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Key findings
 – Unacceptable barriers to healthcare: 90% of pregnant women and children 

under 5 years experience problems preventing or delaying them accessing 
healthcare 

 – Payment frequently required for services that should be covered by free 
healthcare policies: costs of care are a major barrier and lead to mistrust of 
health workers

 – Ill-equipped healthcare workers: poor facility infrastructure and a lack of 
medications, equipment and supplies compromise their ability to provide free 
quality healthcare

 – Collective decisions delay care seeking:  decisions are largely taken by the 
husband or head of household, and influenced by the family and community 

 – Very high under 5 mortality in rural areas: close to humanitarian emergency 
threshold 

 – Lack of skilled assistance for delivery at home: 48% of rural women reported 
giving birth at home; of those only 4% were assisted by a skilled health worker

 – Low vaccination coverage: the absence of vaccines, payment for vaccines and lack 
of outreach contribute to measles vaccination coverage below the herd immunity 
threshold

 – Very low use of intact insecticide-treated bed-nets:  less than 8% of pregnant 
women and children under 5 years were using a bed-net in rural areas
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Key recommendations
Médecins Sans Frontières (MSF), the Sierra Leone Ministry of Health and 
Sanitation and other partners should work together to implement the following key 
recommendations into practice:

 – Undertake community engagement, health education and health promotion for 
maternal and child health through existing community networks, targeting all 
groups involved in decisions regarding care seeking (e.g. husbands, families)

 – Facilitate access to free healthcare through developing community-level 
transport plans, strengthening ambulance services, assuring referral pathways 
(including for children), and monitoring and enforcing implementation of free 
healthcare through increased community accountability and ownership 

 – Strengthen rural health services by upgrading health facilities and assuring 
supply, prioritising outreach activities, implementing the Community Health 
Worker programme and strengthening formal links between communities and 
health workers 

 – Provide training, support and supervision for healthcare workers to deliver good 
quality free healthcare with focus on holistic care provision and enhancing peer 
support networks

 – Advocate on behalf of women, children and healthcare workers to raise 
awareness of barriers to free healthcare and to address the unmet health needs 
they result in 

 – Support vaccination activities and strategy development, and conduct regular 
‘catch up’ mass bed-net distribution campaigns, to achieve target coverage 
thresholds sufficient for community-wide benefit

 – Strengthen maternal death surveillance and death review procedures, and 
consider integrating paediatric death surveillance into the Surveillance and 
Response system
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Background
Sierra Leone has amongst the highest 
child under 5 years mortality rate,1 the 
highest reported maternal mortality 
ratio, and the highest lifetime risk for 
women dying in childbirth worldwide.2 
The 2014–16 Ebola outbreak weakened 
the under-resourced health system, 
reduced healthcare utilisation, and 
was associated with substantial 
morbidity and mortality, particularly 
among pregnant women and young 
children.3,4,5,6  

Reducing maternal, neonatal and 
child morbidity and mortality through 
improved healthcare provision and 
access to care are national priorities in 
Sierra Leone, articulated by the Ministry 
of Health and Sanitation’s (MoHS) 
Reproductive, Newborn and Child 
Health Strategy 2011–15.7 The Free 
Healthcare Initiative (FHCI) was also 
launched in 2010 with the intention of 
providing free healthcare, at the point 
of care, to pregnant and breastfeeding 

women and children under 5 years  
of age.8

High maternal and child mortality have 
been attributed to delays in the provision 
and utilisation of high quality, timely 
care. The ‘three delays model’ has been 
used to identify and understand factors 
causing these delays during labour,9,10 
and for childhood illness.11 The delays 
are defined as:  

1. Delays in deciding to seek care
2. Delays in arriving at a health facility
3. Delays in receiving adequate 

healthcare

Since 2016, MSF Operational Centre 
Amsterdam (MSF-OCA) has been 
working with the MoHS to support 
the provision of reproductive and 
child health services in Magburaka 
Government Hospital, along with 
surveillance and health services in Yoni 
chiefdom, Tonkolili District. 

Aim
We aimed to describe health, health-
seeking behaviour and its determinants 
during pregnancy, childbirth and for 
children under 5 years old since the 
start of the Ebola outbreak, to inform 

current health service planning for MSF, 
the MoHS and partners, and ultimately 
contribute to reducing maternal and 
child morbidity and mortality.
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Methods
We conducted a sequential, mixed-
method study that took place in 
Magburaka town (an urban area, hereby 
referred to as ‘urban’) and Yoni chiefdom 

(a rural area, hereby referred to as 
‘rural’) in Tonkolili District. The study 
consisted of two phases outlined below.

Table 1: Overview of study methods

Phase Method Details

1: Quantitative a)  Household 
survey

 • Thirty clusters in each area selected by random GPS points (urban) and by 
random village selection stratified by population size (rural)

 • Structured questionnaires conducted with women who had given birth since 
the onset of the Ebola outbreak, and women caring for children under 5 years

 • Data collected on health-seeking behaviours, barriers to healthcare, childbirth 
and outcomes, recent under 5 years febrile illness, vaccination and bed-net 
coverage, and child mortality

b)  Structured 
interviews

 • Village authority figures* and/or health workers selected through convenience 
sampling (at rural survey cluster sites only)

 • Interviews conducted concurrently with the household survey to collect 
information on maternal deaths that occurred since the outbreak

 • Quantitative data analysed by calculating means, medians and proportions 
and 95% confidence intervals allowing for clustering

2: Qualitative c)  In-depth 
interviews

 • Sites selected purposively based on preliminary survey analysis to include 
clusters with the most frequently reported and most severe barriers to 
healthcare

 • Interviews conducted with women who had given birth (live or stillbirth) 
since Ebola, carers of children under 5 years, community leaders and health 
workers 

 • Data collection explored survey findings
 • Qualitative data analysed thematically identifying emergent themes

* Village chief and or village elders and residents identified by community members as authority figures

Phase 1 was implemented from 29 October to 10 November 2016 inclusive, and 
phase 2 was conducted between 10 December 2016 and 3 January 2017.
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Study areas
The study locations are indicated below. MSF supports the district hospital at 
Magburaka and a community health centre in Mile 91 in Yoni chiefdom.

Magburaka (urban)

Yoni (rural)

SIERRA LEONE

Study area
Magburaka (urban)
Yoni (rural)

Population
> 40,000
~ 110,000 

Area
19.30 km2
1343.19 km2

Tonkolili district
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Key results
Study participants
Survey: 608 women and 643 carers 
(of 1092 children under 5 years) 
participated. Age and sex of participants 
were similar between areas though 
literacy and educational attainment was 
lower and a higher proportion of women 
and carers were married in rural areas 
(Table 2). 
Structured interviews: Interviews 
capturing details of maternal deaths 
were conducted in 29 of 30 rural 
survey-cluster locations (villages) with 

health workers (n=21), village chiefs 
(n=19) and village elders (n=3) (for 
logistical reasons including uncertainties 
with section boundaries they were not 
attempted in the urban area).
In-depth interviews: We conducted 
72 in-depth interviews (35 urban, 37 
rural) with mothers (n=19), caregivers 
(n=12), community leaders (n=17) and 
health workers (n=24). The age range 
for participants was 18-40 for mothers, 
18-65 for carers, 28-75 for community 
leaders and 24-78 for health workers. 

Table 2: Demographics of survey participants: mothers, carers and children 
under 5 years

Participants Urban Rural Urban Rural

Number 
(%)

Number 
(%)

Average age 
(years)

Average age 
(years)

Women/mothers 301 307 26 27

Carers 325 318 29 29

Women who could read 168 (56%) 48 (16%)

Married women* 215 (71%) 281 (92%)

Children under 5 years ** 529 563 2 2

Male children under 5 years 284 (54%) 257 (46%)

*Married women in a polygamous relationship: 32% (Urban) vs 46% (Rural)
** Information provided by mother/carer
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Health outcomes

Key findings
 • High frequency of complications during labour: 17% in urban areas; 23% in 

rural areas
 • Still birth common: 7% in urban areas; 2% in rural areas
 • Symptoms consistent with obstetric fistula were relatively common and largely 

unaddressed rurally
 • The majority of maternal deaths occurred in the community 
 • High incidence of child febrile illness: 62% of all children under 5 years in 2 

weeks prior to survey 
 • Very high rural child mortality rate: 1.55 per 10,000/day (close to emergency 

threshold) 

Complications during/after labour 
were reported frequently by women in 
both urban and rural areas (Table 3). 
The proportion of women experiencing 
stillbirth was above the WHO target (of 
2%) in urban areas. 

Four out of 7 (57%) urban women and 
1/15 (7%) rural women who reported 
symptoms consistent with obstetric 
fistula had received an operation. 
None of the urban women remained 
symptomatic on the day of the survey, 
although 7 (47%) rural women had 
continuing symptoms.

Twenty-five maternal deaths were 
reported since the onset of the Ebola 
outbreak in 12/29 (41%) of sampled 
rural villages. Maternal deaths were 
probably underreported as only eight 
(28%) villages had a death registration 
book to formally record deaths 
and healthcare workers reported 
disincentives to reporting deaths. 

The most frequent cause of death was 
bleeding (47%). 76% of deaths occurred 
in the community, outside of health 
facilities. The reason provided for all 
women who did not seek or reach 

[Health workers] don’t 
want to report the deaths… 

Why is [reporting] zero, 
even when they lose a child? 
Sometimes they push away 

the death from their own 
centre. They will refer just at 

the moment they see the child 
will die so they will not count 

that death on them… Most 
of them, they falsify those 

reports… because if you have 
a maternal death, you have a 

whole team coming to interview 
you, the maternal death review 

committee, then the results effect 
the health centre itself and your 

community.  [Urban (U)_71_
Health Worker (HW)]
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Table 3: Complications during/after labour*

Complication Urban Rural

Number (%) Number (%)

Any complication 50 (17%) 69 (23%)

Bleeding 25 (8%) 41 (13%)

Prolonged/obstructed labour 11 (4%) 6 (2%)

Stillbirth 38 (7%) 19 (2%)

Obstetric fistula** 7 (2%) 15 (5%)

* As reported by women

** Women reporting constant leakage of urine and stool since labour/childbirth

Table 4: Mortality and febrile illness in children under 5 years 

Outcome/indicator Urban Rural

Number (%) Number (%)

Febrile illness under 2 weeks 311 (59%) 366 (65%)

Child deaths 17 (3%) 122 (16%)

Child under 5 years mortality rate 0.26 per 10,0000/day 1.55 per 10,000/day

healthcare and subsequently died was 
that the health facility was too far away 
or inaccessible in the time required.     
Febrile illness was frequently reported 
in both areas with almost two thirds of 
children under 5 years experiencing this 
in the two weeks prior to data collection 
(Table 4). 2% of urban children who 
experienced recent febrile illness 

remained unwell/unimproved on the 
day of the survey compared with 14% 
rurally. Child deaths and child under 5 
years mortality rate was substantially 
higher rurally, where the mortality rate 
rurally was close to the humanitarian 
emergency threshold (2 per 10,000/day) 
(Table 3). 
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Overarching barriers to healthcare

Key findings
 • In rural areas, 90% of pregnant women and carers of children under 5 years 

experienced barriers to receiving and accessing healthcare
 • Costs associated with accessing care and distance to a health facility were key 

barriers 
 • Rural women were more fearful of disrespectful treatment by health workers 

The majority of women experienced 
barriers to healthcare though this was 
much more common rurally with 59% 
of urban women vs 90% rural women 
reporting at least one problem which 
delayed or prevented them accessing and 
receiving healthcare during their most 
recent pregnancy and or for labour/
childbirth. Similarly, 48% of urban 
carers vs 90% of rural carers reported 
at least one problem which delayed or 
prevented them accessing and receiving 
healthcare for their children under 5 
years during the most recent febrile 
illness. 

Lack of money for either paying for a 
consultation with a health worker, or for 
paying for transport to get to a health 
facility was a problem for 26% of urban 
women vs 82% of rural women. Of all 
women in both areas, 55% reported 
distance to health facility as a problem, 
with 68% of rural women reporting that 
it delayed or prevented their attendance 

(Figure 1). Not wanting to travel alone 
was a substantial problem rurally, 
delaying or preventing 44% of women 
from obtaining healthcare. Fear of Ebola 
was reported by 26% of urban women 
and 50% of rural women as a barrier to 
attendance to a health facility and 20% 
of rural women in rural area reportedly 
did not attend a health facility for 
childbirth for this reason. Rural women 
were more fearful that they would 
not be treated respectfully by health 
workers and this led to 36% delaying 
or abandoning their attempt to access 
health facilities (Figure 1). Barriers 
reported were very similar for carers 
seeking care for febrile children, with 
rural carers reporting that attendances 
were delayed and prevented to much 
more substantial degree than urban 
carers (data not shown). Substantial and 
multiple barriers (especially costs, lack 
of availability of medicines and distance) 
inevitably led to women and carers 
seeking alternatives to healthcare. 
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Figure 1: Barriers to healthcare care seeking and access - pregnant women
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Care seeking and delays in deciding to seek care

Key findings
 • Most women sought assistance but only after a long delay from onset of labour
 • Perceived barriers to accessing care delayed or prevented care seeking, and led 

people to seek alternative providers
 • Decisions around care seeking for pregnant women and children under 5 were 

largely taken by the husband or made collectively 
 • Care seeking was prompted by severe symptoms, with limited knowledge of 

illnesses and early warning demonstrated
 • Pregnant adolescents experienced stigma and lack of support 

Eighty-six percent of urban women and 
26% of rural women sought assistance 
for labour/childbirth, though the 
median delay from the start of labour 
until seeking assistance was 12 hours in 
both areas. Five percent of urban carers 
vs 20% of rural carers reported that they 
did not seek advice or treatment when 
their child under 5 years was unwell 
with (most recent) febrile illness. 

Perceived barriers to accessing care 
(notably cost, lack of medicines provided 
at health facilities and poor attitudes 
of healthcare workers) prevented 
or delayed care seeking. Decision 
making around care seeking usually 
was determined by the husband or 
made collectively after weighing up 
options which often entailed delay. 
The narratives of many mothers and 
caregivers suggested limited knowledge 
about common illnesses, including 
causes, symptoms and early warning 
signs, with decisions only made once 
symptoms were severe.  
 

 
A degree of fatalism in decision making 
and outcomes (e.g. ‘God’s will’) was 
evident from interviews. Several 
participants explained that teenage girls 
faced particular challenges in deciding to 
access care for pregnancy and childbirth 
due to the social stigma attached to their 
condition. Younger mothers described 
hiding their pregnancy and a lack of 
support from their family.

Some women are scared 
to go to the hospital; some 

of them are asked to pay 
money which they don’t have, 

and because they don’t have 
they will not be attended to… 

free medical care is not reaching 
us. That is why I think most 

women are not going to the 
clinic. This fear they have leads 

to complications and problems… 
that is why many women die 

during pregnancy. [U_43_
Community Leader (CL)]
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Participant story 
I was still at school when I got pregnant so my parents got angry with 
me; they drove me out of the house. I went to the house of my husband 
[father of the baby], and I managed till the time I gave birth. When my 
baby was due I didn’t have money for transport so started walking to 
the clinic; everyone walks to the clinic here. It was slow because I have 
this disability, and I gave birth on the way, by the roadside. After I had 
the baby I was so happy, playing with him.  But soon the baby fell sick, 
his body felt warm. The clinic was very far and you have to pay to get 
enough medication there, so they tried some native herbs on him. But he 
couldn’t survive. After two days he died. So the parents of my husband 
took me back to my parents’ house, and me and my husband are no 
longer staying together. There is a lot of gossip in the village that it was 
my aunt who put the sickness on my baby [through witchcraft] because 
of problems in the family. I worry now I will not find another man.
[R_19_CG]
Disclaimer: The photo below has no connection to the participant and 
her story.
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Delays in reaching healthcare facilities 

Key findings
 • The majority of women walk to health facilities for labour and lack access to 

motorbike and taxis, especially in rural areas
 • Pregnant women were often charged excessive motorbike/taxi fares 
 • Very poor ambulance services rurally
 • Lack of knowledge on when to refer and sub-optimal skills amongst rural health 

staff perceived as important contributor to preventable death

Of 206 urban women who attended a 
health facility for labour/childbirth, 113 
(55%) used a moto (motorbike taxi) or 
a taxi car. Of the 165 rural women who 
attended a health facility for labour/
childbirth, 115 (70%) walked to get 
there despite the distance probably 
being greater generally than for urban 
women. Just one person in each of the 
two areas reported using a government 
ambulance. Of women who reported 
paying for transport to attend a health 
facility for labour and childbirth, 16/22 
(73%) urban women and 14/20 (70%) 
rural women, reported that they were 
charged a higher than normal price by 
the moto/taxi driver. 

In-depth interview participants 
explained that accessing care in rural 
areas was challenging due to a lack 
of transport, the costs of available 
transport, and bad or non-existent 
roads, particularly during the rainy 
season. Referrals from rural areas also 
contributed to delays reaching health 
facilities due to the lack of transport, a 
perceived lack of knowledge and skills 
amongst rural health staff, and patients’ 

resistance to referral. Poor ambulance 
coverage and slow response time 
were also seen as critical factors delaying 
people reaching care. Participants 
explained that these difficulties 
reaching health facilities resulted in 
negative outcomes, particularly for 
pregnant women: they miscarried, 
delivered at home or at the roadside, 
and were unable to access timely care 
when situations were critical. For 
participants, this was a clear contributor 
to preventable deaths. 

If any problem arises 
within the village, it’s is 

difficult to find motorcycle; 
we use our bare feet to walk. 

Sometimes this leads to death 
of the individual. Sometimes 

it costs 10,000 Leones to go 
to the health facility, and 

another 10,000 Leones for the 
way home. We normally pay 

15,000 Leones when the problem 
arises at night.[R_35_CL]
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Place healthcare sought and care preferences

Key findings
 • 31% of urban women and 48% of rural women reported giving birth outside of a 

health facility
 • High preference for biomedical care
 • Traditional practitioners generally more geographically and financially accessible

The majority of women reported giving 
birth in a health facility; however, 31% of 
urban women and 48% of rural women 
stated that they gave birth outside of a 
health facility (either at home or beside 
the road on the way to a health facility). 
A preference for seeking biomedical care 
over traditional and alternative care was 
widely held especially for labour and 
childbirth; 95% of urban women and 
88% of rural women stated that they 
would prefer to give birth in a health 
facility for their next childbirth. This was 
explained due to byelaws prohibiting 
delivering at home and health education 
messaging promoting institutional birth, 
as well as positive perceptions of the 
quality of biomedical care, particularly 
that provided by MSF.

The majority of carers who sought care 
for febrile children chose to attend 
health facilities, with the hospital 
much more accessible for urban carers 
(Figure 2). Only two (0.4%) urban 
carers reported using traditional healers 
compared with 37 (7.3%) rurally. 
However, qualitative data indicated that 
use of herbal or traditional remedies 
was more commonplace than reported 
during the survey. These practitioners 

were generally more geographically and 
financially accessible, particularly in 
rural areas, and, for some participants, 
certain conditions were perceived to 
require traditional treatment (such as 
anaemia and convulsions).   

The law is already being 
enacted at the hospital that 

no one should deliver at 
home… Because it is known 

now that our delivery is being 
subjected to the modern medical 

ways… they say ‘go to the 
hospital’… For us it is not just 
because of the law that people 
are rushing to the hospital… 

For us, we like visiting the 
hospital. [R_10_MO]

[People in rural areas] they 
have their perception that 
their first line of contact is 

the traditional healers, because 
they are always available to them 
in the community. They actually 

accept whatever [people] have, 
in terms of money, they are less 

expensive, and there is no-one that 
can arrange for a better system.  If 

they have chickens, they can give 
in exchange for care. [U_67_HW]  
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Figure 2: Place of care seeking for febrile children under 5 years
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Healthcare experience and delays in receiving quality care

Key findings
 • Skilled assistance was generally not available to women giving birth at home in 

rural areas 
 • Caesarean section rate was minimal rurally
 • Payment for healthcare or ‘‘showing a sign of appreciation’ to health workers was 

common
 • Payment contributed to mistrust of healthcare workers
 • Absence of health workers and lack of assistance at night were especially 

challenging
 • Healthcare experience was poorer rurally, dignified quality healthcare was 

generally received from the District Hospital
 • Poor treatment by healthcare staff occasionally caused tensions at community 

level 
 • Rural health workers described poor conditions and sub-optimal equipment 

having a negative effect on their wellbeing and ability to provide quality care 

Overall, 74% of urban women reported 
having assistance from a skilled provider 
(trained healthcare worker, but not 
traditional birth attendant, Social 
Mobilizers of Pregnant Women (SMPW) 
or Community Advocacy and Wellness 
Group (CAG)) compared with 48% of 
rural women (Figure 3). Of those giving 
birth at home 34% of urban women had 
skilled assistance, due to the availability 
of ‘off duty’ health workers in urban 
areas, whereas only 4% of rural women 
had skilled assistance.

Twenty-six (9%) of urban women 
received a Caesarean section compared 
with 3 (1%) of rural women.

Having to pay for healthcare services 
which should fall under the free-
healthcare policies was commonly 

reported, especially rurally with 14% of 
urban women vs 49% of rural women 
reporting they paid for something (e.g. 
delivery charge, payment to healthcare 
worker, medicines, blood) in labour or 
for childbirth. 

Routine charging for vaccination cards, 
‘registering’ a baby born at home, or to 
be seen quickly were also described as 
common, and people often felt obligated 
to ‘show a sign of appreciation’ to their 
local nurse. Over 90% of children under 
5 years taken to healthcare facilities 
for febrile illness in each area received 
medications; though carers reported 
having to pay for these ‘free’ medications 
in 5% of cases in the urban area vs 41% 
of cases rurally.
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Figure 3: Place of birth and availability of skilled assistance
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Payment was perceived by interviewees 
as problematic, contradicting promises 
of free healthcare, which led to (widely 
held) mistrust of healthcare workers. 
Healthcare workers also described 
charging for care or medication due 
to their minimal remuneration or 
volunteer status, and the need to make 
up costs incurred by out-of-pocket 
payments made to cover gaps in supplies 
of medication and basic equipment.

Eight percent of urban women attending 
health facilities during pregnancy were 
told there were no medicines available 
for them and 2% were reportedly 
refused care by health workers.  In 
contrast, 38% of rural women were told 
there were no medicines available for 
them and 17% were reportedly refused 
care by health workers. Being given ‘not 
enough drugs’ was a common complaint 

of both mothers and carers who felt 
they were given small quantities of 
medication, or were expected to buy it 
from a pharmacy. Rural mothers and 
caregivers participating in interviews 
reported that healthcare workers were 
frequently absent from the facility when 
they visited. As a result, they had to 
travel on to the next health facility if they 
had the means or rely on less qualified 

Well you see, they are saying 
free healthcare for pregnant 

and lactating women, but 
when we get there we will not see 

the free healthcare they are talking 
about. They are saying if your 

child is sick go to the hospital, you 
the mother when you are sick go 

to the hospital, but we understand 
that the free healthcare is not 

operating. [R_03_CG]
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staff present at the facility. In both areas, 
getting care at night was presented as a 
particular challenge. 

Overall, 91% of women who were 
treated at health facilities reported that 
were treated respectfully (well or very 
well) by health workers during labour/
childbirth. Whilst only 1% of urban 
women reported that they were treated 
either ‘not so well’ or ‘badly’, rurally 
18% of attending women reported this. 
However, in both areas, poor treatment 
by healthcare staff was described as 
a significant barrier to quality care 
during qualitative data collection. Many 
mothers and caregivers spoke about 
their experiences of health workers 
being disrespectful, aggressive and 
insulting, for example being criticised 
by nurses for lack of ‘smart’ clothing; 
for coming too late or with evidence 
of use of tradition remedies; and for 
their age (being too young or too old to 
be a mother). In some instances, rural 
participants explained that this issue 
had escalated into a clash between the 
community and PHU nurse, where the 
relationship broke down to the extent 
that people would refuse to go to the 
local clinic. 

Health workers themselves 
acknowledged they could be aggressive, 
but explained this was due to difficulties 
working with ‘stubborn’ communities 
where patients consistently presented 
too late. In both areas, they discussed 
the challenges of working with limited 
infrastructure, equipment and staff. 
Participants also explained that working 

in these tough environments had a 
negative effect on their wellbeing, taking 
a particular toll on their mental health.  

However, interviewees generally 
reported provision and receipt of 
good quality and free healthcare from 
Magburaka hospital. 

The last time I was in 
labour I was feeling 

torment, and I didn’t want 
lie down in the bed because I am 
not used to it. So I told the nurse 
to take me [off the bed]. She told 

there is no chance for that, and 
told me to leave the hospital so 
I left. Some of my friends took 

me to their place and I gave 
birth there… [U_28_MO] 

When I worked here with 
all those challenges, I 

cannot express how I was 
feeling. I was feeling guilty over 

every child that died.  That’s 
because I did not have this [basic 
equipment]... So, it was horrible 
for me, and having to do rounds 
alone, I was the only CHO on the 

ward…. It was not easy.  I used 
to come here and work; I would 
forget that I have to eat, because 
I was just buried under the job.  

Working with few resources, and 
not having the right equipment, 

it’s so strenuous.  Mentally, I was 
always feeling guilty for every 

child that I would not be able to 
save. It was really not easy. 

[U_71_HW]
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Vaccination and bed-net coverage

Key findings
 • Measles vaccination coverage was 86% in urban area and 83% rurally; below the 

threshold of 95% required to achieve herd immunity in both areas
 • Polio vaccination coverage was 98% in urban area and 90% rurally
 • Mass vaccination campaigns were largely responsible for vaccination coverage
 • Multiple barriers to routine vaccination services including requirement to pay for 

vaccines and absence of vaccines were reported especially in the rural area
 • Concerns about side effects were seen to deter carers from vaccinating their 

children
 • LLITN coverage and use amongst pregnant women and children under 5 years 

was low in the urban areas and negligible in the rural area

Coverage amongst eligible children 
under 5 years for one or more doses 
of measles vaccine was 86% in the 
urban area and 83% rurally; and for 
one or more doses of polio vaccine 
was 98% (urban) and 90% (rural) 
with the vast majority of vaccinations 
received during recent mass vaccination 
campaigns. Lack of availability of 
vaccines and payment for vaccines 
were common barriers to vaccination 
rurally (each reported by 37% of 
rural carers). Concerns about the side 
effects of vaccines were evident, as 
health workers and community leaders 
explained a degree of resistance from 
communities and receiving complaints 
from mothers about the after effects 
of immunisation (notably rashes and 
bumps or abscesses). Lack of outreach 
vaccination activities was perceived as a 
major barrier to vaccination for children 
in rural area.

Health workers in rural areas also 
explained charging for vaccines and 
vaccination cards to recover the costs 
they incurred in collecting and storing 
vaccines, particularly in facilities without 
cold chains.
 

 We go to Magburaka [to 
collect vaccines] and after 

collecting them we have 
to leave them at [another health 
centre] because we don’t have a 

refrigerator here. Early in the 
morning we have to pay and go 

to pick them up, so the people 
have to wait for a long time…For 

the vaccination cards if you do 
not give money you will not be 

given any card. We have to pay 
for transportation where we keep 

the vaccines, so that is why we are 
not releasing these cards without 

asking for a small amount. 
[R_62_HW]
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The proportion of households possessing one or more intact long-lasting insecticide 
treated bed-net (LLITN) was 31% in the urban area and 12% in the rural area. The 
proportion of pregnant women who slept under an intact LLITN the night before 
the survey was 23% (urban) vs 7.4% (rural), and for children under 5 years was 28% 
(urban) vs 7.8% (rural). Qualitative data suggests that bed-nets were not considered 
a major factor in disease prevention.  

Summary of barriers to healthcare
A summary of barriers identified from both qualitative and quantitative analysis are 
displayed in Figure 4 (based on the ‘three delays model’).
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Figure 4:  Summary of barriers to healthcare
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Strengths and limitations of this study
The study draws on complementary strengths of three study designs and, using 
mixed methods, provides mitigation against some of the limitations of individual 
components. Triangulation of findings meant that we could identify consistencies 
and inconsistencies in findings and allowed us to draw robust conclusions. There 
were a number of limitations including potential for responder/social desirability 
bias whereby interviewees were likely to have underreported socially undesirable 
behaviours. As such, probably we substantially underestimated home births (illegal) 
and deaths (healthcare workers in particular may have been reluctant to report 
failings) and overestimated healthcare seeking and vaccination uptake. 

Interpretation of findings
The study findings indicate that since the start of the Ebola outbreak health 
indicators in both the urban and rural areas were poor. Stillbirth rate was 
considerably above the WHO target (though the observed difference between the 
urban and rural areas was unexpected). Incidence of under 5 years febrile illness 
appears extremely high. Under 5 years mortality rurally was close to the emergency 
threshold and was probably underestimated by this study. This study also provides 
evidence for avoidable maternal morbidity and mortality and for chronic under-
recording of maternal deaths. 

A high proportion of women gave birth at home or outside health facilities especially 
rurally. This finding must be explicitly recognised in order to develop interventions 
especially given the finding that home births are usually unsupported, particularly 
rurally, and therefore considered unsafe. 

That the vast majority of women did seek assistance in labour/childbirth, and many 
did not subsequently receive it suggests that help was unavailable/inaccessible to a 
substantial proportion of women particularly rurally. The vast majority of women 
stated a preference for attending a health facility for their next childbirth suggesting 
that for most giving birth at home was not out of choice, rather as a default when 
healthcare was inaccessible/unavailable. Most carers also sought care for febrile 
children under 5years. There was a clear general preference for biomedical care 
over alternatives in both areas. However, substantial barriers delayed and prevented 
people from accessing and receiving healthcare. Practical problems faced in 
reaching a health facility (delay phase 2) and receiving adequate and appropriate 
healthcare (delay phase 3) were often critical to deciding to seek healthcare (delay 
phase 1). This suggests that if free quality healthcare was accessible then generally 
there would be no delay or minimal delay in deciding to seek care.  
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Decisions to seek care are frequently 
made hierarchically or collectively, 
indicating chronic disempowerment of 
women in particular and often entailing 
delay. The decision to seek care for 
children may be delayed until a child is 
seriously unwell. Barriers drive people 
to look for alternatives to biomedical 
healthcare. Though traditional practices 
remain reasonably common, use of 
informal care providers is sometimes 
considered more convenient. While 
some preference for traditional means 
to treat certain conditions/presentations 
are persistent, biomedical healthcare 
is generally considered safer and more 
effective than alternatives particularly 
in pregnancy and for management 
of labour/childbirth. This is a salient 
finding and runs contrary to a widely-
held stereotype that people prefer 
traditional therapies; the implication is 
that if quality healthcare is available and 
accessible people will come. 

Distance to health facilities and 
associated costs appear particularly 
critical to health behaviour especially 
rurally. Young mothers/teenagers are 
more likely to face additional barriers 
and be stigmatised, and exploitation 
of pregnant women by moto and taxi 
drivers was evident. Practical constraints 
in urgent/emergency situations 
especially at night mean that in many 
situations it is simply not practical to 
get to a health facility for many people. 
Participants linked delays and aborted 
attempts to reach healthcare resulting 
from barriers with severe consequences 
including death.   

There were many barriers to receiving 
quality care at primary healthcare 
facilities. Lack of or absence of 
healthcare workers, lack of medications 
and cost of ‘healthcare’ were major 
barriers. Indeed, findings suggest that 
free provision of healthcare for pregnant 
women and children under 5 years is 
not available to a large proportion of the 
rural population. 

Lack of trust between people and 
healthcare workers was evident. Lack 
of trust during the Ebola outbreak is 
well documented, though this study 
indicates deep seated issues primarily 
concerning payment of healthcare 
workers and suspicion of personal gain 
from sale of ‘free healthcare’ but also 
exacerbated by attitudes, sub-optimal 
communication and poor treatment and 
mistreatment by healthcare workers. In 
turn, poor morale amongst healthcare 
workers was evident primarily in view 
of pay and working conditions. Lack of 
pay and insufficient pay were associated 
with charging patients for healthcare, 
even if they are the target beneficiaries 
of free healthcare and supplementing 
income by selling drugs to patients. Lack 
of support, isolation and lack of training 
for healthcare workers were reported. 

Poor referral mechanisms and lack of 
ambulances were substantial issues. 
The importance of building trust and 
addressing these limitations cannot be 
overstated. It should be highlighted, 
however, that people generally perceive 
that free quality healthcare is provided 
at the MSF supported Magburaka 
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hospital, and many of the barriers did 
not apply for people living close to the 
hospital. Care provided was associated 
with a high degree of satisfaction. 

Measles vaccination coverage is below 
the threshold for herd immunity 
though the mass vaccination campaign 
appeared largely successful the routine 
vaccination programme is probably 
much less effective. There are many 
contributing factors: routine charging 
for vaccines and vaccine cards, 
concern about side effects and poor 
administration technique were all 
reported. Very poor LLITN coverage 
especially rurally represents an urgent 
public health issue in a highly malaria 
endemic region. 

There is evident inequity in access to 
and receiving free quality healthcare: 
whilst people in Magburaka (urban) 
appear well served by the government 
hospital, those rurally generally lack 
quality free healthcare. There is 
inequality in mortality between urban 
(where mortality is relatively low) and 
rural children though there are likely 
to be broad social determinants (such 
as poverty, access to clean water and 
sanitation, and education) not just 
access to healthcare. Nevertheless, clear 
differences in access to free healthcare 
must be addressed. The presence and 
sustained commitment of MSF, working 
with MOHS, is perceived by people to be 
critical to achieving change.
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Conclusion
Our study finds that that pregnant women and children under 5 years face 
unacceptable barriers to care, particularly in rural areas, leading to high preventable 
mortality and morbidity. People want to access healthcare, but services available are 
often costly (despite the national policy for free care), unreachable, and poor quality. 
Equally preventative health services, such as vaccination and bed-nets for malaria, 
are under-provided.

Urgent action is needed; only by tackling barriers to care can preventable deaths 
be realistically reduced.  This must include a focus on upgrading health facilities; 
building the capacity and competency of health workers (specifically those in rural 
health facilities and communities); reinforcing transport and referral systems; and 
building links and trust between communities and health workers.

Recommendations 
The following recommendations are derived from study findings and are intended 
for consideration for action by MSF, MOHS and partners. We perceive Yoni 
to be representative of rural Sierra Leone and so consider that the following 
recommendations are applicable beyond the boundaries of the study area.  
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Table 5: Summary of recommendations

1.  Undertake community engagement, health education and health promotion for maternal 
and child health, in line with the MoHS’ Health Promotion Strategy 2017-2021

 Specific recommendation Details/examples

i.  Increase community-level ownership and responsibility 
for maternal and child health, including developing 
practical measures to enable care-seeking

 • Community transport and or transport funds
 • Community assistants to accompany pregnant 

women/carers to health facilities 69 (23%)

ii.  Strengthen the health promotion role of community 
and religious leaders, and community level groups 
(e.g. CAGs, SMPWs, ‘lead mothers’ and care groups), 
in collaboration with local health staff to encourage 
healthcare seeking

 • Develop and provide guidance and tools
 • Facilitate/provide/providing support for community-

led meetings

iii.  Target and prioritise health education and health 
promotion based on identified gaps

 • Development of labour plans (to include knowing 
when to seek help, danger signs and planning 
means of reaching health facility)

 • Need for early presentation to antenatal care
 • Causes, prevention and quick recognition of 

symptoms of common childhood illnesses
 • Risks and appropriate use of native herbs
 • Vaccination and misperceptions
 • Sex, family planning, STIs, and pregnancy 

(emphasising non-judgemental, non-punitive 
messages)

iv.  Target and prioritise audiences for health education 
and health promotion

 • Men and senior family members (particularly 
concerning care seeking decisions)

 • Young people and families (particularly concerning 
sex, family planning and pregnancy)

2. Facilitate access to free healthcare, particularly in hard to reach areas

 Specific recommendation Details/examples

i.  Develop a transport plan for pregnant women and 
children, considering innovative strategies

 • Incentivising or reimbursing moto/taxi drivers (e.g. 
Marie Stopes voucher scheme12)

 • Community-led transport schemes

ii.  Strengthen the ambulance service and improve 
access for emergencies in hard to reach areas

 • In line with MoHS strategy (minimum of one 
ambulance per chiefdom)

iii.  Ensure effective referral pathways and include 
children in national referral services

 • Functioning communication mechanisms (radio/
mobile phone) between health facilities and with 
ambulance services
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iv.  Provide maternity waiting homes for late pregnancy/
identified complex pregnancies, within close proximity 
to the District Hospital or CHCs

v.  Monitor and enforce implementation of the FHCI  • Prioritise interventions to combat known charges 
(e.g. charging to ‘register’ children born at home, 
and for vaccination booklets and prescriptions 
[particularly syrups linked to personal pharmacy 
business]) 

 • Build community accountability networks, combined 
with a clear definition of ‘free’ drugs to inform 
communication around the FHCI 

 • Support trust building between health workers 
and communities through facilitating/supporting 
community-led engagement activities

3.  Strengthen rural health services/hard to reach areas to meet the needs of women  
and children

 Specific recommendation Details/examples

i.  Ensure rural/hard to reach facilities have basic 
infrastructure, amenities and supply

 • E.g. essential medications, water, cold chain

ii.  Improve access to care during childbirth through 
upgrading CHCs to provide Basic Emergency Obstetric 
Care (BEmONC) services

 • As per MoHS priority target (minimum 1 per 
chiefdom)

iii.  Support and prioritise community outreach activities 
by health workers

 • Facilitate planning and ensure supportive supervision
 • Provide essential resources

iv.  Prioritise training of and support to the rural health 
workforce, particularly those serving in remote PHUs

 • Ideally staffing levels should be met, but until then 
the focus should be on developing skills of existing 
staff

 • E.g. through mobile training teams to provide on-the-
job support, training and supervision

v.  Implement the CHW programme in line with MoHS 
strategy, develop a clear plan for the integration of 
CAGs/SMPWs, within the health workforce, and ensure 
robust supervision and support mechanisms linked to 
health facilities

vi.  Establish/consolidate links between communities 
and health facilities to build trust and accountability, 
patient orientation of services and facilitate peer-
driven quality improvement

 • E.g. through village health committees and/or ‘quality 
circles’
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vii.  Actively search for cases of obstetric fistula during 
community engagement and outreach work and refer 
for corrective surgery

4.  Provide quality training, support and supervision for healthcare workers to deliver free 
quality healthcare

 Specific recommendation Details/examples

i.  Focus on holistic care provision, practical skills and 
procedural training

 • Communication skills and empathetic and respectful 
patient care 

 • Antenatal and postnatal care, vaccination, Caesarean 
section (to appropriate cadres), and appropriate 
referral

ii.  Support the DHMT to provide supervision and 
monitoring and facilitate peer support networks

 • Provide practical support where necessary to 
facilitate supportive supervision visits

 • Provide practical support to peer support events and 
networks (for example set up and fund bimonthly 
meetings and or trainings)

5. Advocate on behalf of women, children and healthcare workers

 Specific recommendation Details/examples

i.  Raise awareness of the unmet needs of women in 
pregnancy and childbirth, particularly of teenage 
pregnant women and young mothers, and of children 
under 5

 • Advocate for removal of punitive measures for 
women delivering outside health facilities

ii.  Raise awareness of challenges accessing free 
healthcare faced by pregnant women and children 
under 5

 • Advocate monitoring and enforcement of the FHCI
 • Advocate against exploitation of pregnant women by 

taxi and moto drivers

iii.  Raise awareness of challenges faced by health 
workers and advocate for improved pay and working/
living conditions, particularly for current ‘volunteer’ 
staff

 • E.g. reasons for non-provision of FHCI

6.  Support vaccination activities and strategy development, and conduct regular mass 
bed-net distribution campaigns

 Specific recommendation Details/examples

i. Increase routine vaccination activities  • Outreach and fixed strategy

ii. Consider a campaign based vaccination strategy

iii.  Ensure supply and free provision of vaccines, and a 
secure cold chain

 • Fridges, cold boxes and transportation
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iv.  Perform community engagement and education to 
address concerns about vaccine side effects and 
misperceptions

 • E.g. regarding Ebola

v.  Undertake opportunistic vaccination of children when 
presenting at health facilities for other reasons

 • ‘Making every contact count’

vi.  Conduct regular ‘catch up’ mass LLITN distribution 
campaigns, combined with community engagement 
and health promotion around use, maintenance and 
benefits

7. Strengthen maternal death surveillance and death review procedures

 Specific recommendation Details/examples

i.  Provide death registration books and training on their 
use

ii.  Ensure robust arrangements are in place for recording 
and reporting

 • E.g. consistency in terms of person responsible and 
robust reporting arrangements)

iii.  Ensure robust and validated procedures for maternal 
death review

 • Incorporating root cause analysis and using non-
punitive learning approaches

iv.  Child mortality surveillance  • Consider to integrate Paediatric death in the 
Surveillance and Response system
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Four steps to save lives:  
Upgrade (1) health facilities; (2) technical 
capacities; (3) transport links and referrals; 
(4) links and trust with communities.


