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ABSTRACT
Kenya as a nation has put its efforts in improving maternal health more so reproductive
health. There are free antenatal care services offered to all women though the same
cannot be said of delivery care where women pay a small fee. According to KDHS, 2003
eighty six percent of the expectant women seek antenatal care at least once in the
duration of their pregnancy, however only fifty four percent of these women deliver at a
health facility. This is a major set back in the fulfililment of Millennium Development
Goal number 5 of reducing maternal mortality ratio by three-quarters by 2015. The
Kenya Demographic Health Survey, 2003 data was used to examine the utilization of
antenatal care and delivery services in Kenya. The sample is made up of 8549 women
aged 15-49 who are then subset to get those who had a birth 5 years prior to the survey
and these are 3485 women from the Child file. There are socioeconomic, socio cultural
and demographic factors. The method of data analysis is Bivariate regression analysis
with frequencies and percentages to show the characteristics of the study population. The
results from logistic regression models show that generally women who are highly
educated, from urban residence, with low parity, in the high wealth bracket, currently
married and over 35 years are likely to receive adequate antenatal care during their
pregnancy. High educational attainment, urban residence, region of residence, ethnicity
and mother’s parity is significant in influencing a woman’s decision to deliver in a health
facility. This will provide policy makers and program administrators with a better
understanding of reasons why more effort should be put in achieving better maternal care
for women all over the nation. The findings can be used to modify existing service
delivery approaches so that the women are encouraged to seek antenatal early in
pregnancy and proceed to seek skilled delivery care uniformly in all regions of the nation.



CHAPTER ONE
INTRODUCTION

10  Introduction

International conferences over the last decade have recognized women's right to quality
reproductive health and reproductive services as an intrinsic component of their basic right to
health and well-being. The ICPD Programme of Action in particular urged Governments to use
their primary health-care systems to make reproductive health services available to all
individuals throughout their reproductive years by 2015. Women's overall health and especially
their reproductive health is recognized as being linked to their educational, economic and social
status (United Nations, 2000). Care during pregnancy, known as “antenatal care”, is essential for
diagnosing and treating complications that could endanger the lives of mother and child. Most
life-threatening obstetric complications cannot be prevented through antenatal care. However,
there is enough evidence that care during pregnancy is an important opportunity to deliver
interventions that will improve maternal health and survival during the period immediately
preceding and after birth. In addition, if the antenatal period is used to inform women and
families about danger signs and symptoms and about the risks of labour and delivery, it may
provide the route for ensuring that pregnant women deliver with the assistance of a skilled health
care provider. Antenatal care is a potentially important way to connect a woman with the health
system which, if functioning will be critical for saving her life in the event of a complication
(WHO and UNICEF, 2000).

Complications related to pregnancy and childbirth are among the leading causes of mortality
among women of reproductive age in most less developed countries, Kenya included. The
lifetime risk of a woman in a developing countries dying in pregnancy or pregnancy related
illness is 1in 25 while in the developed world it is 1in 40. The use of maternal and child health
services, such as antenatal care and professionally assisted delivery improves the health and well
being of women and children. Therefore the importance of adequate antenatal care and delivery
assistance needs to be well established (United Nations, 1995). In the 2002 estimates there were
414 maternal deaths per 100,000 live births representing 1 in 25 lifetime risk of dying from a
maternal related death. Current estimates indicate that 71 percent of women in the developing
world are attended at to at least once during pregnancy by skilled health personnel (doctor, nurse



or midwife) according to AbouZahr and Wardlaw (2002). With reference to the 2003 KDHS
report, 18 percent of women sought antenatal care from doctors while 70 percent of them sought
care from nurses and midwives (NCPD, CBS & Mil, 1999 & 2003).

Disparities in access to antenatal care are significant. Urban women are twice as likely as rural
women to report four or more antenatal visits. Overall, women with secondary education are
twice as likely to have antenatal care as women with no education. Wealth distribution is also a
major determinant of antenatal care. In all regions, the poorest of the population are far less
likely to have antenatal care than the richest. Wealth disparities are generally widest in Asia, in
some countries of Northern Africa, and smaller in Southern and Eastern Africa, and in Latin
America. The antenatal period also offers opportunities for delivering health information and
services that can significantly enhance the well-being of women and their infants, but this
potential has yet to be realized (UNICEF, 2004).

Antenatal visits offer entry points for a range of other programmes - including on nutrition and
the prevention of malaria, HIV infection, tetanus and tuberculosis - as well as obstetric care.
Whereas women themselves appear to have embraced the concept of care during pregnancy
(when such services are available) the care they are offered often falls short. Greater efforts are
needed to improve the content and quality of services offered. In addition, increased attention is
needed to ensure that particular groups of women, specifically those living in rural areas, the
poor and the less educated, have access to antenatal services (UNICEF, 2004).

WHO has developed specific guidelines regarding the timing and content of antenatal care visits.
According to these guidelines, antenatal care visits should be a minimum of 4 visits and should
include, the measurement of blood pressure, testing of urine for bacteriuria and proteinuria, and
blood tests to detect syphilis and severe anemia. Routine weight and height measurement at each
visit is considered optional. But evidence-based programming on-r'Ehe optimal number, timing and
content of antenatal visits is not yet routine in most settings. Antenatal care is closely linked to
maternal mortality. It is important to look at factors leading to maternal mortality which include:

Medical factors, Health service factors, and reproductive factors.



Marston & Cleland (2003) found out that increased use of contraception would have a direct
effect on the number of maternal deaths by reducing the number of pregnancies. It’s been
estimated that if all women who say they want no more children were able to stop childbearing,
the number of births would be reduced by 17 percent in Africa; maternal mortality would also be
expected to fall by at least this proportion. The fall in maternal mortality is likely to be even

greater than the fall in the pregnancy rate.

11 Problem Statement

Many women lack access to reproductive health services. This situation has been universally
recognized as a leading factor in maternal and infant morbidity and mortality. In developing
countries, for example, maternal mortality continues to be a leading cause of death for women of
reproductive age. The World Health Organization (WHO) and the United Nations Children's
Fund (UNICEF) estimate that a woman's lifetime risk of dying from maternal causes is 1in 16 in
Africa, while a woman's risk is 1 in 1,400 in Europe. Furthermore, millions of women suffer
from injuries and disabilities from maternal causes, often for the rest of their lives. In countries
where fertility is high, women face this risk many times over a lifetime. This lifetime risk would
be considerably reduced if women had access to safe and effective contraceptive services. Once
a woman is pregnant, skilled medical care is essential to ensure her safety and (hat of her infant
(WHO and UNICEF, 2000). The maternal mortality ratio for Kenya was estimated to be 414
deaths per 100,000 live births in 2003 (NCPD et al, 2003).

Even though almost all pregnant women in Kenya receive some antenatal care from health
personnel, less than half of deliveries in the country take place in a health facility (APHRC,
2002). The irregularity of antenatal visits also limits their effectiveness. According to a survey
done in rural western Kenya by Eijk et ah, (2006), 64 percent of women first visited the ANC in
their third trimester while 80 percent of women delivered outside a health facility. Health facility
deliveries are more likely to be attended to by a doctor or nurse/ midwife, whereas home
deliveries are likely to be attended to by a traditional birth attendant (TEA), a relative (or other
unskilled persons), or no one.



Appropriate delivery care is important for both maternal and perinatal health, particularly in
cases where childbirth complications arise. Even though most women do not experience major
problems during childbirth, complications that require immediate action could occur. Maternal
and perinatal outcomes in such cases are greatly improved when such complications occur in the
presence of a trained attendant. It is important that mothers deliver their babies in an appropriate
setting, where professional attention and hygienic conditions can reduce the risk of complication
and infections that may cause death or serious illness to either the mother or the child. Births that
are delivered at home are more likely to occur without the assistance of a medically qualified
person (Magadi et al., 2000).

The World Health Report (2005) calls for new momentum to address and improve maternal,
neonatal and child health. Meeting the Millennium Development Goal for child survival (MDG
flj) requires a two-thirds reduction in death rates for children under the age of 5 by 2015. This
target will not be met without substantial reductions in neonatal mortality, since neonatal deaths
comprise almost 40 per cent of under-5 child deaths. The MDG 5 targets for maternal health
include a three-quarters reduction in the risk of maternal death. However, progress towards this
goal is slow. Based on the information above this study is interested in finding out why women
n Kenya seek antenatal care services even though late in pregnancy but prefer to deliver outside
realth facility. This is a dangerous trend that should not be allowed to continue if the MDG 4 and
5 are to be achieved by 2015. This study also seeks to find out the determinants of utilization of

antenatal care and delivery care and whether there is a link between seeking antenatal care and
the place for delivery.

12  Key Research Questions

1 What are the socioeconomic, demographic and socio-cultural determinants of antenatal
care?

2. What are the socioeconomic, demographic and socio-cultural determinants of seeking
delivery services at a health facility?



13  General Objective

To establish the determinants of utilization of antenatal care services and delivery care in
Kenya.

131 Specific Objectives

1 To establish whether socio-economic, demographic and socio-cultural factors influence
seeking antenatal care services in Kenya.

2. To establish whether socio-economic, demographic and socio-cultural factors influence
seeking of delivery care in Kenya

14  Justification of the Research

Even though several studies have been carried out in the area of maternal and child health, it is
still not clear why women seek antenatal care it could be late in pregnancy but proceed to deliver
>ut of a health facility with no skilled care at all. What factors influence antenatal Care visits
ind seeking delivery care among women on Kenya? It is not known why more women seek
mtenatal care than delivery services in Kenya and this is a very important area in demography as
ttouches on maternal health which also influences child and maternal mortality. The findings of
this study will benefit women in the reproductive age bracket of 15-49 yrs so that they can be
mcouraged to make adequate antenatal care visits during pregnancy and be made aware of
)enefits of seeking delivery services from health facilities. The government and policy makers
vill also benefit from the findings of this study, as they will use them to set up interventions in
irder to improve maternal health in Kenya. This in turn will help to achieve the goal of safe
"notherhood MDG 4 and MDG 5 by 2015. This study can also provide baseline data for Kenya

igainst which efforts to improve services on women reproductive health as a whole can be
ivaluated.



15  Scope and Limitations of the Study

The study is limited to secondary data obtained from the KDHS 2003 survey. Qualitative data
would have been a useful source of information and would have been collected by asking women
why they did or did not seek antenatal care during their pregnancy and deliver or not deliver in a
health facility with skilled care. However the study is limited to the use of questions asked in
2003 KDHS survey.



CHAPTER TWO

LITERATURE REVIEW
20 Introduction

This chapter outlines the literature available that concerns the use of antenatal care and delivery

services among women in the world and later narrows it down to Kenyan women.

21 The Rest of the World

An estimated 529,000 women died from the complications of pregnancy and childbirth in 2000.
For every woman who dies, approximately 20 more are seriously injured or disabled. This means
that, every year, close to 9 million women suffer some type of injury from pregnancy or
childbirth that can have a profound effect on their lives and that of their families.

These deaths were almost equally divided between Africa and Asia, which both accounted for
95 per cent of the total. Only 4 per cent of all maternal deaths occurred in Latin America and the
Caribbean, and less than one per cent in the developed regions.

According to (WHO, 1991) the effectiveness of prenatal care in saving lives depends to a large
extent on an efficient referral system to higher levels of care where necessary. For women in
rural areas with poor transport systems, the benefits of such care is screening for risk factors and
detecting complications. Also another factor that is often ignored is that simple existence of
prenatal care tells very little about the quality of that care. Facilities may lack even the most
basic resources; drugs, the instruments to measure blood pressure or haemoglobin, or even water
electricity, or often routine monitoring is carried out with no follow-up of abnormal findings.
The use of maternal and child health services such as prenatal care and professionally assisted
delivery improves the health and well being of women and children. The antenatal period
presents important opportunities for reaching pregnant women with a number of interventions
that may be vital to their health and well being and that of their infants. Better understanding of
fetal growth and development and its relationship to the mother's health has resulted in increased

attention to the potential of antenatal care as an intervention to improve both maternal and



newborn health. For example, if the antenatal period is used to inform women and families about
the danger signs and symptoms and about the risks of labor and delivery, it may provide the
route for ensuring that pregnant women do, in practice, deliver with the assistance of a skilled
health care provider. The antenatal period also provides an opportunity to supply information on
birth spacing, which is recognized as an important factor in improving infant survival. Tetanus
immunization during pregnancy can be life saving for both the mother and infant (AbouZahr and
Wardlaw, 2006).

Appropriate antenatal care is important in identifying and mitigating the risk factors in
pregnancy but many mothers in developing countries do not receive such care. The failure to
receive appropriate antenatal care during pregnancy can lead to undesirable pregnancy outcomes
such as maternal morbidity, low birth weight or even maternal and perinatal mortality. (Magadi
et al, 2000).

Antenatal visits are also helpful for providing essential services such as prevention of anaemia
through nutritional education and provision of iron and folic acid tablets. Ideally, antenatal care
functions to identify and monitor women at risk of future complications, to detect and treat pre-
existing and concurrent illness of pregnancy, to provide preventive care and information to
women and their families, and to establish a relationship between providers and women early in
pregnancy (WHO, 1994).

The prevention and treatment of malaria among pregnant women and treatment of STIs can
significantly improve fetal outcomes and improve maternal health. Adverse outcomes such as
low birth weight can be reduced through a combination of interventions to improve women's
nutritional status and prevent infections (e.g. malaria and STIs) during pregnancy. More recently,
he potential of the antenatal period as an entry point for HIV prevention and care, in particular
for the prevention of HIV transmission from mother to child, has led to renewed interest in
access to and use of antenatal services (AbouZahr and Wardlaw, 2006).

In an analysis of levels, trends and differentials in antenatal care in developing countries, Abou-
£aht and Watdlaw(2QO0T) found foul wiwle women were, m ‘general more \Wely \o pres.enl

hemselves for antenatal care during the first trimester, sub-Saharan Africa was an exception.



Most women were more likely to wait until the second trimester and a substantial proportion
presented themselves in the third trimester.

It is believed that high levels of antenatal care use are also associated with the use of safe
celivery care (Abou-Zahr & Wardlaw 2003: Bloom, Lippeveld, & Wypij, 1999). According to
Abou-Zahr & Wardlaw (2003); Carroli, Rooney, & Villar, (2001), the importance of antenatal
care is more apparent for Sub-Saharan Africa given that the region is characterized by high
meternal mortality and morbidity and any opportunities for contact with health services are likely
to meke an impact. There are Medical Factors which can be subdivided into direct and indirect
factors. The direct factors are those resulting from the complications of pregnancy, delivery or its
management. The indirect factors are those that occur as an aggravation of some existing
condition such as hepatitis or heart disease by pregnancy or delivery. There are health service
factors which can be caused by; deficient medical treatment of complications i.e. mistaken or
inadeguate action by medical personnel, lack of essential supplies and personnel, lack of access
to maternity services, maternal mortality rates are increased in areas where access to hospital is
difficult. Women from such areas are likely to arrive in serious condition and lack of prenatal
care. Women who did not receive pre-natal care are more likely to die than women who had.
Reproductive Factors include maternal age at birth as when compared, women aged 20-24 are
ess likely to die at childbirth and 35-39 were most likely to die from a given pregnancy. Parity:

Several studies also confirmed the increased risk of death associated with having many children.

In Jamaica, compared to women having their second child, those having their 5th through 9th
births were 43% more likely to die. The importance of this data is that the use of FP could
prevent a great many deaths of women of unfavorable age or parity. Unwanted pregnancies,
which occur at young ages,: Unsafe abortion from unwanted pregnancies causes 25-50 of the
unwanted deaths. This is because women do not have access to family planning services they
want and need. They have no access to safe procedures or to human and humane treatment for
the complications of abortion. Thousands die and millions are disabled permanently i.e. for every
death 10-15 are handicapped. The adverse social, cultural, political and economic environment
of societies and especially the environment that societies create for women: Women are

discriminated against in terms of legal status, access to education, access to financial resources,



access to food and proper nutrition, access to appropriate employment, and access to proper
health care including family planning services.

Despite the widespread availability of free antenatal care services, most women in rural South
Africa attend their first antenatal clinic late in pregnancy and fail to return for any follow up care,
potentially leading to avoidable perinatal and maternal complications. Most women in this
setting do not perceive significant health threats during pregnancy, and in turn view more than
one antenatal care visit as unnecessary. In contrast, women perceive labour and delivery as a
time of significant health risks that require biomedical attention, and most women prefer to give
birth in a health facility. This paradox, in which health care is important for childbirth but not
during pregnancy, is embodied in most women’s primary reason for seeking antenatal care in
this setting: to receive an antenatal attendance card that is required to deliver at a health facility
(Landon & Abigail, 2003).

Although survey results from different parts of the world have indicated that poor perinatal
outcomes are less common among births attended by a traditional birth attendant (TBA) or a
midwife, and more common among births taking place in a health facility under the care of a
medical doctor it has been pointed out that these results do not indicate a causative relationship
but probably reflect self-screening or referral of complicated cases, perhaps after a delay. We
should be careful, however, not to assume that the observed negative outcomes in medical
deliveries are solely due to self-screening of complicated cases, since poor quality of services in
many public health facilities in the developing world may sometimes negate the expected
positive aspects of health facility deliveries (World Bank Group, 2007).

Previous studies have observed factors predicting the delivery care to include -cultural,
socioeconomic, demographic and service accessibility factors. Low maternal or paternal
educational attainment, low socioeconomic status, rural residence, young maternal age, and high-
order births have been observed to be associated with high probabilities of deliveries outside a
health facility. It is important, however, to understand the specific factors that are important in
various settings, since these may vary considerably. For example, in India (Basu, 1990) noted

that fear and the physical inconvenience of a hospital delivery were the predominant reasons

10



among Indian mothers for reluctance to have hospital deliveries. A study in Bangladesh found
that most of the childbirths occurred at home while most maternal deaths occurred among the
mothers who delivered at home (UNICEF, 1993).In an examination of regional differences in
mortality levels in India, the level and nature of political awareness was found to explain
differential access to, demand for, and utilization of health services, after income differences
were controlled for (Nag, 1989). In situations where women are forced to take up market
employment, women not only continue to bear the burden of domestic work, but also suffer the
consequences of gender based inequalities in the labour market, such as lower wages, less
regular employment, and higher level of underemployment than men. In such situations,
women’s employment may do little, if anything to strengthen their capabilities to implement
reproductive preferences (Bruce and Dwyer 1988).In a study of determinants of maternal health
care in India, Bhatia and Cleland (1995) confirmed the important role played by socio-economic
factors on use of maternal health services. Higher maternal education and higher levels of
personal hygiene were observed to be associated with a significantly higher probability of
routine antenatal checkup, while women in low caste were observed to have reduced
probabilities of routine antenatal checkup, while women in their first pregnancy were more likely

to receive routine antenatal checkup.

According to Thaddeus and Maine (1994), the low value placed on women in many societies
limits their autonomy in decision making, limits their access to transportation, leads to
discrimination in health care utilization especially where cost is a constraint and leads to neglect
of women’s health. Cost and distance often go hand in hand as considerations in the decision
making process, since longer distance entails higher costs. However quality of care has often
been observed to be a more important consideration in the decision to seek care than cost.

In Africa, 36 percent of women are literate as compared with 57 percent of men. In developing
countries overall, women account for more than half the food produced, and many rural women
work up to eighteen hours a day. Women are increasingly entering the labour force, but most
remain in highly segregated, low-paid jobs. These factors influence women’s sense of personal
security and consequently affect their reproductive decisions. (Ford Foundation, 1991).Looking
at unwanted pregnancies, they may involve increased risks for the woman or her unborn child

simply because the woman or her family may be less likely to invest time and money in

11



obtaining prenatal care and skilled help in childbirth for an unwanted child. In their paper
(Marston & Cleland, 2003) looked at data from five developing countries to try to determine
whether this is in fact the case, and whether "unwanted ness” has a longer-term impact on the
health of the child. In fact, the only consistent relationship they found was in relation to antenatal

care: unwanted pregnancies were less likely to receive such care before the sixth month.

In a study in Utter Pradesh, India (Bloom et al, 1999) found out that after controlling for relevant
socio-demographic and maternity history factors, women with a relatively high level of care (at
the 75th percentile of the score) had an estimated odds of using trained assistance at delivery that
was almost four times higher than women with a low level of care (at the 25th percentile of the
score) (OR=3.97, 95% 0=1.96, 8.10). Similar results were obtained for women delivering in a
health facility versus at home. In the Philippines safe motherhood survey of 1993, respondents
having their first births, those with college education and those in urban areas most saw a doctor,
while those with primary or no education, and in rural areas, more often saw a midwife or a TBA
and were more likely to receive fewer components of antenatal care. The less educated were also
less likely to receive tetanus toxoid (NSQ and MI, 1993). The resources available both to the
family and community determine the access to which women have to antenatal and child health
care sendees. The cultural setup too influences the health care behaviour and utilization of health
services the modern healthcare services may be available but if culture prohibits some practices,

then women may not make use of them (Abuya, 2002).

2.2 Kenya

Since 1967, the Kenya government has been promoting an integrated MCH/FP programme with
to the twin objective of enhancing the welfare of both mothers and children and reducing fertility
thus checking rapid population growth (Ikamari, 2004).

Kenya has introduced Focused Antenatal care as recommended by World Health Organization
(WHO). This is quality of care of birth planning and potential complications, detection of
existing diseases (e.g Malaria in pregnancy and STIs) and counseling on post partum care.
(Birungi et al, 2006). Focused ANC guidelines recommend that a pregnant woman should have

four comprehensive, personalized ANC visits that include a package of quality services



specifically tailored to the timing of each visit (MOH 2002; MOH-DOH/DOMC/JHPIEGO
2002). Socio-economic status is also important in the pattern of utilization of antenatal care;
those from high socio-economic households receive care earlier in the pregnancy and thus make
more visits compared to those from low socio-economic households. Access to health services is
important; those living more than 10 km or one hour walking distance from a clinic are the least
likely to receive adequate an