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Abstract

Background In 2008, the Government of Ghana implemented a free maternal healthcare policy through the
National Health Insurance Scheme to increase financial access to maternity care services and reduce perinatal and
maternal mortality rates. As an area with less evidence, this study sought to explore healthcare providers’ perceptions
of the free maternal healthcare policy for quality healthcare delivery in Kwadaso Municipality, Ghana.

Methods This study adopted a qualitative approach using an exploratory study design. Fifteen participants were
purposefully included. Key informant interviews (Klls) were conducted among administrators, doctors, physician
assistants or nurses in charge, nurse managers, and midwives in charge of maternity units of the selected health
facilities. The qualitative data were analyzed thematically.

Results The study identified four key themes in the implementation of the free maternal healthcare policy: (1)
Service coverage, characterized by broad inclusivity but marred by persistent co-payments for some services; (2)
Human and financial resources, marked by adequate staffing alongside financial constraints affecting service delivery;
(3) Facilities and equipment, highlighting spatial limitations and equipment shortages; and (4) Process of care and
safety, demonstrating protocol adherence despite challenges in postnatal care follow-up. Overall, the policy was
associated with notable reductions in maternal and neonatal morbidity and mortality.

Conclusion The free maternal healthcare policy improves access and outcomes but faces challenges in funding,
infrastructure, and postnatal care. Addressing these gaps is vital for sustainable maternal healthcare improvements in
Ghana.
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Background

Maternal and child morbidity and mortality are signifi-
cantly influenced by the standard of care received dur-
ing pregnancy and the place of birth. Over the years,
there has been ongoing concern about maintaining and
improving the quality of care received in healthcare
facilities. Maternal mortality remains a significant global
health challenge, with an estimated 303,000 women
dying annually due to pregnancy-related complications
[1]. Before 2007, maternal mortality in Ghana surged to
exceptionally high levels, with a ratio of 450 deaths per
100,000 live births. The World Bank and United Nations
(UN) agencies estimate this number to be 263 deaths per
100,000 live births by 2020 [2]. Ghana’s primary causes of
maternal mortality are hemorrhage, abortion, hyperten-
sion, infection, and ectopic pregnancy [3]. The maternal
mortality ratio (MMR) rate in developing nations is 14
times greater than that in affluent countries due to poor
utilization of critical maternal health and family planning
programs [4]. To meet the Sustainable Development Goal
(SDQ@) of reducing maternal mortality to less than 70 per
100,000 live births, some countries in Sub-Saharan Africa
(SSA) introduced free maternal healthcare financing pol-
icies to address the urgent complications and challenges
related to maternal healthcare [5].

The free maternal healthcare policy was implemented
in Ghana in 2008. This policy addresses potential obsta-
cles (including financial barriers such as out-of-pocket
payments for antenatal care, skilled delivery, and emer-
gency obstetric care among others) women may have in
reducing maternal mortality and generally improving
women’s health [6]. The complete package provided by
the policy consists of free care for all routine deliver-
ies, managing all assisted deliveries, including caesarean
sections, and medical and surgical complications arising
from deliveries, such as the repair of vesicovaginal and
rectovaginal fistulae. The impact of this policy in Ghana
has received widespread recognition. The policy has
generally been successful in enabling mothers to access
supervised delivery services since it was implemented [7].
However, the implementation of the free maternal health
policy, which includes antenatal care (including free ser-
vices, medications, and two ultrasounds covering four to
six clinic visits); delivery services (including medications,
free services, and episiotomies and caesarean sections);
postnatal care (including free services and medications
for two postnatal visits); and neonatal care (includ-
ing three months of services for the new-born under
the mother’s card) [8], has still not completely erased
the bearing of cost by pregnant women when they visit
health facilities for healthcare. Despite this progress in
removing the financial obstacles to receiving supervised
delivery services, the use of supervised delivery under the
free maternal health policy remains low. In Ghana, only
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52.2% of births are attended by a trained attendant [9]. In
2020 alone, Ghana recorded 2,400 maternal deaths [2],
highlighting the persistent challenges in maternal health
despite ongoing efforts to improve healthcare access
and quality. This figure underscores the urgent need for
strengthened interventions to address preventable causes
of maternal mortality. This statistic serves as a call to
action for stakeholders, including policymakers, health-
care providers, and international partners, to intensify
efforts to achieve Sustainable Development Goal 3, which
focuses on reducing maternal mortality to less than 70
deaths per 100,000 live births by 2030 [2].

The quality of treatment given to beneficiaries may be
impacted by healthcare providers. There are reported
cases of some health service providers extorting mon-
ies from some clients, insufficient funding, medications,
supplies, and human resources [10-13]. Although the
Ministry of Health, Ghana, has previously assessed the
free maternal healthcare policy [14], existing studies have
largely focused on policy outcomes with limited explo-
ration of frontline experiences. There remains a dearth
of qualitative evidence on healthcare workers’ percep-
tions and how these perceptions influence the quality of
care. This study builds on earlier evaluations by provid-
ing in-depth insights into provider experiences, thereby
addressing this important gap in the literature. This study
therefore sought to explore healthcare providers’ percep-
tions of the quality of services provided under the free
maternal healthcare policy in Kwadaso Municipality,
Ghana.

Methodology

Study design

A qualitative exploratory design was employed to assess
the perceived quality of the free maternal healthcare pol-
icy within the Kwadaso Municipality, Ghana. The study
focused on engaging healthcare administrators (includ-
ing directors, managers, and administrators) and health-
care providers (comprising nurses, midwives, doctors,
and physician assistants). These population were selected
because of their first-hand experiences on the imple-
mentation of the policy within health facilities. Kwadaso
Municipality was selected for its diverse healthcare deliv-
ery models, urban-peri-urban mix, and logistical acces-
sibility, providing a representative context to explore
healthcare providers’ perceptions of Ghana’s free mater-
nal healthcare policy. All healthcare facilities affiliated
with the Christian Health Association of Ghana (CHAG)
and the Ghana Health Service (GHS) within the munici-
pality, namely, Kwadaso SDA Hospital, Apatrapa Clinic,
and Nzema Health Centre, were included in the study.
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Table 1 Sociodemographic characteristics of participants

ParticipantID Age Gender Education Level Profession

POO1 33 Female Diploma Midwife

P002 29  Female Diploma Midwife

P003 41 Female First degree Midwife

P004 35 Female First degree Midwife

P0O05 31 Female Diploma Midwife

P006 39 Female First degree Midwife

P007 30 Female Diploma Midwife

P008 46 Male First degree Midwife

P009 50  Female Masters Nurse

P0O10 36 Female First degree Nurse

PO 45 Female Masters Nutritionist

P012 38  Female First Degree Physician Assistant
P013 42 Male First Degree Physician Assistant
P014 30  Female First degree Medical Doctor
P0O15 44 Female First degree Administrator

Sampling and participants

The study utilized a purposive sampling technique to
selectively include participants actively involved in the
implementation of the free maternal health policy; as
they were best positioned to provide relevant, in-depth
information based on their firsthand experiences and
roles within the healthcare system. The identified admin-
istrators and healthcare providers (Table 1) were then
interviewed, with a total of fifteen (15) respondents ulti-
mately participating, as determined by reaching data
saturation.

Data collection procedure

Data collection involved conducting in-depth interviews
with healthcare workers, guided by a semi-structured
interview guide developed for this study (see supplemen-
tary file). The tool was piloted at another facility within
the municipality; those facilities and results were not
included in the study. Each interview lasted for approxi-
mately 30—40 min. The interviews comprehensively cov-
ered the structural components, procedural aspects, and
the resulting outcomes of the free maternal healthcare
policy implementation. Interviews were conducted at the
convenience of the participants (respective work places)
in the English language. Confidentiality and anonymity
were assured for all participants. With the participants’
consent, the interviews were audio-recorded. The data
were collected from November to December 2022. The
interviews were conducted by the first, third and fourth
authors with relevant experience in qualitative data col-
lection and analysis.

Data analysis

Two research assistants meticulously transcribed the
audio interviews verbatim into Microsoft Word docu-
ments. Subsequently, the primary author conducted a
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thorough review, coding, and analysis of all the tran-
scripts through constant comparison. Employing a
thematic approach, the initial coding framework was for-
mulated by the primary author. Reconciliation was done
for the analysis to resolve discrepancies or differences in
interpretations, findings, or coding between researchers.
The coding framework underwent scrutiny by co-authors
and was expanded to encompass both open-ended induc-
tive and deductive codes. The study ensured method-
ological rigor by addressing credibility through member
checking, dependability via a detailed audit trail, trans-
ferability through rich contextual descriptions, and con-
firmability using reflexive journaling and peer debriefing
to minimize bias. The data analysis was done manually.
Manual analysis was chosen over software-assisted meth-
ods due to the manageable volume of data and the desire
for deep immersion in the content. Also, to ensure trust-
worthiness, we maintained an audit trail and used peer
debriefing throughout the analysis.

Results

This study interviewed fifteen (15) participants from
health facilities within the Kwadaso Municipality in order
to investigate the views of healthcare providers regard-
ing the quality of Ghana’s free maternal healthcare policy.
Table 1 presents the sociodemographic characteristics of
participants.

Four themes were developed from the analysis that was
done. These were: (1) Service coverage of the policy, (2)
Human and financial resources, (3) Facilities and equip-
ment, and (4) Process of care and safety measures.

1. Service coverage of the policy

Some participants highlighted the inclusion of essential
services such as laboratory tests, physical examinations,
antenatal care (ANC), and postnatal care (PNC) within
the ambit of the free maternal healthcare policy. Nota-
bly, assertions were made regarding the policy’s cover-
age encompassing pharmaceuticals, delivery-related
expenses, and a broad spectrum of maternal healthcare
services.

“The policy covers drugs, delivery, and every other
service that is provided to pregnant women.” (P00,
midwife)

In contrast to the preceding assertions, other partici-
pants expressed skepticism regarding the comprehen-
siveness of service coverage under maternal healthcare
policy, particularly emphasizing the necessity for out-of-
pocket payments for services such as laboratory inves-
tigations, scans, and pharmaceuticals. Subsequent
discussions among participants confirmed the existence
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of co-payment practices, wherein clients were required to
contribute financially to certain services rendered.

“For some services under the PNC, you would have
to pay or top-up. For some services, they are free,
and for others, there is a co-payment. Services such
as scans are not covered by the NHIS, so you need to
pay.” (P003, midwife)

2. Human and financial resources

The participants conveyed an optimistic perspective on
the adequacy of human resources for maternal healthcare
services, particularly within government-operated facili-
ties. Remarkably, the participants highlighted a positive
working relationship among the staff and their experi-
ence with other experts.

“We now have enough staff. We have a gynecologist
and other general doctors who have worked with
other gynecologists over time as well as midwives
and nurses.” (P0015, administrator)

Financial constraints were also highlighted as a substan-
tial impediment to the acquisition of requisite logistics
and equipment essential for the efficacious implementa-
tion of maternal healthcare policy. Specifically, the par-
ticipants emphasized the insufficiency of funds, which
hindered the procurement of vital equipment such as
scanning machines.

“Finance is a challenge because if we need money,
the facility should have had certain equipment such
as a scanning machine among others” (P012, physi-
cian assistant)

The delay in reimbursement processes was highlighted
as a notable impediment, exerting adverse effects on the
fiscal sustainability of healthcare facilities and compro-
mising their capacity to sustain service provision. The
participants described challenges associated with tardy
remittance of fees by insurance authorities, coupled with
limitations on reimbursable visits for patients attending
facilities multiple times within a given period, particu-
larly during the third trimester. This scenario hampers
the ability of facilities to accurately document and claim
reimbursement for all rendered services, resulting in a
discrepancy between service provision and correspond-
ing financial compensation.

“The challenge we have to do with is late payment
of the fees by the insurance authorities. Additionally,
when some patients come to the facility more than
once a month, which mostly occurs within the third
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trimester, insurance does not pay for more than one
visit. When this happens, we are not able to take
records of such visits to the insurance authorities to
pay. Mostly, attendance is more than the payment
you receive” (PO15, administrator)

3. Facilities and equipment

Participants expressed concerns regarding facility inad-
equacies, particularly regarding spatial constraints. One
participant highlighted the limited space available, indi-
cating the utilization of a single room partitioned for
both labor and antenatal care services. Additionally, there
was mention of community efforts toward constructing a
new facility, although this initiative remained in the plan-
ning stage at the time of assessment.

“With infrastructure, the space is very small. We
have only one single room that we have partitioned
for labor and ANC. The community has planned
to put up a new structure for us, but it is still in the
pipeline” (P008, midwife)

Deficiencies in equipment availability within the health-
care facility were highlighted, especially given the
absence of a scanning machine and an emergency vehicle.
However, a contingency measure in the form of collabo-
ration with a taxi driver for emergency transportation
when necessary was arranged for patients. These remarks
underscore the critical need for essential medical equip-
ment and transport infrastructure to ensure prompt and
effective maternal healthcare delivery.

“We do not have a scanning machine here... We do
not have an emergency vehicle, but we have a taxi
driver we work with when needed.” (P004, midwife)

Contrary to prevailing sentiments regarding insuffi-
cient infrastructure and equipment, other participants
expressed confidence in the adequacy of existing facili-
ties. Specifically, with the satisfactory condition of infra-
structure, the capacity to accommodate patient needs
can be assured.

“Logistics and infrastructure are okay for now to
provide the needed services.” (P014, medical doctor)

4. Process of care and safety measures

Participants highlighted the comprehensive nature of
assessments conducted during maternal care, encom-
passing critical evaluations such as fetal well-being and
maternal health status. By rigorously following estab-
lished protocols and guidelines, healthcare facilities can
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mitigate the risk of maternal and neonatal infections,
thereby safeguarding the health of both mothers and chil-
dren. This adherence underscores the need for healthcare
providers to maintain stringent standards of care deliv-
ery, fostering an environment conducive to safe child-
birth experiences.

“..they usually use the pictograph to monitor the
labor process. With that, they can detect any delays
and other things. Additionally, all basic important
assessments, such as fetal and maternal assess-
ments, must be performed. They also follow the
IPP (Infection Prevention Protocol) for safe delivery
and give all the necessary vaccines that they are
supposed to give, including multivitamins” (P009,
nurse)

Contrary to prevailing perspectives on safe motherhood
care, some participants emphasized the critical role of
individual actions in ensuring maternal well-being. The
significance of personal responsibility in promoting
maternal safety and optimizing healthcare outcomes was
also highlighted.

“On safe motherhood care, it depends largely on
them. They need to eat well, come for check-ups reg-
ularly, get a contact person to support them to the
facility when the time is due to deliver, and get the
contact of the midwife so she can call when there are
complications or any clarifications to make” (P011,
nutritionist)

Other participants also highlighted the persistent
implementation of risk communication policies within
maternal healthcare. Notably, individualized risk com-
munication efforts were emphasized to mitigate the
potential dissemination of misinformation among cli-
ents. Additionally, the importance of empowering cli-
ents with the autonomy to decline suggested procedures,
thereby promoting informed decision-making in mater-
nal healthcare settings, was established.

“We educate our clients on some risk communica-
tions on an individual level as they are prone to get-
ting certain information which may not be true. We
also give the client the right to refuse any procedure
that is suggested to them. (P002, midwife)

Participants also highlighted the issue of postnatal care
adherence as a notable challenge within the policy frame-
work. Participants expressed concerns regarding the
difficulty in encouraging clients to return for postnatal
visits following delivery. Despite the availability of free
postnatal services, logistical constraints such as travel
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obligations to familial locations impede clients’ ability to
comply with scheduled postnatal appointments.

“Currently, we have a challenge with the postna-
tal. What we are doing currently is that when they
deliver, we keep them for at least 24 hours. When it
is time for them to be discharged, we carry out our
first postnatal visit. The challenge is with subsequent
ones such as returning after six weeks. The postnatal
is free, but some have to travel to their family and
for other reasons, so they do not come for the postna-
tal” (PO10, nurse)

Participants highlighted the positive impact of the policy
on reducing both mortality and morbidity rates, particu-
larly among pregnant women. They emphasized how the
policy, through the National Health Insurance Scheme
(NHIS), enables women to access antenatal care (ANC)
and deliver their babies without financial burdens. This
accessibility has significantly decreased maternal and
neonatal mortality rates.

“People have the chance to go to ANC to deliver
without charges so it has reduced mortality. On
morbidity, most of the common pregnancy-associ-
ated conditions are also covered by the NHIS so it
has reduced morbidity” (P001, midwife)

Discussion

This study explored healthcare providers’ perceptions of
Ghana’s free maternal healthcare policy and its impli-
cations for quality healthcare delivery in the Kwadaso
Municipality. The findings highlight both the strengths
and challenges associated with the policy, providing criti-
cal insights for policymakers and healthcare stakehold-
ers aiming to improve maternal health outcomes. After
independence, Ghana has used a universalistic approach
that seeks to make most health services accessible [15].
Many nations share the same direction of making cover-
age accessible for all services in maternal care [16].

The inclusion of essential services such as antenatal
care, postnatal care, and delivery-related expenses within
the policy framework underscores its potential to reduce
financial barriers and improve service coverage. Provid-
ers’ understanding of the policy is critical to its successful
implementation, as lack of awareness may lead to incon-
sistent application of policy benefits, miscommunication
with clients, and reduced trust in the healthcare system.
Participants emphasized the policy’s positive impact on
reducing maternal and neonatal mortality and morbidity.
This finding aligns with global evidence that financial risk
protection promotes healthcare utilization and improves
outcomes in low-resource settings [17, 18]. However,
gaps remain in the policy’s comprehensiveness, as certain
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services, including scans and specific pharmaceuticals,
often require co-payments. These financial obligations
undermine equitable access to care, particularly for vul-
nerable populations [19, 20]. Addressing these gaps
through expanded coverage and improved reimburse-
ment processes could enhance the policy’s effectiveness.

Human and financial resource constraints were recur-
ring themes. While healthcare providers expressed opti-
mism about the adequacy of human resources in some
facilities, financial limitations were reported as sig-
nificant barriers to service delivery. Delayed reimburse-
ments from the NHIS exacerbated logistical challenges,
limiting the availability of critical equipment such as
scanning machines. Moreover, the study found reports
of extra payments made by pregnant women when they
visited health facilities; which could be associated with
delay in reimbursements to health facilities as reported
in a study done in Uganda [21]. This aligns with previous
research highlighting the detrimental effects of delayed
reimbursements on healthcare system sustainability in
resource-constrained settings [22, 23]. Strengthening
the financial mechanisms of the NHIS, including timely
remittances and broader reimbursement policies, is
essential to support facilities in delivering uninterrupted
maternal healthcare services.

Infrastructure and equipment inadequacies further
hindered the implementation of the policy. Spatial con-
straints and the lack of essential medical equipment, such
as emergency vehicles and scanning machines, compro-
mise the quality of care provided. While some partici-
pants expressed satisfaction with existing infrastructure,
others highlighted pressing needs for facility expansion
and equipment acquisition. Investments in health infra-
structure, particularly in underserved areas, are critical
for achieving universal health coverage and improving
maternal health outcomes [24, 25].

The study also revealed gaps in postnatal care adher-
ence despite its inclusion in the free maternal healthcare
policy. Cultural and logistical factors, such as clients’
relocation to familial homes postpartum, were significant
barriers. This finding underscores the need for innova-
tive strategies, such as community-based postnatal care
programs and enhanced risk communication, to ensure
continuity of care [26, 27]. Empowering clients through
individualized education and informed decision-making
is crucial for improving postnatal care utilization and
overall maternal health outcomes.

Additionally, the emphasis on rigorous process adher-
ence, including infection prevention protocols and
comprehensive maternal assessments, reflects the com-
mitment of healthcare providers to delivering safe and
effective care. However, individual responsibility, as
highlighted by participants, also plays a pivotal role in
promoting maternal safety. Strengthening community
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engagement and enhancing health literacy among preg-
nant women and their families could foster shared
responsibility for maternal health outcomes [28, 29].

While the free maternal healthcare policy has made sig-
nificant strides in improving maternal health in Ghana,
challenges related to service coverage, financial sustain-
ability, infrastructure, and postnatal care adherence per-
sist. This study highlights how gaps in service coverage,
funding, infrastructure, and postnatal care within the
free maternal healthcare policy may hinder progress
toward SDG 3.1. Addressing these issues through tar-
geted policy reforms, improved financial mechanisms,
and infrastructural investments will be critical for opti-
mizing the policy’s impact in reducing maternal mor-
tality and improving overall maternal health outcomes.
Future research should explore the perspectives of ser-
vice users and community stakeholders to provide a more
comprehensive understanding of the policy’s strengths
and limitations.

Strengths and limitations

A key strength of this study is its provision of rich, con-
text-specific insights from frontline healthcare providers
and administrators, offering a grounded understanding
of the implementation of the free maternal healthcare
policy. By exploring four core themes — service cover-
age, resources, infrastructure, and safety measures — the
study presents a holistic view of the policy’s impact and
gaps. Its direct relevance to health policy and alignment
with global goals, particularly SDG 3.1, enhances its util-
ity for informing strategies to reduce maternal mortality
and strengthen maternal health systems. Regardless of
the rich data provided by the participants, the qualita-
tive nature of this study limits the generalizability of the
findings of this study. However, the findings and conclu-
sions of this study are relevant to hospital managers and
policy-makers for consideration.

Conclusion

While the policy has been reported to have improved
maternal health outcomes by reducing financial barriers
and increasing service coverage, significant gaps remain
in funding, infrastructure, and postnatal care adherence.
Addressing these challenges through policy reforms,
timely reimbursements, and targeted investments in
health infrastructure is crucial to optimizing the policy’s
impact. Future research should incorporate the perspec-
tives of service users to provide a holistic understand-
ing and inform sustainable improvements in maternal
healthcare delivery.
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