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Abstract

Background: While the use of sulphadoxine pyrimethamine (SP) is effective in preventing malaria infection during
pregnancy, there are challenges limiting its uptake in Nigeria. This study aimed at exploring the barriers to IPTp
usage among pregnant women in Kano state - Nigeria.

Methods: This is a qualitative study. The purposive sampling strategy was used for identification and selection of
14 key informants for interviews. In addition, six focus group discussions (FGDs) were conducted with pregnant
women (3 FGDs) and married men (3 FGDs). The conventional content analysis method was used to interpret
meaning from the content of the data. MAXQDA 10 software was used for data management and analysis.

Results: Poor policy implementation, poor antenatal care attendance, inadequate access to intermittent preventive
treatment at the community levels, lack of sustainable funding, and poor community engagement emerged as
major barriers to IPTp use in Nigeria.

Conclusion: While the political will to allocate sufficient financial resources could help improve service delivery and
IPTp usage among pregnant women, community participation is critical to sustain the gains.
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Background
Malaria is a major public health challenge in several
low-middle income countries (LMICs). Pregnant women
are among the most vulnerable groups affected by the
disease. In the year 2018, an estimated 11 million preg-
nant women residing in the sub-Saharan Africa were in-
fected with malaria [1]. Besides, 29% of all pregnancies
are at risk of malaria [1]. This is life-threatening as it
poses substantial health risk to pregnant mothers, the fe-
tuses and the neonates [2].

However, the good news is that malaria is preventable
and curable. Intermittent preventive treatment in preg-
nancy (IPTp) is given at routine antenatal care regardless
of whether the pregnant woman is infected with malaria
or not [3] to prevent maternal malaria infection epi-
sodes, maternal and fetal anemia, placental parasitaemia,
low birth weight and neonatal mortality [4, 5]. As a re-
sult, the World Health Organization (WHO) guidelines
on antenatal care highlight the need of countries to im-
prove utilization of malaria prevention initiatives [6], in-
cluding opportunities to expand use of IPTp with
sulphadoxine pyrimethamine (SP).
Although great strides have been made over the past

two decades to increase IPTp-SP uptake globally, a re-
cent report by the WHO indicates a decline in progress
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in many African countries, including Nigeria [3]. Moving
forward, several efforts have been made by the Govern-
ment of Nigeria to address the burden of malaria. They
include: scale-up activities of intermittent preventive
treatment for pregnant women (IPTp); mass media cam-
paign on long-lasting insecticidal nets (LLINs) use, and
scale up of malaria case management [7]. Yet, the preva-
lence of malaria in Nigeria remains high – ranging from
19.7 to 72.0% across states [8, 9]. Pregnant women that
have received at least two doses of IPTp is still low [10].
Furthermore, pooled data showed a moderate coverage
(of about 18.7%) of IPTp with a wide variation of IPTp
usage across Nigeria [10]. According to the recent
demographic health survey, about 40.4% pregnant
women do use IPTp [11]. This is still low to realize the
vision of a malaria free world by 2030.
Quantitative studies have been used to determine the

burden of malaria and risk factors influencing use,
coverage and access to IPTp in Nigeria [12–14]. Major
limitations of these studies include the inability of study
design to capture the comprehensiveness of barriers and
facilitators of intermittent preventive treatment (IPT)
usage among pregnant women. In addition, there are
limited evidences in the use of qualitative approach in
exploring the phenomenon in Nigeria.
The study aimed at exploring the stakeholders’ perspec-

tives regarding barriers to IPTp usage among pregnant
women in Nigeria, through the equity lens. It is antici-
pated findings could be used to improve IPTp usage
among pregnant women in malaria control program.

Methods
Study setting
This study was conducted in Kano state, located in North
Western Nigeria. It is the second most populous state in
the country with an estimated 13.4 million people. The
state was selected for the study due its high level of mal-
aria burden compared to other regions [12]. For example,
malaria prevalence in the state is approximately 32.4%
[11]. In addition, maternal mortality ratio in the region is
high, i.e., about 1025 per 100,000 births [15].

Participants and sampling
We employed snow ball and purposive sampling strategy
to select participants for face-to face in-depth interview
and Focus Group Discussions (FGDs). Interviews were
conducted with 14 malaria stake holders at the national
and state level. The maximum variation sampling ap-
proach was used to capture responses from varied par-
ticipants, thereby enhancing the comprehensiveness of
our findings [16]. Participants, mainly, policy makers in
malaria prevention, health workers, malaria experts and
community heads were recruited from three local gov-
ernments in the states. This includes Nassarawa, Fagge

and Kano municipal respectively. Six FGDs were con-
ducted – 3 FGDs were held with pregnant women and 3
FGDs with married men. Each focus group consisted of
about 8–10 participants. Data for health workers and
pregnant women was gathered across three hospitals –
all stationed at different communities. This enabled us
to capture wide range of perspective from participants
irrespective of their socioeconomic status and geograph-
ical location. The selected hospitals were: 1) Aminu
Kano Teaching Hospital, 2) Abdullahi Wase Specialist
hospital, and 3) Murtala Mohammed Specialist Hospital.
Interviews were conducted by FM. The three FGDS for
married men and the in-depth interviews for the com-
munity heads were conducted in the communities within
the three local governments unlike the other interviews
conducted in the hospital. Community contact persons
assisted in recruiting the eligible participants for the
FGDs. The FGDs were conducted in a venue arranged
by the community heads (Table 1).

Data collection tool and procedures
All interviews were audio recorded. Field notes were also
taken where necessary. Separate pre-tested semi- struc-
tured interview guides were used for data collection dur-
ing both the key informant interviews and FGDs.
Interview questions covered: challenges of IPTp policy
implementation, attendance of women for ANC, IPTp
distribution in ANC units, accessibility of IPTp in the
communities, knowledge about adverse effects of malaria
during pregnancy, facilitators and barriers of IPTp usage.
Interviews lasted between 20 and 45min – when satur-
ation was reached [17].

Data processing and analysis
Data was transcribed verbatim. The conventional con-
tent analysis approach was used to interpret meaning
from the content of data due to the inductive nature of
this qualitative design [18]. Some of the transcripts were
translated from local language to English and verified by
experts to enhance accuracy. Transcripts were analyzed
by FM and SN using a coding scheme developed from
the topics. Data were thoroughly examined by

Table 1 Characteristics of key informants interviewed

Key informant and FGD Abbreviations Number

National malaria director NMD 1

Regional state malaria coordinator SMC 1

Malaria experts ME 6

Health care providers/Matron ANC units HCP 4

Community heads CH 2

Pregnant women PW 3

Husbands H 3
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researchers, and relevant perceptions were coded as con-
cepts. Codes related were then summarized to form cat-
egories. Next, RM and MP developed the categories,
sub-category and the themes. AA, HS and the whole re-
search team ensured that the themes were linked to re-
search questions and study objectives. The themes were
compared and discussed to enhance understanding of
data. MAXQDA 10 software was used for data manage-
ment and analysis.

Quality control and assurance
To enhance the rigor of the study, several researchers in-
dependently assigned pre-specified codes to the data [19].
First, five interviews were double-coded by FM. The
remaining interviews were double-checked by SN. Next,
the entire research team thoroughly discussed the findings
for completeness and accuracy. Following that, some data
were returned to the interviewees to check the correctness
of interpretations. Interviews and data analysis were done
at the same time. This enabled us to explore alien re-
sponses that emerged during interviews [16].

Results
A total of 14 face-to face interviews and 6 FGDs were
conducted. Stakeholders considered for the interviews
included national malaria director, state malaria coordin-
ator, other malaria experts, community members and
health care providers. The age of pregnant women

ranged from 17 to 40 years. Again, majority of them had
attained primary education (50%), secondary education
(35%), and about 15% had no formal education. Further,
approximately 40% of them were rural dwellers while 60%
were from urban areas. The following themes emerged
from the analysis: policy implementation; attendance of
women for ANC; distribution of IPTp in hospitals; acces-
sibility of IPTp in the communities; and strengthening of
IPTp service delivery. Refer Table 2 below.

Implementation of malaria policies
Financial obstacle
Most key informants revealed financial barrier as the major
limitation to effective policy implementation targeting IPTp
usage. Based on our findings, there is lack of sustainable
funding for malaria programs. Governments mainly rely on
foreign aids to fight malaria which is not enough, consider-
ing the high population growth of the country.

“We have about 1,200 pregnant women attending
the antenatal care monthly in this hospital. In a
year, we have nearly up to 16,000. How much does a
pack of IPTp cost? Providing three packs for each of
these women costs 4.8 million Naira (13,445 Dol-
lars). Hence, providing IPTp for all pregnant women
is a huge burden on the government”. – Malaria Ex-
pert from Murtala Mohammed Teaching hospital,
Kano.

Table 2 Categories, sub-categories and themes

Categories Sub-categories Codes

1 Barriers of Intermittent
preventive treatment
use

Policy
implementation

1–1 Financial obstacles (NMD,SMC,ME) Inadequate budget for implementation of policies

1–2 Political obstacles (NMD,ME,HCP) High population density in endemic areas, corruption in
the health system

1–3 Social obstacles (NMD,ME) Political reluctance

1–4 Geographical obstacles (NMD) Hard to reach areas having rivers and mountains

2 Attendance of
women for ANC

2–1 Education (NMD,ME,SMC,HCP) Low education status of pregnant women

2–2 Husbands’ Support (ME,HCP,PW) Some husbands don’t support their wives attending ANC
due to cultural believes, low educational status or financial
status.

2–3 Awareness creation (ME,HCP,PW) Some pregnant women are not aware of the importance
of attending ANC including the effect of Malaria in
pregnancy

3 Distribution of
IPTp in hospitals

3-1Availability of IPTp (HCP,ME,PW,H) IPTp is little or sometimes unavailable in public hospitals,.

3–2 Coverage of IPTp (ME,HCP) Low coverage of IPTp

3–3 Monitoring of IPTp in ANC wards
(NMD)

No proper monitoring to ensure a secure supply of IPTp

4 Accessibility of
IPTp in the
communities

4–1 Out of pocket payment for IPTp
(PW,H,ME,CH)

IPTp is not given for free at PHC

5 Facilitators of
Intermittent
preventive treatment
use

Strengthening
IPTp service
delivery

5–1 Supervised treatment and providing
relevant information to pregnant
women (ME,HCP)

Training of health care providers on IPTp, the need to
improve the quality of services in health facilities, directly
observed therapy should be done in all health facilities as a
routine

4–2 Community involvement (CH,H,ME)
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Political obstacle
According to stakeholders, reaching the entire popula-
tion of Nigeria with malaria interventions require stron-
ger political commitment. However, participants
asserted that there is poor political willingness to this
cause. Interviewees believed this has contributed to in-
sufficient investments in the provision of IPT in public
hospitals. Based on their opinion, political commitment
was required to advance progress in the fight against
malaria in the country - FGD, a married man.

A malaria program focal person complained that
“…. after we finished training the health workers
about malaria issues in pregnancy and how to ad-
minister IPT, a local government chairman would
just come to give another task changing them from
the ANC units” - Policy maker at national level.

Attendance of women for ANC
Poor educational status
Almost all the focal persons interviewed complained of
poor attendance of pregnant women during ANC in
Kano state compared to other regions of the country.
According to stakeholders, turnout was unsatisfactory
and fascinated by the poor educational status of women
in the locality.

“About 58% of pregnant women had at least an
ANC visit in Kano state. Some pregnant women de-
layed the visits till their third trimester, so as to have
one of the IPTp doses. Besides, it is during such visits
that nurses and midwives talked on malaria. Their
educational status contributed to their understand-
ing in attending the antenatal care”- Malaria expert
at Abdullahi Wase specialist hospital.

Poor male engagements and support for maternal care
Policymakers, experts and pregnant women also la-
mented the inadequate male engagements and support
for maternal care, including: provision of needed finan-
cial assistance to support progress of the initiative; en-
suring that their wives acquire basic health education
and more importantly accompanying them during the
ANC so as to be well-informed of their health condition.
Views from experts include: ‘The men should help the
society by making sure that their wives are educated and
financially empowered. Women who are resourceful will
always have the financial means to attend ANC.”- Mal-
aria expert at Aminu Kano teaching hospital.

Distribution of IPTp in hospitals
Inadequate availability of IPTp in healthcare facilities
The findings from almost all the FGDs conducted with
pregnant women revealed availability of free IPTp.

Informants confirmed that IPTp prescribed for the preg-
nant women were to be paid for thereby limiting its ac-
cess and use, especially among the poor who could not
afford to pay. “we were given hematinic as part of the free
drugs, but IPTp was not included in the package – Preg-
nant woman during FGD. Further, the health profes-
sionals also confirmed that “it has been many years free
IPTp and mosquito nets were distributed to pregnant
women. - Health care provider.

Accessibility of IPTp
High out of pocket payments for IPT
Most of the married men interviewed confirmed that
they did not buy IPTp for their wives when they were
pregnant due to financial constraints. Majority of the
married men also stated that their wives only visited the
hospitals when it was time for delivery. The informants
complained about the cost of health care especially at
the primary health care (PHC) units because majority of
users at that level still could not pay for the drugs. A
community head mentioned that “we needed the govern-
ment to provide us with free drugs in the PHC units, es-
pecially the IPT, since some couldn’t afford to pay the
fees.”- Community opinion leader.

Strengthening delivery of IPTp service
Poor supervision of treatment
While experts mentioned supervision of treatment as an
important step to facilitate the uptake and coverage in
the health facility, they lament on the poor supervision
on the part of health workers to enhance use of IPTp by
their clients. “The training of nurses and midwives about
IPTp should be given much attention because they are
the best people to corporate with, and in this situation,
directly observed therapy should be done in all health fa-
cilities as a routine.”-Policy maker at state level.

Poor community participation
Most participants emphasized on the importance of
community involvement. Opinions of experts were that
improved community participation is key to a successful
delivery of primary health care (PHC). That is, according
to interviewees, active engagements of community mem-
bers can foster effective delivery of malaria programs in-
cluding usage of IPTp. However, based on our findings,
only small group of dedicated community members do
promote malaria control. Participants therefore pro-
posed that, “just as people use the monthly sanitation
day to spray insecticide in the community, the same
should be done to promote usage of IPTp” - Community
head. This, they believed “can make the pregnant
women, husbands and community members know more
about the malaria prevention during pregnancy”.
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Discussion
The findings of this study provided insight on barriers to
IPTp usage.
Four overarching themes emerged explaining the

phenomenon. They are: poor policy implementation, ab-
senteeism during ANC visits, inadequate availability
(due to increased population size) and financial accessi-
bility (due to limited budget allocation) to enhance the
use of IPTp. On the other hand, improved supervision
of treatment and community participation emerged as
the major facilitators to strengthen service delivery of
IPTp. Studies conducted in Uganda and Malawi have re-
vealed similar findings [20, 21]. The study revealed poor
ANC attendance by pregnant women as one of the
major barriers to IPTp use. Similar studies reported
from Ghana and Malawi indicated that irregular and late
ANC visits were the key factors for low uptake of IPTp
[22, 23] and the reason majority of pregnant women re-
ceived just a single dose during their period of
pregnancy.
Unavailability of SP in ANC units was identified a

major challenge to IPTp usage. Quantitative studies con-
ducted in the Southern and Western parts of Nigeria
also identified lack of free IPTp thereby limiting its
usage [24, 25]. While IPTp is to be provided for free,
most of the respondents in the community mentioned
that the SP at the PHC units was allegedly sold to pa-
tients including the poor who could not afford to pay.
This finding was similar to the study reported from
Uganda where women were asked to pay for SP when-
ever it was out of stock [18]. Further, most pregnant
women did not s receive the needed financial support
from their husbands to enhance usage of IPTp use.
Again, several studies have revealed instances where
pregnant women were afraid to take SP due to sociocul-
tural barriers [14] All these have renewed the import-
ance of awareness creation of IPTp usage in PHC [26]
through active community participation mechanism due
to its effectiveness [27].

Strengths and limitations
The study captured responses from experts with wide
range of experiences and background, thereby enhancing
the comprehensiveness of our findings. Again, we used
various data collection strategies including in-depth in-
terviews, focused group discussions and review of sec-
ondary data, which help enhance methodological rigor.
Our research team comprises of different researchers
with varied backgrounds including epidemiologists,
health economist and policy makers. This enabled us to
address reflexivity, i.e., individual beliefs, judgements and
practices that might have influenced the interpretation
of our findings. Still, the study was not without limita-
tion as participants might have had underlining rationale

to the responses due to their political and social affilia-
tions. Hence, our findings should be interpreted with
caution.

Conclusion
Malaria infection during pregnancy remains a major
public health concern. A call for action to enhance the
use of IPTp-SP is relevant and timely. While political
commitment is required to make further progress in the
uptake of IPTp-SP, improved community participation
and sustainable funding mechanism are critical to ensure
sustainability of malaria prevention initiatives.
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