need to be strengthened in order to ensure that MiP interventions become 
accessible to women. Additionally, health managers need to involve communities in planning, designing and imple‑
menting malaria interventions for pregnant women. It is important that the health system engage extensively with 
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Background
Globally, an estimated 241 million malaria cases were 
recorded in 85 malaria endemic countries in 2020. This 
was an increase from 229 million cases recorded in 
2019 in 87 malaria endemic countries [1–3]. Most of 
the increase was recorded in the World Health Organi-
zation (WHO) African region with an estimated 228 
million cases in 2020, which accounted for about 95% 
of the cases, with the most affected in the population 
being pregnant women and children [1]. Consequently, 
the highest malaria in pregnancy cases globally were 
recorded within the African region [2, 3]. In 2020, of the 
33 moderate to high transmission countries in the WHO 
African Region, 11.6 million (34%) of the estimated 33.8 
million pregnancies were exposed to malaria infection 
during pregnancy [1]. The highest prevalence of expo-
sure to malaria during pregnancy (39.8%), was recorded 
in West Africa followed by Central Africa (39.4%), while 
East and Southern Africa recorded a prevalence of 22% 
[1].

In order to avert the negative consequences of malaria 
in pregnancy, such as low birth weight and mortality, 
most sub-Saharan African countries have implemented 
the WHO recommended interventions for Malaria in 
Pregnancy (MiP) as a component of maternal health care 
[2, 4–9]. This entails, in combination with vector control, 
the prompt diagnosis and effective treatment of malaria 
in pregnancy, the use of intermittent preventive treat-
ment with sulfadoxine-pyrimethamine (IPTp-SP) as part 
of ANC, and the distribution, adherence and appropri-
ate use of long-lasting insecticidal nets (LLINs) during 
pregnancy [10–12]. IPTp-SP is given at scheduled peri-
ods except during the first trimester of pregnancy [2, 13, 
14], to ensure that a high proportion of women receive at 
least three doses of SP during pregnancy [13].

Despite these interventions, sub–Saharan African 
countries did not achieve the reset Abuja targets of 100% 
pregnant women having access to IPTp and 100% use of 
LLINs by 2015 [15].1 In 2020, the WHO reported that on 
average, 80% of all pregnant women visited ANC clinics 
at least once, with 62% receiving at least one dose of IPTp, 

49% receiving at least two doses of IPTp and 34% receiv-
ing at least three doses of IPTp in the 33 countries with 
moderate to high transmission of malaria in the African 
sub-region [2]. Additionally, 52% of pregnant women 
used LLINs in 2020 [16]. The WHO estimates that MiP 
resulted in 822,000 children being born with low birth 
weight, with 49% of them being in the West Africa sub-
region [2].

Challenges and gaps in the implementation of MiP 
interventions in the sub-region have been reported [15, 
17–21]. Various studies have been carried out over the 
years to understand why these interventions have not had 
the desired impact. Poor organization of health service 
delivery, confusion between policy makers and imple-
menters over the timing of each IPTp-SP dose, stock-
outs, user fees and negative attitudes of health workers 
have contributed to low utilization of MiP interventions 
[9, 22–28]. Other challenges such as poverty, certain cul-
tural beliefs and practices, poor antenatal attendance and 
lack of knowledge on malaria and its effects on pregnancy 
have equally been reported [9, 18, 23, 29–32]. Systematic 
and meta-analysis reviews on MiP interventions suggest 
that barriers to accessing these interventions include 
high cost of treatment, lack of knowledge of drug safety 
and self-medication [23, 33]. However, health education 
and previous experience of antenatal care encouraged 
women to access MiP interventions [23, 33]. Addition-
ally, a systematic review on IPTp utilization in the sub-
Saharan Africa region found that policy gaps, stock-outs, 
poor management practices and negative staff attitudes 
contributed to limited access [34].

Only two qualitative reviews on MiP interventions 
have been identified [35, 36]. Ribera et al. [35] used per-
sonal fieldwork experiences and a non-systematic search 
strategy to develop models for qualitative approaches 
to research on factors affecting MiP. The first study to 
use a meta-ethnographic approach to analyse and syn-
thesize qualitative findings on MiP is Pell et al. [36]. The 
study reported on malaria and risk in pregnancy con-
cepts, attitudes towards interventions, structural factors 
affecting delivery and uptake, and perceptions of ANC 
up till April 2010 [36]. The two studies have provided 
the foundation and insight into qualitative reviews on 
MiP research studies. Nevertheless, meta-ethnographic 
review is well established in health research [37–39]. 
This meta-ethnographic review contributes to the 

communities to facilitate pregnant women and communities understanding of MiP interventions and the need to 
support pregnant women to access them.

Keywords:  Malaria in pregnancy, De(motivators), Community, Socio-cultural, Sub-Saharan Africa, Health system, 
Environment, Interventions, Individual

1  In 2000 African leaders met in Abuja under the Roll Back malaria Partner-
ship and set targets that 60% of pregnant women would have access antima-
larial chemoprophylaxis or intermittent preventive treatment (IPTp) and 80% 
use of insecticide-treated nets by 2005. Subsequently, more ambitious targets 
were reset to 100 % use of both interventions by 2015 [15].
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literature on health research, which includes MiP inter-
ventions in sub-Saharan Africa from 2010 to Novem-
ber 2021. It offers insights into the multiple factors that 
motivate women and those that demotivate them from 
accessing MiP interventions in sub-Saharan Africa.

Methods
According to Noblit and Hare [40], a meta-ethnography 
review is “…an interpretative and not an aggregative 
process, where there is reciprocal translation of infor-
mation into one another.” Thus, this review sought to 
understand and transfer ideas, concepts and metaphors 
across the 27 different studies selected for the review 
[41–43]. Noblit and Hare [40] have recommended 
seven phases in conducting meta-ethnography, which 
this study employed as follows: (1) getting started or 
identifying an area of intellectual interest for a review; 
(2) deciding what is relevant to the initial interest; (3) 
reading the studies; (4) determining how the studies are 
related; (5) translating the studies into one another; (6) 
synthesizing translations; and (7) expressing the synthe-
sis. Further to this, the study adopted the GRADE-CER-
Qual framework to overcome methodological limitation 
(the extent to which there are problems in the design 
or conduct of the primary studies that contributed evi-
dence to a review finding), ensure relevance (the extent 
to which the body of evidence from the primary studies 
supporting a review finding is applicable to the context), 
guarantee coherence (the extent to which the review 
finding is well grounded in data from the contributing 
primary studies and provides a convincing explanation 
for the patterns found in these data), and to determine 
data adequacy (an overall determination of the degree 
of richness and quantity of data supporting a review 
finding) [44].

Identification of themes/concepts and selection criteria
The review explored qualitative studies reporting on bar-
riers and facilitators to women accessing MiP interven-
tions implemented in sub-Saharan Africa [2]. The study 
team defined the focus of the synthesis, made decisions 
on selection criteria and searched and read the literature 
to understand the topic of interest and to define the focus 
of the synthesis.

Two major themes or concepts were identified: moti-
vation and demotivation. Motivation in this study is 
perceived as an “incitement of the will or a considera-
tion that leads to action” [45]. It also means an indi-
vidual’s degree of willingness to exert and maintain an 
effort towards achieving a goal [46]. Demotivation is 
derived from the verb “to demotivate”, which is per-
ceived as causing a loss of motivation in an individual 
or in a person [45].

Inclusion criteria
The focus of the synthesis included qualitative articles 
that reported on the three major WHO recommended 
MiP interventions for sub-Saharan Africa. Since beliefs, 
experiences, health care context and social phenomena 
change over time [38] and to enhance the relevance of the 
review, the study period was limited to eleven years (from 
May 2010 to November 2021). Other criteria were that, 
the selected studies should have obtained ethical clear-
ance, should be published in English and the full article 
should be accessible. Also, this study in accordance with 
more recent debates by Noblit [37], expanded the criteria 
for meta-ethnography, from articles employing only eth-
nographic methodological approach to include all studies 
using other qualitative methodological approaches such 
as case study, phenomenology and biography. For studies 
that used mixed methods approach, only the qualitative 
results were extracted for analysis.

Exclusion criteria
All non-English articles, articles published before May 
2010, articles that did not report on ethical approval, 
those that lacked full abstract and clinical trials were 
excluded.

Search and selection of studies
The first search was carried out in 2017 and the sec-
ond was carried out in November, 2021. Searches were 
conducted in databases that included PubMed/Med-
line/PMC and HINARI. Search terms and phrases used 
included pregnancy, pregnant, community, benefits, 
motivation, demotivation, social, cultural, socio-cultural, 
malaria, interventions, women, sub-Saharan Africa, 
behaviours, attitudes, perceptions, practices, qualitative, 
community, vulnerable population, barriers, facilitators, 
IPTp, SP, ITN, LLIN, bed nets, malaria treatment in preg-
nancy, qualitative, ethnography, phenomenology, case 
studies and grounded theory.

The articles were subjected to title and abstract screen-
ing. All the abstracts of the selected articles that met the 
criteria for selection were then retrieved and those that 
directly addressed the themes were regrouped. This was 
followed by a second search to find the full text of the 
regrouped articles. The articles were read and those that 
met the final criteria were 27. They were then uploaded 
into Nvivo 11 for coding and analysis. Authors, MA 
and PD read the selected studies to identify concepts of 
interest and how they were related to each other. Sub-
sequently, open coding was done, which facilitated the 
identification of two major themes (motivation and 
demotivation). This was followed by axial coding, where 
the emerging themes were categorized and regrouped 
into four sub themes (health system, individual, 
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socio-cultural and environmental), under the two major 
themes.

MA and PD carried out further reading of the codes, 
categorized and grouped them into the four sub themes: 
individual, health system, socio-cultural and environ-
mental factors influencing motivation and demotiva-
tion in accessing MiP interventions, with the support of 
a matrix. The matrix facilitated a better understanding 
of the meaning, relationships, interactions and how the 
codes translated into each other. The codes were then 
interpreted and translated into one another in accord-
ance with meta-ethnography.

Results
Figure  1 presents the flowchart of the search, while 
Tables 1 and 2 present summaries of the 27 articles that 
were included in the review. Factors that motivated the 
utilization of MiP interventions and factors that demo-
tivated women from utilizing MiP interventions were 
grouped into four sub themes (health system, individual, 
socio-cultural and environmental. Figure  2 provides a 
summary of the different factors under each of the four 
sub-themes that can motivate pregnant women to access 
MiP interventions. The figure also presents the differ-
ent factors under the four themes that can negatively 

influence pregnant women’s access to MiP interven-
tions. The detailed results are presented in the rest of the 
section.

Motivation in MiP intervention utilization
Factors that positively influenced pregnant women or 
enabled them to access testing and treatment for malaria, 
access to or use of LLINs or facilitated access to IPTp-
SP were identified as motivators. They were categorized 
under one of the four sub-themes: health system, individ-
ual, socio-cultural and environmental, which have been 
presented in the subsequent sub sections.

Health system factors motivating utilization of MiP care
Several studies reported that well organized ANC proce-
dures and the enforcement of directly observed therapy 
(DOT) motivated women to take IPTp-SP. It was further 
noted that in such situations even women who com-
plained of side-effects still took it [47, 58, 65, 66]. The 
provision of drugs, LLINs and health workers exhibiting 
positive attitudes motivated women to attend ANC regu-
larly. Such women also encouraged others to begin ANC 
early in Nigeria [24, 61] and Uganda [50, 51]. However, 
the stated studies noted that once women took LLINs 
or if there was a shortage of LLINs, women stopped 

Records identified through data bases searching 
in 2017 (n=4,926) and in 2021 (n=986)

Of additional records identified through 
records searching (n=500)

Number of records excluded (n=1190)

• Not qualitative research 
(n=302)

• Not focusing on pregnant 
women (n=300)

• Not written in English (n= 
198)

• Not reporting on sub-Saharan 
Africa (n=150)

• Not original research (n=100)
• Not using any of the stated 

qualitative methods (n=99)
• No evidence of ethics 

approval (n=41)

Records screened after duplicates removed (n=4100)

Number of records included after screening 
titles and abstracts (n=1,230)

Number of full text articles retrieved 
and assessed for eligibility (n=40) Number of full articles excluded, with 

reasons (n=13)

• Experimental qualitative 
studies (n=6)

• Reported on other 
interventions (n=4)

• Interventions not conducted 
in sub-Sahara Africa (n=2)

• No evidence of ethics 
approval (n=1)

Number of studies included in final 
synthesis (n=27)  

Fig. 1  Flowchart of selection of studies. Motivators to utilization Demotivators to utilization
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attending ANC [24, 50, 51]. Also, the free distribution of 
IPTp and LLINs to women motivated uptake in Ghana, 
Mozambique and Nigeria [3, 17, 57, 64].

Webster et  al. [66], Yoder et  al. [47] and Aberese-
Ako et al. [58] reported that sensitizing and encourag-
ing women on the need to take IPTp and making water 
available to them at the ANC motivated women to take 
SP. When women received explanation on the relevance 
of taking SP and other medications from health work-
ers, they became motivated to take them, even for those 
who experienced mild side-effects and would otherwise 
have refused to take SP and other drugs [50]. Addition-
ally, effective communication with health providers 
regarding the next scheduled visit and the number of 
doses of IPTp-SP required motivated some women to 
honor scheduled visits to enable them to take all the 
required doses [58].

Trust in the health care system compared to chem-
ists and other sources motivated women to take IPTp-
SP, even when complaining of side effects [65]. Women’s 
high trust in health care providers and health facilities 

motivated them to take their anti-malarial treatment 
even when they were not sure of the dosage and did not 
like the bitter taste [24, 50, 62]. Some women had expe-
rienced positive effects of regular visits to the ANC in 
previous pregnancies, resulting in the building of trust in 
the health care system, which motivated them to return 
to the ANC in subsequent pregnancies as well as adhere 
to all the care offered them [57].

Individual factors motivating attendance to ANC 
and utilization of MiP interventions
The key motivation for women to attend ANC, was to 
have their pregnancy monitored and managed with the 
hope that it will lead to healthier pregnancies and babies 
and reduce the risk of complications at delivery [3, 24, 
49, 50, 54, 64, 67]. A respondent in an interview stated: 
“… because I felt I must take care of myself and the baby 
to ensure that both of us are healthy” [50:7]. Other rea-
sons for ANC attendance was to avoid reprimand, since 
women who did not attend ANC at least once risked 

Table 1  Summary of studies by intervention(s) and country

WHO African region Country Number of 
studies

Type of intervention First author(s)

Eastern Africa Malawi 1 IPTp Yoder et al. [47]

Tanzania 1 IPTp and Malaria testing and treatment Mutagonda et al. [48]

Tanzania 1 IPTp Mubyazi [49]

Tanzania 1 IPTp Mubyazi and Bloch [67]

Uganda 2 IPTp Rassi et al. [50]
Rassi et al. [51]

Uganda 1 LLINs Taremwa et al. [52]

Multi country studies Kenya, Malawi & Ghana 1 IPTp & LLINs Pell et al. [53]

Kenya &Mali 1 IPTp, ITNs, and Malaria testing and treatment Hill et al. [54]

Western Africa Ghana 3 LLINs Aberese‑Ako et al. [17]
Manu et al. [55]
Quist and Adomah-Afari [56]

Ghana 3 IPTp Aberese-Ako et al. [57]
Aberese-Ako et al. [58]
Doku et al. [25]

Mali 3 IPTp Chukwuocha et al. [27]
Hurley et al. [68]
Klein et al. [59]
Webster et al. [66]

Nigeria 1 LLINs

Nigeria 2 IPTp & LLINs Nyaaba et al. [3]
Onyeneho et al. [60]

Nigeria 4 IPTp Diala et al. [24]
Diala et al. [61]
Onoka et al. [62]
Onoka et al. [63]

Southern Africa Mozambique 1 IPTp Arnaldo et al. [64]

Mozambique 1 IPTp & LLINs Boene et al. [65]

Total 27
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being sent away by midwives, even if they came with 
complications at delivery [24, 49, 54, 67].

Other motivations for attending ANC were to receive 
drugs including IPTp-SP and to have laboratory tests 
done for HIV and malaria [24, 64]. Respondents per-
ceived that preventing the onset of malaria saved money 
compared to treatment of the illness once it had pro-
gressed [54]. Mubyazi [49], reported that in Tanzania 
women who attended ANC were motivated by the desire 
to receive a price discounted LLIN voucher early, to ena-
ble them to protect themselves against mosquito bites, 
which could result in malaria.

Onoka et  al. [63], Nyaaba et  al. [3] and Aberese-Ako 
et al. [58] noted that women who were personally moti-
vated or had knowledge on the effects of malaria in preg-
nancy did not mind the price of IPTp-SP and malarial 
treatment drugs. Such women were always ready to 
take it, because they believed that it was good for them 
and their babies. Arnaldo et  al., [64] also reported that 
women felt the drugs were good for them and their 
babies. Additionally, Aberese-Ako et  al. [58] reported 
that women who were gainfully employed accessed MiP 
interventions.

Manu et  al. [55] and Quist and Adomah-Afari [56] 
noted that knowing that LLINs protected the mother 
and the unborn baby from malaria and other health 
problems associated with non-use, motivated use in 
Ghana. Nyaaba et al. [3], found that a high perception 
of the seriousness of the effect of malaria in pregnancy, 
belief that usage of LLINs was beneficial to mothers and 
children through the prevention of malaria and a high 
awareness that the prevention of malaria was a cheaper 
option than treatment motivated women to use it. 
Taremwa et  al. [52] and Quist and Adomah-Afari [56] 
found that motivation for using LLINs was based on 
women’s personal experiences and community mem-
bers’ experiences of the positive effect of using LLINs.

Socio‑cultural factors motivating women
Gender power relations within the household played an 
important role in women’s utilization of maternal health 
care services. This is because, husbands made decisions 
on whether wives should seek medical care [24]. Addi-
tionally, husbands encouraged wives to access ANC 
and MiP interventions. Some husbands felt it was their 
duty to exercise power over their wives by compelling or 
encouraging them to commence ANC attendance early, 
to seek health care and to comply with prescribed medi-
cations as well as to use LLINs regularly [17, 24, 61, 67].

Husbands who knew that their wives could obtain 
treatment from the health facility encouraged them to 
attend ANC and offered them financial support to enable 

them pay for transport and other ANC charges [24, 57]. 
Husbands encouraged their wives to take their medica-
tions, reminded them to honour scheduled ANC visits 
and others helped to monitor their wives’ health. Some 
husbands also accompanied their wives to the ANC or 
asked a female relative to accompany them. Other forms 
of support indirectly linked to malaria treatment and 
prevention in pregnancy were husbands supporting their 
wives to perform household chores and ensuring that 
they ate traditionally known healthy diets [24].

Other socio-cultural factors that motivated the uptake 
of MiP interventions were support and encouragement 
from relatives and friends, the experiences of relatives 
attending ANC and using LLINs with positive effects 
and availability of social support from friends and rela-
tives. Sometimes other family members and friends also 
motivated women to access ANC and MiP services [24, 
48, 68]. Close and trusted relatives, friends and neigh-
bour supported pregnant women to visit health facilities, 
encouraged them to honour ANC appointments and to 
seek medical help when they were ill [24, 57]. Mother in-
laws were very supportive in helping women to negoti-
ate with their husbands to obtain money to access health 
care in Mali [59].

Also, friends served as social support and interactions 
between them, and influenced decisions to seek care and 
to manage ailments [24, 57]. A respondent shared her 
source of motivation in an interview:

“A friend came to visit me. She saw how terribly ill 
I was. After two days, she came to visit me and she 
saw my condition had not improved. Therefore, she 
told me to seek medical attention or she will never 
visit me again. So, to me she was caring; that was 
why she advised me”.

Some friends also accompanied their pregnant friends 
to the ANC and those who attended ANC provided col-
lective support by sharing of experiences, making new 
friends at the facilities and encouraging each other to 
take their medications such as malaria drugs [24, 61]. 
Women were influenced to use LLINs if they observed 
in their households that others had benefitted from using 
them. For instance, pregnant women were motivated to 
use LLINs if the entire household had not experienced 
malaria since initiating LLIN use [17, 52].

Environmental factors motivating access of MiP
LLINs were reported to be used more in the rainy season 
than in the dry season [27, 54]. In rural Mali, it was noted 
that everyone, including pregnant women slept under 
LLINs in order to wade off mosquitoes and to enjoy good 
night sleep [54]. Manu et al. [55] and Quist and Adomah-
Afari [56] equally reported that women were motivated 
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to use LLINs, because they were aware that it helped to 
wade off mosquitoes and other insects, which ensured 
that they had a good night’s sleep.

Women who lived in areas close to health facilities 
were motivated to access ANC care, because they did not 
have to incur transport costs [9]. Such women accessed 
maternal health care services including MiP interven-
tions, receiving the optimum doses of IPTp-SP and LLINs 
on a timely basis.

Demotivation
Factors that contributed negatively or discouraged 
women from accessing MiP interventions were defined 

as demotivators. They were categorized under the four 
sub-themes: health system, individual, socio-cultural and 
environmental, which have been presented in the sub-
sections below.

Health system factors
Stock-out of SP at the national level affected its sup-
ply and distribution in health facilities, which demoti-
vated women from accessing ANC service [3, 48, 57, 63]. 
Stock-outs of SP in health facilities led to health workers 
prescribing IPTp-SP for women to buy from private phar-
macies, contributing to the burden of cost and increase in 
travel distance for ANC services [3, 57, 63, 68]. In Ghana 

Motivators to utilization                              Demotivators to utilization

Socio-cultural

• Ability to afford the cost of health care
• Support and encouragement from 

husbands and others
• Gender power relations
• Economic and emotional support 
• Access to ANC and MiP services

Environmental

• Cold weather  
• To get rid of insects in order to 

enjoy good night sleep 
• Proximity to health facility 

Socio-cultural

• Lack of emotional and economic support 
• Use of traditional remedies 
• Belief in TBAs and traditional healers
• Indirect cost of ANC 
• Prioritization of domestic and family 
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• Gender power relations and lack of 

decision-making power
• Shame and fear of revealing pregnancy

Health System 

• Failure to enforce DOT
• ANC charges 
• Health worker negative attitudes 
• Stock-outs of medicines and products
• Poor ANC arrangement
• Distrust of health care system

Individual

• Inability to pay ANC charges 
• Limited awareness
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• Lack of knowledge of MiP 
• Dislike of tablets
• Reliance on prayer
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• Colour of net
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• Knowledge of benefits of treatment of 
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• Desire to protect self and child
• To receive drugs
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pregnant
• Affordability of cost of care

Fig. 2  Motivation and demotivation for accessing malaria interventions
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and Nigeria, health workers admitted that they could not 
guarantee that women actually bought and took the pre-
scription, since they could not apply DOT in such situ-
ations [3, 57]. Another challenge anticipated in Nigeria 
concerning stock-outs was the fear that women could 
buy IPTp-SP from unregulated sources [3].

Nyaaba et  al. [3], reported that women who attended 
ANC at private facilities or accessed the services of tra-
ditional birth attendants (TBAs) did not receive IPTp-SP 
and LLINs. Some women could not pay for some ANC 
services provided at health facilities. Also, poor women 
could not afford the cost of subsidized LLINs and trans-
portation to the distributing centres [48, 49, 51], which 
denied them the opportunity to access IPTp-SP, LLINs 
and other maternal health services. Hurley et  al. [68], 
Aberese-Ako et  al. [57] and Nyaaba et  al. [3] reported 
that while the national policy directed that IPTp-SP 
should be given free of charge, sometimes, facilities insti-
tuted charges for IPTp-SP, which affected poor women’s 
ability to access them. Hurley et  al. [68] also reported 
that women were demotivated from accessing SP in 
Mali, because, though SP was free, it was usually added 
to a long and costly list of prescriptions. Women could 
not distinguish between the free SP from the long list, so 
they perceived that ANC was costly and thus, sometimes 
left the ANC without accessing it. Some facilities charged 
fees for testing for malaria in pregnancy, which demoti-
vated poor women from accessing MiP services [57].

The shortage of health providers to administer ANC 
care to women contributed to women’s limited access 
to ANC and MiP intervention services [48, 63]. Other 
studies found that the limited number of health care pro-
viders resulted in few workers attending to high patient 
load, which demotivated health providers from providing 
quality services [48, 63, 64]. Health providers reported 
that they coped with huge number of patients by offering 
quick consultation to women without any explanation 
about the purpose for taking SP.

A nurse providing maternal health service stated: “Usu-
ally, we are overworked, with much to do... and when the 
women come for a prenatal consultation, I often just give 
the tablets for malaria prevention, sometimes even with-
out. explaining carefully the details”. Thus, women were 
not well informed of the benefits of MiP interventions, 
which affected uptake. Another consequence of the high 
patient load was long queues at the ANC leading to long 
waiting times, which demotivated women from accessing 
IPTp-SP and other maternal health care services [63, 64].

Whilst women who experienced side effects from 
previous doses of SP were not given IPTp-SP in some 
facilities [50, 63], others refused to take SP, because they 
previously experienced side effects as a result of tak-
ing it on empty stomachs. Some health workers were 

compelled to apply DOT to ensure that such women 
took it [48, 58]. Hurley et  al. [68] and Onoka et  al. [63] 
reported that the misperception that SP should not be 
taken on an empty stomach, contributed to health work-
ers giving SP to women to go home to take after meals. 
However, this decision did not guarantee uptake at home.

Onoka et  al. [63], found that all the health workers 
who participated in their study knew the correct drug 
for IPTp-SP, however majority of them did not know 
that IPTp-SP was supposed to be given in the second 
and third trimesters and under DOTs. Health provid-
ers gave varied views on the timing of administration of 
IPTp-SP and only half of them knew the correct strategy 
for administering IPTp-SP under DOTs. Nyaaba et al. [3] 
on the other hand, reported that very few health workers 
enforced DOT. Also, sometimes health workers failed to 
detect early pregnancy, which prevented them from put-
ting women on IPTp-SP and other ANC services early 
[49].

Studies in Kenya, Ghana [53, 58], Mozambique [64] 
and Nigeria [63], indicated that when health workers gave 
little information or no education to women on IPTp-SP 
and DOT was not practised, women were not motivated 
to take SP. Nyaaba et  al. [3] found that women when 
offered IPTp-SP without explanation to take at home 
did not take the tablets, because they assumed that they 
were already taking enough drugs. A pregnant woman 
explained: “I use pregnant care [vitamin supplements]. 
So I’ll collect it [SP] and leave it at home... they don’t say 
anything about the drugs, so all the drugs given to me are 
already in pregnant care, which is 2-in-1...”[3:8]. Mubyazi 
[49] and Nyaaba et al. [3] on the other hand noted that 
women were not motivated to take SP, because the con-
cept of IPTp-SP as a presumptive treatment and not for 
treatment of malaria was not clear to women. Women 
raised concerns about taking drugs during pregnancy 
when they were not sick. Nyaaba et al. [3] also noted that 
the perception that a pregnant woman should not take 
drugs when she is not sick demotivated women from tak-
ing SP.

Shortage of SP demotivated women from attend-
ing ANC and contributed to IPTp-SP dropout rates in 
Ghana, Nigeria and Tanzania [24, 25, 48, 61]. Addi-
tionally, the lack of educational materials such as pam-
phlets or pictures on MiP to facilitate teaching women 
about the benefits of IPTp-SP contributed to the lack of 
knowledge, which did not motivate women to take SP. A 
maternal and child nurse stated: “Perhaps, if we had some 
illustrative pictures or.

images of a person who did not complete [the] treat-
ment, it would be helpful…, because some do not complete 
the recommended dosage, because they think the tablets 
are strong” [62:7].
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A few providers indicated that the failure of their facili-
ties to provide water to women to facilitate the imple-
mentation of DOTs demotivated women from taking 
IPTp-SP [63]. Negative health worker attitudes in ANC 
clinics demotivated some women from commenc-
ing ANC attendance early, resulting in the late uptake 
of IPTp-SP and some not receiving LLINs early during 
pregnancy [3, 9, 24, 25, 27, 49, 60, 67]. In some facilities 
in Nigeria, pregnant women were required to go to the 
clinic with their husbands, which delayed clinic attend-
ance and affected the timely provision of IPTp-SP [24, 
48].

Individual factors demotivating women from accessing 
MiP interventions
Difficulties in swallowing tablets, nausea and other side 
effects such as sweating, drowsiness and frequent urina-
tion were commonly reported by pregnant women as 
key reasons demotivating them from taking IPTp-SP [3]. 
Some women indicated a preference for injections and 
others said they will prefer that the drug will be put in liq-
uid form, as they found it difficult to swallow the tablets 
[3, 58]. Aberese-Ako et al. [58], Mubyazi and Bloch [67] 
and Nyaaba et  al. [3] reported that some women delib-
erately delayed or postponed ANC attendance for fear of 
the belief that SP could have side-effects on the baby. This 
attitude was more common among clients with higher 
levels of education such as teachers.

Poor knowledge on how and when to use LLINs and 
low awareness of IPTp-SP did not motivate women to 
access IPTp-SP [3, 57, 65]. Some women preferred to 
use spiritual means such as visiting prayer camps, using 
spiritual water, fasting based on their pastors’ instruc-
tions or taking herbs to protect themselves from spiritual 
attacks and curses that they could be afflicted with dur-
ing pregnancy [3, 57, 58]. Onoka et  al. [62] reported in 
their study that, in rural facilities, IPTp-SP was given to 
women to take home. However, those who were taking 
herbal drugs, kept the SP and delayed taking it and rather 
completed taking the herbal treatment before taking it.

Some women complained of discomfort, while oth-
ers experienced difficulty breathing whenever they used 
LLINs [27, 55, 60, 65]. Some also complained that they 
reacted to the chemicals used to treat the net, which they 
described as having an unpleasant smell that made them 
vomit. Others also complained of heat from the chemi-
cals used in treating the LLINs, developing rashes and 
itching as reasons demotivating them from using LLINs 
[3, 17]. Other factors that demotivated women from 
using LLINs included ignorance, lack of access and pov-
erty [17, 27, 54]. Some women who owned LLINs but 
did not use them complained that they were too small in 
size to accommodate them and their children [55]. Hill 

et al. [54] reported that adolescents were not motivated 
to use LLINs, as they explained that it was not their habit. 
Another reason was feeling of laziness to regularly hang 
the net at night.

The fear of needle pricks or being tested for HIV/AIDS 
demotivated some women, especially adolescents and 
young women, from attending ANC. This resulted in 
missed opportunities to receive information on malaria, 
LLINs and IPTp-SP [50]. Some delayed ANC attendance 
till the pregnancy was in an advanced stage, thus miss-
ing out on early use of LLINs and the chance to receive 
the recommended three doses of IPTp-SP [48, 64]. A 
nurse providing maternal and child health care services 
explained in an interview: "Women come for the first ANC 
visit at thirteen weeks of pregnancy and may receive up 
to three doses, but in most of the cases women… first visit 
at eight months. These will not complete the recommended 
doses" [64:7].

Self-medication was particularly common with unin-
sured women (to avoid the cost of both transport and 
medical care), and on other occasions for cases of mild 
malaria some combined self-medication with hospital 
treatment [53]. Boene et al. [65] and Arnaldo et al. [64] in 
their studies in Mozambique, reported that malaria was 
not viewed as a threat to pregnancy and study respond-
ents did not know that malaria infection could have 
associated adverse maternal and birth outcomes. Conse-
quently, they were not motivated to access MiP care.

Socio‑cultural factors demotivating women from accessing 
MiP interventions
It was noted that poor women especially those who did 
not receive financial support from their husbands and 
close relatives, could not afford the cost relating to trans-
port to accredited stores or shops to buy LLINs or LLIN 
vouchers. Additionally, they could not afford to pay for 
IPTp-SP, malaria treatment and ANC services [9, 24, 27, 
49, 54, 55, 59, 68].

A study respondent stated: “Some of our husbands have 
no money to give us. Some are very poor, and one can-
not go to the hospital, even government hospitals, with-
out money. So, your only option is to stay at home with 
malaria and have faith in God to cure you”. This resulted 
in non-attendance, late attendance and irregular attend-
ance to the ANC, which resulted in late or non-uptake of 
IPTp-SP [9, 59, 68]. A woman stated in an interview: “We 
pay for every type of drug here, so the government has to 
look at this problem closely. Okay, we are blamed for com-
ing late to the clinic, but what do they expect, if we have 
no money?”.

Other indirect costs such as the inability to afford a 
maternity dress resulted in late ANC attendance and 
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irregular attendance [51]. Moreover, sometimes women 
did not return to the ANC, because they could not 
afford the nutritional diet that was prescribed for them 
at the ANC [51]. Additionally, women prioritized their 
responsibilities and work over accessing preventive 
care. For instance, women sometimes failed to attend 
ANC to facilitate IPTp-SP uptake. Some also missed 
scheduled ANC visits due to prioritizing domestic 
work, taking care of children and farming activities 
during the farming season [48, 64, 67].

In Mali women had to seek permission from their 
husbands and male heads of families to attend ANC 
[59]. Additionally, women indicated that husbands and 
family heads made key financial decisions on health 
care, which affected women’s access to ANC care [54, 
59]. Some husbands, as reported in studies conducted 
in Nigeria [24] and Mali [59], did not encourage their 
wives to go to the health facility for ANC service. This 
affected timing and the regularity of accessing mater-
nal health care services. Some women had to nego-
tiate with their husbands or other male relatives to 
get money for ANC. Therefore, on occasions when 
they were unsuccessful, they had to borrow money or 
missed out on ANC attendance [59]. Women who faced 
difficulty in finding alternative sources of money to pay 
for ANC reduced the frequency of ANC visits [54, 59]. 
In Mali, pregnant women who depended on their hus-
bands for money to access health care were reluctant to 
disclose ailments to their husbands, because, the cost 
involved was thought to be irritating to their husbands 
[54]. The societal perception that women are not sup-
posed to have money demotivated women from buying 
and using LLINs in Nigeria, even though they knew the 
benefits of LLINs. They feared that if they used their 
own money to buy LLINs, their husbands would ques-
tion them over the suspicion that they got the money 
from other men [27].

Other socio-cultural factors that demotivated women 
from attending ANC early were shame and fear that 
if they revealed their pregnancy early, they could be 
perceived as being boastful, hence, eliciting envy, jeal-
ousy, social exclusion and bewitchment [49, 68]. In 
Kenya, the shame of being pregnant out of wedlock or 
being pregnant at the same time as their mothers and 
thus having to share clinic space discouraged adoles-
cents and younger women from attending ANC [54]. 
Late recognition of pregnancy especially among young 
women and adolescents contributed to late visits to the 
ANC, which affected early initiation of IPTp-SP and the 
number of IPTp-SP doses that some took by the time of 
delivery [49].

Community members, husbands, mothers and 
mothers-in-law held strong beliefs that traditional 

healers and traditional birth attendants (TBAs) had 
better knowledge of medicines for treating malaria than 
health workers, which motivated women to seek health 
care from them rather than visiting a health facility [24, 
27, 60, 67]. A respondent stated in an interview:

“As with husbands, some parents do not encour-
age their daughters to go to a hospital during preg-
nancy, because of their traditional beliefs and rec-
ommend traditional birth attendants, herbalists or 
native doctors rather than health care providers in 
government health facilities”.

Studies from Nigeria suggest that some husbands and 
older women believe that their parents did not attend 
ANC, that male health workers will attend to their 
wives and others perceive that health workers are not 
more knowledgeable than traditional healers [24, 60]. 
Such perceptions contributed to the belief that pregnant 
women did not need to attend ANC or to seek treatment 
for malaria at the hospital [24, 60].

Health shopping was common in a study in Nigeria 
[60]. Pregnant women who were afflicted with malaria 
first visited the drug store to buy recommended drugs 
from the chemist [3, 60]. They only went to the hospital 
when the purchased drugs did not work [60]. A husband 
stated in an FGD:

“…whenever she is sick, we go to the chemist first 
and buy some drugs. If there is any dealer there, 
we ask him what drug to buy. If not, we buy the one 
we know. If that does not work, we shall now go to 
[the] nurse (auxiliary nurse) to give her an injection. 
When we have tried all these ones and it doesn’t 
work, we will now go to [the] hospital”.

Community members and pregnant women believed 
that malaria that persisted or was severe could only be 
treated by using herbal remedies, boiling leaves or visiting 
the traditional herbalist [24, 53, 60]. Many participants 
confirmed that seeking treatment in modern health facil-
ities was generally viewed as a last resort; usually when 
the disease posed a major threat to life [24, 53]. Other 
reasons for using traditional medicine was the belief that 
it works faster, it is cheaper and more accessible [24, 61]. 
Some women used traditional remedies consisting of 
boiled leaves of pawpaw, mango and ginger as key strate-
gies to preventing malaria in pregnancy, while others pre-
ferred to visit TBAs and faith-based attendants instead of 
attending ANC services [3, 60]. Quist and Adomah-Afari 
[56] and Aberese‑Ako, Magnussen [17], found that some 
community members burn herbs, orange peels and dried 
palm-nut with the aim that the scent emitting from the 
smoke would drive away mosquitoes and, therefore, did 
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not use LLINs. However, respondents admitted that it 
only works for a short time.

There were misconceptions among study partici-
pants, which demotivated pregnant women from using 
LLINs [27, 52, 56]. In Ghana it was believed that the 
chemicals used in treating the net could cause abor-
tion [56], in Uganda its use was associated with cancer 
[52], while in Nigeria it was believed that it could affect 
one’s ability to breathe, and it was also perceived as 
poisonous and could kill [27]. A respondent in an FGD 
stated: “We fear we may die because these chemicals are 
poisonous”. Aberese‑Ako et  al. [17] Pell et  al. [53] and 
Taremwa et al. [52] observed that LLINs were used for 
other purposes such as netting for gardens, fishing nets, 
latrine doors, crop protectors, to raise chickens and as 
decorative wall hangings.

Environmental factors
Warm weather demotivated pregnant women from using 
LLINs. They complained of heat, especially in the warm 
season, feeling hot, uncomfortable, sweating and others 
said they experienced difficulty in breathing when they 
used LLINs [17, 27, 54, 55, 60]. Distance to health facili-
ties coupled with lack of access to transport in Mali [68] 
and long distances to health care facilities in Tanzania 
[48] and in Nigeria [3], demotivated women and contrib-
uted to poor ANC attendance, which impacted on wom-
en’s access to MiP services.

Long distances to heath facilities resulting in women 
getting there late and risking being turned away or asked 
to come at another time frustrated them [9, 24]. Such 
women attended ANC irregularly, which impacted on 
regular uptake of IPTp-SP [9, 24]. Mubyazi and Bloch 
[9], noted that women living in rural areas of Tanzania 
found the distance to health facilities more challenging 
than women living in urban areas, where there are better 
access roads and transport service. In the case of Nige-
ria, women in peri-urban areas complained about long 
distances to tertiary facilities, the time taken for the trip, 
and high transport fares [24]. Also, a combination of long 
travel distances and waiting times at clinics demotivated 
women from early ANC registration in Tanzania [9]. 
Women who lived far from health facilities were the least 
motivated, because it contributed to delays in starting 
ANC early, which reduced the likelihood of them receiv-
ing LLINs early and completing the required dose of 
IPTp-SP by the time of delivery. A woman who attended 
her first ANC at six months of gestation explained:

" This [waiting time] makes it a bit difficult, because I 
live far away from the health centre. When I imagine 
that I will stay here for a long time I give up" [pregnant 
woman].

In Ghana, some women were not motivated to use 
LLINs, because the nets were white and not suitable for 
their mud homes. They easily became dirty when they 
hanged them over bed linens which were placed on the 
bare floor [55]. Others reported that they did not use 
their nets, because the architectural design of their rooms 
made it difficult to hang them and poor ventilation made 
it difficult to use them [17, 55, 56].

Discussion
This was a meta-ethnographic synthesis of 27 qualita-
tive research articles on the WHO recommended MiP 
interventions (LLINs, IPTp-SP and testing and treating 
malaria), for malaria endemic countries in sub-Saharan 
Africa. The results suggest that health system, individual, 
socio-cultural and environmental factors, influenced the 
uptake of MiP interventions.

The study found that health system factors that moti-
vated women to access MiP interventions are diverse and 
included trust in the health care system, positive attitude 
of health providers, availability of health care provid-
ers, enforcement of DOT, well organized ANC service 
delivery, effective communication to ANC attendees and 
fee-free maternal health care services. Similarly, Exavery 
et  al. [69], reported that women who received informa-
tion and counselling at the ANC were more likely to com-
plete optimal doses of IPTp-SP. In addition, other studies 
have noted that the enforcement of DOT and availability 
of water, positive attitude of health workers, trust in the 
health care system and effective communication on MiP 
interventions to women positively impacted on women’s 
access to MiP interventions [36, 70, 71]. It is important 
that facilities maintain and strengthen health system fac-
tors that motivate women to utilize MiP services. Con-
sidering that most sub-Saharan African countries have 
large populations of women who are below the poverty 
line, it is crucial that maternal health care services are 
provided at a much-subsidized rate in order to motivate 
them to use them.

Health system factors such as failure to enforce DOTs, 
charges for ANC and IPTp-SP services, negative atti-
tudes of maternal health providers, stock-outs and poor 
ANC arrangements demotivated pregnant women from 
accessing ANC and MiP services. In addition, failure to 
provide women with information on the benefits of MiP 
interventions, shortage of health staff, resulting in high 
patient load and failure to offer women SP due to com-
plaints of side effects affected uptake of MiP interven-
tions and were reported in some of the analysed studies. 
Other studies have equally reported that health system 
barriers such as stockouts and user fees impacted nega-
tively on women’s access to IPTp-SP and LLIN in sub-
Saharan Africa [28, 33, 34, 36, 72]. Another study has 
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shown that women who worried about the lack of health 
care providers at health facilities were not likely to com-
plete optimal doses of SP [73]. This is in line with a review 
study on maternal health that noted that poor reimburse-
ment from the government contributed to charges in 
health facilities and poor quality maternal health care 
in the sub-Saharan African region [74]. It is, therefore, 
very important that health system gaps are addressed, in 
order to motivate women to access health care. Improv-
ing frontline health worker attitudes and providing them 
with the needed medical supplies will contribute to 
improving maternal health care as well as improve wom-
en’s access to MiP interventions. There is a need to boost 
ANC staff strength and to ensure effective organization 
of ANC. At the national level, it is important that, there is 
the political will to allocate adequate funds for maternal 
health care and to strengthen the channel of supply and 
distribution of SP, RDTs and LLINs from the national to 
the district and facility levels to reach the last mile.

Individual factors such as knowledge of the relevance 
of MiP interventions, desire to protect oneself and the 
unborn baby, to receive drugs and the ability to afford the 
cost of ANC motivated women to access MiP interven-
tions. In addition, the desire to prevent malaria infection, 
women and family members’ experiences of the positive 
effect of using LLINs also motivated women. It transpires 
across studies that women who have knowledge of the 
negative consequences of malaria in pregnancy are more 
likely to visit the ANC frequently and to complete higher 
doses of SP compared to those who do not have knowl-
edge and this also applies in terms of women who have 
knowledge of the effects of MiP on pregnancy [33, 73, 
75]. There is the need that women are given ample edu-
cation on the relevance of MiP interventions, to enhance 
the acceptance, use and adherence to MiP interventions.

In a number of studies, it was found that poor ANC 
attendance, the concept of IPTp-SP as a presumptive 
treatment and reliance on prayer contributed to women 
not accessing malarial preventive interventions. Simi-
larly, other studies have reported that low knowledge of 
malaria and malaria interventions served as barriers to 
accessing treatment for malaria among pregnant women, 
the use of IPTp-SP and LLINs in malaria endemic coun-
tries [23, 33, 34]. ANC education and encouraging peer 
education among ANC attendants could facilitate the 
utilization of MiP interventions.

The ability to afford the cost of health care and eco-
nomic and emotional support and encouragement 
from husbands, family members and friends motivated 
women to access ANC and MiP services. Other moti-
vators for accessing MiP interventions were receiv-
ing information from husbands and friends on the 
availability of MiP services and women observing that 

relatives who used LLINs did not fall sick of malaria. 
Other studies have also found that financial and emo-
tional support from partners, family and friends influ-
enced women’s utilization of MiP interventions. This is 
in line with findings from other studies in sub-Saharan 
Africa [76–78]. In addition, Orobaton et  al. [79] and 
Okeibunor et  al. [80] found that community-based 
programmes, such as health education, distribution 
of IPTp-SP and home based management of malaria 
increase acceptance and uptake of LLINs, IPTp-SP and 
treatment of malaria in children and pregnant women. 
WHO places emphasis on the strengthening of com-
munity health worker programmes for HIV, TB and 
malaria services and community involvement in health 
care interventions, which could ensure a well-informed 
community that can support pregnant women to use 
maternal health services.

Poverty and the financial cost of antenatal and delivery 
care demotivated women from utilizing health services, 
which affected their ability to access MiP interventions. 
This included inability to afford a maternity dress and 
the nutritional diet recommended at the ANC and the 
opportunity cost of leaving domestic tasks to access pre-
ventive care. Fear of revealing pregnancy early, which 
could invite spiritual attacks and visiting other sources 
in order to prevent spiritual attacks during pregnancy 
contributed to delays in accessing MiP interventions. 
Women’s lack of power and having to seek permission 
from husbands and male heads of families to attend 
ANC, demotivated women from utilizing MiP interven-
tions. A study by Ameyaw et  al. [81] in 20 sub-Saharan 
African countries found that community level factors 
such as poverty and ignorance of the relevance of IPTp-
SP negatively impacted on IPTp-SP uptake. Other stud-
ies have noted gender power relations, women’s lack of 
decision-making power and other cultural practices 
negatively impacting on women’s access to MiP inter-
ventions [36, 82]. In addition, Konje et al. [83] and Jaiteh 
et al. [84] reported that socio-cultural beliefs and poverty 
prevented women from accessing maternal health care 
and HIV/AIDS services in health facilities. It is important 
that policies ensure that maternal health care is largely 
subsidized in order to make it accessible to poor women 
and the formal health care sector needs to strengthen 
community engagement in order to ensure that supersti-
tious beliefs are overcome to facilitate women accessing 
maternal health care, including MiP interventions.

Pregnant adolescents, who are at higher risk of malaria 
infection and its concomitant effects, were the least moti-
vated to access MiP interventions early and regularly, 
because most of them are unemployed, receive little sup-
port from the men who made them pregnant, their lower 
position in society and stigmatization. Other studies have 
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reported on adolescents keeping their pregnancy hidden 
especially during the early stages due to shyness, shame 
and the fear of being bewitched [84, 85]. Thus, com-
munity involvement through education, outreach pro-
grammes and mobilization for maternal health care is 
crucial and urgent for effective MiP interventions. Estab-
lishing special clinics for adolescents, could encourage 
and promote adolescents’ utilization of MiP and other 
maternal health interventions.

Environmental factors such as proximity to a health 
facility, the rainy season, the existence of insects and the 
cold season motivated uptake of MiP interventions espe-
cially the use of LLINs. Other studies have equally found 
that nearness to a health facility motivated access to 
IPTp-SP and LLINs, whiles perceived comfort of sleeping 
under an LLIN motivated use [82, 86]. This suggests that 
environmental factors need to be taken into considera-
tion in designing MiP interventions. Ghana has recently 
extended IPTp-SP services to communities through the 
Community-Based Health Planning and Services (CHPS) 
programme in order to increase uptake [87]. This is com-
mendable and could be replicated in other sub-Saharan 
African countries, as such an approach could facilitate 
uptake of IPTp-SP in communities, where women who 
would otherwise skip regular ANC attendance due to 
long distances, the cost of transport and other ANC 
charges.

Environmental factors such as warm weather and long 
distance to health facilities especially for women in rural 
areas who struggled to access services in distant locations 
demotivated women from accessing MiP interventions. 
The design of houses and construction makes it difficult 
to utilize LLINs. Azizi et al. [73] corroborate the review 
finding that women who experienced long distances to 
health facilities and lacked transport to visit facilities did 
not attend ANC regularly and were not likely to complete 
the optimum doses of IPTp-SP. In addition, Bhutta et al. 
[88] have noted that major barriers to effective uptake of 
antenatal and intrapartum services in low-resource set-
tings include cost, distance and the time needed to access 
health care. This has implication for effective delivery of 
MiP services. Boosting the staff strength in health facili-
ties will ensure that women who travel over long dis-
tances receive prompt treatment when they get to health 
facilities.

Study limitation
Only articles written in English were considered in this 
review, thus limiting information on articles written in 
French and Portuguese, which would have been more 
representative of the sub-region.

Conclusion
This meta-ethnographic review shows that multiple 
factors including health system, environmental, socio-
cultural and individual influence the utilization of MiP 
interventions. Consequently, it is important that the dif-
ferent factors are taken into consideration in MiP inter-
ventions efforts to facilitate access and uptake.

Governments in sub-Sahara Africa need to strengthen 
maternal health service delivery through free health care 
delivery, boosting health care staff numbers and com-
municating effectively with beneficiary communities to 
understand the package of interventions and those that 
are free. It is important that national health care systems 
ensure adequate numbers of health care providers are 
posted to ANC facilities to ensure a balance of health 
worker numbers in proportion to patient load.

There is the need to strengthen health system-commu-
nity engagement in order to inform and involve commu-
nities in health care delivery including MiP interventions. 
Community engagement could facilitate community 
understanding and appreciation of MiP interventions 
and garner support for pregnant women in their respec-
tive communities. Also, it could help pregnant women to 
acquire more knowledge on the effect of malaria in preg-
nancy, which could promote acceptance and utilization 
of MiP interventions.
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