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Nomadic pastoralists’ experience accessing @i

reproductive and maternal healthcare
services in low and middle-income countries:
A contextual scoping review
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Abstract

Globally, discriminately vulnerable and marginalized groups, such as nomadic pastoralist populations, have perhaps
the least access to reproductive and maternal health services (R/MHCSs). Previous studies report that most nomadic
pastoralist mothers use both traditional methods of childbirth (i.e. delivering at home and assistance by traditional
birth attendants (TBAs)) and traditional methods of contraception. However, determining factors of R/MHCSs in these
nomadic pastoralist communities remain scarcely explored and condensed. This study aims to analyse quantita-

tive, qualitative, and mixed methods studies and summarize pastoralists experience accessing R/MHCSs in low- and
middle-income countries (LMICs).

We employed a mixed method approach in conducting this scoping review by including studies applying quantita-
tive, qualitative, and mixed methods retrieved from online databases (PubMed, Google Scholar, and JSTOR) as well as
reviewing indexes of journals specific to the field by using a set of keywords related to R/MHCSs in LMICs. Thematic
content analysis was performed to generate four themes and codes.

We retrieved 2131 articles and retained 25 that met our inclusion criteria. Of these, 6 were quantitative studies, 12
were qualitative studies, and 7 were mixed methods studies. We found that nomadic pastoralists face multi-faceted
barriers in access to R/MHCS that can be broadly categorized into four themes: (i) physical (geographic isolation and
access), (i) political (discriminatory/marginalized status, poor transport system, lack of infrastructure, and little political
status to improve their lives), (i) economic (poor quality of service/lack of available resources in rural areas where
nomadic pastoralists live, vulnerability, poverty/affordability of RZ/MHCSs), and (iv) socio-cultural (misconceptions, per-
ception, gender roles in decision-making, low demand for R/MHCSs by nomadic pastoralists, autonomy for females

to travel) factors. Therefore, to effectively address the needs of nomadic pastoralist populations, RZMHCSs must be
available, accessible, acceptable, and affordable through political, economic, geographic, and socio-culturally sensitive
approaches.

Low awareness of, and low access to, modern RZMHCSs and their benefits is a critical barrier to service utilization.
Partnership with nomad communities through leveraging existing structures, networks, and decision-making pat-
terns and involvement of nomadic women and girls, community leaders, male partners, and trained traditional birth
attendants are key to R/MHCS access.
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What is known about this topic?

1. The utilization of a skilled attendant at birth has been improving amongst nomadic pastoralists but with signifi-

cant variations across LMICs.

2. The experiences in accessing R/MHCs amongst pastoralist populations are not fully known.

What the study adds

Traditional delivery beds should be provided in health facilities because most nomadic women believe the sit-
ting position during delivery speeds up the labour.

2. Static health facilities are not helpful for pastoralist lifestyles because they are inaccessible and culturally
insensitive.

3. Female midwives are required in the health facilities to attract pastoralist women who abhor being attended to
by male midwives. We also call for the need for culturally appropriate maternal care at healthcare facilities.

4. Conventional youth programming does not reach the large population of marginalized and disadvantaged
nomadic girls who need reproductive health information and services. Innovative approaches considering the
socio-cultural and economic environment can better address the nomadic youth’s reproductive health chal-
lenges.

5. In order to increase girls’ participation in reproductive health issues, it is important to create a safe environ-
ment for them and to involve their mothers in issues of sexual and reproductive health.

6. To successfully give nomadic girls and mothers a voice in their reproductive health requires the support of
cultural leaders who give direction on various issues in the community.

7. Safe spaces and social networks for girls are potent strategies for RH advocacy at the community level.

8. Accessing FP methods is a problem mainly due to long distances to health facilities.

9. Some women are willing to use modern FP methods but encounter resistance from their male partners/hus-

bands.

10. Traditional FP methods are popular because they are readily available, have no side effects, and are trusted.

Keywords: Nomad, Pastoralist, Reproductive and maternal health, Family planning

Background

Global inequalities in healthcare delivery have long been
linked and associated with disparities between rich and
poor countries. Low- and middle-income countries
(LMICs) have developed models of healthcare delivery
that reflect the often complex make-up of their state. In
most LMICs of nomadic pastoralist populations which
are characterized by geographic isolations, political clien-
telism, and sectarian structures, access to decent health
care is often more contingent on ethnicity and religious
affiliation rather than entrenched poverty (Chatty et al.
2013; Caulfield et al. 2016; Lechthaler et al. 2018; Dahab
and Sakellariou 2020). Nomadic pastoralists’ experiences
accessing reproductive/maternal healthcare services
(R/MHCSs) encompass the range of interactions that
nomadic pastoralists have with the reproductive/mater-
nal healthcare system, including their care from health
plans, doctors, nurses, hospital staff, physician practices,
and healthcare care facilities. This access concept is used
to detect inequity in the use of services between different
populations defined geographically, socially, culturally,

economically, and politically or in terms of their clinical
condition (Wilunda et al. 2014; Watson-Jones et al. 2015;
Ng’asike 2019; Negero et al. 2022).

Healthcare inequality or healthcare disparities refer to
the difference in health and healthcare quality between
groups of diverse racial and ethnic backgrounds, sexual
orientations, and income differentials (Chatty et al. 2013;
Ali et al. 2019). After the 1978 Alma-Ata conference in
Kazakhstan, when “healthcare for all” was assumed to be
possible by making accessible healthcare services availa-
ble to all people, this soon became unrealistic for govern-
ments due to severe economic difficulties (Chatty et al.
2013; Byrne et al. 2016; Lechthaler et al. 2018).

Despite the tremendous efforts over the years towards
improving R/MHCSs for global populations, outcomes
such as maternal morbidity and mortality and a global
unmet need for family planning remain significant con-
cerns in the local and international public health commu-
nities (Wilunda et al. 2014; Waulifan et al. 2016; Ali et al.
2019). The 2030 sustainable development goals (SDGs)
underscore the need for a reduction of maternal mortality
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and the unmet need for family planning as critical targets
to ensure adequate health and well-being of the global
community (Wulifan et al. 2016). The SDGs also further
stress the need for gender equality and improved global
experiences of women and girls (Sheik-Mohamed and
Velema 1999; Ali et al. 2019). To realize these potentials,
we must focus on populations such as the nomadic pas-
toralists who are vulnerable and marginalized and whose
outcomes lag compared to the general population (Sheik-
Mohamed and Velema 1999). Nomadic pastoralists are
generally defined as a group whose subsistence is marked
by mobility as they move from place to place, broadly in
traditional routes, in search of resources and food. Our
scoping review focuses on nomadic pastoralists whose
direction or route largely relies on grazing grounds for
livestock. Nomadic pastoralists are groups that move
from their homes according to grazing opportunities
for their livestock and make up a large proportion of the
global nomadic population (Sheik-Mohamed and Velema
1999; Caulfield et al. 2016; Ali et al. 2019; Gammino et al.
2020).

The factors that account for variations in maternal
health service uptake across LMICs are multi-faceted
from both supply and demand sides. Restricted trans-
port infrastructure, poor quality of services, prevailing
traditional/cultural practices, and low decision-making
power of women are amongst the dominant enabling
factors (Yousuf et al. 2011; Medhanyie et al. 2012; Wako
and Kassa 2017). However, the lack of competent local
researchers has hampered the conduct of research across
most LMICs. Thus, little is known about nomadic pas-
toralists’ experiences in accessing healthcare services
that specifically hinder utilization. Understanding the R/
MHCS utilization patterns and the barriers of the pasto-
ralist women can generate useful information to improve
maternal health services for the pastoralist communities,
particularly across LMICs (Chatty et al. 2013; Yaya et al.
2016; Ibrhim et al. 2018; Kenny et al. 2021).

This review fills a gap in the literature by examining the
extent to which public sector R/MHCSs in LMICs are
adequate and accessible to vulnerable and marginalized
rural nomadic pastoralists. The study aimed to identify
nomadic pastoralists’ experience accessing R/MHCSs
from existing literature between 1980 and 2022 to deter-
mine how and under what constraints they accessed
these services. It also seeks to highlight policy strategies
to increase service provision and use amongst this popu-
lation category.

Methods

This scoping review was conducted based on the York
methodology outlined by Arksey and O’Malley from the
University of York in the UK and complimented it with
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Pluye et al’s framework for mixed methods review (Ark-
sey and O’Malley 2005; Pluye et al. 2009; Wulifan et al.
2016). Scoping studies permit researchers to review
the sources and types of evidence related to a specific
research area in sufficient detail to understand the cur-
rent level of knowledge related to a scientific topic (Wuli-
fan et al. 2016). “Scoping” means a method of mapping,
charting, and summarizing existing documentary evi-
dence taken from different published sources to ascer-
tain a sufficiently comprehensive understanding of a
given area of a research study (Wulifan et al. 2016). York’s
framework prescribed five sequential stages that are
often followed in scoping reviews:

Stage I: Identifying the research question

Stage 2: Identifying the relevant studies

Stage 3: Study selection

Stage 4: Charting the data

Stage 5: Collating, summarizing, and reporting the
results

Stage 1: Identifying the research question

The team met, discussed, and defined the research ques-
tions and the search strategy. Our main objective was
to appraise evidence available on nomadic pastoral-
ists’ experience in accessing reproductive and mater-
nal healthcare services in LMICs. Our primary research
question was thus framed as What are nomadic pasto-
ralist experiences in accessing reproductive and maternal
healthcare (R/MHCs) in LMICs?

Stage 2: Identifying the relevant studies

Relevant literature on nomadic pastoralist experiences
accessing reproductive health services in LMICs in quan-
titative, qualitative, and mixed methods studies was iden-
tified through a systematic and comprehensive search
of the following databases: PubMed, Google Scholar,
Google, and JSTOR (Waulifan et al. 2016). We employed
specific key terms that included “nomadic Population”
(“itinerant migrants’, “nomadic population’, etc.) and
“reproductive health services” (“reproductive health ser-
vices”, “women health services’, “maternal-child health
services’, “women health service utilization’, etc.) (Wuli-
fan et al. 2016; Ali et al. 2019). We also hand-searched
relevant and appropriate reference lists to identify addi-
tional literature or grey publications.

The first-round search was executed on 20 July 2022
and repeated on 31 July 2022 to update the search result.
The search on the various databases generated the fol-
lowing corresponding articles: PubMed (N=890), Google
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Searching of electronic bibliographic databases
[PubMed, Google, Google scholar, JSTOR]

Initial number of articles
found using the keywords

N=2,131

Articles excluded

after screening

Duplicates

Articles included due to
relevance of research
objective(s) N=213

title & abstract
N=1,918

excluded ——

N=195

Articles included due to
relevance of research
objective(s) N= 18

Hand searching using
articles references and

———

google scholar

syntheses
N=25

Final articles included for
review and results

N=7

Fig. 1 Flowchart of the number of literature searched and selected

(N=790), Google Scholar (N=401), and JSTOR (N=50).
From the abstract and full-text review, 25 articles were
included in the dataset. Figure 1 shows a flowchart on the
articles and the screening process.

Stage 3: Selection of literature

We retained all study designs and published and grey
literature addressing nomadic pastoralist experiences
accessing reproductive and maternal health services in
low- and middle-income countries. For this review, we
defined a nomadic population as a group of people whose
way of life is defined by not having permanent places of
abode and migrating in a seasonal manner (Omar 1992;
Ali et al. 2019). These nomadic pastoralists are found in
developing countries and rear livestock for sustenance.
They do not practise crop cultivation for their main liveli-
hoods. The review includes studies published in English
from 1980 upwards, when reproductive health service
policies gained prominence in most LMICs. This con-
sists of the MDG 5 goal “To improve maternal health”
and “To reduce the maternal mortality ratio by 75%”. This
was also the period when reproductive and maternal
health service policies gained prominence and coincided
with the MDGs (Cleland et al. 2006; Wulifan et al. 2016).
We also included semi-nomadic pastoralist groups who

engage in seasonal mixed forms of farming and herding.
We excluded studies that described access to reproduc-
tive health services for internal migrants who historically
were not nomadic pastoralists. Reproductive and mater-
nal health services were defined to include the provision
of family planning and contraceptive services, including
information and services on maternal/newborn, anten-
nal, delivery, and post-natal care services. Table 1 illus-
trates the article selection criteria.

Stage 4: Charting of key information

Data charting was carried out after the initial reading of
manuscripts; we sorted the key information of selected
studies according to the following categories: author(s),
year of publication, study location, title of the article, the
objective of the study, data collection method, analytical
approach, key findings related to access or barriers, and
policy strategies to improve R/MHCS amongst nomadic
pastoralists. Information provided in quantitative studies
was further extracted into explanatory variables and the
statistical association with the outcome variable. In quali-
tative studies, we charted the main themes and the rela-
tionship between the thematic findings. Charting tables
are presented in Tables 2, 3, and 4.
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Table 1 Inclusion/exclusion criteria
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Criteria Inclusion Exclusion
Study design Quantitative, qualitative, and mixed method
Location Low/middle-income countries (HDI < 0.70) High-income countries (HDI > 0.70)
Date 1980-2022 Before 1980
Language English Any other language
Age Female 15-49 years Female < 15 and > 50 years
Male 18-54 years Male < 18 and > 54 years
Population Nomadic and semi-nomadic pastoralists Any other tribe

Research focus

Experiences in accessing reproductive health services

Access to reproductive health services for internal
migrants who historically are not nomadic pastoral-
ists

Stage 5: Collating, summarizing, and reporting the results
In synthesizing the data, each author independently and
repeatedly reviewed the extracted evidence. To ensure
the validity of the review data, individually appraised
findings were later triangulated amongst authors. We
first analysed quantitative and qualitative information
separately. To carry out that, we collated quantitative key
findings across studies based on the measures of associa-
tion between determinants (predictor variables suggested
by authors across studies) and R/MHCS use (the out-
come measure). Qualitative information was organized
according to the main themes identified and explored
across the selected qualitative studies.

Results

Of the 2131 articles initially identified by our search
criteria, only 25 studies met the inclusion criteria for
our scoping review. They were published between 2002
and 2021, with 20 of them being published in peer-
reviewed journals (Hampshire 2002; Ernest et al. 2011;
Mekonnen et al. 2012; Sachdev 2012; Chatty et al. 2013;
Okeibunor et al. 2013; Gyaltsen et al. 2014; El Shiekh
and van der Kwaak 2015; Byrne et al. 2016; Caulfield
et al. 2016; Reeve et al. 2016; Jackson et al. 2017; Ker-
mode et al. 2017; Wako and Kassa 2017; Ag Ahmed
et al. 2018; Assefa et al. 2018; Ibrhim et al. 2018; Lech-
thaler et al. 2018; Moucheraud et al. 2018; Kenny
et al. 2021), three commentary papers (Gitimu et al.
2011; Pettitt 2011; Yousuf et al. 2011), and two reports
(Ernest et al. 2011; Maro and Kwaak 2012). Of these
articles, six were quantitative studies (Mekonnen et al.
2012; Sachdev 2012; Wako and Kassa 2017; Assefa et al.
2018; Lechthaler et al. 2018; Moucheraud et al. 2018),
12 qualitative studies (Gitimu et al. 2011; Pettitt 2011;
Yousuf et al. 2011; Okeibunor et al. 2013; Gyaltsen et al.
2014; Byrne et al. 2016; Caulfield et al. 2016; Jackson
et al. 2017; Kermode et al. 2017; Ag Ahmed et al. 2018;
Ibrhim et al. 2018; Kenny et al. 2021), and seven mixed

methods studies (Hampshire 2002; Ernest et al. 2011;
Maro and Kwaak 2012; Chatty et al. 2013; Maro et al.
2014; El Shiekh and van der Kwaak 2015; Reeve et al.
2016).

As many as 21 of the literature reviewed in this study
described nomadic pastoralist people in Africa (Hamp-
shire 2002; Ernest et al. 2011; Gitimu et al. 2011; Pet-
titt 2011; Yousuf et al. 2011; Maro and Kwaak 2012;
Mekonnen et al. 2012; Okeibunor et al. 2013; Maro
et al. 2014; El Shiekh and van der Kwaak 2015; Byrne
et al. 2016; Caulfield et al. 2016; Reeve et al. 2016; Jack-
son et al. 2017; Kermode et al. 2017; Wako and Kassa
2017; Ag Ahmed et al. 2018; Assefa et al. 2018; Ibrhim
et al. 2018; Lechthaler et al. 2018; Kenny et al. 2021).
One paper described nomadic pastoralists in Middle
East (Syria, Lebanon and Jordan) (Chatty et al. 2013),
while three papers described nomadic pastoralists in
Asia (Sachdev 2012; Gyaltsen et al. 2014; Moucheraud
et al. 2018) (Fig. 2). Eight publications explored socio-
economic, cultural beliefs, attitude, practices, and per-
ceptions that shape institutional service utilization with
skilled birth attendance (SBAs) as against home deliv-
eries assisted by TBAs (Sachdev 2012; Gyaltsen et al.
2014; Byrne et al. 2016; Caulfield et al. 2016; Reeve
et al. 2016; Kermode et al. 2017; Ag Ahmed et al. 2018;
Assefa et al. 2018) and six publications discussed R/
MHCSs amongst nomadic pastoralists in Africa (Ernest
et al. 2011; Pettitt 2011; Maro et al. 2014; El Shiekh and
van der Kwaak 2015; Moucheraud et al. 2018; Kenny
et al. 2021), while four papers explored perceived myths
versus reproductive and sexual health decisions and
tangible support of modern contraceptives (Yousuf
et al. 2011; Maro and Kwaak 2012; Wako and Kassa
2017; Kenny et al. 2021). Two studies each looked at the
complexity and fluidity which must be explored in the
context of nomadic women’s access to health resources
and demotivators for institutional deliveries amongst
nomadic pastoralists (Yousuf et al. 2011; Ibrhim et al.
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Table 3 Summary of factors that influence nomadic pastoralist access to R/MHCSs

S/N Author Nomadic pastoralist experiences accessing reproductive health services
Physical Political factors Economic Socio-cultural
Geo. isolation Quality of Discrimination/  Vulnerability Poverty/lack Gender roles Socio- Perception
RHS marginalization to political of resources cultural towards
factors norms RHS
1 Ag Ahmed v v v v v
etal.2018
2 Assefa et al. Vv
2018
3 Byrne et al.
2016
4 Caulfieldetal. +/ v v v v
2016
5 Chatty et al. Vv Vv
2013
6  ElShiekhand v/ Vv v v v
Kwaak 2015
7 Ernestetal. V4 v v v
2011
8  Maroetal. v v v i
2012
9  Gitimuetal. v v i v
2011
10 Gyaltsenetal. +/ v i
2014
11 Hampshire v v v i
2002
12 lbrhimetal. Vv Vv v v v
2018
13 Jacksonetal. v v v v
2017
14 Kenny et al. v v v
2021
15  Kermodeetal. +/ v v v
2017
16 Lechthaler v v v
etal.2018
17 Maro and Vv Vv
Kwaak, 2012
18  Moucheraud v v v
etal. 2018
19 Okeibunor Vv v v v
etal. 2013
20 Pettitt2011 v/ v v v v v v
21 Reeveetal. v v v v
2016
22 Sachdev2012 v v v i
23 Wakoand V4 Vv
Kassa 2017
24 Yousufetal. v/ v v v
2011
25  Mekonnen V4 Vv

etal. 2012
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Table 4 Summary of strategies for addressing barriers to R/MHCS access
S/N  Author Nomadic pastoralist experiences accessing reproductive health services
Policy strategies for addressing barriers to R/MHCS access
Improvement Mobile health Increase Sensitize Focus on Involve nomadic Improve
RHS health health workers nomadic pastoralists on girls’
manpower on nomadic pastoralists health education ‘education
pastoralist needs youth (girls)
1 Ag Ahmed et al. v v
2018
2 Assefa et al. 2018
3 Byrne etal. 2016 v v v
4 Caulfield etal. v v v
2016
5  Chattyetal. 2013 Vv V4
6  ElShiekhand v v v v
Kwaak 2015
7 Ernestetal. 2011 v/ v v
8 Maro et al. 2014 v v v
9  Gitimuetal. 2011 v v v i i
10 Gyaltsenetal. N4 v v v v v
2014
11 Hampshire 2002 V4 v
12 Ibrhimetal. 2018 +/ v v v
13 Jacksonetal. 2017 +/ v v v
14 Kennyetal. 2021 V4
15  Kermode et al. Vv v
2017
16 Lechthaleretal. v/ v v v
2018
17 Maro Godson Z v
etal. 2012
18 Moucheraud etal. +/ v
2018
19  Okeibunor et al. Vv v
2013
20 Pettitt 2011 vi v v v v
21 Reeveetal. 2016 v/ v v
22 Sachdev 2012 i Vv v v
23 Wako and Kassa v
2017
24 Yousufetal. 2011 +/ v v v v v v
25  Mekonnen et al. Vv Vv v v v v
2012

2018). Finally, one paper explored the importance of
considering social discrimination and political exclu-
sion in understanding compromised healthcare deliv-
ery and using safe spaces and social networks to convey
reproductive health information to nomadic girls,
respectively (Gitimu et al. 2011; Chatty et al. 2013).

The papers reviewed reported convergence of fac-
tors despite the diversity of studies extracted. The study

revealed that reproductive and maternal healthcare
is affected by transport systems, women’s education,
availability of health infrastructure, and availability
of skilled health workers. In addition, we found that
nurses’ attitudes towards nomadic pastoralist women,
cultural beliefs and practices, have been critical in
determining mothers’ health (Hampshire 2002; Ernest
et al. 2011; Mekonnen et al. 2012; Sachdev 2012; Chatty
et al. 2013; Okeibunor et al. 2013; Gyaltsen et al. 2014;
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Fig. 2 Geographic distribution of reviewed studies. This map provides an overview of the geographic distribution (shaded countries) of those
studies in this review with a country-specific focus (source: author’s construct using the World map free template.net, 2021)

El Shiekh and van der Kwaak 2015; Byrne et al. 2016;
Caulfield et al. 2016; Reeve et al. 2016; Jackson et al.
2017; Kermode et al. 2017; Wako and Kassa 2017; Ag
Ahmed et al. 2018; Assefa et al. 2018; Ibrhim et al.
2018; Lechthaler et al. 2018; Moucheraud et al. 2018;
Kenny et al. 2021).

Nomadic pastoralists’ women’s experience accessing R/
MHCSs

Generally, nomadic pastoralist women face a wide range
of experiences that hinder them from accessing R/
MHCSs. These experiences can be classified as physical
(geographic isolation), political (quality of health ser-
vices provided, discrimination/marginalization, vulner-
ability to political factors), economic (poverty, gender
roles), and socio-cultural factors (socio-cultural norms,
beliefs, and perceptions). We discuss these four catego-
ries separately in our review, but it is of essence to under-
score that these factors are both interlinked and operate
in isolation. Also, we extracted policy strategies from the
reviewed literature that could potentially be employed to
improve access and utilization of RZMHCs in LMICs.

Physical factors

Geographic isolation

In the reviews, nomadic pastoralist women were wor-
ried that there were no hospitals within walking dis-
tance. The distance between the camps and the nearest
hospitals was often not less than 30 km. Thus, obtaining
quality RZMHCSs from the formal sector, including trav-
elling long distances to health facilities coupled with poor
roads and absence of transport, was significant experi-
ences nomadic pastoralists faced in attempts to utilize
R/MHCS (Sachdev 2012; Okeibunor et al. 2013; Caul-
field et al. 2016; Jackson et al. 2017; Assefa et al. 2018;
Ibrhim et al. 2018). Given that there is often a concen-
tration of health facilities in urban areas compared to
rural settings with relative absent or sparse health facili-
ties where these nomadic pastoralists conglomerate, the
long distance travel to access these modern healthcare
services becomes problematic (Hampshire 2002; Ernest
et al. 2011; Gitimu et al. 2011; Pettitt 2011; Yousuf et al.
2011; Maro and Kwaak 2012; Chatty et al. 2013; Maro
et al. 2014; El Shiekh and van der Kwaak 2015; Caulfield
et al. 2016; Reeve et al. 2016; Jackson et al. 2017; Ker-
mode et al. 2017; Wako and Kassa 2017; Assefa et al.
2018; Lechthaler et al. 2018; Moucheraud et al. 2018;
Kenny et al. 2021). Evidence from a quantitative study
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in Ethiopia reveals that women who had to travel for 30
km to reach the nearest health facilities were 3.1 times
(AOR = 3.1) more likely to deliver at a health facility as
compared to those women who had to travel more than
30 km to reach the nearest health facilities (Assefa et al.
2018). Also, in another qualitative study, participants
maintained that ensuring physical access to static health
facilities and ensuring that they are staffed with trained
health professionals were vital but not the primary
solution for improved use of maternal health services.
Physical distance to the health facility and geographical
isolation leading to substantial travel distance to the facil-
ity was a critical barrier (Yousuf et al. 2011).

Political factors

Quality of RZMHCSs

Evidence from our review shows that many commu-
nity respondents maintain that they were discouraged
from going to health facilities due to the negative atti-
tudes of some staff and low-quality services provided by
some skilled birth attendants (SBAs). Nomadic women
preferred home births because they had heard about or
had directly experienced SBAs being verbally or physi-
cally abusive to nomadic pastoralist women in health
facilities. These perceptions and experiences reinforced
continued adherence to traditional birthing practices,
which were viewed more positively (Yousuf et al. 2011;
Mekonnen et al. 2012; Sachdev 2012; Okeibunor et al.
2013; Maro et al. 2014; Caulfield et al. 2016; Reeve et al.
2016; Kermode et al. 2017; Ibrhim et al. 2018; Lechthaler
et al. 2018; Moucheraud et al. 2018). In specific situa-
tions where nomadic pastoralist communities encounter
unfavourable health facility experiences, it was found
that they discontinued accessing healthcare from those
facilities (Pettitt 2011; Caulfield et al. 2016; Jackson et al.
2017). In a qualitative study in Ethiopia, participants
also complained about the lack of equipment, supplies,
and drugs necessary for maternity care in health facili-
ties. This shortage of materials also contributes partly
to their preference for home delivery. Mothers were also
concerned about the lack of privacy when they utilized
health facility care. One mother described it as follows:
“I laid down on the delivery couch, which compromises
women’s privacy to other service users in the health facil-
ity. There is no privacy as different people (staff) fre-
quently come to the delivery room; there is no such a
problem at home deliveries” (Assefa et al. 2018).

Ethnic minority discrimination

The gross oppression and discrimination the nomadic
pastoralists suffer have resulted in a spectrum of poor
experiences in accessing healthcare. While all nomadic
pastoralists are exceedingly marginalized due to their
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ethnic minority status in resident countries/commu-
nities, their women also face gender-related stigmati-
zation and abuse, which has harmful effects on their
sexual and reproductive healthcare access (Pettitt 2011;
Sachdev 2012; Chatty et al. 2013; El Shiekh and van der
Kwaak 2015; Ag Ahmed et al. 2018). The health facili-
ties in most LMICs are not well organized to serve the
mobile communities who live and are scattered abroad,
primarily in arid and semi-arid lands. Furthermore, it
is worthy to note that male pastoralists view delivery as
solely women’s issues or responsibility which they are
not supposed to indulge in and because of socio-cultural
norms women prefer home deliveries (Pettitt 2011; Sach-
dev 2012; Chatty et al. 2013; El Shiekh and van der Kwaak
2015; Ag Ahmed et al. 2018; Assefa et al. 2018). In a qual-
itative study in Enugu State, Nigeria, a participant in a
study who was a health worker argued that the medical
supplies are meant for their people (the sedentary pop-
ulation) and not for the Fulani strangers (nomadic pas-
toralists). Also, during the participatory rural approach
(PRA) session in one of the camps, a nomad noted that
“even when we go to the public health center, they will
just be looking at us and that is why we do not go there. A
hospital is supposed to be for everyone, but this is not the
case”. Previous studies have shown that Fulani children
had lower immunization rates than the overall popula-
tion and that Fulani residents were also less likely to be
included in Local Government Area (LGA) guinea worm
eradication efforts than Yoruba residents of neighbouring
hamlets (Okeibunor et al. 2013).

Vulnerability to political factors

The review revealed that the use of assisted childbirth
was already limited amongst nomadic pastoralists, but
further deteriorated with the political conflicts in com-
munities that they live. In fact, almost all health facilities
were closed in these regions due to the security situation.
Assisted childbirth proportions decreased drastically
(Chatty et al. 2013; El Shiekh and van der Kwaak 2015;
Ag Ahmed et al. 2018). In a qualitative study in Ethiopia,
community-based integrated primary healthcare inter-
ventions during conflicts have been proven effective and
efficient in reducing maternal deaths and improving utili-
zation of maternal healthcare services. In view of this, the
government of Ethiopia adopted an approach called the
“health extension programme” (HEP) to provide services
in pastoral areas. The main goal of this approach was
to prevent maternal mortality and morbidity amongst
pastoralists by enhancing equitable access to commu-
nity-based promotive, preventive, and selected curative
healthcare interventions (El Shiekh and van der Kwaak
2015).
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Economic factors

Poverty

Another critical factor related to reproductive and
maternal healthcare service access is their affordabil-
ity. Although quite a few nomadic pastoralists do have
income resources that can cover the cost of healthcare
services, their willingness to pay remains a question that
needs further research exploration. The literature showed
that economic independence and control of economic
resources lie in the hands of nomadic pastoralist men.
Most participants in the included studies were house-
wives. They do not perform any paid work, limiting their
financial independence and autonomy to seek healthcare
(Hampshire 2002; Ernest et al. 2011; Gitimu et al. 2011;
Chatty et al. 2013; Gyaltsen et al. 2014; Maro et al. 2014;
El Shiekh and van der Kwaak 2015; Byrne et al. 2016;
Caulfield et al. 2016; Kermode et al. 2017; Ag Ahmed
et al. 2018; Ibrhim et al. 2018; Lechthaler et al. 2018;
Moucheraud et al. 2018; Kenny et al. 2021). In other stud-
ies, the same financial constraints are amongst the key
factors that prevent pastoralist mothers from seeking
delivery care at health facilities. The majority of partici-
pants in these studies (both male and female) described
poverty as the main contributing factor. Although, in
actual practice, delivery services are free of charge in
public health facilities in LMICs, families may not afford
to buy drugs and pay for transportation and other travel-
related expenses. Most of the women mentioned that in
emergencies, ambulance service is not readily available
and accessible to them (Pettitt 2011; Yousuf et al. 2011;
Mekonnen et al. 2012; Ibrhim et al. 2018). Also, the paper
by Jackson et al. (2017) states that few health extension
workers were called to assist women as most women give
birth at home with the assistance of TBAs. The ambu-
lance service is not readily available and accessible as
only three of the 14 HEWs in the study in the Afar Region
had ever called the ambulance (Jackson et al. 2017).

Level of education

Evidence from the reviewed studies reveals a posi-
tive correlation between formal education and mater-
nal health service access. Women’s level of education is
directly associated with better utilization of healthcare
services. The nomadic community’s literacy rate is very
low (Ibrhim et al. 2018; Kenny et al. 2021). In a qualita-
tive study in Kenya, respondents in both Laikipia and
Samburu indicated that lack of education was a reason
for women not having facility-based deliveries. Although
the community health workers were promoting aware-
ness of the importance of facility-based deliveries, many
respondents maintained that only better-educated or
younger women delivered with SBAs (Caulfield et al.
2016).
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Socio-cultural factors

Gender roles

Gender relations are defined by different roles and
responsibilities assigned by society to men and women.
The traditions and cultures prescribe tasks and respon-
sibilities of individuals within the nomadic pastoral-
ist society and sketch the roles of women within the
family and community. Gender norms affect access to
reproductive/maternal healthcare through harmful tra-
ditional practices such as early marriage and female
genital mutilation (FGM). They are always related to the
community’s beliefs and values. Most nomadic females
in LMICs are engaged in unpaid family work and work
on their accounts. Decision-making amongst nomadic
pastoralists concerning seeking maternal healthcare is
similar to other communities in developing countries. In
general, women lack autonomy in healthcare decision-
making. The decision is always made by their husbands,
as they control the resources, and the women usually
seek permission before accessing healthcare services
(Pettitt 2011; Yousuf et al. 2011; Jackson et al. 2017; Ag
Ahmed et al. 2018; Assefa et al. 2018; Ibrhim et al. 2018;
Moucheraud et al. 2018; Kenny et al. 2021). In a study
in the Afar Region in Ethiopia, women whose husbands
were involved in the decision regarding the place of deliv-
ery were 1.9 times (AOR = 1.9) more likely to deliver at a
healthcare facility as compared to women whose husband
did not involve in the decision-making process of their
place of delivery (Assefa et al. 2018). Also, regarding the
autonomy of nomadic pastoralist women, our findings
revealed three dimensions—autonomy of movement,
decision-making, and economic agency. The low auton-
omy of nomadic women constrains their use of assisted
childbirth. Most female participants admitted that
they did not have freedom of movement and that their
movements were restricted by strict rules. Given this, a
woman traveling alone would not be well perceived, and
the authorization of the husband or a family member
would be required (Pettitt 2011; Ag Ahmed et al. 2018;
Assefa et al. 2018). In another qualitative study in Ethio-
pia regarding decision-making about maternal health,
female participants maintained that the husband makes
most decisions on maternal health because of traditional
male dominance. Husbands and senior family mem-
bers, such as in-laws, strongly influenced women’s use of
health facilities (Yousuf et al. 2011). The most dominant
are younger women with no formal education. Thus, it
is important to target all influential family and commu-
nity members, including religious leaders, to ensure that
women have access to essential health services that can
improve their health (Yousuf et al. 2011).
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Socio-cultural norms

Our review of cultural beliefs, attitudes, and practices
of reproductive and maternal healthcare access revealed
that the pastoralist community’s use of maternal health
services is influenced by cultural beliefs, attitudes, and
practices. There are several cultural barriers to women’s
use of health facilities. Indeed, women fear male mid-
wives touching their bodies, especially their reproductive
organs. Nomadic women are reluctant to be examined
by male midwives. They believe that the nakedness of
women of childbearing age should be seen by only God
and her husband. Nomadic pastoralist women really view
it as culturally impolite and unacceptable for women to
expose their reproductive health organs to others (Ernest
et al. 2011; Pettitt 2011; Yousuf et al. 2011; Mekonnen
et al. 2012; Sachdev 2012; Okeibunor et al. 2013; Gyalt-
sen et al. 2014; Maro et al. 2014; El Shiekh and van der
Kwaak 2015; Caulfield et al. 2016; Reeve et al. 2016; Jack-
son et al. 2017; Kermode et al. 2017; Ag Ahmed et al.
2018; Ibrhim et al. 2018; Moucheraud et al. 2018; Kenny
et al. 2021). In terms of perceived weakness versus brav-
ery, some respondents described nomadic pastoralist
women who deliver alone as brave or courageous. The
concepts of courage and strength were discussed in the
study by women in both Laikipia and Samburu, and some
women who gave birth alone “considered themselves
brave and didn’t want anybody close to them when they
gave birth”. Some women perceived this to be standard
practice (Byrne et al. 2016; Caulfield et al. 2016; Kermode
et al. 2017). Many respondents equally identified specific
cultural practices and beliefs that influenced the place of
delivery. Some said that a customary announcement is
made when a baby is born and that this cannot be done at
the hospital. Others suggested that family members’ help
with the delivery ensures a baby is delivered easily, while
some identified superstitious beliefs, such as ensuring
blood loss during delivery is kept within the homestead to
protect against bewitchment, as the reason for the popu-
larity of homebirths (Caulfield et al. 2016). In Tanzania,
experience from the Nomadic Youth Sexual and Repro-
ductive Health project in Kilindi shows that nomadic
communities do not use modern family planning meth-
ods. The reasons are both social-cultural and structural.
Deprivation of sexual rights has been a persistent social-
cultural problem. For example, nomadic women in the
area are subjected to forced sexual abstinence for 3 years
after conception and are severely punished if they con-
ceive through extramarital affairs. Knowledge, aware-
ness, and access to modern family planning (FP) methods
that can postpone pregnancies but allow sexual contact
within marriage can minimize the risks of unplanned
pregnancies, sexually transmitted infections (STIs), and
HIV (Ernest et al. 2011; Pettitt 2011; Yousuf et al. 2011).
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Perception and attitude towards R/MHCSs

We found that perceptions of disrespectful care in health
facilities by health workers in a survey reported that
women were reluctant to give birth in health facilities
because there were male health workers (Afar Region)
or that they would be forced to have a caesarean section.
Also, all women wanted to have a trusted family mem-
ber or even the health worker to stay with them during
birth in a health facility (Gitimu et al. 2011; Jackson et al.
2017; Ibrhim et al. 2018). Similarly, from another study in
Ethiopia, misconceptions about medical procedures and
side effects produced a negative impression and experi-
ence of modern healthcare in nomadic communities. For
instance, pregnant women in the survey were reluctant to
visit health centres because they feared having a caesar-
ean section and did not understand the possible benefits
of health procedures (Pettitt 2011; Jackson et al. 2017).
The majority of nomadic groups in Tanzania reported
knowledge of at least one modern method for avoiding
pregnancy but chose not to use them due to misconcep-
tions concerning its side effects. Some women believed
that if they use oral pills, they will become infertile.
Such women prefer to use traditional methods such as
breastfeeding, abstinence, withdrawal method, and other
less scientific methods such as wearing pieces of sticks
around their waist (which is supposed to prevent preg-
nancy while worn) or the myth that drinking cold water
after having sex will prevent pregnancy. This means they
wear it around their waist to avoid getting pregnant until
they remove it (Ernest et al. 2011). In a focus group dis-
cussion with representatives of the Zigua ethnic group, it
was revealed that older women and men believed that the
new methods of family planning were introduced to kill
young women or sterilize them and make them unable to
become pregnant (Maro et al. 2014).

Policy strategies for improving access to R/MHCSs
Improving healthcare delivery system

It emerged from our review that increasing the num-
ber of trained health workers with the necessary skill to
handle delivery and to refer those at risk whenever nec-
essary could be one way of convincing nomadic pastoral-
ist women that need reproductive and maternal health
services. The mobile lifestyle of nomadic pastoralists
requires special considerations to improve accessibil-
ity and quality of services. Addressing cultural impedi-
ments through health education, improving access
through maternity waiting areas, and enhancing birth
preparedness through community conversation and male
involvement can help prevent unnecessary suffering and
maternal and neonatal deaths. It was also discovered that
mothers spend money on transportation, food