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Abstract 

Women who live in conflict-affected settings are more likely to die from preventable 

causes related to pregnancy and childbirth. In Maiduguri northeast Nigeria, conflict by the jihadi 

movement, Boko Haram, has resulted in the destruction of two-thirds of health care facilities in 

the wider region affected by the conflict, thereby increasing pressure on care delivery for 

pregnant women. This qualitative research addresses the question: What is the impact of the 

conflict in Maiduguri on the delivery of antenatal care services for women? Using an inductive 

content analytic approach, the study characterizes the conflict and antenatal care experiences of 

women in Maiduguri from the perspective of women themselves. Data consist of qualitative 

interviews of 40 women (> 18 years old) who attended or didn’t attend antenatal clinic, and ten 

key informants. Analysis of the interview data indicates women’s suffering has been exacerbated 

by the conflict, and that the response to the conflict has brought improvements to antenatal care 

services for women. The exacerbation of suffering includes an increase in poverty, the creation 

of physical hardship and displacement. Experiences of improved antenatal care took the form of 

expressing appreciation of care, participants reporting service quality improvement, and women 

reporting increased motivation to seek care. The improvement to antenatal care is attributed to 

changes introduced by the humanitarian response to the conflict which now faces the question of 

sustainability for the future.  
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Part 1: Historical and Social Context 

Aisha came to a halt outside her home.  

It was dusk.  

She had run from the market and her heart was beating wildly. She strained to pick up the 

sound of her children. They are always loud, she thought with a rising panic.  

Her heart sank.  

Why are they so quiet today? I hope nothing bad has happened to them.  

In the evening of February 25, 2015, the market in the small village of Mudu was 

attacked by a rampaging gang of Boko Haram fighters randomly shooting and violently hacking 

people. Although there were reports of killings and arson by Boko Haram in nearby villages, that 

evening Mudu was still caught by surprise at the arrival of this group. 

“I don’t want to remember that night,” Aisha declared in November 2018, three years 

later. “My toenails came off from sheer trekking and my feet were swollen and oozing blood and 

water.”  

That night, after she had found them safe, Aisha gathered her four children and strapped 

the little one, a daughter, to her back. She firmly held two, a boy and a girl, by their arms and 

began her long journey into the dark. Behind her, Hafsat, 8, her oldest daughter, followed closely 

and tried to keep pace. 

Aisha travelled for about 130 kilometers from Mudu to Fotokol, a border commune in 

Cameroon.  

That night, before she lost sight of the village of Mudu, she turned around to look at her 

house. It was on fire. Her home and all she had ever owned. The fire lit the night skies and 

flickered in the wind. It shut the door to her old life. This blighted grassland and impoverishment 
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had defined her life for 30 years. But poverty is not strange to Aisha, but the war is. The change 

that came happened faster than the ravages of the environment she had known. For the next three 

years, Aisha’s life, and that of her children, turned into a nightmare. She faced starvation and 

homelessness. She was forced to scavenge and beg for food to keep her children alive. One day 

she delivered a newborn baby out in a cold and bitter whether. It was a happy but lonely 

experience for her. She fought to hide her shame and frustration from the needling gazes of 

passing strangers. This baby arrived in time to put a smile on her face. She was five months 

pregnant when she left Mudu.  

Aisha is one out of millions of women in the northeast of Nigeria and neighboring 

countries who are pregnant and caring for little children in the face of a deadly conflict.  

How did life turn into a nightmare in this region and how did women and children fall 

victim to hunger and disease? 
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Introduction  

Since 2009, deaths due to violent activities of the militant group, Boko Haram, in Nigeria 

escalated to “tens of thousands of people,” according to Alexander Thurston (2017), visiting 

assistant professor of political science and comparative religion at Miami University and the 

author of Boko Haram: The History of an African Jihadist Movement. Thurston(2017), a leading 

authority on the subject, describes Boko Haram as one of the deadliest jihadist groups in the 

world, and the broader crisis precipitated by the group is considered one of the ten most severe 

humanitarian crisis in the world by the United Nations (United Nations Office for the 

Coordination of Humanitarian Affairs [OCHA], 2019). As of December 2018, OCHA has 

reported nearly 8 million people in need of humanitarian assistance. This figure includes a 

massive population of internally displaced people, severely malnourished children, and people 

experiencing severe acute shortage of food and water.  

Boko Haram, a movement that claims to fight in the name of Islam, had its early 

beginnings in 2000 in the northeastern Nigerian city of Maiduguri. The group’s decisive turn to 

violence occurred in 2009. Thereafter, the group spawned killings, arson, suicide-bombing, 

extortion and kidnappings all over the northeast of Nigeria (Thurston, 2018). The weekly catalog 

of political violence in Nigeria, Nigeria Security Tracker (Campbell, 2019) published since 2011 

by the Council on Foreign Relations, puts the total deaths in the conflict in of April 2019 at 

34,849 people. Further, as reported by the World Health Organization [WHO, 2017] (Health 

Sector Strategy, 2017), the activities of Boko Haram in Borno State, where Maiduguri is the 

capital, have resulted in the destruction of about 700 health care centers which form two-thirds of 

all health care facilities. People in Borno face precarity, noted Thurston, and the crisis 

surrounding the conflict has widened into a heavy-handed response to Boko Haram by Nigeria’s 
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security forces. Women and children caught on both sides of the conflict are severely 

traumatized or killed. Their story is a tale of pain and suffering (Oriola, 2017). 

Life has not always been this way.  

From a politically and culturally isolated region in the post-civil war 1970s, Maiduguri 

was transformed into an urban sprawl almost overnight. This was the decade of Nigeria’s resolve 

to rebuild national unity after a deadly civil war. Despite its leader’s confidence, Nigeria’s 

prospects for unity were not very bright largely due to Nigeria’s discredited legacy of 

colonialism and discord among as many as 550 linguistic groups (Blench, 2012). Nigerians were 

told by their leaders to look to the future and forget the past. The country heaved a sigh of relief 

after the war. Nearly damaged, now a renewed sense of hope and confidence was returning. It 

was reminiscent of the days of independence in 1960.  

Located in the Sahel region of west Africa, the city of Maiduguri flourished from this 

euphoria and the prospects of a new society. Channels of thriving commerce proliferated across 

Maiduguri and the rest of Nigeria into the countries of the Lake Chad Basin. Soon this society 

that survived a prolonged period of pre-colonial conflict, bloody power succession, and British 

control was emerging into a new era of independence. But the leaders failed in accountability. 

The new decade of promise for Maiduguri and Nigeria soon turned into the “troubled decades” 

(Thurston, 2017, p. 34).  

Thurston (2007) describes a buildup to this stage whose seeds were planted at the dawn 

of British colonial conquest. Immigrants from within and outside Nigeria converged on the city 

of Maiduguri at a rate of almost 10,000 people per year (2017, p. 47). Most communities became 

diverse, vulnerable, and poor. This outcome reflected the impact of sudden and massive 

immigration, poor city planning, inadequate infrastructural development and rising social 
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tensions that slowly but firmly emerged in the city. By the 1980s serious problems of youth 

criminality emerged in Borno as recalled by one religious leader who spoke about “a glut of 

youths” (Abulfathi, 2016) deprived of education and parental care, and who as a result formed 

gangs and started committing heinous crimes. This was the environment in which the future 

leaders of Boko Haram grew up. Some even claim the broken moral integrity among the youths 

in the 1980s and 1990s was the direct forerunner of the Boko Haram violence (2016). 

This paper will first look at the early history of Borno in order to contextualize the 

prolonged cultural history that forms part of the discourse about Boko Haram. It will then reflect 

on the sociopolitical and historical factors behind the rise of the group. In his analysis of the root 

causes of the Boko Haram conflict, Thurston stresses the importance of “dynamic, locally 

grounded interactions between religion and politics” (2017, p. 3) while rejecting what he refers 

to as master explanations for the emergence of the group. Some of these explanations include 

transnational jihadism, poverty, poor governance, and economic disparities between northern and 

southern Nigeria (2017). This set of forces operate within a sociopolitical and historical context 

central to the evolution of the societies of northeastern Nigeria including the societies of Boko 

Haram’s emergence. Next, the paper will turn to the complex ecosystem of health care in a state 

of conflict exemplified by the conflict in northeast Nigeria. In a conflict state, it turns out that 

violence is not the biggest cause of mortality among civilians. Studies show that disease, hunger, 

and poverty are more implicated because conflicts destroy vital institutions of the society such as 

hospitals, markets and public utilities (Bourdeaux, 2015). Management of human suffering in a 

conflict must be coordinated in a prioritized manner. One approach which focuses on the 

governing of the health care system in a conflict setting will be examined in this paper.  
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Kanem-Bornu Empire and the rise of Islam 

The history of Borno goes back earlier than the ninth century (“Nigeria-History,” 2019). 

Several Arab authors from North Africa among them Ibn Sa ‘id, al-Maqrizi and al-Qalqashandi 

(Hopkins & Levtzion, 2000) first wrote about the state of Kanem (modern day Chad) located east 

of Lake Chad. As early as the eighth century a confederation of pastoralists from the Teda-Daza 

group, prominently the Zaghawa nomadic people, established a centralized state over diverse 

groups of people collectively referred to as the Sao (Dalziel & MacKenzie, 2016). The different 

populations of Kanem gave rise to the Kanembu which is a Nilo-Saharan language. An 

aristocracy, the Duguwa, soon emerged to rule over this gathering of agriculturalists and 

pastoralists until the 11th century. The Duguwa was one out of three dominant dynasties that 

ruled over the Kanem (later Kanem-Bornu) until the 19th century. Little is known about the early 

history of Kanem but some historians note that its power base was established through the 

control of trade routes towards Tripoli and Egypt (2016). The Kanem state might have engaged 

in conquests towards the northern oases of Kawar that led to the creation of the trans-Saharan 

trade that survived until the 19th century (2016). 

In the 11th century a new ruler, Humai ibn Salamna took over power, drove out the 

Zaghawa nomads and upgraded Kanem into a kingdom with capital at Njimi. That event set the 

stage and formed the beginning of one of the longest reigning African dynasties of all time, the 

Sefuwa dynasty. This 800-year long hegemony became prominent and wealthy and extended its 

territory to control 12 subordinate states known as vassal states to the empire (Singh, 2018). 

Trade with North Africa and the Hausa region of northern Nigeria intensified. It formed 

territories with present-day southern Chad, northern Cameroon, northeastern Nigeria, 

eastern Niger, and southern Libya. Islam in Kanem appeared at this stage when the ruler of Sef 
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became a Muslim around the end of the 11th century (“Kanem-Bornu | historical empire, Africa,” 

2015). Kanem metamorphosed into a major diplomatic power in the Sahara area with embassies 

in both Morrocco and the Ottoman Empire. Because of its location, it served as a point of contact 

in trade between North Africa, the Nile Valley, and the sub-Sahara region (Dalziel & 

MacKenzie, 2016). 

In the early 12th century, Mai Dunama Dibalami rose to prominence as the mai (ruler) of 

the empire. He acquired an army of 40,000 men on horseback and expanded the size of the 

empire. He established diplomatic relationships in Tunisia along with a school and hostel in 

Cairo for students and pilgrims en route to Mecca. Dibalami was a devout Muslim who along 

with other mais of the Royal court developed Quranic studies alongside the study of astronomy, 

mathematics, and science (Singh, 2018). 

In the late 14th century the Sefuwa came under considerable attack from the Bulala 

people who forced them to move westward across the Lake Chad. They abandoned Kanem and 

moved to Bornu. This became the origin of the name Kanem-Bornu 

(Coalitionforyouthanddevelopment, 2016). Although, the Sef were to reclaim Kanem territory in 

the early 16th century, the capital of Kanem-Bornu remained in Bornu and Bornu continued to be 

the economic and political power of the Empire (Dalziel & MacKenzie, 2016). The migration 

from Kanem to Bornu was a protracted process that was enmeshed in violent campaigns with 

other native groups. The outcome of these wars was the integration of the diverse Sao group and 

the Kanembu to form a new ethnic group, the Kanuri. The Kanuri was to dominate and suppress 

all other groups and become the lingua franca of the empire (2016)  

It is significant to note the nature of the warfare going on within and around the empire. 

For example, in the early 19th century Fulani jihadist led by the sultan of Sokoto, Uthman dan 
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Fodio conquered Kanem-Bornu empire. It was a war fought largely on military, diplomatic, and 

religious fronts (2016). Later, the empire reclaimed its territories in a battle led by a learned 

religious scholar from Kanem, Mohammed El Kanemi. In his letter to the sultan, El Kanemi 

insisted that there was little need for jihad against Bornu after all its inhabitants were pure 

adherents of Islam (2016). El Kanemi influenced major religious reform in the empire while 

establishing his power. He founded a new capital in Kukawa in 1814 and changed the traditional 

title from mai to shehu of Bornu (2016) 

The political power of the shehu over the empire was, however, tentative. This was 

because of the influence of the old Sefuwa dynasty which still retained some control until 1846 

when it was finally supplanted by Umar the son of Mohammed El Kanemi (2016). The Kanemis 

became the third dynasty of the empire and ruled for a relatively short period which lasted until 

1893 when it was terminated along with the empire by a Sudanese warlord, Rabih az-Zubayr 

(2016). Rabih was later to be killed by the French colonial army at the turn of the century. The 

empire at this stage was then divided between the German colony of Cameroon and the British 

colony of Nigeria, an arrangement that remained in place until the end of World War I. After the 

war political realignment by the colonialists reunited the territory of Bornu under British 

administration in Nigeria. In 1960, Nigeria attained independence. The descendants of 

Mohammed El Kanemi retained the title of shehu into the 21st century, although without any 

political power associated with it (2016). 

Islam has played a major role in shaping the political rise of the kingdom of Kanem-

Bornu from the 11th century. The rulers of Kanem were among the first to accept Islam in sub-

Saharan Africa. Islamic culture became renowned throughout the empire with the mais 
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undertaking the hajj to Mecca on a yearly basis. The justification for the expansion of the 

kingdom was predicated on the Islamic tenet to convert non-Muslims into Islam (2016).  

Like other parts of Africa, most Muslims in Bornu adhered to the Sunni denomination of 

the Maliki madh'hab school of Islamic jurisprudence. This entails the practice of Islam according 

to the Shari'a legal code but with limited application to personal-status law for issues such as 

marriage, divorce, inheritance, and child custody (Robinson, 2004). In this environment 

secularism, the separation between state and religion, did not face any serious threat in Africa 

(Kane, 2016, p. 160). This was until new revivalist Islamic movement started cropping up in the 

post-independence era of the 1960s post-colonial West Africa (2016). 

 

Islam and the Boko Haram conflict in Maiduguri 

Understanding the rise of Boko Haram in Nigeria and specifically in the northeastern part 

of the country begins by highlighting the political and social foundations of the localized context 

that gave rise to the movement (Thurston, 2017). The Oxford University scholar Abdul Raufu 

Mustapha (2014) presented a five-pronged multidimensional framework for characterizing Boko 

Haram which include religious doctrines, poverty and inequality, post-1999 politics, youth 

agency and geography. This approach is significant because it avoids an overly simplistic and 

sometimes stereotype view of Boko Haram. Instead it adopts a more nuanced explanation that 

takes into serious consideration local religious traditions and a global process arising within a 

localized context. It is a serious attempt at looking at Boko Haram beyond just a puppet of the 

global jihadist movement, or as a product of poverty, political corruption, and inequality between 

Nigeria’s north and south (Thurston, 2017). 
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It recognizes the existence of a formal relationship between an offshoot of Boko Haram 

and the Islamic state just as there were earlier iterations of affiliation between Boko Haram and 

Al Qaida. Certainly, transnational jihadism is a part of the story. However, the external jihadists 

have found the leaders of Boko Haram difficult to control and the influence they wanted to have 

over the movement was frustrated by the diverse forms the movement adopted (2017) 

The other dimension of the story is the longstanding pattern of corruption in Nigeria, 

disparity between different parts of the country, widespread poverty, low school enrolment, and 

other socioeconomic problems in the northeast where Boko Haram evolved (2017). 

These two dimensions lack contextual specificity. The causal mechanism for the rise of 

the movement is not explicitly identified in both theories. How do we go from the fact that there 

is widespread poverty and marginalization in the northeast of Nigeria to having a jihadist 

movement? At the same time these structural problems provide little information about why 

Boko Haram emerged in Maiduguri and at this time. There are other places in Nigeria and other 

parts of the world that have histories of systemic alienation, poverty and a large population of 

unemployed young men but don’t have a history of jihadist movements (2017).  

The above logic means that there is a more complicated story around the local specificity 

of Boko Haram’s environment (2017). 

Boko Haram, also referred to as “Yusuffiya” after its founder Mohammed Yusuf, means 

“Western education is forbidden.” The origin of the word boko is found in indigenous Hausa 

usage meaning “fraud” or “inauthentic.” This meaning was adopted to refer to education in the 

time of British colonial rule between 1900 to 1960. The term ‘yan boko could refer to 

“representatives of Western education” but in a broader sense it can mean “Westernized people.” 

It referred to the elite in British colonial days and was directed at individuals who wielded power 
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in the society because of their mastery of Western-style traditions yet were considered corrupt 

for the same reason. Haram is an Islamic legal term referring to a forbidden act (2017). The 

group itself rejects the label “Boko Haram” and considers it a “form of derisive nicknaming” by 

outsiders (Ifriqiya, 2016). Yet a nuanced rendering of the phrase could mean “Western culture is 

forbidden by Islam.” According a news article from August 2009, in statement made to the press, 

the sect said: 

Boko Haram does not in any way mean “Western Education is a sin” as the infidel media 

continue to portray us. Boko Haram actually means “Western Civilisation” is forbidden. The 

difference is that while the first gives the impression that we are opposed to formal education 

coming from the West, that is Europe, which is not true, the second affirms our believe [sic] in the 

supremacy of Islamic culture (not Education), for culture is broader, it includes education but not 

determined by Western Education. In this case we are talking of Western Ways of life which 

include: constitutional provision as if relates to, for instance the rights and privileges of Women, 

the idea of homosexualism, lesbianism, sanctions in cases of terrible crimes like drug trafficking, 

rape of infants, multiparty democracy in an overwhelmingly Islamic country like Nigeria, blue 

films, prostitution, drinking beer and alcohol and many others that are opposed to Islamic 

civilization (2016). 

In his analysis of Boko Haram, Alexander Thurston (2017) argues that the group 

“represents the outcome of dynamic, locally grounded interactions between religion and politics” 

(2017, p. 3). Examining Boko Haram in this context presents both a challenge and an 

opportunity. The challenge bothers on skepticism about juxtaposing Islam with jihadism. Some 

analyst who have problem with this association view religion in terms of individual conviction 

and faith and firmly dissociate Islam from jihadism. On the other hand, there is a strong regard 
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for religious ideas among adherents of the movement, and the group emerged in a context where 

many young men seek religious knowledge (2017, p. 8). Focusing on the religious message of 

the group opens a door to its motive. One fact that should be of relevance to analysts is that 

adhering to its message about religion exacted a heavy toll on Boko Haram that it appears 

unlikely it will continue to chart that course purely out of a rational ambition. Yusuf, its first 

leader, was executed by the police while remaining adamant to his religious convictions (2017). 

The argument for teasing-out religion out of the discourse about jihadism becomes untenable 

since its proponents, in the case of the Islamic State, avidly declare that “religion matters a great 

deal” to jihadists (Hamid, 2015). Taking the role of religion seriously, however, is not a 

wholesale admission that the rhetoric of Boko Harm or the Islamic State form the core tenet of 

Islam, and certainly not an attempt to downplay the role of political and socioeconomic agencies. 

The role of politics in the emergence of Boko Haram may be viewed both in terms of intense 

individual ambitions for control in the region and in terms of a larger quest to appropriate what it 

means to be a Muslim in the Lake Chad region and in a sense what it means to “remake the 

symbolic landscape of Nigeria and its neighbors” (Thurston, 2017). Boko Haram leaders are 

active political players in the intense political field of Nigeria and because they seek to redefine 

values as religious leaders. A political bird's-eye view of the movement’s trajectory provides a 

pragmatic perspective to characterizing both origin and interpretation of the movement with one 

lens regardless of the controversy this approach may generate (2017). 

Boko Haram operates within the framework defined by Salafi-jihadism, an amalgam of 

Salafism and jihadism, both distinct and core tenets identified within Islam (2017, p. 18). 

“Salafism” is derived from the Arabic root word salaf, meaning “predecessor.” It is a reference 

to the earliest Muslims seen as pure by the Salafis. The tradition dates to the twentieth century 
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with origins within the Kingdom of Saudi Arabia and subsequent spread to other parts of the 

world including Nigeria. Salafism is grounded by literalist interpretation of the Quran and the 

Sunna (tradition or model) with inclinations towards purification of other Muslims (2017). Jihad 

which means “to strive” is a complex concept in Islam with both military and non-military 

connotations. “Jihadism” became an ideology proffered by radicals between 1960s and the 

1990s. jihadists moved against Muslims they perceive as compliant to Western influences, and 

who they term infidels. The fusion of Salafism and jihadism occurred in the 1990s with the 

agenda to supplant the infidels within Islam through violence (2017). 

In Borno, as in other parts of northern Nigeria, the Islamic religious field is controlled by 

different categories of hierarchies three of which are dominant (2017, p. 21). First are the emirs. 

The shehu of Borno, equivalent to an emir, is the hereditary Muslim leader descended from the 

El Kanemi ruling dynasty of Bornu empire which started in the nineteenth century. The 

leadership of the shehu in terms of Islamic affairs is parallel and comparable to the religious 

leadership of the sultan of Sokoto in northeastern Nigeria. The sultan descended from Uthman 

dan Fodio (1754-1817) who established the Sokoto Caliphate, an Islamic empire, in the early 

nineteenth century. The hereditary Muslim leaders have a longstanding link with the Sufi 

hierarchies of shaykhs. In northern Nigeria the most prominent Sufi orders are the Tijaniyya and 

the Qadiriyya. The Muslim establishment in northern Nigeria is formed by the emirs and the sufi 

shaykhs. The third category of authority within northern Nigerian Muslim establishment is the 

Salafi movement which originated with the anti-Sufi polemicist Abubakar Gumi (1924-92). 

Gumi founded the anti-Sufi order Izala or Jama’at Izalat al-Bid’a wa-Iqamat al-sunna (the 

Society for the Removal of Heretical Innovation and the Establishment of the Prophet’s model). 
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The Izala movement through its vigorous activism led the bitter debate that ensued from the 

1980s throughout northern Nigeria between the Sufis and Salafis (Thurston, 2017).  

By the 1990s schisms appeared in the Izala order after the death of Gumi. Young Izala 

preachers returning from The University of Medina began to cultivate a following outside core 

Izala movement. One of the prominent Medina graduates was the charismatic preacher Ja’far 

Mahmud Adam (1961/62-2007). Adam became a mentor for Mohammed Yusuf. Later they were 

to have a falling out in their relationship due to the controversial nature of Yusuf. Today in 

Nigeria, the mainstream Salafi movement, including the Izala openly denounced Boko Haram 

(2017).  

As colonial legacies go, one major policy of British colonial rule in northern Nigeria was 

the bonding of diverse groups of people with different cultural histories and subjecting them 

under the infamous “Indirect Rule” of the British (Ochonu, 2014). This had the unintended 

negative effect of imposing Muslim rule by the emirs over non-Muslim populations. In time this 

policy led to a lasting bitterness and a vicious cycle of violence in the postcolonial period. Unlike 

the coastal southern part of Nigeria, the northern hinterland suffered low level of educational and 

economic development partly because it was cloistered under the British Indirect Rule (Thurston, 

2017). 

In terms of politics, Thurston (2017) presents four aspects of Nigerian politics that have a 

bearing on his analysis of Boko Haram. These are cutthroat elections, pervasive corruption, 

severe inequality, and the violence and impunity deployed to the management of conflict in 

Nigeria (pp. 27-30). 

In Nigeria’s politics so-called political “godfathers” recruit unsavory youth to intimidate 

their opponents. These godfathers indirectly engage youths and court the influence of political 
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actors in the system. Mohammed Yusuf was actively involved in this system of political 

gamesmanship in 2003 (p. 28).  

Corruption has a crippling effect in almost every facet of Nigeria’s government including 

its leadership, the bureaucracy, the military and the security system. In 2015, the government of 

President Muhammadu Buhari alleged that up to $2.1 billion funds allocated for fighting Boko 

Haram was stolen. Widespread corruption weakens the state’s ability to stage effective counter-

threat actions against Boko Haram (p. 28). 

Thurston (2017) concluded that most Nigerians are poor. This conclusion is based on 

economic indices derived from diverse sources (Nigerians living in poverty rise, 2012; Usman, 

2016; Watts, 2013). This is despite living in a country with the largest economy in Africa and the 

twenty-sixth largest in the world. The inequality is even more skewed in northern Nigeria where 

the birthrate trumps that of the south. In this environment many young men are unemployed and 

struggling at a time when social values have taken a dip.  

The fourth factor in Nigeria’s political culture that bears on the rise of Boko Haram is a 

“de facto system of violence and impunity when it comes to rebellions and riots” (Thurston, 

2017, p. 30). Thurston (2017) describes a rigid process that proceeds from the initial deployment 

of excessive force to reconciliatory gestures and a final exhortation to all parties to move on in 

the spirit of national unity (2017, p. 30). This approach to conflict management has led to the 

accumulation of grievances over the years. The authorities given over to this unflinching order 

are confounded when the approach fails to control a revolt. Boko Haram appeared with a bold 

new challenge to Nigerian leaders. It questions the suzerainty of the nation and the secularity of 

the state. It provoked the tenuous coexistence between Muslims and Christians, tempered with 
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traditional political arrangements, and defied the familiar conciliatory gestures of the authorities 

(p. 31).  

 

The path to war in Maiduguri 

Islamic revival is a term associated with the transformation of societies in accordance 

with Islamic teaching (Willis, 1967). Harvard professor, Ousmane Oumar Kane (2016) examined 

the rise of Islam in West Africa in his seminal book Beyond Timbuktu: An Intellectual History of 

Muslim West Africa. As a doctoral student between 1985 and 1991 Kane visited northern Nigeria 

every year to conduct his fieldwork. Sufi groups at that time, he observed, were up in a debate 

against their main rivals the ‘Yan Izala’ (Izala) over doctrinal issues that pertained to Islamic 

orthodoxy as indicated by Thurston (2017, p. 23) in his account. This contest polarized Sufi and 

Salafi orders with the most radical group in that debate being the Shiites who professed a Salafi 

ideology. The Shiites entertained the idea of an Islamic state but reserved their rhetoric to only 

preaching against public school attendance and taking government jobs (Kane, 2016, p. 178). 

Among scholars of Islamic sociology in West Africa, including Kane, there was not a single 

theory that accurately predicted the emergence of Islamic insurgency capable of effectively 

challenging the political authority of the state at that time (2016, p. 178). 

William Miles (2007), a leading scholar of West African politics was even more 

emphatic against that possibility: “Islamism is not a specter haunting West Africa” he said. 

“Despite the politicization of Islam in [Nigeria], the likelihood of a national theocratic state 

arising in [Nigeria] is virtually nil.” Miles shared this conviction with Kane in 2007. In 2011, 

about twenty years after his research in Nigeria, Kane (2016) went back to find that the situation 

has dramatically changed. “In the name of religion,” (2016, p. 179) he stated, “new armed groups 
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have been challenging state monopoly on the exercise of violence in Nigeria and other parts of 

West Africa.”  

Kane (2016) developed two interconnected theories to explain the rise of Boko Haram 

and similar groups in west Africa: first, is the appeal of Islamist ideology and second, the 

militarization and globalization of jihadi groups.  

Within this framework Kane discovered some factors specific to Nigeria that 

foreshadowed the emergence of Boko Haram in northeast Nigeria and subsequent spread to the 

Lake Chad countries. These factors, he found, are consistent with postcolonial Islamic revivalist 

movements occurring throughout West Africa.  

In Nigeria there was the stage of polarization of Islamic groups in the north as noted 

above. Initially this started as Salafi-Sufi rivalries or intra-Salafi competitions for influence 

(Thurston, 2017, p. 62) which could turn into a confrontation. This stage morphed into the 

deepening division in the country between Christians and Muslims over diverse issues 

prominently Nigeria's full membership in the Organization of the Islamic Conference (OIC) and 

the establishment of a federal Shari'a court of appeals. Shari'a is the Islamic law of Muslims 

which before the 1990s had been only partially implemented as the penal code of northern 

Nigeria. Taking into consideration the nearly equal proportion of Muslim to Christian population 

in the country, Kane (2016) notes, these issues predictably pitted Christians against Muslims and 

sometimes resulted in a heavy death toll and the destruction of property (2016, pp. 180–181). 

Against the background of these socio-political divisions in Nigeria insurgency rebellions 

proliferated. These activities were effectively suppressed by law enforcement. A good evidence 

was the Maitatsine riot of 1980 in Kano led by the Islamic millenarian, Mohammed Marwa and 

his close disciple, Musa Makaniki. This group has been described as the forerunner of Boko 
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Haram, but Thurston (2017) merely see a structural and demographic similarity between the two 

groups, and he concludes that Maitatsine lacked the connection to broader Islamic thoughts like 

Salafism or Jihadism (2017, p. 63). 

In July 2009, an uprising by Boko Haram broke out in Maiduguri. The group staged a 

battle on July 27 that paralyzed Maiduguri. The state responded. By July 29, Yusuf, the leader of 

Boko Haram was arrested and executed (Mshelizza, 2009). Kane (2016) summarized the broad 

factors that led to the uprising of July 2009 as follows: 1) a possible link between Boko Haram 

and preexisting radical groups in Nigeria, North Africa, and Saudi Arabia. Mohammed Yusuf, 

the leader of the group is believed to have been affiliated at some point to the pro-Shiite 

movement of the Brothers under the leadership of Ibrahim El Zakzaky. A breakaway faction of 

the Brothers metamorphosed into the Jamaatul Tajdidi Islam (JTI) in the 1990s and later Yusuf 

was appointed the leader of the JTI group for Borno State. 2) Some scholarly articles 

(Anonymous, 2012) attribute a Boko Haram connection with the Ahlus Sunna, an organization 

created by the graduates of the University of Madina. This group inspired by Sheikh Mahmud 

Gumi and the Izala movement, commands a large following among the urban middle class of 

Northern Nigeria. This movement was responsible for the formation of the insular group the 

"Taliban of Nigeria" or muhajirun (those who performed the Hijra). Muhajirun settled in Yobe 

state and later when they were searching for a leader, they settled for Mohammed Yusuf. 3) A 

third account links Mohammed Yusuf to the jihadi movement in Algeria, while 4) another 

hypothesis establishes a connection between moderate Salafis in Nigeria and a similar one within 

Salafism in Saudi Arabia.  

Whatever account is true, Yusuf and his followers eventually split from other Ahlus 

Sunna in late 2003 and built their own mosque named Masjid ibn Taymiyya in Maiduguri. 
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What followed was a steady radicalization of the Yusuffiya group, otherwise Boko 

Haram, from 2003 to 2009 including the assassination of several Muslim scholars like the 

charismatic graduate of the University of Medina, Ja'far Adam. Yusuf gained in following and 

supposedly attracted support from politicians and businesspeople. He adamantly preached 

against the Nigerian federal government and Western education but there was no evidence that 

he intended to engage in military jihad against the state until the uprising of July 2009. Yusuf and 

his followers engaged law enforcement agencies. It started with a sporadic attack and 

counterattack between the group and security agencies. Yusuf issued an instruction for his 

disciples to arm. Violence erupted in Maiduguri, Damaturu, Potiskum, and Bauchi. Thousands 

were killed including Yusuf (2016). 

By 2010, Boko Haram, now led by Abubakar Shekau, began a sustained military 

campaign never seen in Nigeria since the civil war of 1967-1970. No religious group had before 

now engaged the Nigerian military in a war of this nature. The suzerainty of the country has been 

challenged. The UN headquarters in Abuja was attacked. Similarly, churches, mosques, 

government buildings, and schools came under heavy assault with loss of lives in thousands. 

Suicide bombing, a phenomenon hitherto unknown in Nigeria, has become common place 

(2016).  

On the night of April 14-15, 2014 Boko Haram kidnapped 276 school girls from 

Government Secondary School Chibok in Borno State (Habila, 2017). Chibok signified a distinct 

pattern in Boko Haram’s operation targeting civilians. Schools provided an easy target for 

conscripting boys, and sometimes slaughtering them (Dozens die in Nigeria college attack, 2013; 

Hemba, 2014; Uwaezuoke, 2013). Women on the other hand are abducted and subjected to 

sexual slavery (Thurston, 2017, p. 220). These acts provided a political tool chest for the new 
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Boko Haram leader, Shekau, to retain global attention from both international jihadists and 

Western governments whose “visions of moral order” (p. 221) are symbolized in the schooling 

and bodies of young women.  

 

The complex ecosystem of health care in Maiduguri 

In Maiduguri, Boko Haram conflict disrupted health care services (Health Sector 

Strategy, 2017). Beyond service delivery that survived and what was disrupted by conflict there 

is an imagined empty space supposedly void of health care needs (Hill, Pavignani, Michael, 

Murru, & Beesley, 2014a). As a result, very little health care planning goes into this empty 

space. However, the reverse of the empty-space phenomenon is precisely true. Exploring this 

policy blind spot is the focus of the published series “Filling the void: Health systems in fragile 

and conflict-affected states” (B. Roberts, Sondorp, & Fustukian, 2015). This evidence-based 

document is a compilation of diverse policies and programs that work in fragile and conflict 

affected states.  

Finding evidence to support health care policies and programs is difficult because there is 

a complex ecosystem of health care that defies linear characterization (P. Farmer, 1996), and can 

only be understood at a multidimensional level. Unravelling the complexity of health care in 

conflict affected states requires an explanation of change that occurs over time. This type of 

medical epistemology is emphatic on the significance of social and political factors over the 

changing medical environment (Abdalla, 1997).  

Understanding the factors that characterize the health system in Maiduguri also requires a 

study of other systems crippled by chronic disruption of health services due to conflict. Systems 

that fall under this category already experience limited state provided care coupled with low 
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community expectations of the quality of care (Hill et al., 2014a). The anomalies in the system 

arise organically when multiple diverse actors move into the space damaged by conflict. Under 

this arrangement health services are commoditized, diverse and unsystematic. Health workers 

demonstrate uneven skills while health facilities proliferate and are unrepresentative of any 

standard. The burden of health care expenditure is shouldered by families and charities. In this 

clime unregulated pharmaceutical markets thrive within an interface blurred by complex 

matrices between western and traditional medicine (2014a).  

In Maiduguri, the traditional medical environment is constituted by pre-Islamic 

therapeutic practices infused with classical Islamic medicine that arrived with the advent of 

Islam (Abdalla, 1997). The different forms of practices that came out of this traditional medical 

arrangement is responsible for the largest percentage of care in the community and offer a 

widespread alternative to care (1997). Further complexity is added to the picture by the steady 

influx of people seeking health care from other regions of Nigeria, and up to Niger, Chad and 

Cameroon. Conversely people travel from Maiduguri to other destinations in search of care (Hill 

et al., 2014a).  

State provided health care in Maiduguri is characterized by uncertainty, unreliability and 

disruption (2014a). According to the Health Response Strategy-2017/18 of OCHA (2017), one 

third of more than 700 health facilities in Borno State have been destroyed. Of the facilities 

remaining, one third is not functioning. The report indicates that the conflict has generated a 

crisis of health care delivery underlined by limited access to basic health care. Military 

operations in 2019 continue to uncover newly accessible populations who were not counted in 

the earlier estimation of the health sector crisis. More importantly, this estimation which in 2017 

was 5.9 million people, considered only the most vulnerable populations in three states of 
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northeastern Nigeria. The implication is that while health care resources continue to dwindle due 

to conflict with the need for these resources is increasing. The report admits that preexisting and 

new capacities are overstretched in Borno state with practically no access to secondary care 

anywhere except in the state capital Maiduguri (2017).    

The situation is comparable to what is observed in other fragile and conflict affected 

states where public services remain concentrated in the capital and in urban centers. In places 

like the DR Congo access to state provided health services is limited, for example. However, in 

Palestine multiple service options supported by aid flows are abundant (Hill et al., 2014a). This 

is the picture that is beginning to emerge in northeast Nigeria as health care related humanitarian 

organizations increase their presence. “Chronic health care deficits,” notes Hill et al. (2014a) 

“exacerbated by acute crises, may be addressed by short-term humanitarian interventions, but 

these do not necessarily result in long-term health systems development.” 

 

Health care governance in Maiduguri 

Barriers to state provided care have created pathways for the diversification of health care 

delivery populated by charities, NGOs, donors, and local entrepreneurs. This non-state segment 

of the health care system thrives within a significantly challenged economy and like the state 

provided care is minimally equipped, patchily distributed and riddled with significant areas of 

duplication thereby creating redundancy and unhealthy competition (2014a). Health care policies 

and standards are generally not adhered to by the non-state segment of the health care industry, 

but they continue to attract large turnover of patients paradoxically because of the compromised 

standards of the state facilities. In a state of insecurity, the state v non-state fault lines continue to 
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deepen especially where the non-state segment becomes increasingly responsive to the health 

care needs of desperate populations (2014b). 

In Maiduguri, the burgeoning field of non-state delivery of health is also inadequate due 

to inequitable distribution, unreliable data, and limited coordination and integration of services. 

This factor along with the failures of state provided care has given rise to a poorly regulated 

pharmaceutical market and has further alienated the population it serves thereby tightening the 

grip of traditional medical practice and enhancing regional medical journeys (2014).  

Precise mapping of the complex ecosystem of health care in a conflict state is difficult. 

Available sociodemographic and health care delivery data are either contested or outdated. What 

is not contested, however, is the fact that the destruction of health systems in fragile and conflict-

affected states increases civilian mortality (Bourdeaux, Kerry, Haggenmiller, & Nickel, 2015). 

In fact, a groundbreaking study published in 2004 (Ghobarah, Huth, & Russett, 2004) 

found that the most devastating consequences of war happen not when the battle is heaviest but 

surprisingly after the secession of fighting. The startling implication of this finding is that war or 

conflict inflict the most damage by destroying important infrastructures and services in the 

society like markets, public utilities and hospitals. In Maiduguri the overwhelming outcry about 

the conflict is from the disruption to farm activities that is throwing people into poverty and 

depriving them of livelihood and access to basic needs like food and health care (Awodola & 

Oboshi, 2015).   

At a TEDx event in 2015, Harvard physician and Global Health researcher, Margaret 

Bourdeaux (2015) explains what should be given priority in a conflict state to avoid further loss 

of life and suffering. In her analysis she concludes that conflict destroys health facilities and kills 
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doctors but, “more invisible and yet more deadly,” she insists “is the destruction of the health 

governance institutions and their finances” (2015).  

Bourdeaux et al. (2015) developed a model that is focused on overcoming the 

shortcomings of the health governance. The tenet of this model is centered on first, building 

specific expertise within security forces with respect to health system protection and recovery 

and secondly, developing a network of high-level liaisons across security and health sector 

supporting organizations involved in conflict states (2015).  

It is important to note that existing interactions between security and health sector actors 

are best characterized as ad hoc. With respect to conflict affected states, health system analysts, 

Colombo and Pavignani (2009) of the WHO, specifically warned that “[health sector] policy 

discussion is often kept within a narrow circle of health professionals who may be remarkably 

unaware of the influence of political, economic, legal, and administrative determinants on health 

developments.” However, a growing body of experience and research (Pavagnani & Colombo, 

2009) indicates that the isolation of the health sector is changing, and effort is now being 

redirected towards health planning within the political, economic, and security environments 

where groups outside the health sector can support health sector planning. Re-imagining the 

health system in a conflict state must begin by exploring this potential and diverse 

interconnections with the larger society. In Maiduguri, local and international actors in the health 

system are beginning to appreciate this important connection.  

 

Conclusion  

Women in Maiduguri suffer when they are abducted by Boko Haram as sex slaves and 

for political leverage. Other women who escape this fate are arrested along with their children by 
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the Nigerian police as a weapon of war (Pearson & Zenn, 2014). In the opening pages of this 

account we met Aisha, a pregnant mother of four, separated from her husband and escaping 

Boko Haram under extremely difficult conditions. Millions of women like Aisha who escape 

Boko Haram and police exploitation face incredible hardship. Ultimately every woman who 

survives now faces the daunting reality of living in a complex social environment. 

This reality includes difficult access to health care where evidence show increased mortality and 

morbidity due to the destruction of social institutions like hospitals and markets.    

Confronting this reality is a slow process and goes beyond the health sector. It is deservedly 

gaining the attention of the global development community. The synergy involved in finding 

solutions will certainly bring relief to millions of women, including Aisha, in Maiduguri.  
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Part 2: The Research  

Introduction  

According to the World Health Organization (WHO) approximately 830 women die daily 

from preventable causes related to pregnancy and childbirth (“Maternal mortality,” 2018). This 

figure is significantly skewed against developing countries where 99% of all maternal deaths 

occur. Further, the disparity in maternal deaths is deepened along fault lines formed by 

geography (more than 50% of maternal deaths occur in Sub-Saharan Africa) and the socio-

demographic environment. The social factors responsible for the death of more pregnant women 

in sub-Saharan Africa include age, parity, location and socioeconomic characteristics (Alkema et 

al., 2016). Trends are exacerbated by a woman’s rural versus urban location and whether a 

woman lives in a fragile and humanitarian setting (2016). Despite this overwhelming general 

trend, the risks associated with each pregnancy, the maternal mortality ratio (MMR) is declining 

in all regions of the world. The progress differs greatly between different regions of the world, 

especially between eastern Asia which records the highest decline and the Caribbean with the 

lowest decline in MMR (2016).  

In Nigeria, Alkema et al. recorded a pattern of improvement in MMR since 1990. 

However, further analysis by the group indicates that there is a greater than 10% chance that no 

progress has been made in Nigeria in terms of reduction of maternal deaths (2016, para. 29). For 

example, Adamu et al. (2003) reported an MMR of 2420 deaths per 100,000 in northern Nigeria 

between 1990 and 1999. Even by sub-Saharan African standard this is a significantly high figure, 
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the authors note. It is considered one of the highest MMR in the world (2003). The authors 

attribute the strongest predictor of maternal death to the woman’s place of residence followed by 

her educational status. A recent study conducted in 2017 in Borno state, Nigeria, where conflict 

started since 2009, show an MMR of 1110 deaths per 100,000 (Kolo, Adamu, Mairiga, & 

Chutiyami, 2017). This value varies widely from the figure in the 2003 study although it is still 

considered very high. Adamu et al. (2003) attribute this variation to the difference in study 

design and the specificity of the target population. For example, studies conducted in teaching 

hospitals target women from urban centers who have higher incomes and have acquired at least 

some education compared to women found in rural hospitals. In addition, Adamu et al. admit 

there are also unidentified triggers of maternal death in northern Nigeria. These factors are 

related to a combination of policies or events that lower or increase access to maternal care but 

whose precise values are outside the scope of their study (Discussion section, para. 1). 

Conflict in northeast Nigeria started since 2009 by the jihadi movement, Boko Haram, 

has killed “tens of thousands of people” (Thurston, 2017, p. 1) including women and children. 

Northeast Nigeria is comprised of six states including Borno State with Maiduguri as the capital. 

Maiduguri is approximately the size of Boston and is the largest city in northeast Nigeria with a 

population of over a million people. Borno State is the epicenter of the Boko Haram conflict. 

Thurston (2017) describes Boko Haram as one of the world's deadliest terror groups while the 

broader crisis precipitated by the conflict is one of the ten most severe humanitarian emergencies 

in the world (“Nigeria | Humanitarian Response,” 2019). The conflict has resulted in deaths, 

mass displacement, and complete or partial destruction of two-thirds of health care facilities in 

the region (Lindmeier, 2016). Access to healthcare in Maiduguri, according to the World Health 

Organization (WHO), remains hard due to "high insecurity, difficult terrain, and lack of health 
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workers, medicines, equipment, and basic amenities such as safe water” (2016). Adamu et al. 

(2003) classify the causes of maternal mortality in northern Nigeria into two broad categories: 

maternal obstetric complications and maternal sociodemographic factors. Importantly, the latter 

includes place of residence and level of education, two factors particularly significant when it 

comes to assessing the impact of conflict on the delivery of health care for women. 

In the wake of the conflict in Maiduguri there is heightened health care planning (Health 

Sector Strategy, 2017) reinforced by the influx of multiple diverse actors including 

nongovernmental organizations, international bodies, charitable foundations, activist groups and 

intergovernmental partners all operating within the humanitarian environment in northeast 

Nigeria (“Nigeria | HumanitarianResponse,” 2019). The trigger for this stream of activities is 

directly related to the conflict in Maiduguri (Samoura, 2016) but the biosocial context that 

underlies the broader setting of northeast Nigeria goes beyond mere recent events like the 

conflict or even the direct response to the conflict. A good example of an intervention that is 

happening as a result of the conflict and is both shaping the impact and defining the response to 

the conflict is the Nigeria States Health Investment Program [NSHIP] (Olufon, 2017; Toure, 

2016). This program, initiated by the World Bank, is widely operational in Maiduguri and 

complements diverse areas of humanitarian activities including the intervention directed at early 

recovery and livelihood, health and protection. These activities represent the three areas of 

greatest humanitarian need in Maiduguri. 

In 2017, a WHO (Health Sector Strategy, 2017) report estimates that the conflict has 

affected the health of 6.9 million people in the BAY states of northeastern Nigeria, a 

humanitarian expression referring to the most conflict- affected states of Borno, Adamawa and 
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Yobe respectively. This research explored the impact of the Boko Haram conflict on delivery of 

antenatal care for pregnant women living in and around Maiduguri. 

 

Methods  

Study Design and Setting 

This qualitative interview study was conducted in Maiduguri, the capital city of Borno 

State. It is inhabited by the Kanuri people who form the largest linguistic group. The other 

groups are Bura, Marghi, Shuwa (who are descendants of Arabs), and groups from other parts of 

Nigeria like Fulani, Hausa, Igbo, and Yoruba linguistic groups. Immigrants from the neighboring 

countries of Niger, Chad, and Cameroon, also live in Maiduguri. The main languages spoken are 

Hausa and Kanuri. 

There is a heavy presence of security forces in Maiduguri. These are government soldiers 

stationed for protection on major streets and around facilities like the participating health 

facilities visited by the researcher.  

Field sites for this study included four facilities providing antenatal services and the 

communities around each facility. Two of the facilities, Gwange and Yerwa, are primary health 

care centers administered by the local government. The other two facilities, Specialist and 

Mamman Shuwa hospitals, are secondary care facilities under the state Ministry of Health. The 

third level of care in Maiduguri is represented by the University of Maiduguri Teaching Hospital 

which is the only tertiary care facility in the city.  

The Humanitarian Response to the Conflict: The health sector in Maiduguri is supported 

by humanitarian response activities since the outbreak of conflict. The humanitarian response 

was significantly scaled up in the BAY states in 2016 (“Nigeria | HumanitarianResponse,” 2019). 
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In Borno State, 48 partners including United Nations Agencies, government and NGOs conduct 

activities in ten response sectors including health. In 2016, the World Bank approved a financing 

of $125 million and another $20 million in a trust fund grant to the NSHIP, aimed at 

reestablishing health services in the six states of northeast Nigeria affected by the Boko Haram 

conflict (Toure, 2016). The NSHIP operates based on the principles of Result Based Financing 

(RBF). RBF is defined as any program where the facilitator agrees to give financial or other 

incentives for providers to deliver predetermined outputs or outcomes and rewards the 

achievement of these results upon verification (Musgrove, 2010). 

  

Sampling and Recruitment 

Two groups of individuals participated in this study: 1) women of child-bearing age with 

at least one child and living in Maiduguri; and 2) key informants. A key informant is a person 

with knowledge about a specific organization, program, problem or interest with whom an 

interview is conducted (Lavrakas, 2008). Key informants participating in this study included 

health workers in participating clinics, local community leaders, and representatives of local 

government.  

A purposeful sampling strategy was used to identify the sample of women participants. 

Purposeful sampling is a qualitative sampling technique aimed at a) identifying persons with 

extensive knowledge relevant to a research topic, and b) representing a variety of experiences 

related to the research topic (Patton, 2002). In this study, variation in relevant experiences was 

defined in terms of use of formal health services for antenatal care. The purposefully defined 

sample of women participants in this study consisted of two groups: 1) women who had used one 
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of the four participating health facilities for antenatal care; 2) women who had never sought 

antenatal care from a health facility.  

Women eligible for the study were: (a) 18 years of age or greater, (b) residing near one of 

the four participating health facilities, (c) capable of providing informed consent. Women who 

have used antenatal services at participating clinics were identified through referrals from the 

staff-in-charge of these clinics. Women were individually introduced to the researcher at their 

appointments by the staff of the clinics. 

Women participants who had not used antenatal services at participating clinics were 

identified through referrals from community leaders. Leaders communicated to the women in the 

communities about a research study being conducted. Potential participants were invited to meet 

the researcher in the community leader’s house. Women were then selected based on expressed 

interest and eligibility criteria. 

Key informants were identified through sources in the Borno State Ministry of Health 

and Maiduguri Metropolitan Council, which are government offices with supervisory roles over 

health facilities and the traditional leadership council. Individuals were approached at work. 

Community leaders were approached in their homes where they conduct official duties. 

The researcher met the participants in the clinics or the community leader’s house for the 

purposes of describing the study and requesting participation. The researcher described the study, 

explained the significance of participating, and requested participation. All individuals invited to 

participate in the study agreed. Verbal informed consent was obtained from each participant 

individually.  

 



 

32 
 

Fifty individuals took part in this study, representing the following groups: a) 33 women 

who had used one of the participating facilities or other facilities for antenatal care; b) seven 

women who had never used a facility in the past; c) five health workers; d) four community 

leaders; and e) one local government administrator. Fifteen out of 40 women participants were 

pregnant at the time of the interview. 

 

Data Collection 

Data collection for the study consisted of a single qualitative interview. For women 

participants, the interviews focused on their family background, pregnancy experiences, conflict 

experiences and how the last two interacted. Women who used any antenatal facility were further 

questioned about their knowledge and opinion of the type of services they received. Women who 

never used any facility were answered questions about the alternative care they received, and the 

choices open to them for antenatal care. The health workers were interviewed about the changing 

environment for antenatal care since the start of conflict and the major factors responsible for 

these changes. Community leaders on the other hand were interviewed about the experiences of 

pregnant women since conflict started and their perspective of health care delivery to women in 

general. The local government administrator was interviewed for his insight into the activities of 

the participating facilities and the impact of the humanitarian response to the conflict on health 

care delivery in the facilities.      

These interviews were conducted by the researcher in each participant’s language of 

choice, using an IRB-approved interview guide. Interviews lasted an average of one hour and 

took place in a separate quiet room free from interruption and where conversations could not be 

overheard. Interviews were audio-recorded, with permission from the participant, and transcribed 
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as soon as possible after the interviews had been completed. The interviews with the women 

were conducted in the facilities and the community leader’s homes. The interviews with the key 

informants took place in their offices. Informed consent for interviews were obtained using an 

approved consent form at the outset of each interview session.  

  

Data Analysis 

An inductive, content analytic approach (Hsieh & Shannon, 2005) was used to analyze 

the interview data, according to the following steps.  

First, the data were prepared for analysis as follows. A transcript was prepared from each 

audio-recording. Transcripts are word-for-word written representations of what is said in 

qualitative interviews. The transcripts were then “open-coded” for content. Open-coding consists 

of identifying and labelling sections of text in transcripts that speak to the research topic. 

Memoes elaborating on the meaning of each code were added as part of the open-coding process. 

A codebook compiling codes and their definitions was developed. The codebook was used to 

code the qualitative data.  

The second phase of the analysis consisted of developing descriptive categories. 

Descriptive categories represent the results of the content analysis. Categories are developed 

through repeated review of coded data to identify concepts that speak meaningfully to the 

research topic. Concepts are identified by grouping content based on commonalities. Categories 

consist of labels, operational definitions, and “quotes” from the interview data. They represent 

the Results of the research.  
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Ethical Approval 

The study was reviewed and approved by a) Office on Human Research Administration at 

Harvard Longwood Medical Area, Harvard Medical School, Boston, MA, and b) Borno state 

Ministry of Health. 

 

Results 

The results consist of two parts. The first section is about women’s experiences of the conflict 

while the second section focuses on the impact of the conflict on antenatal care services from the 

point of view of study participants. 

 

Section I: Women’s Experiences of the Conflict: Suffering 

A. The conflict has increased poverty for women.  

Insecurity and displacement resulting from the conflict are cutting into subsistence farm 

activities and increasing poverty. Insecurity for the farmers is characterized by fear to venture 

into the farmlands away from protected populations thereby increasing the likelihood of being 

attacked. Displacement on the other hand takes farmers away from their homes and farms to 

distant locations. These two factors result in an overall decrease in farm activities and in turn, 

reduce farm yields and the volume of produce available for trading. This is a major factor 

causing poverty by diminishing family incomes through the lowering of trade and elimination of 

income-generating activities around the markets.  

“Because of conflict people don’t farm anymore. People who have farms can’t go out. 

You can’t run a business without capital. Most people can’t do hard labor and don’t have 

the money to set up a small business. They sit at home and that is a big headache. How 
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can the woman face her husband all day long at home? If you see the [caliber of] women 

that go out to beg you will be surprise. They dress in their Lafaya begging: In the name 

of God, help me! In the name of God, help me!” Health worker, Dec 28, 2018 

Increase in poverty is making life harder for women in so many ways. First, women 

describe the difficult choices they are forced to make between paying for health care or paying 

for other basic needs even though the cost of health care seldom rises above the cost of 

transportation to the facility. In some instances, women prioritize health care at the expense of 

other basic needs like adequate food, at a decision that turns out to be detrimental to their 

wellbeing or health. Other women find themselves in socially compromising positions when they 

try to access care in higher facilities like the secondary care in public facilities or tertiary care in 

the only teaching hospital in Maiduguri. Here health care delivery costs are high, but the services 

provided are better and therefore indispensable to women with very serious medical conditions. 

In many instances, women face abject deprivation due to poverty. This means their level of 

impoverishment is near total and they cannot afford even the basic means of sustenance. Women 

in this category rely either on food aid or they resort to begging for alms on the street. They 

become vulnerable to disease and further unable to support themselves. Women who are 

physically challenged are significantly more vulnerable.    

Women in Maiduguri must prove malnutrition in a child as one criterion to qualify for 

food aid even though most women encountered are food insecure. To get food aid they must 

employ desperate means. Although a controversial and humiliating practice even among their 

peers, women resort to child-sharing to qualify for food aid. A child who is usually malnourished 

is passed from woman to woman out of sight of donors. The food, when successfully obtained is 
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just one out of several pressing needs of women. Harsh necessities force women to sell off a 

portion of the food or exchange the food coupons for less cash than its value. 

“Once a woman arrives with a malnourished child, she will receive the food [aid] and 

pass the child to other women to go in and get the food stuff too. They will promise her a 

portion of what they get, and she will agree.” Female participant, Dec 2, 2018 

 

B. The conflict has created physical hardship for women 

Pregnant women and women caring for little children face vulnerability due to physical 

hardship. Hardship results from diverse mechanisms among which are attacks and harassment 

from Boko Haram and security forces, respectively. The effects of attacks are usually sudden 

escapes which may occur in the night when women are least prepared and confused about their 

possible destinations. Pregnant women faced diverse ordeals including traveling long distances 

on foot with children. Some women lost their pregnancies while others lost their lives. In one 

instance a physically challenged woman was separated from her newborn baby while she 

crawled on her knees to safety. These unplanned journeys expose women and children to 

extreme privation while they fall victim to illness, rape and exploitation. Some women end up in 

internally displaced people’s (IDP) camps where they face further exploitation and privation of 

the conditions in the IDP camps was explained by a health worker in Maiduguri this way: 

“Part of something I have to say is the issue of women being harassed in the IDP camps. 

In fact, these days it has reduced because I have not seen any case of rape. In the past 

months it was really very bad. Little children are being abused, raped, and they are 

brought in by their parents here. And it is this difficulty they are facing. Some of them 

came from the villages and found a place to stay. The son of the landlord will take 
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advantage of their daughter, or the landlord himself and force her not to say it out. 

Using money to cover up. Honestly women have suffered many difficulties and even in 

the house of the Boko Haram themselves. We have had some young girls that we brought 

close to us because they became pregnant by the Boko Haram. And some of them I don’t 

think government knows about them, but we have been able to take care of them. 

Sometimes they don’t even have money. We must help them. We try to see that we cover 

this stigmatization to tell them that they should not abort the pregnancy. They had the 

pregnancy. We used to chat with some of them. There is one whose child is getting to 

two years now.” Health worker, Dec 3, 2018 

Physical hardship also results from the presence of government security forces (soldiers) 

in the communities. The soldiers arrived in response to the attacks of Boko Haram. Their 

activities started with prolonged curfews that restricted people’s access to markets or hospitals. 

In time curfews became less frequent but were replaced by emergency responses by security 

forces to Boko Haram attacks. These responses also result in unexpected restrictions to 

movement especially to the hospital by women. The situation has changed only a little for 

women from when Boko Haram was active on the streets. This is how one resident of Maiduguri 

explained how the security situation has affected her hospital visits: 

“[Security forces] were placing bombs all over the place. They also shot randomly 

making people to run. It will not be easy for a pregnant woman to start running. What if 

you run and start bleeding? Women broke down and bled on the streets. A woman was in 

the market and the commotion started. She ran away but didn’t know that she had started 

bleeding. She found a place to rest, and she saw blood all over her. Because of 
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incidences like these I stopped going to the Teaching Hospital and looked for a place 

close to my home.” Female participant, Oct 17, 2018 

  

C. The conflict has resulted in displacement for women. 

Pregnant women describe diverse situations of repeated, temporary or permanent 

displacement due to conflict. Displacement, a situation forcing people to flee their homes but 

remain within Nigeria, is precipitated by panic from sudden Boko Haram attacks. People usually 

flee at night when Boko Haram starts shooting at them or burn their homes. Other times anxiety 

builds up slowly over time from repeated mild attacks (not affecting human lives) or the report of 

attacks in nearby villages and that is a cause of displacement. One woman who fled from her 

village to live in Maiduguri with her family explained the accumulation of anxiety she felt before 

she took the decision to leave as follows:  

“We heard about what was happening. The Boko Haram burned down people’s homes, 

properties and animals. Some people could not recover a single animal. In other places 

they carted away the entire herd. When the news came, we were all worried. The men 

tried to calm us down, but we were worried about our children. One could risk staying 

when there are no children, but with children how do you even manage them in order to 

escape in a panic? How many of them are you going to pick? That was why we left and 

came here.” Female participant, Jan 8, 2019 

  Displacement of sudden or insidious origin creates uncertainty and hardship for pregnant 

women or women caring for children. Uncertainty results when women don’t know where to 

turn to after leaving their villages alone with children. Other women may know their destination, 

but they often get lost in the wild while travelling on foot. Women also suffer hardship in these 
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journeys and when they arrive at formal or informal camps. Hardship may lead to loss of life for 

women who delivered on the way. Many families end up in unfamiliar communities or in 

internally displaced people’s (IDP) camps where conditions are difficult, and women are open to 

exploitation as described by one health worker in Maiduguri: 

“The time you sympathize with them is when you go into the camps and see how they are 

living. It is not something you will ever pray to be in that kind of situation. You will never 

want to be displaced in life. It is just like having a fire explosion in your house and you 

don’t know where you are going to and then somebody gives you a place outside to stay. 

He will control you.” Health worker, Dec 3, 2018 
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Section II: Impact of the Conflict on Antenatal Health Care 

D. Women Express Appreciation for Free Antenatal Services Made Available through the 

Humanitarian Response. 

Participants in this study report increased antenatal services in the aftermath of severe 

conflict in Maiduguri. Two outcomes of the conflict appear to be responsible for this 

development. The first is the introduction of diverse service delivery strategies by humanitarian 

organizations including both the United Nations and the international non-governmental 

organizations. These organizations facilitate many free services, provide training for health 

workers, and equip the health care facilities. The second factor is the set of strategies introduced 

by the World Bank in Maiduguri under the Nigeria States Health Investment Project (NSHIP). 

One of these strategies is the Results Based Financing of care which is aimed at strengthening 

service delivery in participating facilities in Maiduguri. Facilities offer free antenatal care and 

experience an increased number of patients and longer clinic hours. A health worker in one of 

the facilities stated that:    

 “So much has changed here. We used to conduct antenatal where each woman must pay 

to be booked and pay for everything. Now with the coming of NSHIP we register women 

for free. For example, I came here at six this morning. We normally attend to 100 to 150 

women in each clinic. On Mondays and Fridays, we book the women. The women don’t 

pay. The only thing they pay for are things like genotype and blood group tests, for which 

they pay 200 naira. In other places they pay 1000 naira for the same tests.” Health 

worker, Nov 12, 2018 
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“[UNICEF] train staff, they give stipends, they bring materials, drugs and equipment. 

They support the staff and sometimes they employ new staff who are paid directly.” Local 

government administrator, Jan 8, 2019 

Women interviewed in Maiduguri expressed appreciation for free services and the 

incentives attached to care. Some examples of free services encountered in the field include 

booking women for free antenatal care,  and availability of free prescriptions and other free 

services including deliveries. The incentives encouraging women to access care vary from 

reduced cost of laboratory tests, free care and delivery kits, assorted gifts for mothers and babies, 

food aid, and sometimes cash transfers.  

 “I have nothing to say except show gratitude for the services we receive here. They give 

us materials during delivery, and we feel satisfied.” Female participant, Sep 24, 2018 

 

“Now everything is free. If you don’t get anything in one clinic, you will get it in the other 

clinic. When you go to Yerwa clinic now, you will see women gathered waiting to receive 

food supplements. You can mix it and eat. You can feed the children. It is useful to the 

body. That’s why so many women go to the clinic now including myself.” Female 

participant, Dec 3, 2018 

 

E. Study Participants Report Improvements in Quality of Antenatal Services. 

Study participants also pointed to improvements in quality of antenatal service delivery. 

The health workers indicated the specific areas being improved to include the work environment, 

staff welfare, and the conduct of care activities. First, the work environment is being enhanced 

by the introduction of better work ethics compared to the past. There is also regular provision of 
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new equipment to assist the health workers in their duties. Proper record management is being 

adhered to. Delivery kits and laboratory materials are regularly being received by the facilities, 

while water and electricity supply are better than in the past. Secondly, the current funding of the 

facilities through the NSHIP is improving staff dedication by rewarding the quality of their work. 

Staff receive incentives in the form of extra allowance when they work hard. The third area 

being improved is the actual activity of care delivery. The content of “health talks” ––oral 

presentations on health-related topics delivered by staff to groups of patients as part of clinic 

visits––is more focused and addresses topics of relevance to the health of pregnant women like 

general antenatal care, nutrition, and personal hygiene. Similarly, women are being encouraged 

to participate in health talks by asking questions on issues that bother them. One health worker 

summed these activities as a change in the “entire culture” with direct reference to the quality of 

patient care and dedication to duty: 

“They [World Bank] have improved things around here. What we didn’t do in the past, 

now we do them. Anyone who was skipping duty now doesn’t dare to stay away. This is 

the importance of the World Bank. How we handle patients is now different. We used to 

finish our jobs early and close the clinics. See us now. Up to this hour we still have many 

patients around.” Health worker, Oct 4, 2018 

 

F. Women Report Increased Motivation to Seek Antenatal Care as a Result of Changes in 

Service Delivery.  

 Information campaigns aimed at increasing awareness of the dangers of home delivery 

and the benefits of facility-based delivery are also being mounted as part of the humanitarian 

response. In health facilities, staff conduct health talks with content specifically tailored to 
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influence the attitude of women to antenatal care. In the communities, special volunteer 

community mobilizers (VCM) are being trained and sponsored by international organizations. 

These mobilizers are women and they enjoy easy access into the communities to educate other 

women. Women are paying attention to these activities and hearing the information. As a result, 

women are motivated and acting to seek antenatal care. A woman respondent who benefitted 

from this type of awareness program described the changing attitude of women in Maiduguri as 

follows: 

“That time [second pregnancy when respondent missed antenatal care] there was less 

concern about antenatal. Women stayed back at home until they were ready to deliver. 

That is when she will be taken to the hospital. Now there is more awareness. Every 

woman goes to the hospital.” Female participant, Sep 28, 2018 

Mobilization activities started with a polio vaccine campaign. In time mobilizers took the 

opportunity to talk to women about other health care concerns including the importance of 

antenatal care. Mobilizers move from house to house in the communities to educate women as 

observed by one community leader: 

“My wife is a volunteer community mobilizer (VCM). Their team moves around to 

educate women on health issues. In a week each volunteer will go around to all the 

houses assigned to her to educate the women and even men.” Community leader, Nov 3, 

2018 

Apart from helping women to know the benefits of antenatal care such as prevention of 

complications, increased awareness also allows women to understand some complex issues 

associated with antenatal care. These are issues stopping women from seeking care like societal 

misconceptions about antenatal care. Women acknowledge and respond to the message they 
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receive by accepting to seek care. This was the path taken by one woman in Maiduguri before 

she started attending antenatal care clinic:  

“She (mother-in-law) stopped me from antenatal because she said they administer an 

injection in the hospital that will prevent a woman from giving birth. But later I heard 

people from the VCM coming to talk about the importance of antenatal care that was 

how I started attending the clinic.” Female participant, Nov 1, 2018 

The quality of care and the dedication to care exhibited by health workers is reflected in 

the attitude of women to care. This new attitude starts with the decision to begin antenatal care 

and sustain it. Where home delivery and its attendant consequences was a problem in the past, 

now women prefer to attend antenatal care and deliver in the hospital. They express their 

gratitude and attribute their decision to visit the facilities to the advice they receive from the 

health workers. 

“My decision [to attend antenatal care] was informed by the counsel of the workers in 

the hospital. They [also] give talks on radio and talk directly to women. They advise 

women who are pregnant to look after themselves. Women are advised to go to the 

hospital to assess their pregnancy and know the status of their health. That is very 

important. In the past many women don’t attend antenatal care up to delivery. A woman 

may deliver at home and faint. Another may lose a lot of blood and not know what to do. 

It was a difficult period. It was sometimes fatal, and a woman may lose her life. 

Sometimes getting to the hospital was difficult. Now that there is more awareness with 

talks on the radio for women to attend antenatal care regularly at four or five months, we 

are happy about that and grateful.” Female participant, Sep 24, 2018 
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Discussion 

The accounts of women and key informants represented here suggest the conflict in 

Maiduguri has exacerbated women’s suffering, but had a beneficial effect on antenatal health 

services, as a result of the humanitarian response. Participants in the study described women’s 

suffering in terms of the conflict increasing poverty, creating physical hardship, and resulting in 

displacement. Experiences of improved antenatal care took the form of expressing appreciation 

of care, participants reporting service quality improvement, and women reporting increased 

motivation to seek care. These changes are attributed to the humanitarian response in northeast 

Nigeria which was scaled up in 2016 following calls by the Nigerian government for 

international development agencies to intervene in the effort for relief and recovery.  

Although multiple dimensions of women’s experiences exist in Maiduguri, this study 

specifically focused on the aspects related to women’s antenatal experience and by implication 

the broader experiences of pregnant women and women caring for children in the face of a 

violent conflict. The forms of suffering encountered in the field are not limited to poverty, 

hardship or displacement alone. A unique finding of the study is the specificity of each woman’s 

context. Women recounted stories of hunger, disease, psychological trauma, homelessness, 

sexual exploitation and separation of families. Each woman’s experience defines the conflict 

from her own perspective regardless of the empirical findings that characterize the conflict in 

general.  

In the wake of the conflict in Maiduguri multiple international organizations moved in to 

support relief and recovery efforts. In the health sector, participants in this study reported 

improvement in antenatal care delivery. This is not consistent with the finding of quantitative 

meta-analysis of humanitarian interventions established in other conflict settings. In these 
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studies, the results either do not establish evidence for improvement (L. Roberts, 2007) or found 

methodological weaknesses in such evidences (Blanchet et al., 2017). One possible explanation 

for this interpretive discordance is a difference in perspective; the perspectives represented in 

this study are those of service users and others in the community.  

This study explored multiple accounts of women in order to understand their experiences 

of the Boko Haram conflict and its impact on antenatal care. In Maiduguri, multiple levels of 

social forces exert power over the people. They range from adverse powers exerted by insurgents 

on women (Epelle & Uranta, 2014) to the impact of security forces involvement (Sampson, 

2016) and foreign agencies (Okoli & Iortyer, 2014) acting in response to the conflict. The 

product that emerged is a coherent whole that attempts to characterize women’s experience, but 

it is by no means simple. It must continue to reflect the diversity of women’s experiences.  

Focusing on an inductive process to understand experiences in a specific context is part 

of biosocial analysis. This mode of analysis interrogates the prevailing discourse in public health 

by introducing the “resocializing disciplines” (Paul Farmer, 2004) ––anthropology, sociology, 

history, political economy. A biosocial analysis tries to understand the interaction between 

biological and social processes (Behforouz, Drain, & Rhatigan, 2014). A biosocial analysis is not 

a “formula to evaluate or remediate the impact” of social inequity or injustice in the lives of 

people (Mukherjee, 2018). It is, however, a view that supports a deeper understanding of the 

individual through the appreciation of all the forces that surround the person. This study brings a 

biosocial perspective to bear on understanding delivery of antenatal services for women in 

northeast Nigeria by examining their experiences in terms of conflict and resulting humanitarian 

response as “social forces.” 



 

47 
 

Mukherjee (2018) identifies social determinants of health to include poverty, income 

inequality, food insecurity, gender inequality, and racism (2018). The list could have been a page 

from the findings on the experiences of women in Maiduguri. These forces when they prevail, 

they give rise to structural violence (Paul Farmer, 2004). People constrained by structural 

violence, like women in Maiduguri, have less agency, otherwise the ability to fulfill their 

potential (Mukherjee, 2018). Central to the broader aspirations of social medicine and, for this 

study, the future outcome for women in Maiduguri is the question posed by Mukherjee: “how do 

we move from exaggerating agency to understanding and mitigating structural violence?” (2018, 

p. 119). Certainly, a biosocial approach must be a useful tool in this endeavor, and it raises the 

question of sustainability.  

The problem of sustainability requires a new way of thinking (Yang, Farmer, & 

McGahan, 2010). The term itself evolved out of the laudable need to stamp out the root causes of 

diseases by directing funding towards long-term programs instead of the management of urgent 

disease outbreaks. New criteria emerged to support sustainability by identifying long-term 

programs that could survive on one hand, and another set that are considered non-viable and 

therefore non-fundable. Favoring only programs that are viable meant sacrificing costly 

programs even if they are efficient in controlling disease. The implication of this funding 

dichotomy is that some programs fall to the bottom of the priority list even if they are vital to the 

survival of people in a given poor society. In Maiduguri, this is critical. Here, the programs 

characterized as having a positive impact on the lives of women are short-lived despite their 

demonstrable value. In time these programs will wind up and expose deeper problems than they 

met. This is a paradox argued Yang et al. (2010).  
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However, there are opportunities that could be exploited in poor or conflict settings like 

Maiduguri. Planning for health care delivery must be integrated and projected over a long time 

(2010). The other areas that require attention are the physical wellbeing (food, water, security, 

education) of individuals in the communities which has been shown to promote overall health, 

and the development of coherent and credible advocacy plans. The final strategy that is essential 

to sustainability is the provision for local control over health care infrastructure. “The key”, 

according to Yang et al. (2010) lies in developing strategies for intervention that outlive any 

single program or project.”   

Regrettably, as noted above, health care delivery in Maiduguri is at present mainly 

focused on short-term relief effort. Yet, that is not entirely lost opportunity. The process itself 

generates evidence for further action. While what is available is not ideal and may lack any 

pragmatic end vision for health care, still, it provides a platform for health care framers in 

Maiduguri to refresh their efforts in a continuous manner.  

This study has demonstrated that women and others in the community perceive antenatal 

health care delivery in Maiduguri as improving. This is a welcome development with potential 

implications beyond the health care needs of people alone. Health care interventions have 

implications in the management of security as well—and by implication, all aspects of women’s 

lives in Maiduguri. Only a sustained effort in the present will produce a positive reinforcing 

effect in the future. Investment in health care will improve the society, no doubt, and hopefully 

the authorities are beginning to make this important connection.  

A potential limitation in this study was the possibility that participants responded 

favorably about their opinion of existing health care services to the researcher who they relate to 

as an authority figure. This effect might reflect deep rooted deference to authority in Maiduguri 
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especially by women. Although this effect was anticipated by the researcher the account of 

women in the field was supported by key informants. Similarly, participants could have 

exaggerated their social situation in anticipation of reward from the researcher but validated 

reports of other observers in Maiduguri confirm the extent of suffering among women (“Nigeria | 

HumanitarianResponse,” 2019).  
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Conclusion 

Women’s experiences of antenatal care in the context of the conflict were shaped by 

social and institutional forces arising out of the conflict situation. Women reported on the impact 

of these forces in multiple dimensions and two main patterns emerged: (1) conflict situation that 

exacerbates the suffering of women, and (2) the response to the conflict that creates changes seen 

as improving antenatal services. In Maiduguri, these factors––the impact of the conflict and the 

response to the conflict––are happening within the health care space dominated by state-provided 

care. Challenges and opportunities immediately arise. The main challenge is the need to find the 

best way to form a better health care environment that will supersede the preexisting 

arrangement. The opportunities involve research that will explore health care needs that were 

unknown or unrecognized before the conflict started.   
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