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ABSTRACT

Although 92% of women receive antenatal care atleace during pregnancy, a suitable place
of delivery assists only 44% of mothers during d@biith (KDHS, 2008). Therefore, the purpose
of this study was to investigate the factors inficiag the choice of place of delivery in Mbooni
west district, Makueni County. The study objectivesre to determine the influence of
demographic factors, socio cultural factors andneaac factors on choice of place of delivery
among women in Mbooni west district, Makueni Counitige study was conducted in May and
June, 2015. It adopted a descriptive survey desighthe eligible respondents were women of
childbearing age. With the help of two researchstests, the researcher managed to visit four
locations in Mbooni West District and Cluster samgimethod was used to identify participants
for the study. A total of 378 women from Mbooni Wwesstrict were to participate in the study
but only 373 participated giving a response rat@8%. Two focus groups discussion were also
conducted for the purpose of the study. Chi sqtese was used to establish the association
between the independent variables and place ofedgli Statistical Package for Social Sciences
(SPSS) version 17 was used for data analysis. tlidy shows that 67% of women delivered at
hospital, 27.6% of births occurred at home withitwet help of a skilled birth attendant and only
4.8% of the women were attended by TBAs duringveeyi. Other than demographic, social
cultural and economic factors that influence choddeplace of delivery, other key factors
influencing home delivery included less or no aatahvisits and unexpected labour. From the
study there has been an increase in hospital dels/though a significant number of mothers are
still giving birth without the assistance of skilebirth attendants. To ensure that hospital
deliveries are increased it was therefore recomertrilat advocacy to all women of child
bearing age on the importance of hospital deligebg the Ministry of Health, Ngo’'s and
community based organizations should be done. wewoént of husbands as key decision
makers in the choice of place of delivery duringeaatal clinic visits could be one of the best
strategies in reduction of home deliveries. Duramgenatal clinic visits mothers should also be
educated on issues like signs of labour and exgetdtes of delivery as a step to reduce home
deliveries. Health workers should also strengthendoncept of focused antenatal care where
mothers are sensitized on how to handle the isBgeving birth and also increase the coverage
of antenatal care by reaching out to women at tbhewncunity level through outreach
programmes that are geared towards creating awssé¢hat antenatal clinic visits are important
for them when they are expectant.
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CHAPTER ONE

INTRODUCTION

1.1 Background to the Study

Increasing women’s access to quality skilled atéemdas become a focus of global efforts to
realize the right of every woman to the best pdsdilealthcare during pregnancy and childbirth
(UNFPA, 2010). Several authors have postulate shidled attendants during labour, delivery
and in the early postpartum period can preventoup5€6 or more of maternal deaths (Harvey,
2004 et al; Koblinsky, Heichelheim 1999).

Use of a skilled attendant (doctor, nurse, or migjat birth is one of the recognized indicators
for measuring progress towards the Millennium Depglent Goal 5, that is, reduction of
maternal mortality ratio. Improving women'’s heaighthe fifth Millennium Development Goal
as adopted by heads of states in September 20@0.agiteed target is to reduce, by 2015,
maternal mortality in developing countries by 758the 1990 figure. (MDG)

Despite various national and international effant8ated to improve maternal health, more than
half a million women worldwide die each year asesutt of complications arising from
pregnancy and childbirth the majority equally deddbetween Africa and Asia (Ronsmans,
2006). According to (Kowalewski, 2000) less than @f4he pregnancy-related deaths occur in
the more developed parts of the world, making nmaemortality the health indicator showing
the greatest disparity between developing and deeel countries. Despite the enhanced focus
and awareness over the past decades, the sitiratio& poorest countries has not improved, and
maternal mortality reduction is one of the expli@ialth millennium development goals.

Since the second half of the 20th century, the ntgjof births in the western world have taken

place in hospital. Medicalisation of childbirthascentral feature in Western societies (Johanson,

2002). The majority of women living in high and mid-income countries have given birth in

hospitals since the middle of the 20th century. Ewsv, there are regions where home birth is

considered part of normal practice. The most aitesk is The Netherlands where planned home

birth is supported by the official healthcare systédlere, planned home birth is considered an
1



appropriate choice for a woman of low risk and agpnately 30% of all births take place at
home (Hendrix 2009).

A significant proportion of mothers in developinguntries still deliver at home unattended by
skilled health workers (Montagu D, Yamey G, VisedhtHarding A, Yoong J 2011). In diverse
contexts, individual factors including maternal agmarity, education and marital status,
household factors including family size, househafgalth, and community factors including
socioeconomic status, community health infrastma;toegion, rural/urban residence, available
health facilities, and distance to health facifitiéetermine place of delivery and these factors
interacting diverse ways in each context to deteenplace of delivery. In developing countries,
pregnancy and childbirth are the leading causesligdibility and death among women of

reproductive age.

Indeed, the majority of maternal deaths occur eitheing or shortly after delivery. According
to United Nations Children Fund (UNICEF 2009), pragcy and childbirth related
complications claim lives of at least 585,000 woregery year in developing world. Pregnancy
related problems include anemia, bleeding, infectdamage of the uterus, obstructed labor and
abortion. Nearly all maternal deaths in developoogintries occur among the vulnerable and
disadvantaged population groups and yet most cfettoauses are preventable. Although the
main causes of maternal mortality are well knowd #me knowledge as well as appropriate
technology to reduce it has been available, matéeeith problems are still highly prevalent in

most African societies.

Statistics by (WHO 2010) found that 92% of womeceree antenatal care from a trained health
worker but when it comes to delivery time, mosttledm do not deliver at health units, but

instead deliver elsewhere. It was estimated that@ab5% of deliveries have complications that
require skilled medical intervention. Yet only 5386 deliveries in developing countries take

place with the assistance of a skilled birth atteiccompared to 99% in developed countries. In
resource-poor settings, home delivery is usually theapest option, but is associated with
attendant risks of infection and lack of availabtgpiipment should complications occur. (Thind
A. et al, 2008).



According to (Hogan, 2008), Ethiopia is among the $ix high burden countries in which half
of global maternal deaths occur, with an estimatediernal mortality ratio of 470 per 100, 000
live births. The most recent Ethiopian Demogra@nd Health Survey (EDHS 2011), very few
mothers (34%) make at least one antenatal visiteaed less receive delivery care from skilled
birth attendants. It reports 28% of births werasted by a traditional birth attendant (TBA) and

57 percent of births were assisted by a relativepme other person.

In Kenya, maternal mortality rate has not reducedrarecent years, and may even have
increased from an estimated 380/100000 live biiths990 to 530/100000 live births in 2008.
Although a number of factors may have contributethts, including improved identification of
maternal deaths, health facility delivery remait@a at44% and 42.6% in the early 1990s and
in 2008 respectively. Recent evidence on deterntsnaiplace of delivery in Kenyan utilizing a
nationally representative data and controlling &tirfactors is lacking, yet understanding the
influences on place of delivery in Kenya is cru¢@ldentifying key priority areas for policy and
practice to increase the prevalence of skilledsésdideliveries(KDHS 2008).

Statistics by KDHS 2008 indicate that, 43 percenbighs in Kenya are delivered in a health
facility, while 56 percent of births take placehaime. Traditional birth attendants continue to
play a vital role in delivery, assisting with 28rpent of births (the same percentage as are
assisted by nurses and midwives). Relatives apdds assist with 21 percent of births, and for 7
percent of births, mothers do not receive any fofmassistance. Increasing the percentage of
babies that are delivered in health facilitiesnsirmportant factor in reducing the health risks to
both the mother and the baby. Proper medical adtemind hygienic conditions during delivery
can reduce the risks of complications and infectiwat can cause morbidity and mortality to
either the mother or the baby (KDHS 2008).

Home deliveries in Kaloleni and Rabai districtdlffi County accounted for 65% of child birth
by 2012 and there is not enough information in Kalo and Rabai to establish why these
mothers still deliver at home despite concertedretly the government and other stakeholders
to encourage mother to deliver in health facili{igng’ong’o, 2013).

3



Makueni County (formely Makueni District) is a caynn the former Eastern province. It has a
population of 884,527 (KNBS, 2009). The county fadistrict hospitals, 21 health centers, 113
dispensaries and 11 private clinics. Most of thblipuhealth institutions lack sufficient drugs,
equipment, transport and health personnel. Thedagdcity in the county stands at 616 and
doctor population ratio is 1:22,712 which is belthe accepted standards. This means the
population is underserved in terms of health faegsi The average household distance to health
facility is six Kilometres which is way below theational recommended distance of four
Kilometers (Makueni County Integrated DevelopmeanP2013).

Mbooni West District is one of the 9 sub countissMakueni County. It has one district
hospital, one health center, 14 dispensaries ared medical clinic. These institutions lack
adequate facilities, personnel and medical suppliesinaccessible. Approximately 50% of the
communities in this district live below the povelitye and therefore most of the people cannot
afford the services provided by the government@ndate health institutions (MOH, 2011).

1.2 Statement of the Problem

Basing on the fact that various efforts have beenip place by the Government of Kenya,
through free maternity services to increase thegreage of mothers who deliver from the health
facility under the assistance of a skilled healtbrker, the majority of mothers still deliver at
home without skilled birth attendants. Statistigs the District Health information System
(DHIS) indicate that only 36% of births in Mbooniidlrict are attended by a skilled birth
attendant. This is way too far the targets sehatlhternational Conference on Population and
Development(ICPD) whose goal is to have more th@% ®&f deliveries assisted by skilled
attendants globally by 2005, 85% by 2010 and 909046 (UNFPA 2010).

Home deliveries are poorly managed and inadequeteis offered during the critical hours of a
woman'’s life. This exposes the mother and the kablealth risks and complications which
include anemia, bleeding, infection and if immediatterventions are not taken this can lead to
death or damage of the reproductive organs. evident from reports that every day, almost 800
women die in pregnancy or childbirth worldwide. &smce shows that infants whose mothers
die are more likely to die before reaching theicas®l birthday than infants whose mothers
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survive. And for every woman who dies, 20 or motpegience serious complications (UNFPA
2010).

Maternal health services have been improved upoallithe health centers in Mbooni west
District, Makueni County. However, many women da¢ utilize these facilities and instead seek
delivery care from high risk places. Giving birthithout the assistance of a skilled birth
attendant can pose life threatening situationss@c@mplications occur during the process. This
study, therefore, was set to investigate factaas itifluence women’s choice of place of delivery

in Mbooni west District, Makueni County.

1.3 Purpose of the Study

The purpose of this study was itovestigate factors influencing women’s choice ¢dce of

delivery in Mbooni west district, Makueni County.

1.4 Research Objectives

The purpose of the study was achieved throughdlt@fing objectives:

I. To determine how demographic factors influence theicghof place of delivery among
women in Mbooni West District, Makueni County.

ii. To establish how socio cultural factors influenbe thoice of place of delivery among
women in Mbooni West District, Makueni County.

iii. To examine the influence of economic factors oncdheice of place of delivery among
women in Mbooni West District, Makueni County.

iv. To establish how Antenatal Clinic attendance inileess the choice of place of delivery

among women in Mbooni West District, Makueni County

1.5 Research questions

The study sought to answer the following questions;
i. To what extend do demographic factors influencedheice of place of delivery among
women in Mbooni West District, Makueni County?
ii. How do socio cultural factors influence the choadeplace of delivery among women in
Mbooni West District, Makueni County?
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ili. To what extend do economic factors influence theashof place of delivery among women
in Mbooni West District, Makueni County?
iv. To what extend does Antenatal Clinic attendancli@nice the choice of place of delivery

among women in Mbooni West District, Makueni County

1.6 Significance of the study

The findings of this study may have both theorétacal practical implications for the future of
suitability of place of delivery in Mbooni West thist. Theoretically, the study may contribute
to the advancement of knowledge about factors aet@ng the choice of place of delivery in
Makueni County specifically Mbooni West district.hd study might also have practical
significance in that, it may assist in determinthg level of utilization of SBAs and TBAs at
birth. The findings may be of immediate benefithhe Ministry of Health in the formulation of
future public health policies aimed at integratifi§As in the health system as agents of change
to enhance places of delivery. Similarly, resuftshes study may enlighten the public especially
mothers and spouses on the importance of consgarisuitable and safe place of delivery. In
addition, this can lead to appropriate intervergiby non-governmental organizations and other
key stakeholders that have established or interestablish reproductive health programs. The
study may also forms a base on which others camlovheir studies based on the gaps
identified.

1.7 Assumptions of the Study
An assumption is a supposition that a fact is {fdgo &Onen, 2008). This study was guided by

the following assumptions; that is, in every horeasdtvisited, there will be a woman of child
bearing age. It is also assumed that the respamdeiit spare their time to fill in the

guestionnaire and that they will give truthful dmehest responses.

1.8 Limitations of the Study

The limitations of the study were; inadequate titoecollect data, therefore two research
assistants were hired to assist in carrying outakle.

Cases of respondents not cooperating were expedeantd even some had to withdraw from the
exercise after answering some questions becaugevitre not convinced if the study was done

for genuine reasons.



1.9 Delimitations of the study

The study was carried in Mbooni West District, MakuCounty leaving out other districts in the
county. The findings of the study may not be gelie¥d to an urban setup since majority of
mothers with challenges in choice of place of delpvare mainly in rural set up.

The study also focused on women of childbearingimadé¢booni west district only. The findings
therefore may not be generalized to the entire womethe county. Future researchers are

encouraged to do further research in this area.

1.10 Definition of terms used in the study

Women: This refers to all females of reproductive age thal5 years to 49 years of age.

Choice of place of delivery:This is the preferred option by the women whogiveng birth; it

could either be home, health facility or assistedraditional birth attendant.

No. of children: This refers to the number of children a woman hHabeatime of making the

choice.

No. of household membersThis refers to the number people in a particutardehold.

Marital status: This refers to whether a person is married, sindivorced or widowed.

Level of education: This refers to the level of schooling a person feashed, that is, primary

education, secondary or tertiary education.

Antenatal Care: This entails the care that is given to women wleexpectant or pregnant.

Decision maker:This is the person who makashoice regarding family issues.

Occupation: This is the type of work that a person does.



Level of monthly household income:This refers to the total monthly earnings in a give

family.

Transportation means: This refers to what is used to move from one placeanother, that is,

on foot, motorbike, private or public means.

1.11 Organization of the study

This study is presented in five chapters and isuded towards investigating factors that

influence women'’s choice of place of delivery.

Chapter one covers the background of the studtemstnt of the study, purpose of the study,
research objectives, research questions, signdecari the problem, basic assumptions of the
study, limitations of the study, delimitation ofetistudy, definitions of significant terms used in
the study, and the organization of the study.

The second chapter looks at the literature reviethe factors that influence women’s choice of
place of delivery, theoretical framework, conceptfuamework, gaps in the literature reviewed

and summary of literature reviewed.

Chapter three covers the methodology used fortindysit contains the research design, target
population, sample size and sampling procedures, adlection instruments used, data analysis
techniques used and ethical considerations.

Chapter four gives a comprehensive explanatiomeftdols used for data analysis in this study,
presentation and interpretation of the results e study and the tests that were done to

determine associations between independent anchdepevariables.

Chapter five provides a summary of the findingscdssions, conclusions and recommendations

of the study and contains suggestions for furthstiss.



CHAPTER TWO

LITERATURE REVIEW

2.1 Introduction

This chapter focused on literature related to #etdrs influencing women’s choice of place of
delivery. Demographic factors, social and econofaators in determining women'’s choice of
place of delivery will be analyzed. One theory Hheeen presented to support the study. A
conceptual framework that diagrammatically linksiatles (that is, independent, dependent and
intervening) illustrated and in depth explanatidribee variables is provided. Knowledge gap in
the literature reviewed has also been identified.

2.2 Decision Making Process

People make decisions about many things. They makgcal decisions; personal decisions,
including medical choices, romantic decisions, @adeer decisions; and financial decisions,
which may also include some of the other kinds @fisions and judgments. Quite often, the
decision making process is fairly specific to tlezidion being made. Some choices are simple
and seem straight forward, while others are comptekrequire a multistep approach to making
the decisions (Dietrich, 2010).

Therefore, choice of place of delivery by women vére expectant could be influenced by so
many factors which may include their age, numbechilidren they have, marital status, level of
education, traditional beliefs, occupation, meahsransport, antenatal care visits, knowledge
and attitudes towards quality of care in healthilifeess among others. These factors may
influence their behavior regarding where to givethhithat is, health facility, home or at

traditional birth attendant.

2.3 Factors That Influence Decision Making

According to (Dietrich, 2010), demographic variabluch as income, education, and marital
status, gender, age, and stage of life are impoaad they influence purchase decisions. Men

and women need and buy different products.
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In a study by (Asada & Kephart, 2007) in Canadanébthat the level of education of their
respondents influenced their healthcare usageipeactPeople with higher education were more
likely to opt for healthcare services as comparedheir less educated counterparts. Hendryx
(2002) reported that in the United States of Aneerjgeople with more years of education are
more likely to be sensitive towards their healtlol @ne better aware about access to healthcare
options. In a study done in Greece, (Lahana, P&jiakas, 2011) found that the level of
education not only influence the healthcare usagelso the type of healthcare service provider

used by an individual.

The income of an individual plays a crucial pardetermining the health care services utilized
by an individual. Along with the income and thermstard of living of an individual the
sensitivity of that individual towards healthy Ing also rises. The income influences
affordability to spend on health care that in tunftuences the type of health care service chosen
by an individual. It has been found that with aris household income of an individual the
likelihood of utilizing healthcare services (Regid2008; Asada & Kephart, 2007) and visits to
the private practitioners (Lahana, Pappa & Niak&4,1) are more likely to happen. (Forbes &
Janzen, 2004) report that the tendency to use ehdagmlthcare services is found more in
individuals belonging to the lower income categasy they cannot afford the higher priced
services available in hospitals.

Household income has also been found as a faabirtfiuences healthcare services utilization.
(Vissandjee, Barlow & Fraser ,1997) found out tinatural Gujarat, India, women belonging to
higher income households were more likely to wiliealthcare services. (Thind, 2004) reports
that in rural Bihar, India, children belonging touseholds with higher standards of living are
more likely to utilize healthcare services. (Amina¢ 2010) reported that women belonging to
wealthiest quintile of income in Bangladesh wererendikely to use trained healthcare
professionals for maternal and child health care.

Marital status has a bearing on the lifestyle ofratividual. Especially, for females there might
be a change in health care utilization patterrisims of maternal and child care usage. (Lahana,
10



Pappa & Niakas, 2011) in their study found thatitabhstatus was a possible determinant of
health care service utilization. They reported thmtrried females are more likely to utilize
healthcare services as compared to the single émmdlhese findings are consistent across

developed as well as developing nations.

Age is a significant predictor of consumer behayjoncluding people’s dining out, watching
television, going to bars and dance clubs, playamputer games, and shopping. Culture is
often considered the broadest influence on a coesarehavior. Your culture prescribes the
way in which you should live and has a huge effattthe things you purchasBReference
groups are groups (social groups, work groups, lfaror close friends) a consumer identifies

with and may want to join. They influence consurhatstudes and behavior

2.4 Demographic Factors and Choice of Place of Dediry

Despite growing attention to women's health nebdsaorld over, the maternal mortality figures
due to pregnancy and childbirth have been a causencern. One major reason for high level of
maternal mortality rate levels is that of lack oédical attention at birth. At present, only one-
third of the deliveries in the developing countriake place in a health facility/institution, while
the remaining is home deliveries (Internationatitote for Population Sciences, 2000). In fact,
this is part of the problem faced by women in relato their access to basic and good quality

health care services.

The age and parity are determinants for the placelovery. A study by Boogaard et al. (2008)
at Lukulu District in Zambia shows that 55% of wamaelivery in health facilities is younger
and out of that 65% are those having the first b&tgmen with 35 years and above with more
than five children tend to deliver home becausg tunsider themselves as having experience
so they don’t need assistance from skilled work&hss is evidenced by study conducted by
Mrisho in southern part of Tanzania and study cetetliby Bolam in Nepal both documented
that women who have many children and older woread to deliver home than young women.
These young women they have no experience in tinilds and they tend to fear complications

related to pregnancy and child birth (Mrisho e2@0D7, Bolam et al 1998). Demographic factors
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that have been shown to increase the likelihoobeafith service use are low parities, younger

maternal age (Bhatia, Cleland 1995).

Also in other studies, women with higher parity evéess likely to deliver in well-equipped
health facilities; women aged less than 25 yeare Wee least likely to deliver at health facilities
or at the appropriate ones, a finding consisteth wistudy which found that teenagers in sub-
Saharan Africa experience poorer maternal healtte ¢chan older women with similar
characteristics (Magadi, Agwanda, Obare, 2007).

In Sao Paulo, a case-control study was undertak@nestigate maternal and health risk factors
associated with a home delivery. It was noted ahsignificantly higher proportion of mothers of
children not born in a hospital were teenagerss(tean 20 years old) and had not completed

their primary education.

(Fosto, 2009) in a study carried out in Nairobi 8gocho slums noted that the likelihood of
delivering at a health facility decreases as panityeases. Women aged less than 25 years were
the least likely to deliver at health facilitiesy &nother study in Nigeria by (Envuladu et al,
2013), shows that age is a factor associated vathehdelivery were, more older women went

for home delivery compare to the younger women .

The association between marital status and hdakhnoted by Farr in the 1850s and Durkeim
in the 1890s, has been the subject of a more rateady. It is not just risk of adult mortality that
marital status is associated with. Young single worare less likely to attend antenatal care and
skilled care at birth than older married women, aihihas implications not just for their health
but also the future health of their unborn babied laas been shown in one study to account for

over 30 per cent of variation in foetal growth authsequent birth weight (Johnson et al., 2000).

In Morocco and Tunisia, a study was carried out (®permeyer, 1993) to establish the

association between maternal health care utilimadlod numerous cultural and socio-economic

factors. Seventy one percent of survey respondeats given birth in a health facility in

Morocco and 62% in Tunisia had some prenatal ¢ositively associated with use of maternal
12



health services were urban residence, higher starafdiving, education and exposure to the
media; negatively related to prenatal care andspited delivery were earlier age at marriage,

age at first pregnancy, higher parity, and numlbéroosehold members.

Young and uneducated women may be less informeditatlee importance of seeking

professional assistance during delivery and yat firegnancies are of high-risk associated with
complicated births. Young women often feel shy akmagnancy and fear to seek medical care
and to attend antenatal care due to public opialwwut the pregnancy. They often give birth at
home or at a TBA’s. Therefore, knowledge, attituade well as perception of such mothers

towards seeking delivery care are likely to difiem that of older women.

2.5 Socio cultural Factors and Choice of Place ofdlivery

Mother’s literacy level is also important deterrmhaf place of delivery as those with non-
formal education tend to deliver at home, and thedecated tend to give births in health
facilities. Study conducted in Nepal show that ¢hisrrelationship between education and place
of deliver as those with poor education are mdce to deliver at home compared to educated
women who tends to deliver at health facilities g et al 1998).Another study from Cambodia
noted that women who attend at least seven yeashobl are six times more likely to deliver in
health facilities compared to those who did natraded (Yanagasawa et al 2006).

Several literatures shows that level of educatérmothers were strongly associated with
delivery in health facility where by more educatedmen tend to deliver in health facility
compared to non-educated, therefore increased @t of girls to secondary education and
above could help to improve delivery in health liac{ Raghupathy 1996, Celik and Hotchkiss
2000, Caldwell 1981)

(Bhatia and Cleland 1995; Addai 1998; Nuwaha anthoétikaguna 1999) in their studies at
south India and Ghana found that the most consigteund determinant of use of reproductive
health services has been a woman'’s level of edutcg®bermeyer 1991) believes that increased

education influences service use by increasing lentecision making power, increasing
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awareness of health services, changing marriagerpat and creating shifts in household

dynamics.

According to (Schultz, 1984), education serves asoay for information, cognitive skills, and
values; education exerts effect on health-seekilgataor through a number of pathways in
other words, education exposes women to healthnrdbon of the dangers of pregnancy and
childbirth thus making a woman to make fast deaisiooncerning her health and seek for help.
Whereas, mothers with no education are unwillingéek maternal services and have limited
knowledge about danger signs of pregnancy andethdily available maternal services provided
in health units. Moreover, education may impartifgs of self-worth and confidence as well as
reduce the power differential between service mlens and clients, thereby reducing the
reluctance to seek care (Chanana, 1996; Starr8).199

(Rutenberg and Watkins, 1997) state that commubélefs and norms relating to health
behaviors are a strong influence on the health cke@sions made by individuals. These
community beliefs and norms are reflected in a@@sshealth decisions. This is evident in a
study conducted in India by (Basu 1990). The stuudiicates that traditional beliefs about
childbirth, coupled with misconceptions and fearsnedical institutions, have led many women

to maintain reliance on home births thus leadinfatlare to have skilled attendants at birth.

As (Addai, 2000) pointed out, SBAs and TBAs sersiceexist in most African communities,
particularly in rural areas, and women may havehoose between the two options. Some
previous studies had reported that many Nigeriamem particularly those in rural areas, rate
the services of the traditional birth attendant8AS) as being of higher quality than that of
medical healthcare practitioners, particularly wiggards to interpersonal communications and
relationships (Fatusi 1998; 2000). TBAs have begported to be more considerate and to

provide more compassionate care.

An exploration of the socio-cultural and environna@rfactors impacting maternal health care

access among rural Ugandan women established hleatdntext in which rural Ugandan

mothers lived in greatly impacted their maternaltie accessing behaviors. The community
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assessment revealed that socio-cultural factoré sisctaking herbs during labor, retaining
placenta after birth, birthing in various positicarsd maintaining privacy during birth are some
of the critical cultural traditions that can serag barriers to women accessing formal skilled
deliveries. According to the women, grandmothersthars, sisters, aunties, elders and other
women in their community make up the social suppetivork that is an essential part of a
woman'’s pregnancy and birth process. This is howaweaspect not available in institutional
deliveries, hence their preference for home dakge(Sharma, 2007). However, a number of
other studies have clearly demonstrated that wamamonomy has a strong and consistent
effect on reproductive health outcomes, (Bloom, \W2001) demonstrated that women's
autonomy was a major determinant of maternal hezdite utilization among urban poor to

middle-income women in a North Indian city.

The safe motherhood demonstration project by paoipul@ouncil in Western Kenya established
that some cultural beliefs which influenced seelohgkilled care at birth was the kindness and
“"caring" care provided by TBAs in stark contrasthe perceived poor attitudes and behaviors of
skilled providers. This overwhelmingly motivated mven to continue delivering with TBAs.
Some women and families did not seek skilled cast hecause they believed it will not solve

certain problems (Onunga 2012).

Additionally, traditional birth attendants are cuhlly acceptable and trusted source of service
providers, who apparently do not have formal lidagvith the modern health care and no
incentives for early referral and communicationisTis in agreement with other studies which

reported traditional birth attendants as prefesexvice providers in rural areas because of their
cultural sensitivity, easy availability and cheapervices (Warren, 2010; Sharma, 2007; Weeks,
1999).

In particular, women in some cultures may avoidlthe&acility delivery due to cultural

requirements of seclusion in the household dutigttme of uncleanness or because of specific

requirements around delivery position, warmth, drahdling of the placenta. According

(Thaddeus, 1994), some cultures in Africa belidwad bbstructed labour is due to infidelity and

this discourages women to seek services of skibieth attendants. (Kyomuhendo, 2003) in
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another study in Uganda also reports that peopgieveethat birth is a test of endurance, and
going to a health facility to give birth is a sighweakness may be another reason for delivering

alone in some circumstances.

It is also notable that strong cultural beliefs atthchment are an important factor among
mothers who believe in TBA. Mothers like TBAs besauhey had trust in them since they are
from the same community and at times had bloodiogiship. Many women also prefer to rely
on TBA because health workers are rude and unsymapat Many cultures cannot accurately
tell the length of the gestation period. The Walpetin Ivory Coast believes that infants are born
at 10 months, 12 months or even 18 months (Linkat@38). These beliefs significantly affect
any discussions about expected delivery dates amd B substantial impact on provision of
antenatal care, especially during the first trireesfome cultural norms dictate that women are
secluded in their homes or their mobility limitedrihg certain times, such as menstruation,
pregnancy, or the first 40 days after giving biffihis severely limits women’s access to health

care services, because they must get their husbpedhission and be accompanied.

Another factor that influences choice of place efivery is decision maker in the family. A
study conducted in Nepal mentioned that women Hhigle or no power in their marital home
and are almost entirely at the mercy of their mothdaw’s perception of their pregnancy and
delivery care needs (Simkhada et al 2010).A stud$éljeskog, Sundby and Chimango (2006)
in Mangochi District, Malawi indicate that home igdelies were associated with influence from
other members of the family which include mothgrsjndmothers, mothers-in-law, and also the
husband. These people were mentioned as decisikarsim the family. When it came to those
influenced by family to deliver at home, reasonseeted were that the family needed to observe
the labour and to be in charge. If someone fromfaéimaily did not witness the delivery, they
might reject the child. This is a clear indicatitvat level of education, cultural practices and the

people who make decision in a family influencetaNbere mothers deliver their babies.
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2.6 Economic Factors and Choice of Place of Deliwer

A woman’s occupation determines her wealth stdtas hias a direct relationship with the place
she delivers her baby. Birth to women in the higlgesntile of the wealth index are more likely
to be delivered in a health facility, while thosethe lowest quintile are most likely delivered at
home since they cannot afford health unit servid®galthier women are likely to attend
antenatal care services and receive informatiosesvices available and thus deliver in a health
unit. Mothers who attend antenatal care four orartones are more likely to deliver at a health
facility than their counterparts who do not attemtenatal care (UBOS, 2000).

A number of studies state that formally employednga are more likely to give birth in health
facilities (Nwako, 1994; Onah, 2006) while othardicate that farming women are less likely to
have skilled attendance at delivery than women threrooccupations (Nwako, 1994; Addai,
2000; Obermeyer, 1991). This may be as a resulinofed financial resources and health

services in rural areas.

Moreover, the cost of arranging emergency trangfiort can be very expensive. These costs
include the price of hiring a private vehicle anglfexpenses. The opportunity cost, or loss of
productive time of the person accompanying the sicknan, can also pose an obstacle.
Bittencont (1995) found that it was mainly economisparities that influenced choice of place
of delivery. He noted that mothers deliver at hdmeeause they are not able to pay the fees
charged at health units. In a Nigerian study, 4X% e mothers who did not deliver in hospital
explained that they could not afford the hospitdl, land 31% said they had inadequate
transportation possibilities (Liberatos, Link andlgey1998).

According to Botting (1997), utilization of SBAs families where fathers are in unskilled jobs
is lower compared with those whose fathers argafiegsional occupations. In Kenya, there has
been commendable progress in improving uptake ténamal care, and in equipping health
facilities to provide skilled birth attendance. Hawer, the very low utilization of these services,
especially by poor women, is a major impedimentrieeting Millennium Development Goal
(MDG) in both urban and rural parts of Kenya. Tliec@l MDG-5 target of 143 deaths/100,000
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live births by 2015 can only be achieved by ovencgmsocioeconomic inequalities which

prohibit utilization of SBAs for the vast majoritf Kenyan women (MOH, 2008).

Mothers who reside in urban area are three timese riikely than mothers in rural areas to
receive antenatal care and the chances that thegieNver from a health unit are very high. The
proportion of birth delivered in a health faciliyas much higher in urban areas (79%) than in
rural areas (31%), (UBOS, 2002). This was due tselproximity to a health center, level of
awareness of the existence of service, literacg eatd affordability of the health services.
Similarly, socio-economic factors such as educatioth occupation influences place of delivery.
(Nuwaha, 1999; Kavitha, 1997; Addai 1998) in thstudies found that cost has often been
shown to be a barrier to service use and alsoeantlas the source from which care is sought.
Socioeconomic indicators such as urban resideneasédmold living conditions, household
income, and occupational status have also prdeeme strong predictors of a woman'’s
likelihood of using reproductive health servicefiefiefore women who are professionals are

more likely to use the services of skilled birtteatlants as compared to non professionals.

2.7 Antenatal Clinic Attendance and Choice of Placef Delivery

World Health Organization recommends that a wom&hout complications should make at
least four antenatal care visits, the first of wihstiould be during the first trimester of pregnancy
(WHO, 2012). According to (Gabrysch and Campbdl0® Antenatal care (ANC) services can
provide opportunities for health workers to promatepecific place of delivery or give women
information on the status of their pregnancy, whichurn informs their decisions on where to
deliver. A study by (Gage and Guirlene, 2006) intiHaiates that the presence of a health worker

providing ANC in the community can also increase ofskilled attendance.

A study by (Yanagisawa and Wakai, 2006) show thamen who attend ANC are also more
likely to seek skilled delivery care. Statistics WWHO 2003) indicate that 20% of all women
who attend ANC four times or more in sub-SaharamicAf do not seek skilled delivery
attendance. In a study in Uganda by (Tann, Kizzd&:ison, et al. 2007), ANC attendance was
found to be as high as 94%, though this was ntgateid in utilization of skilled care at delivery,

with about 25% of women being assisted by a regativiriend during labour.

18



2.8 Theoretical Framework

The researcher adopted choice theory which repie$éew women can make proper judgment

on the appropriate place of delivery.

Choice theory was developed by William Glasser,819 central aspect of this theory is the
belief that no behavior is caused by any situatioperson outside of the individual. Dr. William

Glasser, a psychiatrist explained human behaviased on internal motivation. (Glasser, 1998)
explains that all of our behaviour is chosen acw@inually attempt to meet one or more of the

five basic needs that are part of our genetic sirac

An understanding of these needs as well as the athg@r components of Choice Theory (the
Basic Needs, the Quality World, the Perceived Wotlee Comparing Place, and the Total
Behavior System) can help us build and maintaitebeélationships with the important people

in our lives and lead happier, more satisfyingdive

Choice Theory teaches that people are always metvay what they want at that moment. It
emphasizes the importance of building and maimgirpositive relationships with others to
create a shared vision. People who develop shagedlity world pictures” are motivated to

pursue common goals and are more likely to worlaboratively.

According to (Edwards, 2000, 2005; Walsh, 200nfqormed choice is not a level playing field
on which women can state their wishes and, if resrgs have recourse to rights to enforce these
wishes. Choices are limited first and foremost bglth workers and hospitals. Classic examples
are restrictions on the number of people women haayg with them during labor; restrictions on
eating, drinking, and walking; and the unavailapilof equipments used during birth. Other
limitations may restrict women's access to choited are available. For instance, women's
choice of care provider and place of delivery as¢edmined by medical cover, geographical
distance from their place of residence to the hefatility, and the availability of midwives.
Choice is further limited by the withholding of exfation or providing information to women

that is consistent with benefits of health faciliglivery.
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Levy’s (1999) research describes how the framinghfifrmation shapes choice intensely. She
describes “gently steering” to capture the dynarmf how midwives coax women to choices
that the midwife is comfortable with. Women are rceel, steered, or manipulated to choose

what others want and expect them to choose.

It is notable that the safety issue underlies aadepfully influences women's choices and
decision-making. In the current system, the expleadisl the keys to safety and ultimately to
choice. Despite the lip service we pay to choiberd is still an assumption that obstetrics knows
best and that, if women have the right informatithiey would make the “right” choices. If the
right choices are explained well enough, women ddidten to the experts' advice. It is
extremely hard to resist obstetric coercion, as &dw (2005) reports in her study of Scottish
women who planned home birth. In the current m#iecare environment, choice is a myth.
That being the case, our focus on choice just mightmissing the more important point.
Edwards (2005) believes that “the rhetoric of chRdmas been grafted onto the restrictions on
autonomy”. People need to step back, as Edwardsareh findings suggest, and focus on
autonomy and the relationships of autonomy and ceh@nd decision-making. Therefore,
without choice there is no autonomy, and withoubaamy there can be no informed decision-

making.

2.9 Conceptual Framework

The conceptual framework explains the relationsbigtween the independent variable,
intervening variables and dependent variable. laddpnt variables include demographic
variables socio-cultural and economic factors. Kieolge and attitudes are the intervening
variable. The dependent variable is choice of plakcelelivery. Independent variables affect

dependent variable directly or through the intemgivariable.
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Figure 1: Conceptual framework




2.10 Explanation of the Variables

The variables in this study are independent vagghthich include demographic factors (age of
a mother, number of children, number of househaoduntvers and marital status), socio cultural
factors (education of the mother, husband’s edocatind decision maker in the family) and
economic factors (accessibility to health servicesjployment status, level of monthly
household income). Dependent variable is choicpelate of delivery which could be home
delivery, health facility delivery or by TBA’s. latvening variables include knowledge and

attitudes.

From the conceptual framework, accessibility toltheservices i.e. the means of transport to a
health facility could be a major challenge for themen of Mbooni west district. This is due to
the fact that majority of the population are peasarmmers and even owning a bicycle is rare. So,
most of the women are forced to walk to the heidiities and this could lead to unwillingness
to travel and opt to deliver at home.

Influence from spouse, relatives and friends caldd be a factor for women’s choice of place
of delivery. In most African communities, a husbdras the last say. If he decides that the wife
shall give birth at home or TBA, then the woman Wwéve no choice other than to do so. Also, a

mother in law can influence a home or TBA delivery.

The age and number of children one has are detantsirior the place of delivery. Most women
who are elderly believe that they are experienced they don't see the need for skilled
attendants during delivery so they may end up giwaimth at home or choosing a TBA to assist

them.
Accessibility to health information e.g. emergemdyne contacts for heath facility ambulance,

perceived conduct of healthcare workers, numb&NE attendance and age of a mother at first

pregnancy may influence on place of delivery whga ia taken as proxy for knowledge.
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2.11 Gaps in the Literature Reviewed

From thel literature reviewed, it is evident thaistnof the works done by researchers in the

field of women’s choice of delivery has tended tonecentrate on age, parity, education,

accessibility of health facilities, cultural bekebccupation and place of residence.

Year Author Research work Findings Knowledge
Gap
2013 Mang'ong’o| Factors Influencing Deliveries | Level of monthly Did not
under Traditional Birth income is associated | focus on
Attendants in Kaloleni and with the place of Antenatal
Rabai Districts of the Kilifi delivery care clinic
County, Kenya Visits
2009 Fosto Maternal Health in Resource-| Demographic factors | No focus
Poor Urban Settings: how does are associated with theon
women's autonomy influence thelace of delivery Antenatal
utilization of obstetric care care clinic
services? visits
1998 Bolam Factors Affecting Home Age and number of | No focus
Delivery in the Kathmandu children is associated| on means
Valley, Nepal with the place of of transport
delivery
2013 Envuladu et Factors determining the choice| Economic factors No focus
al. of a place of delivery among | influence the place of| on means
pregnant women in Russia delivery of transport
village of Jos North, Nigeria
2000 Addai Determinants of use of Socio cultural factors | No focus
Maternal-Child Health Serviceg are associated with theon
in Rural Ghana place of delivery Antenatal
care clinic
Visits
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2.12 Summary of Literature Review

From the literature review, it is evident that warisechoice of delivery is influenced by a
number of factors. Women’s access to a safe plackelovery is often governed by their age,
education, earning, occupational status, and rolineé family, coupled with the cost of health
care services. Positively associated with use demal health services were urban residence,
higher standard of living, education and exposoré¢he media; negatively related to prenatal
care and a hospital delivery were earlier age atiage, age at first pregnancy, higher parity,
and number of household members. Mothers who résiddan area are three times more likely
than mothers in rural areas to receive antenatelaad the chances that they will deliver from a
health unit are very high.

Strong cultural beliefs and attachment were foundd an important factor among mothers who
believed in TBA. Mothers liked TBAs because they st in them since they were from the
same community and at times had blood relations¥igny women also say they prefer to rely

on TBA because health workers are rude and unsyrapat
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CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Introduction

This chapter shall discuss the various methodspmadedure that was be used to conduct the
research. It is organized as follows: researchgdesarget population, sample size and sampling
procedures, data collection methods and proceddats,analysis techniques, ethical issues and

operational definition of variables.

3.2 Research Design

Orodho (2005) postulates that a research desigersréb all the procedures selected by a
researcher for studying a particular set of quastior hypothesis. In this study, descriptive
survey design was adopted to investigate factdhseincing women’s choice of place of delivery
in Mbooni west district, Makueni County. Both Quéative and qualitative data was for the
study. A descriptive study determines the frequemdth which something occurs and
investigates the relationship between two or maeables (Cooper and Schindler, 2003). The
design was suitable for this study because it @emical, simple, and clear. It also helped in

understanding the entire population from the setépiart of it.

3.3 Target Population

A population is defined as the total collection &ements about which we wish to make some
inferences (Cooper and Schindler, 2003). The sphapulation will be women of childbearing
age in Mbooni west district only. Mbooni West distris administratively divided into 2
divisions which include Mbooni Division and Tulimaivision. The target population for this
study consists of 24,245women of childbearing #us, is, 15-49 years in Mbooni West District,
Makueni County (source: District Health InformatiS8ystem, 2014).
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3.4 Sample Size and Sampling Procedures
Sample size is defined as the number of items drwnder analysis whereas Sampling is the

process of selecting a number of individuals fetualy in such a way that the individual selected

represents the large group from which they arecsmlg Mugenda & Mugenda, 2003).

3.4.1 Sample Size

The approach used to determine the sample sizetfre women of childbearing age population
was adopted from Krejcie & Morgan (1970) table pp@ndix 3. An estimated target population
of 24,245 women was used to calculate the sampéefsr the study.

The following formula has been used to calculagesiimple size.

n= X *N*P(1-P)
(ME*(N-1)+(X*P*(1-P))

Where:

n = sample size

X? =Chi- square for the specified confidence levelegree of freedom
N= Population size

P=population proportion(.50)

ME= desired Margin of Error (expressed as a progaoyt

Therefore, the sample size was calculated as feltow
n= 1.96x24,245x0.5 (1-0.5)
0.05 (24,245-1) + 1.96x 0.5(1-0.5)

n= 23284.898
61.5704

n = 378.1833154

n =378

Hence, the ideal sample size for this study was 378
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3.4.2 Sampling procedures

A sample size of 378 women was drawn using cluserpling technique. Cluster sampling is a
sampling technique used when "natural” but relffiv®mogeneous groupings are evident in a
statistical population. The principle of clusteangpling selection procedure assigns each
individual in the sample the same chance of selecin this technique, the total population is
divided into clusters and a simple random sampka@fQroups is selected (Williams, 1998).
Mbooni west District consists of Tulimani and Mbodalvisions. The divisions were further
divided into locations. Two locations were selechenn each division for the study. A total of
four locations were the clusters and equal numlbérguestionnaires were distributed. The
respondents were drawn randomly from every homesteited. The 378 women are inclusive

of two focus group discussions.

Table 3.1 Sampling of the respondents

Target group No. of Respondents
Mbooni Division (Mbooni & Nzeveni Locations) 189
Tulimani Division ( Kalawani & Yandue Locations) 98

Total No. of respondents 378

3.5 Data Collection Instrument

This research used primary and secondary data.aBrimlata was collected through semi-
structured questionnaires. The questionnaire wasnibst appropriate method of data collection
for this study as it allows access to large dasaartl the use of advanced statistical techniques
(Saunders et al., 2009). The questionnaires cadaivoth open ended and closed ended
guestions and were administered to the respondernie selected study area. The close-ended
guestions provide more structured responses totéaeitangible recommendations. The open-
ended questions provide additional information tinéght not have been captured in the close-
ended questions. Focus group discussion was algsgoged as a tool to probe for more

information from the women and two focus groupsenasnducted.
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3.5.1 Pilot testing of the instruments

A pilot study can be used as a small scale versramial run in preparation for a major study
(Polit, Beck, &Hungler, 2001). Baker (1994) notéditta pilot study is often to pre-test or try out
a research instrument. 10 participants (who wetepadt of the sample size) from the target

population were be considered for the pilot.

The 10 were enrolled from Tulimani division of MbwoWest District. The researcher
administered the questionnaires to 10 women ofidbglaring age to establish whether they had
difficulty understanding any items. The researctwk note of the questions that posed a
problem to the respondents and later made the smgeshanges. The purpose of pre-testing the
research instruments was to check for validity @atidbility in order to ensure quality of the data
collected.

3.5.2 Validity of the instrument

Validity addresses the problem of whether a measweasures what it is supposed to measure
(Zimund, 2000). According to Thietart (2001), thaimconcerns with the validity are whether

the measured data is relevant and precise, andgdbend is the extent to which we can

generalize from those results. Validity is als;mm@ymous with accuracy and correctness
(Churchill and Lacobucci, 2002). In this study,igdl was achieved through triangulation. The

research used two instruments in data collectict ik, questionnaires and focus group

discussions. The questions were proper and wenlt wigh the research’s objectives and

purpose. Thus, the key aspect of desired informatias provided by the respondents.

3.5.3 Reliability of the Instrument
According to Berg and Gall (1989) reliability isv@easure of how consistent a research method
is. Silverman (1993) outlined a number of ways tteiability can be achieved in qualitative
research: pre-testing interview protocols and domest using fixed-choice responses; and
systematically collecting, transcribing and repagtifield notes and transcripts for others to
review as necessary. In this study reliability veafieved through the test-retest method. The
clarity of the instrument items to the respondevds necessary so as to enhance the instrument's
reliability. Any inconsistencies arising from thestruments were corrected, and this was done to
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ensure that they measure what was intended inttlay.s The pilot study allowed for test-
retesting of the research instruments for religbillThe 10 participants who were in pilot study
were given the same instrument (questionnaire)r aftgeriod of two weeks. A reliability
coefficient was then calculated to indicate theatrehship between the two sets of scores

obtained.

3.6 Data Collection Procedures

Sekaran (2010) defines data collection as a megnshich information is obtained from the
selected subjects of an investigation. The printasearch data was collected from women of
childbearing age in Mbooni west district, Makuemiudty by administering questionnaires. Two
focus group discussions were also conducted teaaijualitative data.

Following the approval of the research proposalthsy University academic panel and after
seeking permission from the district health manag@nteam at Mbooni West District, the data
collection process commenced and the exercise was during the month of May 2015. To
ensure that the data collection exercise was chwithin the planned timeframe, the researcher
hired two research assistants. One day trainingtferresearch assistants was conducted to
ensure that they have a common understanding ofjtlestions in the tools. They were also
taught on how to introduce themselves to a respuntieke them through the introductory letter
and make them aware of the purpose of the studier Afaining, they made field visits and
administered questionnaires to the women of chéldrimg age. The questionnaires consisted of
closed ended questions which restricted the respaado choose from a range of predetermined
responses and open ended questions that requaedghondents to construct answer using their
own words. The respondents were given enough toril tin questionnaires and those who
were not able to read and write were assisted byr#isearch assistants by translating the
guestions to the language they could understand.r&bearcher also supervised the assistants
and held feedback meetings to collect completed datl ensure the data collection process was
on course. Data was stored appropriately after elagts collection to safeguard any loss or

interference.
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The researcher also conducted Focus group disaisssith women to probe more into the
factors influencing the place of delivery. The feagroup sessions were conducted in Kamba
language because this was the language the partisipvere comfortable with. During the
interactive sessions, the participants were askmstopns by the researcher and answers were
recorded by the research assistants through nkitegtal he written notes were then afterwards

keyed in a computer for the purposes of analysis.

3.7 Data Analysis Techniques

The collected data was analyzed using both quéimétand qualitative data analysis methods.
The results were presented in tables and prosquialitative data. Descriptive analysis such as
frequencies and percentages was used to presentitgtize data in form of tabled-or
categorical variables such as age, marital stdéwg] of education, occupation, transportation
means, decision maker in the family and householohthly income, frequencies and
percentages were computed and presented in freguaines. To test for the association
between independent variables (demographic, soditural, economic factors, antenatal
attendance visits) and dependent variable (placedadivery), chi-square test was used.
Associations between the variables were calculate2b% confidence interval at p-value 0.05.
Data from questionnaire was coded and logged inctiteputer using Statistical Package for
Social Science (SPSS V 17.0). This involves codiiath open and closed ended items in order
to run simple descriptive analyses to get repantslata status. Data collected through the open

ended questions was analyzed qualitatively thraxogtient analysis.

3.8 Ethical Considerations

In accordance with the principles governing redeantvolving human participants, the
researcher undertook the following steps to uphmespondents’ ethical rights as well as attain
approval to conduct the study.

A research approval was obtained from the Uniwersft Nairobi, National Commission for
Science, Technology and Innovation (NACOSTI), art tDistrict health management
committee before undertaking the research. Allipgents were required to give informed

consent prior to participating in the study. Thade were unwilling to participate were excused
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from the study. To achieve anonymity from data gedl, the participants’ names were not

included in any of the forms or any other document.

3.9 Operational Definition of variables

The operational definition of variables describdsatvthe variables are and how they will be
measured within the context of this study. Thedwihg table shows the operational definition
of variables for this study, indicators, measureinend the data collection methods that will be
used.
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Table 3.2 Operational definition of variables

Objective Variables Indicators Measurement | Data Tools of
scale collection analysis
method
To determine how Independent | Age of the woman Nominal Questionnaire | Descriptive
demographic factors variable Number of children | Ordinal Means
influence choice of place of Demographic | Marital status Nominal Frequencies
delivery among women in | factors Number of household| Ordinal Percentages
Mbooni West District, members Chi square
Makueni County. test
To establish how socio Independent | Education of the Nominal Questionnaire
cultural factors influence variable mother Focus Group
choice of place of delivery | Socio cultural | Education of the Nominal discussion
among women in Mbooni | factors spouse Nominal
West District, Makueni Decision maker
County.
To examine how economic| Independent | Occupation Nominal Questionnaire
factors influence choice of | variable Monthly household | Nominal
place of delivery among Economic income
women in Mbooni West factors Transport means to | Nominal
District, Makueni County. health facility
To establish how Antenatal Independent | ANC attendance Nominal Questionnairg
clinic attendance influenceg variable
the choice of place of ANC
delivery among women in | attendance
Mbooni West District,
Makueni County.
Dependent Health facility Nominal Questionnaire
variable Home
Choice of TBA
Place of
delivery
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CHAPTER FOUR

DATA ANALYSIS, PRESENTATIONS, AND INTERPRETATIONS

4.1 Introduction

This chapter focuses on presenting the data thaitcelected during the study. The independent
variables for this study were demographic facteogio cultural factors and economic factors.
The dependent variable was place of delivery. ditedyzed data was presented in tables and in
prose as per the objectives of the study. The datdysis was done using SPSS V.17 and
association between independent variables and ehafiplace of delivery were established.

Women of childbearing age were interviewed and fivanis group discussions were conducted.

4.2 Response Rate

A total of 378 women were recruited during the gtahd 373were able to respond to the
qguestions and return the questionnaires yieldinguastionnaire return rate of 98% of the
required sample size. The characteristics of thicgzants are summarized in the following
section. Two Focus group discussions were also wiad and each group consisted of 8
members which was the set number for the groups 0% response rate for the FGD’s was

achieved.

Table 4.1 Response Rate

Target Actual Response
Respondents number respondents (%)
Mothers & 2 FGD with women 378 373 98
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4.3 Demographic Characteristics

The demographic factors that were used in thisystadinvestigate the factors influencing
women’s choice of place of delivery were age, nahsgtatus, number of children and the number

of household members.

4.3.1 Distribution of Respondents by Age

The researcher used age as one of the variabldstéomine if it has an association with the
women'’s choice of delivery. The following were tlesults as shown in the Table 4.2 below.
Table 4.2: Age of the Women

Frequency Percent

Age (n) (%)
15-24 years 50 13.4
25-34 years 146 39.1
35-49 years 177 47.5
Total 373 100%

The mean age of the women recruited was 34.1 (82) Table 4.2 shows that most women
who patrticipated in the study 177 (47.5%) were dgetsveen 35 and 49 years, one hundred and
forty six (39.1%) mothers were between the agezbadnd 34 years, the rest fifty (13.4%) were

between the ages of 15 and 24 years.

4.3.2 Number of Children

The number of children a mother has was anotheablarthat was used by the researcher to
determine if it has any association with the chatelace of delivery. The following results

were obtained from the study as shown in the Tal#delow.

Table 4.3 Number of Children

Frequency Percent

Number of Children (n) (%)

1 55 14.8
2 73 19.6
3 85 22.8
4 66 17.6
5 or more 94 25.2
Total 373 100%
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A higher percentage, that is, 94 (25.2%) of the womeported that they had five or more
children, 66 (17.6%) women had four children, 83.82) women reported that they had three
children, 73 (19.6%) women had two children andl8%%) women had 1 child. The median
number of children per woman was 3 with a rangeveen 1 and 11.

4.3.3 Marrital status

Another variable that was use by the researcher mastal status. The following were the

results as shown in the Table 4.4 below.

Table 4.4: Marital status of women

Frequency Percent

Marital status (n) (%)
Married 333 89.3
Single 23 6.2
Divorce 5 1.3
Widow 12 3.2
Total 373 100%

Majority 333(89.3%) of the participants were madri@s shown in Table 4.4. The remaining
participants were single and never been marrie(6236) or single following divorce 5 (1.3%)
or death of a spouse 12 (3.2%).

4.3.4 Number of Household Members

The distribution of number of household membersvomen who participated in the survey is
presented in the Table 4.5 below.
Table 4.5 Number of Household Members

Frequency Percent

No. of Household Members (n) (%)

2 16 4.3

3 46 12.3
4 69 18.5
5 86 23.1
6 66 17.7
70r more 90 24.1
Total 373 100%
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The median family size was 5 persons, range 2 tdNikfety (24.1%) women had family sizes of
7 or more persons, 66(17.7%) had 6 persons, 8a%®@3had 5 persons, 69 (18.5%) had 4
persons, 46(12.3%) had 3 persons and 16(4.3%) pads@ns.

4.4 Socio cultural characteristics

The socio cultural factors that were used in thislg were women'’s level of education, spousal

level of education and decision maker in the hookkbr family.

4.4.1 Level of Education

Education of the participants is another key vdeighat the research used for the study. The

formal education qualifications of the women areseinted in Table 4.6 below.

Table 4.6: Level education level of women

Frequency Percent

Participants’ level of education (n) (%)
Primary 209 56
Secondary 134 35.9
Tertiary 29 7.8
None 1 0.3
Total 373 100%

4.4.2 Husband’s level of education

The formal education qualifications of the womesp®uses were also used in this study and the
results are presented in Table 4.7.

Table 4.7: Level of education of spouse

Frequency Percent

Spousal level of education (n) (%)
Primary 120 36.1
Secondary 146 43.8
Tertiary 58 17.4
None 9 2.7
Total 333 100%
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Among the spouses of the respondents, it was egbdhat 120 (36.1%) had primary level
education, 146 (43.8%) had attained secondary leglatation, 58 (17.4%) had tertiary level

education and the smallest percentage 9 (2.7) dddrmal education.

4.4.3 Decision Making in Household

Table 4.8 shows the person who made decision coincethe place of delivery at the time the

participants were giving birth.

Table 4.8: Decision Maker in Household

Frequency Percent

Decision Maker in Household (n) (%)
Self 251 67.3
Husband 66 17.7
Mother in law 4 1.1
Others 52 13.9
Total 373 100%

The results show that majority 251 (67.3%) of themnen are able to make decision regarding
the place to give birth. 66 (17.7%) of the womeporged that their husbands are the decision
makers, while another 52 (13.9) women said theaisiens were influenced by other people
which include their friends, mothers and healthkeos. Only 4 (1.1%) of mothers reported that

mother in law influenced the decisions made conngrplace of delivery.

4.5 Economic Characteristics

The economic factors that were used for the purpbsieis study were; participant’s occupation,
participants household monthly income and accdggibf health facilities.

4.5.1 Occupation of participants

Occupation of the respondents was another varthblewas used in this study. The results were
presented in Table 4.9.
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Table 4.9: Occupation of participants

Frequency Percent

Occupation (n) (%)
Civil servant 27 7.2
Farmer 91 24.4
Trader 151 40.5
Housewife 104 27.9
Total 373 100%

The results show that majority of the respondelis(40.5%) were traders, 104(27.9%) were
housewives, 91(24.4%) of the participants were &snand only 27 (7.2%) were civil servants.

4.5.2 Household Monthly income

Monthly income was another variable that was useithis study to establish if it influences the
place of delivery among women in Mbooni west DdtriTable 4.10 shows the household

monthly income.

Table 4.10: Household Monthly income

Frequency Percent

Monthly Income (n) (%)
5000-10000 286 76.6
11000-20000 65 17.4
21000-30000 9 2.4
>30000 13 34
Total 373 100%

It was reported that majority 286 (76.6%) of thetisgpants had household monthly income of
between 5000 and 10000 shillings, 65 (17.4%) hadoathly income that ranged between
11,000 and 20,000 shillings, 9 (2.4) of the papacits reported a monthly income of between
21,000 and 30,000 shillings and only 13(3.4) hadbasehold monthly income of more than
30,000 shillings.
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4.5.3 Mode of Transportation

Accessibility of health services was also used his study as a variable to find out if it

influences women'’s choice of place of delivery.

Table 4.11: Mode of Transportation

Mode of transportation Frequency Percent

(n) (%)
On foot 113 30.3
Motorbike 176 47.2
Private 6 1.6
Public 78 20.9
Total 373 100%

The results show that a significant number 1133B6f participants were able to access health
services without incurring any cost because thelkedhto the health facility. The 176 (47.2%)
who used motorbike as a means of transport repohegdit was cheap and affordable same to
the 6 (1.6%) who used private means and 78 (20v@86)used public means.

4.6 ANC Attendance

Prior to giving birth, pregnant mothers attend AM@ich gives them information on the safe
place to give birth. ANC attendance was includedhis study to determine if it affects the
decision women make regarding the place of delivEng results are presented in the table 4.12
below.

Table 4.12: ANC Attendance

Frequency Percent

ANC Attendance (n) (%)
Yes 370 99.2
No 3 0.8
Total 373 100%
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Results from the table show that almost all theéigpants 370(99.2) attended ANC which is a
clear indication that they are aware of the impwéaof antenatal care and services given by

health providers. Only a small number 3(0.8%) ef plarticipants were not able to attend ANC.

4.7 Place of delivery

The place of delivery is the dependent variabléhis study. The researcher wanted to establish
the factors that influence women to deliver eitaera health facility, home or assisted by a

traditional birth attendant.

4.7.1 Distribution of Respondents by Place of Dekry

Table 4.13 shows the place of delivery among wonmefmMbooni West District, Makueni

County.

Table 4.13: Place of Delivery of women

Frequency Percent

Place of Delivery (n) (%)
Health facility 252 67.6
Home 103 27.6
TBA 18 4.8
Total 373 100%

Approximately two-third of deliveries 252 (67.6%kwme health facility births. Eighteen (4.8%)
were attended by TBAs during delivery and 103 (24).6f births occurred at home without the
help of a skilled birth attendant.

4.7.2 Reason for failure to access facility

In this study, the researcher wanted to establisthér the reasons that made a significant
number of mothers to give birth at home or at TBA®ser the mothers who reported barriers in
accessing health facility during the time of delivand delivered either at home or TBA, the
reasons they reported for preferring home deliageyalso shown in Table 4.14.
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Table 4.14: Reason for failure to access facility

TBA Home
Reason for failure to access facility
Cost of hospital bill 7(38.9) 11(61.1)
Unfriendly attitude of healthcare workers 1(33.3) (6&7)
Unexpected labour 21(28.0) 54(72.0)
Distance of healthcare centre 1(16.7) 5(83.3)
No reason 2(10.5) 17(89.5)
Total 32 89

As shown in table 4.14, seventy-two percent of ratiwho had unexpected labour delivered at
home and 16 (21.3%) of mothers with unexpecteduabelivered at home with the assistance
of TBAs. Most women who reported barriers to accesdealth care facilities were likely to
deliver at home including 61.1% of women who thdulgbspital bills were costly, 66.7% of
women reporting that healthcare workers had undhemttitudes, and 83.3% of women who
indicated that distance to health centre was advdor access health facility.

4.8 Influence of demographic factors on choice ofigce of delivery

The factors which were used by the researcherigmdtudy included age of women, marital
status, number of children of the participants amomber of household members. These
variables were used to establish if there is arsp@ation between demographic factors and

women’s choice of place of delivery.

4.8.1 Age of women and choice of delivery

Table 4.15 summarizes the association between werage and choice of place of delivery.

Table 4.15: Age of women and choice of place of dedry

Age of mothers Hospital Home TBA P value
15-24 years 37(74.0) 13(26.0p(0.0) 0.221
25-34 years 119(81.5)25(17.1) 2(1.4) <0.001
35-49 years 96(54.2) 65(36.716(9.0) <0.001
Total 252 103 18
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There was a significant association between ageattfiers and choice of place of delivery.
Most mothers aged between 25 and 34 years (81.8%verkd in a hospital or health facility
(p<0.001) compared to mothers aged 15-24 years \04985-49 years (54.2%) delivering in
hospital or health facilities.

4.8.2 Marital status and choice of place of delivgr

Table 4.16 summarizes the association betweenahsigtus and choice of place of delivery.

Table 4.16: Marital Status of women and choice oflpce of delivery

Marital status Hospital Home  TBA P value
Married 222(66.7) 94(28.2) 17(5.1) 0.655
Single 20(87.0) 3(13.0) 0(0.0) 0.129
Divorce 3(60.0) 2(40.0) 0(0.0) 0.711
Widow 7(58.3) 4(33.3) 1(8.3) 0.467
Total 252 103 18

The results indicate that there was no statissigalificance (p> 0.05) between marital status and

choice of place of delivery of all the mothers wiasticipated in the study.

4.8.3 Number of children and choice of place of dekry

Table 4.17 summarizes the statistical significane®veen the number of children a woman has
and her choice of place of delivery.

Table 4.17: No. of Children and choice of place afelivery in Mbooni

No. of children Hospital Home TBA P value
1 49(89.1) 6(10.9) 0(0.0) <0.001
2 66(90.4) 7(9.6) 0(0.0) <0.001
3 55(64.7) 27(31.8) 3(3.5) 0.555

4 45(68.2) 18(27.3) 3(4.5) 0.987

5 or more 36(38.7) 45(48.412(12.9) <0.001
Total 251 103 18
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The number of children a woman has was signifigaagsociated with choice of place of
delivery as shown in the table 4.16. Hospital d&iies were more common in women with fewer
children (p< 0.05), women with one child (p<0.00®)omen with two children (p<0.001)
compared to those with more children. Only 36(38.@%women with more than 5 children
(p<0.001) delivered in hospitals as compared to ammuith 4 or fewer children where majority

of them were likely to deliver in hospitals.

4.8.4 Number of Household members and choice of dedry

Table 4.18 shows the association between the jpamtits number of household members and

where the place of delivery, and how they influeheechoice of place of delivery.

Table 4.18: No. of household members and choice ghce of delivery

No. of household members Hospital Home  TBA P value

2 13(81.3) 3(18.8) 0(0.0) <0.001
3 43(93.5) 3(6.5) 0(0.0) <0.001
4 61(88.4) 8(11.6) 0(0.0) 0.698
5 57(66.3) 26(30.2) 3(3.5) 0.969

6 44(66.7) 19(28.8) 3(4.5) <0.001
7 or more 34(37.8) 44(48.9)12(13.3) <0.001

Total 252 103 18

Number of household members was significantly daaseat with choice of place of delivery as
shown in the table 4.17. Hospital deliveries werarencommon in women of smaller family
sizes (p<0.001) compared to those of larger fasidgs. Only 34 (37.8%) of those with family
sizes of 7 persons (p<0.001) or more deliveredosplials as compared to 66.3% to 93.5% of

women with families of 6 or fewer persons deliveiretiospitals.

4.9 Influence of social factors on choice of placé delivery

The factors which were used by the researcherisnstudy included education of the participant,
spouse level of education and the decision makeéhanfamily. These variables were used to
establish if there is any association between bdai@ors and women’s choice of place of
delivery.
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4.9.1 Level of education of women and choice of @a of delivery

Table 4.19 summarizes the association between dfverducation of a woman and the choice of

place of delivery.

Table 4.19: Level of education of women and choiad place of delivery

Level of education of mothers Hospital Home TBA P value
Primary 122(58.4) 72(34.4) 15(7.2) <0.001
Secondary 102(76.1)29(21.6) 3(2.2) 0.019
Tertiary 28(96.6) 1(3.4) 0(0.0) 0.001
None 0(0.0) 1(100.0) 0(0.0) 0.324
Total 252 103 18

Regarding level of education there was a consisterease in the percentages of mothers
delivering in hospitals with increasing level ofuedtion: 58.4% of mothers with primary

education delivered in a hospital (p<0.001), coragato 76.1% of mothers with secondary
education (p = 0.019) and 96.6% of mothers withagr education (p = 0.001).

4.9.2 Spouse level of education and choice of plaafedelivery

Table 4.20 shows that the level of spouse levatchfcation was significantly associated with

choice of place of delivery.

Table 4.20: Spouse level of education and women’saice of place of delivery

Spouse level of education Hospital Home  TBA P value
Primary 63(52.5) 48(40.0)9(7.5) <0.001
Secondary 113(72.4)38(24.4) 5(3.2) 0.095
Tertiary 50(86.2) 6(10.3) 2(3.4) 0.001
None 3(33.3) 5(55.6) 1(11.1) 0.05
Total 229 62 17

Women whose spouses had tertiary education (p=PWéxe significantly more likely to deliver
in a hospital or facility (72.4%) compared to 72.4%avomen with spouses who had secondary

education and 52.5% of those whose spouses hadmyrlavel education.
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4.9.3 Decision making within household and choicd place of delivery

The primary decision maker within the household hagignificant influence on the choice of

place of delivery as shown in Table 4.21.

Table 4.21: Association between household decisiaraker and choice of place of delivery

Decision maker Hospital Home TBA P value
Self 148(59.0) 85(33.9) 18(7.2) <0.001

Husband 58(87.9) 8(12.1) 0(0.0) <0.001
Mother in law 2(50.0) 2(50.0) 0(0.0) o0.677
Total 208 95 18

Women from households within which the husband prasary decision maker (p <0.001) were
more likely to deliver in hospital (87.9%) compartedhouseholds with female decision makers
(59% for household in which the participating womaas the decision maker and 50% in
household in which mother-in-law was decision makene results show that there is significant

association between decision maker and choicelvedg

4.10 Influence of economic factors on choice of ga of delivery

The factors which were used by the researcher s ¢hudy included occupation of the
participant, household monthly income and transiom to health facility. These variables were
used to establish if there is any association b&tweconomic factors and women'’s choice of

place of delivery.

4.10.1 Occupation and choice of place of delivery

Table 4.22 summarizes the influence of occupatsoa factor on the choice of place of delivery.

Table 4.22: Occupation and choice of place of debvy in Mbooni

Occupation Hospital Home  TBA P value
Civil servant 25(92.6) 1(3.7) 1(3.7) 0.004
Farmer 46(50.5) 41(45.1)4(4.4) <0.001
Trader 107(70.0) 36(24.3) 8(5.7) 0.481
Housewife 74(71.2) 25(24.05(4.8) 0.624
Total 252 103 18
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The women’s occupation was significantly assodiatgth choice of place of delivery. Civil
servants were likely to deliver in hospitals (92)596= 0.004, while farmers were more likely to

report that they delivered at home (45%) compapdtié women in the remaining occupations.

4.10.2 Household monthly income and choice of placé delivery

Table 4.23 summarizes the association between hyoimitome as a factor and the choice of
place of delivery.

Table 4.23: Monthly income and choice of place ofedivery in Mbooni

Monthly income Hospital Home  TBA P value
5000-10000 184(64.3)86(30.1) 16(5.6) 0.055
11000-20000 48(73.8) 15(23.12(3.1) 0.553
21000-30000 8(88.9) 1(11.1) 0(0.0) 0.654
>30000 11(91.7) 1(8.3) 0(0.0) 0.270
Total 251 103 18

From the summary, household monthly income (p>0di8)not influence choice of place of
delivery with most mothers in different income Ibsveeporting that they delivered in hospitals,
and a significant percentage (8.3% to 30.1%) irtaigathat they delivered at home.

4.10.3 Transportation to health facility and choiceof place of delivery

Table 4.24 summarizes influence of monthly incorseaafactor on the choice of place of
delivery.

Table 4.24: Transportation to health facility and doice of place of delivery

Transportation to health facility Hospital Home TBA P value
On foot 68(60.2) 40(35.4)5(4.4) 0.085
Motorbike 129(73.3) 40(22.7) 7(4.0) 0.082
Private 6(100.0) 0(0.0) 0(0.0) 0.397
Public 48(62.3) 23(29.9)6(7.8) 0.31
Total 251 103 18
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From the results, mode of transportation (p>0.0&83 wot associated with the choice of place of
delivery with most mothers who used different manfetransportation reporting that they
delivered in hospitals, and a significant perceat489.9% to 35.4%) indicating that they
delivered at home.

4.11 Influence of Antenatal clinic attendance on ahice of place of delivery

Antenatal care (ANC) services can provide oppottesifor health workers to promote a
specific place of delivery or give women information the status of their pregnancy, which in
turn informs their decisions on where to deliver.

Table 4.25: ANC attendance and the choice of placé delivery

Hospital Home TBA P value

ANC attendance

Yes 252(68.1) 100(27.0) 18(4.9) 0.038
No 0(0.0) 3(100.0) 0(0.0) 0.038
Total 252 103 18

As shown in Table 4.25, there was a significanbeission between ANC attendance and choice
of place of delivery and also between difficultiesaccessing facility and choice of place of
delivery. Failure to attend ANC was strongly asateml with home delivery with all three
women who did not attend ANC delivering at homeampared to 27% of mothers who attended
ANC and delivered at home (p = 0.038).

A participant from the focus group discussion régarthat fear of having being operated was
mentioned as a reason for not going for a hosge#very. It was said to be dangerous and not
suitable for mothers. Another said that anotherlehge of delivering at the hospital is the
young health workers who are almost their childsemje and they are not comfortable being
assisted by them. Hence, some mothers still thivalt it is a taboo for older women to be

attended by younger health workers.
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From the focus group discussions some participsaitbthat they prefer to deliver their children
in a health facility because the traditional biattendants do not wear gloves and they may not
as well use clean equipments. In contrast, headite @roviders wear gloves, use clean

equipments and medications for delivery.
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CHAPTER FIVE

SUMMARY OF THE FINDINGS, DISCUSSIONS, CONCLUSIONS AND
RECOMMENDATIONS

5.1 Introduction

This chapter covers a summary of the study findiegaclusions and recommendations in line
with the objectives of the study. The study was eslmat investigating factors influencing

women’s choice of place of delivery in Mbooni W&sstrict, Makueni County. These factors

included demographic factors, socio cultural armhemic factors.

5.2 Summary of Findings

There was a high response rate of 98% (n=373) wqgouaeticipated. This was a high response
rate which provided a guarantee that the findingsewa representation of the population. The
variables that were used for this study were agejber of children, marital status, decision
maker, ANC attendance, education of the mothegnmeand affordability of health facilities.

Most mothers aged between 25 and 34 years (81.8%verkd in a hospital or health facility
compared to mothers aged 15-24 years (74%) or 3fedts (54.2%) delivering in hospital or
health facilities. Marital status was however, associated significantly with choice of place of
delivery. Hospital deliveries were more common iomen with fewer children and smaller
family sizes compared to those with more childred karger family sizes. 38.7% of women with
more than 5 children and 34.8% of those with famsies of 7 persons or more delivered in
hospitals. Between 64.7 and 90.4% of women with #wer children delivered in hospitals and

66.3% to 93.5% of women with families of 6 or fevypersons delivered in hospitals.

Regarding level of education there was a consistarease in the percentages of mothers
delivering in hospitals with increasing level ofuedtion: 58.4% of mothers with primary

education delivered in a hospital (p<0.001), coragato 76.1% of mothers with secondary
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education (p = 0.019) and 96.6% of mothers withagr level education (p = 0.001). The level
of spousal occupation was significantly associatétd choice of place of birth. Women whose
spouses had tertiary education were significantbyenlikely to deliver in a hospital or facility
(86.2%) compared to 72.4% of women with spouses dtbsecondary education and 52.5% of
those whose spouses had primary level educatior. primary decision maker within the
household had a significant influence on the choicplace of delivery as shown in Table 4.5.
Women from households within which the husband washary decision maker were more
likely to deliver in hospital (87.9%), p <0.001 cpared to households with female decision
makers (59% for household in which the participativoman was the decision maker and 50%

in household in which mother-in-law was decisiorkera

The women’s occupation influenced choice of platad@ivery, while income and common

mode of transportation to facility did not influenchoice of place of delivery. Civil servant were
likely to deliver in hospitals (92.5%) p = 0.004hie farmers were more likely to report that
they delivered at home (45%) compared to the womehe remaining occupations. Mode of
transportation and income did not influence thei@hof place of delivery with most mothers in
different income levels and those who used differeade of transportation reporting that they
delivered in hospitals, and a significant perceatdfl.1% to 35.4%) indicating that they
delivered at home.

There was a significant association between ANEndtnce and choice of place of delivery and
also between difficulties in accessing facility acftbice of place of delivery. Failure to attend
ANC was strongly associated with home delivery valithree women who did not attend ANC

delivering at home, compared to 27% of mothers attended ANC and delivered at home (p =
0.038).

Seventy-one percent of mothers who had unexpeabsnlii delivered at home and 16 (21.3%) of
mothers with unexpected labour delivered at honté Wie assistance of TBAs. Most women
who reported barriers to accessing health carétfesiwere likely to deliver at home including:

50% of women who thought hospital bills were cqi§.7% of women reporting that healthcare
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workers had unfriendly attitudes, and 83.3% of womho indicated that distance to health

centre was a barrier to access.

5.3 Discussion of findings

This study documented an increase in hospital eleég in Mbooni West District, Makueni
County from 39% to 67.6%. This could be attributedree maternity services and the beyond
zero campaign which is being implemented by theeguwent of Kenya. Although this is a
positive change there is still alot to be done bseat is below the set targets at the Internationa
Conference on Population and Development(ICPD) whg®al is to have more than 80% of
deliveries assisted by skilled attendants globddly 2005, 85% by 2010 and 90% by
2015 (UNFPA). Likewise other study conducted in Mlia@stra, India stated that percentage of
institutional delivery had increased in differemmé period (Pardeshi et al, 2011). This might be
due to the various programs along with safe mothethand free services for institutional
delivery. Safe Delivery Incentive Program (SDIPY @astablishment of birthing centres in rural

areas play a vital role to increase institutichealivery.

5.3.1 Demographic factors

The findings of this study showed that there wastrang association between age of women,
number of children they have and the number of @loolsl members. This is in agreement with
observations in other studies for they showed keatithcare services utilization had a strong
statistical association with the age of women, neindd children they have and the number of
household members. Studies in developing countidaee shown that demographic factors such
as age, number of children, are associated witlusleeof the health care services (Shaetal,
2007; Wonget al., 1987; Obermeyer, 1993). It was well recognized #uge plays an important
role in women’s utilization of maternal health dees. Since older and younger women have
different experience; and influence, their behawvion seeking healthcare also vary, younger
women might have enhanced their knowledge of modexdicine and are more likely to utilize
modern health facilities than older women. They ldwely to have greater exposure and more

access to education.
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Although marital status has been found to deterrpiaee of delivery in other contexts (Say,
2007) and (Stephensat al2006) also found marital status, to be importagtedninants of
place of delivery in Kenya, the findings of thisudy indicate that marital status is not
significantly associated with place of delivery.

5.3.2 Socio cultural factors

In this study, level of education of women, sposdevel of education and the decision maker in
the family were strongly associated with the pla€alelivery which is also the case in other
studies. The result of the study that was condugteBinugu, Nigeria also found factors like
mothers educational level among other social chariatics to be highly associated with place of
delivery. Social factors that were found from tktady to be associated with hospital delivery
were not different from what was found in otherds®s and they were factors like level of
education, spousal level of education and the aecisiaker in the family. The women with
higher education in this study chose health facdielivery more than the less educated women.
Studies by (Katung, 2001) and (lkeako et al 2086)eveloping countries have shown that the
decision to deliver at home is strongly associateth related to lower educational status.
According to these authors, maternal educatioreas®s women’s perceived seriousness about
maternal health issues.

5.4.3 Economic factors

The results of this study show that occupationasitpvely associated with choice of delivery.
Studies elsewhere have also documented positiaiaeship between economic status and
choice of place of delivery.A number of studieddfithat formally employed women are more
likely to use delivery services (Nwako1994, Onald@0while others find that farming women
are less likely to have skilled attendance at @efivthan women in other occupations
(Nwako1994, Addai 2000, Obermeyer,1991). The figdiof this study show that there is no
positive association between level of monthly inecand place of delivery which disagrees with
a study by (Mang’ong’o 2013) in Rabai and Kilifistlicts which indicated that mothers from

low income households are more likely to deliven@aine.
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5.4.4 Antenatal clinic attendance

A study conducted in Russia village Nigeria showleat despite the high number of pregnant
women who attended ANC, a lot still preferred hatebvery, 74% were attending ANC and yet
up to 39% chose home delivery in the index pregnafienvuladu et al 2013). In Kenya, about
53% of deliveries take place outside health faegidespite more than 93% of pregnant women
having at least one ANC visit during pregnancy. Tasults of this study indicate that ANC
attendance is strongly associated with the placgeb¥ery. Mothers who never attended ANC
were more likely to deliver at home compared tosthavho attended ANC and this could be

attributed to familiarity with services and encaygment by health workers.

5.4 Conclusions

While in some developed countries, it is possiloleviomen to decide to give birth safely at
home (Davis, 2000) in developing countries; condisi are not safe enough to encourage women

especially those living in rural and remote areeddliver at home.

This study concludes that hospital delivery is @asing with time in Mbooni west District,
Makueni County. This is a clear indication thatagdvomen are more aware of the need for safe
and secure place of delivery where skilled birtheradants are available and incase of
emergencies, medical intervention is offered in dydione. This could be attributed to free
maternity services as this came out clear fronfahes group discussions.

From this study, age of mothers, number of childremoman has and the number of household
members is strongly associated with the choiceladepof delivery. The elderly mothers were

more likely to deliver at home compared to the ypuomen.

In this study, level of education and decision nnakehe family, were factors that influenced a
lot where the mother will deliver their babies.cime out clearly that the higher the level of
education the more the hospital delivery was likelyhappen. Husbands, older female relatives

and the traditional birth attendants all have dlu@mnce on place of child delivery.

Poor accessibility to health facilities has beem imajor factor that is associated with lack of

health facility utilization during the time of deéry for mothers in Mbooni west District.
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Occupation plays a major role as to where a wom#rdeliver her baby. Professionals are most

likely to give birth in hospitals.

The study also showed that antenatal attendankendes hospital delivery a lot. Mothers who
never attended antenatal clinics are most likelgldbver at home compared to mothers who

attended antenatal clinics.

5.5 Recommendations

The following recommendations may help women in btidNVest District and Kenya at large to
make a better choice when the time to give birdthes.

1.Demographic factors
Advocacy to all women of child bearing age on imaoce of hospital deliveries, this can
be done by the Ministry of Health, Ngo’'s and comityibased organizations. Mothers
should be made aware that each pregnancy has mtslealenges having delivered before

does not put them out of risk.

2.Social factors
Involvement of husbands as key decision makerkenchoice of place of delivery during

antenatal clinic visits could be one of the besitegies in reduction of home deliveries.

3.Economic factors
The government should focus more on women empoemrnthrough creating
entrepreneurship opportunities for them as a measumake them financially stable and

this could of a positive impact on the choices tiv&ke during delivery.

4.Antenatal clinic attendance
During antenatal clinic visits health workers shlibeimphasize more on issues like early
signs of labour, birth preparedness and expectexs$ ad delivery as a step to reduce home
deliveries. They should also encourage mothersetaadcompanied by their husbands
during these visits.
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Health workers should increase the coverage ohatdécare by reaching out to women at
the community level through outreach programmes #ra geared towards creating

awareness that antenatal clinic visits are impoftarthem when they are expectant.

5.6 Suggestions for Further Studies

I.  Further research needs to be done to establislorthty household income could be a
factor for women when making a choice regardingptiaee of delivery.
ii. A more validated measure could be used to deterthaactual monthly income.
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APPENDICES

Appendix 1: Letter of Transmittal

Mwanza Jackbet Nduku
University of Nairobi
P.O. BOX 30197-00100
Nairobi

Cell: 0724139028

To whom it may concern,

REF: PERMISSION TO CONDUCT RESEARCH

My name is Mwanza Jackbet Nduku, a Master of ArtPnoject Planning and Management
student at the University of Nairobi. | am condogta research on Factors influencing women'’s

choice of place of delivery in Mbooni West Distribdakueni County.
| hereby invite you to participate in the reseabghanswering the questions provided in the
attached questionnaire which will help me gathlvant data regarding the research title.

The aim of the research is to help improve matempalth at the rural areas in Kenya.

| want to assure you that the information providaegurely for academic purposes and will be

treated with utmost confidentiality. Thank you faur willingness to participate.

Yours faithfully,

Mwanza Jackbet Nduku.
REG. NO: L50/72091/2011
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Appendix 2: Letter of Introduction

NAIROBI

2™ February Rﬂlﬂ”

anli External Sl-u{iles School of Cﬂntlnumg and Distanc Ed
l:ii" Extra- Mural Studies pursuing Masters in  Project Plar = _

for research entitled “factors influencing women's choice afﬂi@
ni West District, Makueni County”




Appendix 3: Questionnaire

Instructions
Please tickY) in the appropriate box or fill in the empty spac&indly respond to all questions
freely and honestly.

Do not write your names.

Section A: Demographic details
1. What is your age?

15-24 years [ ]

25-34 years [ ]

35-49 years [ ]

2. Have you delivered before?
Yes [ ]

No [ ]

3. If yes, what is the number of children?

4. What is your marital status?
Married [ ]
Single [ ]
Divorce [ ]
Widow [ ]

5. What is the number of your household members?
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Section B: Socio cultural characteristics

6. What is your education level?

Primary [ ]
Secondary [ ]
Tertiary [ ]
None [ ]

7. If married what is your husband’s education Ieve

Primary [ ]
Secondary [ ]
Tertiary [ ]
None [ ]

8. Who made decision regarding the place of dehgeyour previous baby?
Self [ ]
Husband [ ]
Mother inlaw [ ]

Other (specify)

Section C: Economic details

9. What is your occupation?
Civil servant [ ]
Farmer [ ]
Trader [ ]
House wife [ ]
Other (specify)
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10. What is the level of monthly household income?

5,000-10,000 [ ]
11,000-20,000 [ ]
21,000-30,000 [ ]
>30,000 [ ]

11. What is the means of transport used to acchealth facility?

On foot [ ]
Motorbike [ ]
Private [ ]
Public [ ]

12. How much does it cost you to access the neheadth facility?

13. In your opinion, is it affordable? Explain

Section D: Antenatal Attendance

15. Did you attend ANC clinic during your previopiegnancy?

Yes [ ]
No [ ]
16. If yes where you accompanied to the clinic?
Yes [ ]
No [ ]

17. Who is the person who accompanied you duriagMNC clinic visits?

18. Which one of the following was your place ofiviring your previous baby?

Health facility [ ]
Home [ ]
TBA [ ]
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If Home or TBA what were your reasons?

Cost of hospital bill [ ]
Unfriendly attitude of health care workers [ ]
Unexpected labour [ ]
Distance of health care centre [ ]

Failure to attend ANC

—_—

[
No reason [

Thank you for your participation
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Appendix 4: Focus Group Discussion for Women Groups
Questions

1. In your opinion, where do women generally giighband why?

2. Why do pregnant women still prefer to delivehame or at TBA'’s and there is free maternity
services offered at health facilities?

3. In your opinion, does the age of a woman deteemihere she will deliver her baby? If so,
Give reasons?

4. Does education play a major role regarding ti@oe of place of delivery in this community?

5. Who are the key decision makers in your famgied do you think they always make the
correct decision concerning place of delivery?

6. What are the benefits of giving birth at a heédicility?

7. What are the dangers of home delivery?

8. What types of problems do women have duringadted birth?

9. Is there any outreach programmes by health wetkethe community members on maternal
health?

10. Does the level of monthly income influence dieeision that women make on the place of

delivery?

70



Appendix 5: Table 1 Determing Sample Size

Confidence= 95% Confidence=99%
Population size| Margin error Margin error
5.0% 3.5% 2.5% 1.0% 5.0% 3.5% 2.5% 1.0%
10 10 10 10 10 10 10 10 10
20 19 20 20 20 19 20 20 20
30 28 29 29 30 29 29 30 30
50 44 47 48 50 47 48 49 50
75 63 69 72 75 67 71 73 75
100 80 89 94 99 87 93 96 99
150 108 126 137 148 122 135 142 149
200 132 160 177 196 154 174 186 198
250 152 190 215 244 182 211 229 246
300 169 217 251 291 207 246 270 295
400 196 265 318 384 250 309 348 391
500 217 306 377 475 285 365 421 485
600 234 340 432 565 315 416 490 579
700 248 370 481 653 341 462 554 672
800 260 396 526 739 363 503 615 763
1000 278 440 606 906 399 575 727 943
1200 291 474 674 1067 427 636 827 1119
1500 306 515 759 1297 460 712 959 1376
2000 322 563 869 1655 498 808 1141 1785
2500 333 597 952 1984 524 879 1288 2173
3500 346 641 1068 2565 558 977 1510 2890
5000 357 678 1176 3288 586 1066 1734 3842
7500 365 710 1275 4211 610 1147 1960 5165
10000 370 727 1332 4899 622 1193 2098 6239
25000 378 760 1448 6939 646 1285 2399 9972
50000 381 772 1491 8056 655 1318 2520 12455
75000 382 776 1506 8514 658 1330 2563 13583
100000 383 778 1513 8762 659 1336 2585 14227
250000 384 782 1527 9248 662 1347 2626 15555
500000 384 783 1532 9423 663 1350 2640 16055
1000000 384 783 1534 9512 663 1352 2647 16317
2500000 384 784 1536 9567 663 1353 2651 16478
10000000 384 784 1536 9594 663 1354 2653 16560
100000000 384 784 1537 9603 663 1354 2654 16584
300000000 384 784 1537 9603 663 1354 2654 16586

Source The Research Advisers (2006)
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