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DEFINITION OF OPERATIONAL TERMS

Attitude

Caesarean Delivery

on maternal Request

(CDMR)

Determinants

Knowledge

Mode of delivery

Mother

Practices

This refers to a mother's feelings and perceptions towards service
delivery

This refers to mother's choice to deliver by caesarean section without
any medical decision. It denotes ability to demand and willingness to
deliver by CS

These are variables that have the potential to affect a mother's decision
on mode of delivery

This refers to the level of information or awareness harbored by a
woman with respect to delivery services.

This relates to the method through which a woman delivers a baby. In
this study, delivery mode comprises vaginal delivery and caesarian
section

A woman in reproductive age group which is 15 to 49 years

This relates to the women behaviors and actions that indirectly or

directly relate to delivery decisions
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ABSTRACT

Background: Globally, vaginal delivery has been widely accepted as unquestioned mode of
birth. However, advances in technology and its adoption in reproductive care delivery has
resulted in an increase in the number of Caesarean delivery in the recent years including
Caesarian sections on maternal requests. This has increased options for preferred mode of
delivery for mothers and led to significant reduction in maternal and neonatal mortality and
morbidity. However, most African countries, mainly in rural and marginalized areas, use of
caesarian section remains low even during emergency obstetric care. Despite this, limited studies
to establish determinants of delivery modes have been done especially in remote rural areas such
as Wajir County.

Study objective: The main objective of this study was to establish determinants of mode of
delivery among postnatal mothers admitted in Wajir County referral Hospital

Methodology: A hospital based descriptive cross-sectional study design was used. Mixed
method of quantitative and qualitative data was employed among 178 postnatal mothers who
were systematically sampled from Wajir county Referral hospital. Quantitative data was
collected using pre-tested semi-structured questionnaire through interviews and qualitative data
was collected using Focus group discussion from the postnatal mothers and Key informants from
the staff of the hospital. Descriptive analysis using means, frequency and proportions was
computed. Chi-square test (p<0.05) with corresponding 95% confidence interval was used to
determine the association between study variables. Qualitative data collected was analyzed
thematically.

Findings: The most preferred mode of delivery among the respondents was vaginal delivery at
92.1%. Analyses with Chi-Square test of independence revealed that maternal age (p = 0.001),
marital status (p = 0.016), level of education (p = 0.007), parity (p=0.03), FGM practice
(p=0.001) and belonging to the social health groups (p= 0.001) were the variables significantly
associated with mode of delivery. A substantial number of women did not have sufficient
knowledge on delivery options, benefits and risks to inform their decisions on delivery modes.
This has caused women to embrace negative attitudes towards CS which has led to poor delivery
practices like home delivery and CS refusal.

Conclusion: Vaginal Delivery is the most preferred mode of delivery even where CS is
medically indicated. Caesarian section acceptance remains low due to lack of correct knowledge,
poor attitude towards CS and lack of proper women counseling during ANC visits. Therefore,
there is need for educational and economic empowerment of women and girls complemented
with effective community sensitization and awareness campaigns on delivery-related
complications, risks and alternative  delivery options for emergency  cases.

XV



CHAPTER ONE: INTRODUCTION
1.1. Background information

Maternal health is recognized as a fundamental right hence the goal to have a country where
every pregnancy is wanted, every birth is safe, every newborn is healthy and no mother
should die while giving life (CoK, 2010). However, each year, 358,000 women die
worldwide from pregnancy-related causes, nearly all in sub-Saharan Africa and Asia, and
many women die from obstetric complications (WHO, 2010). Similarly, the World Health
Organization (WHO) has reported that the proportion of deliveries attended by skilled health
providers rose from 58% in 1990 to 68% in 2008 worldwide, but remained at only about 50%
in Africa (WHO, 2013).

In this regard, every woman has a human right to the best possible care during pregnancy,
delivery and postpartum periods to ensure her survival and that of her newborn without the
distinction of race, religion and political belief, economic or social condition (CoK, 2010).
Despite this fact, approximately eight million women suffer pregnancy-related and delivery-
related complications and over half a million die every year although these deaths can be
prevented (WHO, 2013). Delivery complications on average are also higher in rural areas in
most low-income countries (Ganchimeg et al., 2013). This variation impacts on the levels and
quality of delivery outcomes. Each death or long-term complication represents an individual

tragedy for the woman, her partner, her children, her family and society at large.

Globally, giving birth through the natural process, ‘Vaginal Birth’ has been widely accepted
as unguestioned mode of birth. On the other hand, use of Caesarean Section (CS), which
involves an operative medical incision, has also been utilized as a mode of delivery especially
among women with medical indications. In this regard, use of CS is crucial in reducing
maternal morbidity and mortality from direct causes such as hemorrhage, infection,
hypertensive disorders of pregnancy and obstructed labor (WHO, 2010). The leading
indications for the emergency caesarian section were cephalopelvic disproportion, eclampsia,

and pre-eclampsia.

The World Health Organization (WHO) suggests the ideal CS rate for a country to be 5% -
15% (Wylie & Mirza, 2008; WHO, 2010). However, in the urban areas of China, caesarean
section rate of 54.2% was observed in 2008 and 25% and above in many Asian, European

and Latin American countries (WHO, 2013). Across Europe there are significantly
1



differences between countries: in Italy the CS rate is 40% while in United States, the rate was
34% (Menacker & Hamilton, 2010). In Africa, the average frequency of CS is 9% (Shah et
al., 2009). A study done in Nigeria, CS accounted for 14% of all deliveries of which 90%
were emergencies. About 22% of the CS were medically indicated while 4% were CS on
maternal requests. In Kenya, the average CS rate is about 6%, ranging from 1.59% among
the low income earners (poor) to 13.74% among the high income earners (rich), which is
below the WHO recommended rate of 5-15% (WHO, 2010). Many mothers decline accepting

CS associating it with painful experience and perineal tears among other things (WHO, 2010)

Barriers exist on choice of preferable mode of delivery. For instance, many women refuse CS
in favour of vaginal delivery due to its associated adverse effects compared to vaginal
delivery which include higher costs of surgery, slower recovery for the woman, increased risk
of adverse events in subsequent pregnancies, and increased complication rates such as
infections, injury to nearby organs, and death, especially given the high prevalence of HIV
infections (Lumbiganon et al., 2010). On the other hand, CS is preferred by women who fear
the pain associated with vaginal delivery. Women preferences for mode of delivery are
reported to be influenced by culture, knowledge of risk and benefits, and personal and social
factors. Reasons for women’s preferences range from perceived ease of recovery and need to
return to family responsibilities to concerns about the safety of the baby (Lumbiganon et al.,
2010).

Acceptances of CS is expected to be a more challenging issue in Wajir County, in which
many mothers, due to their religious and cultural believes, are reported to incline towards
home delivery. In addition, the county faces more complex challenges such as resource,
infrastructural, human resource, roads and facility access which may further affect choice of

delivery methods.

Advancement in delivery care including use of caesarian section (CS) has greatly improved
outcome of births globally resulting into significant reduction in maternal and neonatal
mortality and morbidity (WHO, 2010). However, the evidence to support this belief is limited
especially in Africa Countries like Kenya. Therefore, this study was aimed to investigate the
determinants factors of mode of delivery among postnatal mothers at Wajir County referral

hospital



1.2. Statement of the Problem

A problem exists in the outcome of delivery care in most of African countries where maternal
and perinatal mortality and morbidity is high (WHO, 2013). According to Kenya
Demographic Health Survey (KDHS, 2014), Wajir county ranked second in the country with
maternal mortality rate of 1683 per 100,000 live births against national average of 362/100,
000 live births. The county was also reported to have high perinatal mortality rate of 32/1000
live births. In Wajir County, the caesarian acceptance rate stands at 1%-2% (Wajir Hospital
statistics, 2016). This is against the rate of 6% targeted in Kenya. Lack of necessary cesarean
section results in complications associated with obstructed labor, higher Perinatal and
obstetric complications, vesico-vaginal fistulae (VVF), Recto- vaginal fistulae (RVF),
hemorrhage, sepsis, fetal distress, birth asphyxia, death of the mother and the baby,
irreversible neonatal and maternal damage and many other undesired outcomes (WHO,
2010).

Most delivery related negative outcomes can be prevented if necessary actions are in place.
During the last 10 months (January 2016 — October 2016), the Wajir hospital had 192
mothers scheduled for caesarian section (CS). Only 10% (20 mothers) gave immediate
consent for CS while 83% (160 mothers) gave late consent hence delaying emergency
intervention. A total of 6% (12 mothers) refused completely and absconded from the unit
leading to bad outcomes including deaths. The hospital has also recorded high perinatal
mortality of 132 since January this year (Wajir Hospital Statistics, 2016). Also in the year
2015, out of 243 mothers who are schedule for CS, 192 mothers gave late consent, 20 of them
declined to give consent. This resulted to 115 fresh still births and five maternal deaths

(Wajir hospital statistics, 2015)

Despite this, no study had been carried out to evaluate and establish the reasons for
difficulties experienced in the choice of mode of delivery in Wajir County which would have

prevented some of these undesired outcomes, hence the gap that the study has investigated.



1.3. Justification of the Study

Delays in taking appropriate and timely action in obstetric care have been associated with
increase in maternal and perinatal deaths which are mainly clustered around labour, delivery
and immediate post-delivery. Reviews indicated high cases of delays in giving consent for CS
and low rate of CS acceptance among pregnant women which is attributed to increase in
avoidable pregnancy related complications such as obstructed labour and high rate of

perinatal and maternal mortality reported in Wajir County.

Despite this, relevant studies on determinants of delays and low rate of CS acceptance rates
as a mode of delivery were scanty and unavailable in Kenya and specifically, Wajir County
hence hampering policy and programmatic interventions. This poses high cost of burden on
healthcare resources, individual households and families considering that a total of 84%
people (including women) in Wajir County are below poverty line (SID, 2016). Wajir
County being a County Referral Hospital serves county wide population. Conducting such a
study among this population will expect to generate valuable information in identifying the
gaps and drawing recommendations which will inform policy makers and programme
initiatives, managers of maternal and perinatal care aimed at improving obstetric care in the
County. Therefore, this study was aimed to investigate the contributing factors of mode of
delivery among postnatal mothers at Wajir County.

1.4. Hypothesis

Ho: There is no relationship between socio-demographic, cultural, hospital related factors and

mode of delivery

1.5. Research question

1.5.1 Main research question

What are the determinants of the mode of delivery among postnatal mothers admitted in

Wajir County Referral Hospital?



1.5.2 Specific research questions

What are the socio-demographic factors that determine mode of delivery among
postnatal mothers admitted in Wajir County Referral Hospital?

What are the cultural factors that influence mode of delivery among postnatal mothers
admitted in Wajir County Referral Hospital?

What are the hospital related factors influencing mode of delivery among postnatal
mothers admitted in Wajir County Referral Hospital?

What are the maternal knowledge, attitude and practices towards mode of delivery

among postnatal mothers admitted in Wajir County Referral Hospital?

1.6. Objectives of the Study

1.6.1 Broad Objective

To establish the determinants of the mode of delivery among postnatal mothers admitted in

Wajir County Referral Hospital

1.6.2 Specific objectives

1.

To establish socio-demographic factors that determine mode of delivery among
postnatal mothers admitted in Wajir County Referral Hospital

To determine cultural factors that influence mode of delivery among postnatal
mothers admitted in Wajir County Referral Hospital

To establish hospital related factors influencing mode of delivery among postnatal

mothers admitted in Wajir County Referral Hospital

To understand maternal knowledge, attitude and practices towards mode of delivery

among postnatal mothers admitted in Wajir County Referral Hospital



CHAPTER TWO: LITERATURE REVIEW
2.1 Introduction

This chapter presents review of related and similar studies on mode of delivery and general
delivery care for mothers. It articulates and synthesis findings of related studies and
documentation which relates to study objectives and expected outcomes including
identifiable research or knowledge gaps. This chapter is organized according to research
questions and objectives. The following subject are reviewed and discussed; modes of
delivery and determinants of mode of delivery which include demographic factors, socio-
economic factors, cultural factors, hospital-related factors and KAP factors related to mode of

delivery. The chapter ends with a summary of research gaps identified in the review.
2.2 Mode of delivery among mothers at time of birth

The main modes of delivery are vaginal and caesarean section. Spontaneous vaginal delivery
is usually considered to be indicative of natural or normal birth for which many mothers feel
they don’t require medical assistance (Fatemeh, 2014). The relevance of this result was
confirmed by a study done in South Korea which revealed that, despite the 40% caesarean
section rate, most women showed more favorable attitude towards vaginal delivery than
caesarian section. According to a study done in Ethiopia by Abebe et al. (2012), only 10.6%
of the women who delivered by caesarian section stated that they had requested for caesarian
section. Similarly, a study done in Turkey by Arikan et al. (2011) showed that 66% of the
women regarded vaginal delivery as a natural and acceptable mode of delivery. They
regarded caesarian delivery as a risky procedure. This in turn increases the rate of home

deliveries.

According to Bryanton et al (2008) who conducted a study in India, mothers especially in the
Muslim community, prefer delivering at home due to greater privacy not completely
guaranteed in hospital deliveries. For instance, many Muslim mothers refuse to be assisted by
male attendants citing cultural beliefs and practices which increase motivation for home
delivery. Due to this desire for normal birth, perceived by them as achievable at home, many
lose the benefits of hospital based deliveries such as treatment for any infection associated
with the birth, provision of professional advice on care of a newborn and post-natal care
support. This has been linked to increasing child mortality and morbidity associated with lack
of early care interventions (WHO, 2013).



A Kkey benefit derived from spontaneous vaginal delivery is the physical, mental,
psychological and emotional experience which gives mothers strength to cope with childbirth

with added confidence of the mode being an expected natural process.

Leap et al. (2010) in his study in South Africa showed that for some mothers, it is proof of
feminine identity and strength. Resultantly, women associate pain as an intrinsic natural
expectation of childbirth. It adds to their motherly attachment, strength and love. This
experience is perceived as an affirmation of successful female role-play as expected of a
mother. They at times even prefer dealing with the pain using non-pharmacological methods
with minimum help. According to a study done in Iran by Maharlouei et al. (2013), need for
medication to some of them is not necessary which further puts the life of the baby and

mother at risk.

Another delivery used is caesarean section which is perceived by some women as a better
form of childbirth due to its association with absence of labor pains (Lavender et al. 2012). It
makes women have no fear for childbirth. They are also encouraged by the safety of the
procedure in these modern times. The speed of the procedure and the possibility of having a
tubal ligation at the same time is also of positive value associated with this mode of delivery.
Many have ended up with very pleasant experiences and have enjoyed the safety of the
process (Lavender et al. 2012). There are also many other modes of delivery mothers can
choose from. Some of these include assisted breech deliveries, giving birth under water,
assisted vacuum delivery and trial of scar that mothers can consider. All these choices have

made the birth process to be more personal with much greater satisfaction and fulfillment.
2.3. Determinants of mode of delivery

Prior to this study, determinants in Wajir County had not been established to explain the very

low caesarean section uptake rate.
2.3.1 Socio-Demographic factors

Socio-demographic factors of the mother play a significant role in influencing mode of
delivery choices. Maternal age is one of the factors shown to determine choice of delivery
mode in which older mothers prefer vaginal delivery. This was observed in an Indian study
conducted by Dharmalingam et al. (2010) which showed mothers who have previous

successful vaginal delivery and those with traditional birth experiences to prefer vaginal

7



delivery than caesarean delivery. This was also reported in a study done in Ethiopia by
Regassa (2011) in which older women were reluctant to use caesarian section as a mode of
delivery. They preferred normal vaginal delivery with the assistance of traditional birth

attendants which was perceived as safer and a sign of femininity.

Studies done in Nigeria showed that young couples had higher risk of vaginal delivery and
prefer caesarian section than their older counterparts (Envuladu et al., 2013). This was
attributed to greater delivery experiences among old mothers and limited number of

pregnancies in young people.

Study findings in western Uganda found that young mothers’ choice of delivery was a
function of affordability rather than age although other studies found no significant
differences between young and old mothers with regard to mode of delivery (Wanjira et al
(2014). This could be due to differences in study location context and socio-economic
difference among women across different countries. For instance, in some countries
especially developed countries, reproductive health care and education is better and provided
to women at younger age than in the low income countries. This can result into significant

differences in study results

In China, educated women were reported to be more likely to use caesarian section with the
help of trained service providers in medical institutions (Klemetti et al. 2012). Education has
also been positively associated with other aspects of maternal care such as antenatal and
postnatal care. For example, a study conducted in Nepal found women with more than
primary level education to be more likely to use antenatal care than those with no education
(Dairo&Owoyokun 2010). This was also observed in Turkey (Arthur 2012).

Provision of good antenatal care can provide reliable information and support which can
influence better choices of delivery modes at the time of delivery including preparation of
delivery plan (Arthur, 2012). This is partly due to the higher levels of knowledge and
understanding in regards to modern delivery methods and their associated benefits. These
women have positive attitudes towards new and innovative medical advances hence higher
likelihood of accepting and using modern methods of delivery. This was validated by an
Ethiopian Demographic Health Survey conducted in 2011 which indicated that 5 per cent of

uneducated mothers prefer caesarean delivery in comparison to 30 per cent of mothers with



secondary education who preferred the same method (Central Statistical Agency and ICF
Macro, 2011).

Preference for vaginal delivery was also observed among rural women in Ethiopia and
Nigeria (Tsegay et al., 2013). Because of relatively poor infrastructure, like roads and clinics,
in rural areas in most African countries, it is expected that use of caesarian sections by
expectant mothers will be lower compared to those living in urban areas (Hajian et al., 2015).
This is also expected in Wajir County which faces challenges of poor infrastructure, roads
and distance health facilities. However, the influence of this factor on modes of delivery has
not been studied in Wajir County. As a result, rural women have been shown to have a 69%
less chances of delivering using caesarian section when compared to urban women (Dagne,
2010; Hajian et al., 2015). Another study by Maharlouei et al (2013) showed that urban
women were significantly more likely to prefer the use of caesarean section as a mode of
delivery compared to vaginal delivery. Preference for delivery by caesarean sections among
urban residents may be attributed to easy accessibility of health facilities and access to better
information on obstetric care. In addition, there are more government, private and non-

government medical units for maternal and child healthcare in urban area than in rural areas.

With respect to marital status, women in marital unions are associated with higher access to
maternal health care hence more likely to use caesarian section than single women. In her
work among adolescents in western Uganda, Asiimwe (2010) argued that the number of
antenatal care visits was a function of marital status. More married mothers seek antenatal
care services compared to unmarried women. This is because married women can easily get
financial and moral support from their spouses. Financial constraints and lack of social
support-structures can limit access to quality maternal health services.

Economic stability is an important aspect in health care delivery and utilization. The
international community and the national government have prioritized access to affordable

quality maternal care irrespective of the socio-economic status of the population. However,

socio-economic barriers continue to limit access especially among the poor across the globe.
A global study conducted in more than 50 countries showed that on average, more than 80%
of caesarian deliveries were among rich women compared to only 34% in poor women

(Victora et al., 2011) which was primarily due to affordability and access to relevant



information. This was affirmed in another study done in Ethiopia by Dagne (2010) that

revealed an association between household wealth and caesarean section use.

Women in the rich wealthy groups are able to afford the higher cost associated with caesarian
birth compared to those in low earning category (Ochako et al., 2011). This was triangulated
with study results from India in which women of medium and high standards of living odds
of delivery using caesarian section were 1.4 times and 2.3 times more than those women with
low standards of living respectively (Ruckley et al., 2012). This shows the need to empower
women in terms of education and financial capabilities in the society. This would enable
them to make wise decisions concerning their choice of mode of delivery hence leading to
better maternal and neonatal outcomes. This is even more important among the Muslim
community in which a woman is considered a home-maker with limited opportunity for
educational empowerment which limits their discretional ability in terms of care choices and

other life issues.

According to Chanza et al (2012) who conducted a study in Malawi on factors affecting the
choice of home delivery, women who are housewives and have limited or no access to
resources have problems in making mode of delivery choices. They have no ability to make
decisions in their marital homes. They are compelled to rely on their mothers’ in-law
decisions on their pregnancy care as well as modes of delivery. Lack of resources also limits
transport even if maternal services are offered free. Lack of income is a known barrier to

delivery by Caesarian section.

Religion has also been linked to use of maternal health care services. In another study by
Kamal (2013) in Bangladesh on preferences for institutional delivery and caesarean sections,
it was shown that religious influence on mode of delivery was dependent on one’s faith.
Among Christians, caesarian delivery is not prohibited as long as it is done under medical
advice to enhance life of the mother or to prevent loss of life of the unborn. However, among
women who believe in African traditional religion, caesarian section is not allowed rather,
traditional birth assistance is more celebrated and normal vaginal delivery. Among the
Muslims, birth is expected to progress normally as planned by God. Caesarian section is not
encouraged even with medical advice. Even in emergency situations, they advocate that it

should not be done because the life of the mother is the will of God. They believe that, if it is
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God’s will for the mother to die, caesarian section will not prevent it (Abera and Belachew,

2011). This explains the low acceptance of caesarian section among Muslim women.

In a study cited in an Ethiopian Demographic and Health Survey, it was found that
individuals professing Catholic, Muslim and Protestant faiths tended to use more maternal
health services than those following traditional beliefs (Mahoney et al. 2010). In evaluating
the effect of religion on use of health services in Ethiopia, Dagne (2010) found out that
women who followed traditional beliefs had a 50% lower chance of receiving antenatal care
compared to those who followed Catholic faiths led to increasing in home delivery and
associated complications. Further, a study by Abera and Belachew (2011) observed that
Muslim mothers sought lesser assistance from medical institutions than non-Muslim mothers.
This was attributed to the stout religious beliefs, cultural norms and traditional practices
which celebrate cultural practices as opposed to modern practices. Muslim husbands were
also reported not to permit their wives to go to doctors or outside their home for breach of

privacy.

Maternal delivery choice becomes more challenging in settings where mothers refuse to be
examined by male health practitioners. For instance, in Bangladeshi, socio-cultural barriers
make women to be unwilling to be examined by male physicians and sometimes by
unfamiliar nurses in healthcare facilities. Unfortunately, health facilities in Bangladesh still
lack in sufficient female health personnel (Kamal, 2013). There is also increasing demand for
medical care for women to be provided by women. This can also be a contributing factor for
the low rate of skilled-birth rates in Wajir although there is no authoritative study to support
this deduction. Notably, user fees have always been shown to hurt poor people more than the
rich. It prevents them from gaining access to needed healthcare service including maternal
health services hence limiting the likely chance of benefiting from caesarean delivery. This
was affirmed by several reports which have shown that utilization of services fell after user
fees were introduced (Arthur, 2012).

2.3.2 Cultural Factors

Culture and values of a society contributes greatly to the decisions, behaviours and practices
adopted by a community as well as an individual. For instance, according to a conference

conducted in America comprising society for maternal-fetal medicine and American college
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of obstetricians and gynecologists workshop, mothers’ value vaginal delivery for it is
celebrated by the community as a sign of feminine, strength and ability to undertake more
challenging motherhood roles. It is also viewed as an important indicator of rite of passage
into motherhood (Spong et al., 2012) which has affected acceptance of modern delivery
methods for fear of ridicule and stigma from community. As a result of a study on socio-
cultural factors, gender roles and religious ideologies contributing to Caesarian-section
refusal in Nigeria by Ugwu and de Kok (2015) reported that it is important to appreciating
socio-cultural interpretations in the delivery process to help mothers in making an appropriate
decision. This considers the place of gender norms and power-relations in health
interventions of choice of delivery.

In some instances, mothers consult a faith healer to advice on caesarian section birth who
may give controversial and conflicting results to the extent of even invoking a curse spell if a
contrary decision is made. These healers advocate the relevance of vaginal delivery as a
‘proper’ woman’s mode of delivery linked to ‘natural’ birth (Spong et al., 2012). This was
acknowledged in a study conducted in Kenya by Mokua (2014) mainly because they don’t
fully understand and appreciate the underlying implications especially where pregnancy and
delivery complications are a likely outcome. In this situation, the risk of being seen as a
‘failed” woman and ‘failed’ wife is thus heightened which contribute to caesarian section

refusal and strong options for normal vaginal delivery irrespective of the impeding dangers.

A study by Ochaku (2011) found out that women beliefs and perceptions on health problem
influenced choices of desired appropriate and meaningful remedies. The practices of seeking
for alternative health interventions seem to be culturally more appealing to many women
especially those from society with higher regards to cultural norms and values. Participants in
Ochaku’s study also identified fears associated with pregnancy and delivery as a factor
contributing to seeking for alternative health interventions resulting to these women seeking
for protection from the service providers like traditional medicine men. In return, the
traditional service providers encourage them to choose normal delivery for the spirit would

give them protection and ability for safe delivery.

However, some religion appreciate the importance of biomedicine, medical advances and
professional need for caesarian section but others don’t ((Liu et al., 2013). They advise

women against caesarian section and any other modern practices including family planning.
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This cause refusals and delays in giving consent when an emergency strikes which increases
risk of complication and even death of both the baby and mother. They promise that
alternative methods based on faith and prayers can make vaginal delivery achievable (Liu et
al., 2013). However, success is being made in integrating traditional and religious values with
modern health care. However, challenges still remain due to lack of proper information and
community engagement in dispelling the beliefs, values and myths. In addition, some cultural
and religious inclination is very strong and this will require gradual change. However, there is
no relevant documentation on role of cultural factors on choice of delivery methods among

women in Wajir County.
2.3.3 Hospital related factors

Health care reforms and increasing complications in obstetric care and care outcomes has
resulted in increase of hospitalizations and skilled birth attendance across the world including
Kenya. A study conducted by Victoria et al. (2011) in Brazil indicated that perceived quality
and capacity of a health facility influences mothers’ decision on service utilization such as
mode of delivery. Findings of a study done in China by Tian et al. (2014) showed that health
care service delivery characteristics make a significant contribution on the maternal choices
for mode of delivery especially Cesarean section. This is because mothers need the assurance
that the facility has skilled providers and resources to conduct the operation safely and

successfully.

A study by Liu et al. (2013) who conducted a study in Argentina on preferences of mode of
delivery noted that in private health facilities, women complained about unnecessary
caesarean section being performed with an aim of rushing deliveries to create beds for new
admissions hence the importance of being careful in choosing a service provider. Mothers
prefer a facility which shares the woman’s “ideology”, ‘wishes’ and “style” and is ready to
establish a good rapport with her. Once the mother has chosen the right service provider, she
will be assured of good professional decisions in her care in which the alternative delivery

method would have been chosen as a last option measure, to the satisfaction of the mother.

However, Ochaku (2011) found out that mothers in public health facilities did not have the
option of choosing their service providers even when they expressed mistrust towards their
service providers due to poor quality of care. They also have a notion that nurses and doctors

often underestimate client’s pain or suffering. Participants told stories of women whose
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complaints and requests were ignored. This eventually led to complications; many a times of
permanent nature with severe harm to the baby or mother. This makes mothers avoid public
health facilities in future deliveries choosing to even deliver home and face the outcomes

courageously.

In a study conducted by Mrisho et al. (2007) in Tanzania, it was shown that staff attitudes
and poor treatment experiences, including lack of privacy in the health facilities, discouraged
women from delivering in health facilities hence preferring vaginal delivery at home.
Similarly, Abebe et al (2012) in their study conducted in rural parts of Nigeria women to be
dissatisfied with quality of maternal services in health facilities. From another perspective,
failure to perceive need for delivering subsequent children in health facilities may result from
experiences of delivery at home or even within the health facility. A study in Nyanza
province in Kenya found out that lower level facilities were perceived to provide poorer
quality maternal services than higher level health facilities (Kitui et al. 2013). Mothers using
such facilities are more likely to believe that health facility deliveries are unnecessary
increases chances for home delivery. Government facilities are also associated with frequent
stock-out of necessary medicines and hence perceived to lack capacity to offer quality

services.

Health education during pregnancy (antenatal) and childbirth may improve knowledge,
perception and evaluation of the health facility for delivery. Improvement in delivery
services, responsiveness to the needs of mothers and quality of care for women during
delivery will be of added value in the mothers’ decisions (MacMillan, 2010). If Barriers to
delivery services are addressed effectively, it will also improve maternal health seeking
behavior. For instance, a facility which is perceived to have highly experienced health care
providers motivates mothers to choose to deliver in the facility without fear of maternal
outcome and mode of delivery suggested. For instance, in a study conducted in
Wareng’District in Uasin Gishu County, Kenya which was perceived to have well
experienced and qualified birth attendants, 60.4% of the births were done by Caesarean
(Mokua, 2014). These mothers had a higher willingness’s of accepting caesarean section
compared to 44% of those reported in the Kenya and 33% in Rift Valley Province (NCAPD

et al. 2011). Mothers who make frequent visits to health facilities and are satisfied with skills
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of health personnel are more likely to have the right mode of delivery as compared to those
who get attention from incompetent health personnel.

In a study by Mokua (2014) in Kenya, perceived comprehensiveness of services in a health
facility also determines the mode of delivery among pregnant women. For instance, most
women in Mokua’s study delivered in Moi Teaching and Referral Hospital. Although there is
a district hospital that is part of the catchment, more mothers preferred to deliver in Moi
Teaching Referral Hospital because of availability of better facilities. They said that any

complications could have been better attended there than in lower facilities.

The availability of qualified nurses and doctors capable of counseling and guiding pregnant
women has also been linked to choice of mode of delivery of mothers. Ecker (2013) revealed
that women with high-risk pregnancies and identified problems were more likely to be
advised on need for more consultations and investigations. Increased use of ANC services
also make mothers to increase care-seeking visits which enhances knowledge on
appropriateness of delivery mode. This includes greater openness and acceptance for
caesarean delivery. Adolescents who have greater numbers of prenatal care visits are more
likely to have caesarean section than those who don’t attend the clinic so frequently (da
Gama et al. 2012). Greater number of appointments with medical professionals may thus give
more opportunity to convince the patient on the best mode of delivery. Institutional delivery
can thus be promoted by such programs as proper antenatal care and availability of skilled

service provider for counseling and other service provision requirements.

Certain factors have significant negative association with cesarean section which promotes
greater desire for normal vaginal delivery. The factors include presence of newborn intensive
care units, maternal-fetal medicine subspecialists, presence of obstetricians and gynecologists
and high delivery volumes. However, urban location, availability of a family physicians and
presence of round the clock anesthetist have been shown to increase preference for caesarean
delivery mode (Davidson et al., 2012). Although availability of adequate theatres equipped
with standby nurses and the presence of anesthetists and medical officers determines the
mode of delivery among pregnant women in hospital, the hospital may be overwhelmed and

refer mothers to other hospitals which may affect their choices (Aberese-Ako et al., 2015).
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2.3.4 Knowledge, Attitude and Practice Factors

Mothers’ attitude and perceptions vary across different types of delivery modes. According to
Alaei and Motamedi who conducted a study in the city of Kerman, 66.7% of women regarded
vaginal delivery as a natural and acceptable mode of delivery (Yazdizadeh et al., 2011). This
was acknowledged in a study conducted in South Korea which reported that despite the 40%
rate of CS, majority of the women had more favorable attitudes towards vaginal delivery than
CS. Vaginal delivery is described as a physiologic process; mothers perceive vaginal delivery
to give one a favorable position and interventions. Providing adequate medical equipment
and resources required in aiding vaginal delivery for mothers has been associated with a
higher percentage of women with positive attitude towards vaginal delivery (Lavender et al.,
2012).

It has been observed by Shiferaw et al. (2013) that the rate of CS on mother’s request in
uncomplicated pregnancy is increasing to 22%. According to the study, 21% of the total
cesarean deliveries performed in public and private hospitals were CD on maternal requests.
The most common reason for CD maternal request was the fear of pain (35.5%) (Fatemeh et
al., 2014). Increasing maternal knowledge about pain-relief methods during labor and
providing equipment and certified personnel to optimize obstetrical anesthesia in both public
and private hospitals can lead to reduction of maternal fear of pain and encourage more

mothers to prefer vaginal delivery (Yuen et al., 2014)

Klemetti et al. (2010) who conducted Cesarean section delivery among primiparous women
in rural China indicated that fear of childbirth pains make women to request for Cesarean
section even without any medical indication. Fear affects emotional health of pregnant
women negatively and raises the likelihood of caesarian section (Garcia et al, 2015). In
another study done in Iran, 43% of the deliveries were by Cesarean section. Most of these
were due to fear of childbirth pains (Etghayi et al., 2010). For Etghayi’s, 81% of the women
participating in her study considered vaginal childbirth as frightening. This finding indicates
the need to ensure closer and regular monitoring of pregnant women during the pregnancy
period including providing emotional support to ensure decisions on mode of delivery are not
rushed against the will of the mother. This was reaffirmed by Mokua (2014) who noted that

women requesting for selected caesarian section did not really intend to undergo the
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procedure. They instead wanted to be helped so as to be mentally fit to go through a vaginal
childbirth.

Community and individual women knowledge and awareness on reproductive health issues
and delivery modes can determine their perceptions, attitudes and behaviours or practices
towards different types of delivery methods. Knowledge is key in enabling clients embrace
positive attitudes towards a care process or anticipated care outcome (Ruckley et al., 2012).
A study carried out in Iran by Fatemeh et al. (2014) showed that the knowledge status about
the modes of delivery was not significantly different between mothers attending private and
public hospitals and only a small percent of mothers had good knowledge status. It seems that
a higher education degree is not necessarily accompanied by higher reproductive knowledge
status. This may represent the lack of effective reproductive health education. In a study in
Nigeria, 15% of pregnant women who presented for prenatal care were aware of their rights
to request CS, but only 2.4% had requested a CS. Their reasons for this request were: long-

term infertility, repeated miscarriages, and high maternal age at first pregnancy.

Cesarean sections are associated with fear of vaginal delivery due to pain of labor, past
negative childbirth experiences and concerns for possible resultant rectal and urinary system
damages. These negative outcomes may discourage mothers and prefer the pain of normal
vaginal delivery (Ecker, 2013). Another reason for inability of mothers to have vaginal
delivery was low self-esteem related to fear of childbirth among pregnant women (Khorsandi
et al., 2012). It is important to identify expectant mothers who have fear for vaginal childbirth

S0 as to give those help and support as most appropriate.

Verbal persuasion and provision of relevant information to support their decisions can
enhance their confidence. Another study showed that 86% of women had a second thought
about their caesarian section requests and returned back to vaginal childbirth. Educational
intervention would be effective in reducing the rate of unnecessary primary caesarean
section. Reviews show that when pregnant women develop positive attitude towards
pregnancy and pain, they do not consider the experience as terrible (Khorsandi et al., 2012)
which reduces the fear of vaginal delivery. Therefore, providing counseling sessions to
prepare pregnant women to deal with delivery in a better way is important in helping mothers
make informed decisions. As a result, negative attitudes and perceptions, such as fear of

child-birth are turned into positive ones.
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Considering the high rate of selected caesarian sections in some countries and the most
important factors influencing them, especially fear of vaginal delivery, it is suggested that
women having a tendency to caesarian section be provided with counseling in hospitals and
clinics (Arikan et al., 2011). Prenatal education and support program should be offered to
pregnant woman by obstetricians and midwives. This suggestion is reaffirmed in a study done
in Nigeria by ljadunola et al. (2010) in which 15% of pregnant women who presented for
prenatal care were aware and knowledgeable of their rights to request for caesarian section.
However, only 2.4% requested for it. Their reasons for this request were: long-term
infertility, repeated miscarriages and high maternal age at first pregnancy. Most of the
women in the study believed that only the physician should determine the mode of delivery
which partly indicates lack of relevant knowledge and their ignorance on patient rights in
choice of delivery. The reasons why women do not insist on caesarian section were
physicians’ awareness of the complications of caesarian sections, family fear of the
complications, fear of being given negative answers by the physicians and not being aware of

their own rights for requesting to have caesarian section.

Women with only one child are reported to hold stronger negative attitude towards caesarian
section than those with more children (Lassi et al., 2014). This finding could be attributed to
a wrongly perceived outcome of being unable to give birth again when one is operated.
Perceptions surrounding caesarian delivery have a significant role in the decision making
process in childbirth. Some women are increasingly inclined towards options for caesarean
section deliveries for non-medical reasons which include fear of labor pain, concerns about
date or time of birth that are traditionally believed to be auspicious and the belief that
delivery by caesarean section ensures protection of the baby’s brain. These results reflect
conflicting results presented by studies conducted in different context which could be
majority due to difference in study context in regards to their demographics, prevailing socio-
economic conditions and literacy levels (knowledge and awareness) among the study

population.

2.4 Gaps in Literature Review

This chapter has reviewed relevant studies done in Kenya, sub-Saharan Africa and
worldwide. The studies have provided sufficient background and basis for the study and also

provided a sufficient basis for identifying gaps in available body of knowledge. The review
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has shown that VD is the most common delivery mode but CD is also increasing being used
as a delivery mode especially in developed countries. However, use of CD is still low in
developing countries due to many reasons ranging from cultural barriers to limited
knowledge on delivery modes. Despite the wealth of studies done elsewhere with good
insight on preferences for modes of delivery, most of these studies are done in developed
countries with limited publication in developing countries especially sub-Saharan Africa.
Specifically, there is limited studies undertaken on mode of delivery in context experiencing
greater health inequity and disparities especially marginalized areas such as Wajir County
which faces unique challenges such as poor health care infrastructure, roads, resource
limitations, cultural and religious barriers to formal health care and limited health care

delivery points.

There is also gross and persistent information gaps on utilization rates for different modes of
delivery and determinants of choices in similar context. Further, the reviewed findings are not
only inconsistent on some of the determinants influencing mode of delivery but also presents
significant limitation for generalization in Wajir County. In addition, many women in Wajir
County are Muslims whose religion, perceived cultural as well as health care values, could
have a significant influence on individual ability, to choose delivery mode even when the
quality is good and the services are accessible. This has not been well and properly
articulated in studies done regionally and globally hence a gap to be studied. Therefore, due
to these unique differences and lack of well-known/published body of evidence on
determinants of preferences for delivery methods, this is of prominent significance to
maternal care and delivery practices in among Wajir mothers, hence the knowledge gap
which was investigated by this study.

2.5 Theoretical Framework

2.5.1 Health Belief Model

This study was grounded upon the Health Belief Model (HBM) proposed by Rosentock
(1974). The HBM states that “the perception of a personal health behavior threat is itself
influenced by at least three factors: (i) general health values, which include interest and
concern about health; (ii) specific health beliefs about vulnerability to a particular health

threat; and (iii) beliefs about the consequences of the health problem. Therefore, HBM
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provide theoretical basis for understanding issues that influence mothers child birth decisions

and identify relationship between health related beliefs and maternal behaviors which can

help in predicting the possibility of a mother choosing particular mode of delivery (Figure

2.1). The health belief model is further elucidated by the following key descriptors:

i)

Perceived Susceptibility: Perceived susceptibility means that every individual has
his/her own view of the probability of encountering a condition that would unfavorably
influence one's health. The more a person beliefs he or she is at great risk, the more likely
that person is to adopt a particular health related behavior to minimize the risks. People
change generally in their impression on susceptibility to child birth complication. For
example negative experience in previous delivery, could affect a woman’s preference for
a particular mode of birth in subsequent delivery, due to the belief that the negative
experience will be repeated again. The knowledge of the susceptibility of a woman to
lose her life during labor if the safest mode of delivery is not followed can propel
individual pregnant mothers to seek appropriate information from obstetrics personnel
during delivery to secure herself and the unborn baby, this in itself make mothers to have

an informed opinion when it comes to choosing the most appropriate mode of delivery.

Perceived Severity: Perceived severity alludes to the beliefs a person holds concerning
the impacts of child birth and eventual outcome. Given that pregnant mothers present
with various obstetrics history of different levels of severity that would lead to obstetric
complication, such perception can propel pregnant mothers to choose any mode of
delivery available depending on the obstetric advice offered and the chances of survival
in relations to available options. If it is believed that there are complications associated
with certain mode of delivery, women are more likely to express a preference to
alternative mode of delivery, so as to reduce their risk. These impacts can be considered
from the perspective of the challenges and outcome that a child birth would make. For
example, pain and problem anesthesia with caesarean section delivery and birth trauma

experienced with vaginal delivery

iii) Perceived Benefits: Perceived benefits mean that one’s belief that outcomes can be

positively affected by engaging in particular health behavior. The direction of action that
an individual pregnant mother picks will be impacted by the knowledge, attitude, and

essential obstetric care given during the antenatal care visit. In this study, this includes
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better health in the future, avoidance of death, and avoidance of still births and reduction
of co morbidities in CS indicated cases like pregnant mothers with Female Genital

Mutilation, Teenage pregnancies.

iv) Perceived Barriers: Refers to individual perception of the difficulties preventing them

from following a specific health related behavior. However, action may not happen,
despite the fact that an individual may believe that the advantages to making a move are
successful. This might be because of hindrances. The desire for a woman to choose a
particular mode of delivery is hindered by existing medical contraindication. For example
a woman with Cephalo pelvic Disproportion (CPD), mal-presentation, and fetal

macrosomia will not be able to undergo vaginal birth.

Cues to Action: These are factors that help individual make health related behavior. An
individual’s perception of the levels of susceptibility and seriousness give the pregnant
women the power to act. Mother’s attitudes and beliefs towards a particular mode of
delivery are influenced by advices and stories that they hear from relatives and friends.
Women opt for alternative mode of delivery after hearing negative stories about a
particular mode having concern that they might have similar experience after they gave
birth. In some cases social cultural issues may present as alternate cues to action in which
case it would be beneficial for pregnant woman to be taken through a thorough cost
benefit analysis before weighing the available options and the severity of child birth

outcomes.
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Socio-Demographic
Factors

Maternal age, parity,
marital status and
education, residence,
place of delivery
Monthly income,
employment status,
accessibility to care,
Occupation

Cultural Factors

Taboos, beliefs, ethnicity
and practices like FGM

Perceived susceptibility
Perception of pregnancy
complications

A\ 4

Perceived severity

Perineal trauma, obstructed
labor, infections, ruptured uterus,
outcomes related to anesthesia,
fetal distress, complications

Health Factors

Distance to facility,
health education, ANC
attendance, quality of
care and provider
friendlines

A 4

\ 4

v

Perceived benefits
Pain free, quick labor, faster
recovery, health of baby,

Y

Perceived barriers

Culture, belief system
knowledge deficits, inadequate
personnel and lack of
competences (midwives,
obstetricians) inadequate theatre
supplies and equipment, blood
bank

A 4

Cues to action
Mode of Delivery

Figure 2.1 Theoritical Framework (Adopted from Rosentock (1974).
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2.6. Conceptual Framework

Independent variable intervening variable Outcomes Variable

Soio- Knowledge

demographic

v
A 4
v

factors

Mode of delivery

Cultural factors Attitude

v

\ 4

Hospital related Practice

factors

\ 4
\ 4
\ 4

Figure 2.1 Conceptual framework of the study
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2.7 Operational Framework

This framework shows the relationship between independent variables, intervening variables

and dependent variables as shown in Figure 2.2.

Independent variables

Socio-Demographic
factors

Age, marital status,
education level, parity,
occupation, income,
religion, belonging to
social health group

Intervening variables

Cultural Factors
Cultural beliefs, ethnicity,
FGM, spouse support

Y

Knowledge
Awareness of free
maternity services,
source of information,
complications and risks

Hospital related factors
Distance, staff
friendliness, medical
facilities, quality of
services

Attitude

Pain, mortality, respect
for patients’ rights,
provider trust, staff
competence, facility
capacity

A\ 4

A 4

Practice

Place of delivery, ANC
attendance, mode of
present delivery, service
satisfaction

A\ 4

Outcome

Figure 2.2 opertional Framework of the Study
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CHAPTER THREE: METHODOLOGY

3.1 Study Design

A hospital based descriptive, cross-sectional study was conducted for two months (1% May-
2" July, 2017) among 178 postnatal mothers at Wajir County Referral Hospital. Both

quantitative and qualitative approaches were employed to gather the required information.
3.2. Study Area

The study was conducted in the post natal ward of Wajir County Referral Hospital. This was
the only county referral hospital that served the entire county, located in Wajir East
Constituency; near Wajir police station. The hospital occupies about an acre of land. It offers
both outpatient and inpatient services which include preventive, curative and rehabilitative
services. It had 6 inpatient wards and total bed capacity of 83 with an average annual
inpatient turnover of 8,341 (Wajir Hospital Statistics, 2015). The average annual outpatient
workload was 6,700 (inclusive of both adult and children).

The obstetric department had three inpatient wards which included Antenatal/Labor ward,
post natal and newborn unit with bed capacity of 28 and average bed occupancy of 71%. The
unit was manned by 15 nurse-midwives, two (2) medical officers. There was no obstetrician /
gynecologists. In 2015, the unit handled 2,011 admissions and 1,993 deliveries comprising;
1,800 Vaginal Delivery, 192 caesarian section (189 emergency, 3 elective) and 1 breech as
annual workload (Wajir Hospital statistics, 2015). The major indication for caesarian section

in the hospital was obstructed labor secondary to Cephalo Pelvic Disproportion.
3.3. Study Population

The study population comprised of all postnatal mothers who gave birth at Wajir referral
hospital. Medical superintendent, nurse-midwife in charge of maternity, nurse service
manager and one senior midwife working in postnatal ward in the post-natal ward were also

included as key informants.

3.4 Inclusion and Exclusion Criteria

3.4.1 Inclusion Criteria

All postnatal mothers who gave and informed consent to participate in the study
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3.4.2 Exclusion Criteria

Mothers who refused and or were unable to give informed consent (mothers who were in

critical conditions).
3.5 Sample Size Determination

Sample size was calculated using the formula below (Fisher, et al., 1998)
_Z*P(1-P)
"TTTTa

Where:

n = the desired sample size (when population is more than 10,000)

Z = the standard normal deviate usually set at 1.96, which corresponds to the 95% confidence
interval.

P = the proportion of postnatal mothers, which was set at 50%. The proportion of postnatal
mothers was taken at 50% as there was no study done related to such topic.

d = the degree of accuracy desired (absolute precision), which is 5.0% (0.05).

_ Z'P(1-P)
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n=196%x0.5x0.5
0.052

384

Since the total population during the study period was below 10,000, sample adjusting was

done using the following formula:

n
nf = 1+
Where:
nf = The desired sample size (when population is less than 10,000)
N = Total population (around 332 postnatal mothers gave birth in 2 months period, the time
which is needed to collect the data).

n = The desired sample size (when population is more than 10,000) =384
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nf = _384 =178
1+384
332

Hence 178 subjects were needed for the study. Since follow up was not needed in the study,

attrition rate was not necessary.

3.6. Sampling method and recruitment process

The hospital register showed that about 332 mothers give birth at the study area, Wajir
Hospital. Accordingly, the study was designed to be performed for 2 months during which
time an estimated 332 mothers give birth. Systematic random sampling method was used to
select study participants. The estimated number 332 postnatal mothers in 2 months period
was divided by the minimum adjusted sample size (178) to give the sampling interval of 2. A
serialized list of women who had delivered was compiled each day using the postnatal
admission register. The first postnatal mother from the register to be included in the sample
was chosen randomly by picking one of two pieces of paper named for the first two
participants. After that, every second mother who gave birth was recruited in the study until
the desired sample size was attained. After the participants consented to participate in the
study, they were interviewed using a pretested semi-structured questionnaire.

Purposive sampling was used to select participants for Focused Group Discussions (FGD)
which was done after administering survey questionnaire. A total of nine mothers participated
in the discussion. Purposive sampling was used to select four (4) key informants for the
study. Key informants comprised informed, knowledgeable and experienced persons who
were conversant with the subject of the study. These included medical superintendent, mid-
wife in charge of maternity, nurse service manager and one midwife attached to the

maternity.
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3.7 Data collection tools

3.7.1 Questionnaire

Pre-tested semi-structured questionnaire was used to collect quantitative data (Appendix V).
The following quantitative data was collected: socio-demographic, cultural practices hospital
related factors and KAPs. The study questionnaire was administered by two trained research

assistants who assisted the mothers in filling the responses.

3.7.2 FGD and Key informants Guide

Focused group discussion guide (Appendix VII) and key informants interview (Appendix V1)
guide were used to collect qualitative data. The guides comprised questions on socio-

demographic, cultural practices and hospital related factors and KAPs.

3.8 Pretesting of the study Instrument

The study questionnaire was pretested to enhance its validity and reliability. Pretesting was
done at Habaswein Sub-County Hospital in Wajir County Referral Hospital which has almost
similar infrastructure and population/demographical features. A total of 18 post natal women,
comprising 10% of the study sample were randomly selected and used to pre-test the study

guestionnaire.

3.9 Training of Research Assistants

Two research assistants who had a diploma in nursing, conversant with local language and
proficient in data collection from patients admitted in a hospital were selected to assist in data
collection. The research assistants were re-trained and orientated in the requirements of the

research for two days.

3.10 Data management

All questionnaires were stored in locked cabinets throughout the study and accessed only by
the researcher so as to ensure confidentiality and to avoid data loss. After data collection, a
double entry of the same data was done for accuracy purposes. Data was entered using

Microsoft Excel. The data was stored in the computer under password. Data cleaning was
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done whereby missing values, extreme values and inconsistencies were identified and
corrected. After cleaning, the data were then exported to SPSS software version 20.0 for
analysis. Coding and verification of the data was done for easy manipulation, analysis and
presentation. Data was presented using tables and graphs showing frequency distribution for

independent and dependent variables.

3.11 Data Analysis

Quantitative data was analyzed using SPSS version 20. Descriptive statistics were computed
for all relevant variables. Descriptive analysis was done using means, proportions,
frequencies, cross tabulation and Pearson’s chi-square test with corresponding 95%
confidence intervals (Cl) computed to find association between variables. Qualitative data
was analysed thematically using Nvivo software. Key insight, patterns and relationships were
drawn from the qualitative themes and used to validate and enrich the quantitative findings.

3.12 Ethical Considerations

The study was approved by the University of Nairobi-Kenyatta National Hospital Ethics and
Research Committee (Appendix VIII). Permission to conduct the study at Wajir County
Referral Hospital was obtained from the County Government of Wajir, Department of
Medical Services (Appendix 1X). The details of the study were explained to each study
participant. An informed consent was obtained in writing before recruiting each subject into
the study (Appendix I11). The participants retained the absolute right and freedom to decline

from participating or withdrawing from the study at any time with no consequence to them.

To ensure confidentiality of participants, information, anonymous typing was used whereby
the name of the participants and any participants’ identifier were not written on the

questionnaire.

3.13 Dissemination plan

The findings of the study will be presented to the University of Nairobi, School of Nursing. It
will also be published and presented in conferences and workshops of relevant stakeholders
on this topic. The study findings will also be shared with Wajir county hospital

administration to inform relevant planning and programming.
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3.14 Limitation of the study

The sample of this study was limited to a sample of post-natal women drawn from Wajir
County Referral hospitals. The study was a hospital-based which limited inclusion of women
with home deliveries. A community-based study would have captured well a significant
proportion of post-natal women in the county who don’t deliver in hospitals. Therefore, the
study cannot be conclusively generalized to women practicing home deliveries. In addition,
generalization to other counties especially marginalized counties such as Wajir County
should be done with caution due to variations in context of care across such counties

including variations in extent of health infrastructure and development.

30



CHAPTER FOUR: RESULTS
4.1 THE SOCIO-DEMOGRAPHIC CHARACTERISTICS OF THE PARTICIPANTS

The mean age of the respondents was 28.8 years. Majority 112 (62.9%) of the respondents
were aged between 20-39 years. Regarding marital status, majority 150(84.3%) of the
respondents were married while 15(8.4%) were single. In relation to parity, majority
70(39.3%) of the respondents had 1-3 children. Concerning educational level, most
90(50.6%) of the respondents had no formal education. Majority of the respondents were
house wives at 116(65.2%) and Muslims at 153(86%). Regarding income level, majority of
the women 72(40.4%) were earning below Ksh 20,000, majority 119(69.9%) of women did

not belong to any social health group (See Table 4.1 below)
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Table 4. 1: Socio-demographic characteristics of postnatal mothers (n=178)

Percent
Variables N (%0)
Age in years 15-19 37 20.8
20-29 60 33.7
30-39 52 29.2
40-49 29 16.3
The mean age = 28.8
Marital Status Married 150 84.3
Single 15 8.4
Divorced 11 6.2
No response 2 1.1
Parity Primigravida 45 25.3
1-3 children 70 39.3
4-5 children 36 20.2
More than 5 children 27 15.2
Occupation Self-employed 20 11.2
Government or private employed 32 18
Housewife 116 65.2
No response 10 5.6
Religion Christian 25 14
Muslim 153 86
Level of Education No formal education 90 50.6
Primary 44 24.7
Secondary 11 6.2
Tertiary (University/college) 33 18.5
Monthly Income Ksh 10,000 and Below 38 21.3
Ksh 11,000-20,000 34 19.1
Ksh 21,000-30,000 30 16.9
Ksh 31,000-40,000 18 10.1
Ksh 41,000-50,000 30 16.9
Ksh 51,000-60,000 22 12.4
No Response 6 3.4
Belonging to social Group | Yes 34 19.1
No 119 66.9
No Response 25 14.0
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4.2 INFLUENCE OF SOCIO-DEMOGRAPHIC FACTORS ON DELIVERY MODE

The proportion of women who had delivered through caesarean section was higher,
20(54.1%), among younger women aged 15-19 years and older women, 15(51.7%), aged 40-
49 years compared to their counterparts who had delivered through vaginal delivery.
Therefore, there was a statistically significant association between age and mode of delivery
(p =0.001) as show in Table 4.2.

Theme 1: Younger women presents with more CS rates because of under developed
reproductive systems. This was cited to increase pregnancy related complications among

younger women.

“Most pregnant women here are Somali girls who get married at a very
tender age of even 14 and 15 years. Due to their age, their reproductive parts
are not very well or fully developed and their pelvic bones are not grown well
which increases risks of pregnancy and delivery complications which force
them to have CS delivery.” (Key informant No. 1).

Majority of the women who were married, 103(71%), delivered through vaginal delivery
while majority of the single, 6 (54.5%), and divorced, 7 (63.6%), women delivered by
Caesarean Section. There was a statistically significant association between marital status and
mode of delivery (p =0.016) (Table 4.2).

Theme 2: Close family members influence is a major barrier for accepting CS among
women. Women required consultation of their husbands no matter the distance before making

decision on mode of delivery even during emergency cases.

“I cannot accept CS without consulting my husband or family for permission.
Another woman was left by her husband after CS because he said she would

bring a curse into the family” (FGD, respondent no. 1).

Findings showed that majority of women, 41(68.3%) with higher parity (from two children
and above) had Vaginal delivery, while majority of primigravida, 21(55.3%), had delivered
by CS. There was a statistically significant association between parity (p = 0.003) and mode

of delivery.
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Theme 3: Higher parity inspires confidence in home delivery.

“l have been delivering my children at home without any problem. Am
comfortable being helped by traditional birth attendant in case of any

complication.” (FGD Discussant no. 9).

The number of women who had delivered through Caesarean section increased with increase
in level of education. Majority of women with no formal education, 65(72.2%), delivered
through vaginal mode compared to those who had formal education. There was a statistically
significant association between education level and mode of delivery (p = 0.007) (Table 4.2

below).

Theme 4: Education helps women to make informed delivery choices. The study revealed

that demystification of delivery related beliefs improves with increase in education.

“Uneducated women tend to have difficult and contradictory beliefs which

increases refusal of cs for vaginal delivery” (Key informant no. 2).

The study found that there was no association between religion and mode of delivery.
Majority of the Muslim, 102(67.1%) and Christian, 15(60%) women delivered by normal
vaginal delivery. However, there was a slight difference in the number of women who had
delivered by CS across their religious affiliations. There was no statistically significant
association between religion and mode of delivery (p= 0.616) (Table 4.2). However,

qualitative results indicated religion plays indirect role on choice of delivery mode.

Theme 5: Muslim religion adores vaginal delivery as a sign of virtue signifying womanhood
and strength.

“In our religion, you become a woman only when you have vaginal delivery”
(FGD Discussant no. 5).

Theme 6: Muslim religion links pregnancy complications to curses. For instance, women are
encouraged to seek spiritual (religious) interventions and traditional midwives attendance to

avert curse and misfortunes associated with pregnancy complications.
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“CS is associated with a curse; when a woman is unable to deliver normally, we
call religious leader (sheikhs) to come and pray for us to remove the curse”
(FGD Discussant no. 3).

The mode of delivery had minimal differences across the various income categories. There
was a statistically significant association between income and mode of delivery (p =0.631)
(Table 4.2).

Theme 7: Dependence of women on their spouse for financial and material support limits
their discretion on delivery mode. Results indicated some women to lack fare to hospital for

alternative delivery choices.

“Maternal services are free, but we have cases where mothers cannot even
afford transport to come here because most of the households are poor. For
those who at least have some money, they make it to the hospital, though at

times late” (Key informant no. 3).

There was an association between social groups of the respondents and mode of delivery. A
higher proportion of women who belonged to a social health group, 21(61.8%), delivered by
Caesarean section compared to those who delivered through normal vaginal delivery.
Belonging to a (health) social group had a statistically significant association with mode of
delivery (p = 0.001) (Table 4.2).

Theme 8: Use of social health groups provides a platform for disseminating delivery related
messages which improves delivery discretions. Results indicated women who had formed
social groups to advocate for health practices and choices within the community such as
benefit of ANCs, hospital delivery and anti-FGM practices had better discretions on delivery
choices. The platform provide an effective learning, sensitization and educative platform for
empowering women on delivery-related issues such as demystifying use of CS on medical

indications.

“There a social group where we share health information among ourselves. Many of
the women in the group have now agreed to come to get delivery services in
hospital.” [FGD Discussant no. 6].
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Table 4.2 Influence of socio-demographic characteristics on mode of delivery

Delivery Mode

Vaginal Caesarian | Chi-square
Variable Delivery Section Statistics
Age 15-19 years 17(45.9%) 20(54.1%) | x°=18.976,
20-29 years 41(745%) | 14 (25.5%) | df=3,p=.001
30-39 years 40(83.3%) 8(16.7%)
40-49 years 14(48.3%) 15(51.7%)
Education Level No formal education 65(72.2%) 25(27.8%) | x°=13.866
Primary Level 29 (74.4%) | 10(25.6%) | df=4,p=.007
Secondary Level 5(45.5%) 6(54.5%)
College Level 4(28.6%) 10(71.4%)
University Level 9(60.0%) 6(40%)
Marital Status Single 5(45.5%) 6(54.5%) | x*=8.054
Married 103(71.0%) | 42(29.0%) |df=2, p=.016
Divorced 4(36.4%) 7(63.6%)
Parity Primigravida 17(44.7%) 21(55.3%) | x°=14.452,
2-3 Children 26(66.7%) | 13(33.3%) | df=3, p=.003
4-5 Children 28(87.5%) 4(12.5%)
Over 5 Children 41(68.3%) 19(31.7%)
Religion Muslim 102(66.7%) 51(33.3%) 1#=.399, df=1,
Christian 15(60.0%) 10(40.0%) | p=.616
Occupation Self employed 12(60.0%) 8(40.0%)
Formal employment 15(53.6%) 13(46.4%) 2=4.031,
Not employed 80(72.1%) 31(27.9%) | df=2, p=.132
Average Monthly | 10,000 and Below 9(60.0%) 6(40.0%) | ¥*=1.690,
Income (Ksh) 11,000-20,000 13(36.1%) | 23(63.9%) | df=5, p=.631
21,000-30,000 21(61.8%) 13(38.2%)
31,000-40,000 22(73.3%) 8(26.7%)
41,000-50,000 25(89.3%) 3(10.7%)
51,000-60,000 16(80.0%) 4(20.0%)
Belonging to a Yes 13(38.2%) 21(61.8%) | x°=14.360,
health social group | No 81(73.6%) 29(26.4%) | df=1, p=.001
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4.3: CULTURAL FACTORS AND THEIR INFLUENCE ON MODE OF DELIVERY

4.3.1 Ethnicity

Most of the women, 90(51%), were Somali as shown in the Figure 4.1.

No Response

Somali

Meru

Kikuyu

Kamba

17(10%%)

90(5124)

34(19%)

20(11%6)

17(10%)

Figure 4.1 Ethnicity of post-natal mothers (n=178)

4.3.2 Existence of prohibitive cultural values

Majority of the women, 101(56.7%), said that they have no cultural beliefs which favor

certain delivery mode as shown in Figure 4.2.

No Response

I don't know

Yes

h 5(2.8%)

B o oo
I 01 (567

—————

Figure 4.2 Cultural values which prohibits certain delivery modes (n=178)

37




4.3.3 Practice of FGM

Majority of the women, 148(83%) confirmed practice of FGM in their community as shown

in Figure 4.3.

B Yes ENo ®Noresponse

Figure 4.3 Practice of FGM (n=178)

4.3.4 Influence of cultural factors on mode of delivery

In this study, there was no association between ethnicity and mode of delivery (p=0.318). In
all the tribes, majority of the women gave birth vaginally. Somali women comprised of
majority, 76 (87.5%) of women who delivered through Vagina (Table 4.3).

Theme 9: Sensitivity to cultural beliefs and values impedes freedom on delivery choices.
Results showed that Somali culture adore vaginal delivery as a sign of womanhood than other

communities residing in the county.

“The Somali culture makes women difficult in terms of accepting CS delivery
even when medical risks are clear. Some even decline to give consent” (Key

Informant No.2)

Among women who said their cultural values prohibit certain delivery mode, a higher
proportion of them had delivered through Caesarean Section, 32(56.1%), compared to those
who had delivered through normal vaginal delivery, 25(43.9%) (Table 4.3). There was a
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statistically significant association between availability of cultural sanctions and mode of
delivery (p = 0.001).

Theme 10: CS is considered a taboo in some cultures. Findings showed the mode of delivery
is a rite of passage through which women are expected to prove their femininity by having

successful vaginal delivery.

“My husband would divorce me if I don’t delivery normally.” (FGD

discussant no. 6).

Among respondents who reported their community to practice FGM, 100(69.9%), delivered
through vagina compared to those who delivered through Caesarean Section, 43(30.1%).

There was an association between FGM and delivery mode (p = 0.001) (Table 4.3).

Theme 11: FGM practices instill values which favour vaginal delivery. Results confirmed
that the high prevalence of FGM practices within many communities especially Somali
Women impedes acceptance of life saving obstetric practices perceived to be culturally

unacceptable.

“Women who are circumcised are required to prove their womanhood and
strength by giving birth normally with the help of a traditional birth attendant.
For me | had no choice but to accept to deliver at home after which | was

rushed to hospital when | developed problems” (FGD discussant no. 4).
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Table 4.3 Influence of Cultural Factors on Mode of Delivery

Delivery Mode

Chi-square
Variable Normal  Vaginal Caesarian o
Delivery Section Statistics

Ethnicity Kamba 15(62.5%) 9(37.5%) ¥?=17.547, df=4,

Kikuyu 17(63.0%) 10(37.0%)  p=0.318

Meru 24(63.2%) 14(36.8%)

Somali 76(85.4%) 13(14.6%)
Existence of prohibitive Yes 25(43.9%) 32(56.1%)  ¥*>=31.229, df=2,
cultural values No 86(82.7%) 18(17.3%)  p=0.001

| don't know  6(37.5%) 10(62.5%)
Practice of FGM Yes 100(69.9%) 43(30.1%) y*=14.139, df=1,

No 12(60.0%) 8(40.0%) p=0.001

4.4, HOSPITAL RELATED FACTORS AND THEIR INFLUENCE ON MODE OF

DELIVERY

4.4.1 Distance from Home to health Facility

Majority of the women 74(42%) who perceived the distance to be long was slightly higher

than those who perceived the distance to be short (37%) as shown in Figure 4.4.

m Short ® Neither short nor long ®mLong

Figure 4.4 Distance from post-natal mother’s home to the health facility (n=178)
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4.4.2 Provider Friendliness

Majority of women, 125(70%) said that the health care providers were friendly (Figure 4.5).

mYes mNo mNo Response

Figure 4.5 Friendliness of staff to post-natal mothers (n=178)

4.4.3 Perceived Service Quality

Majority of the women, 79(44%) rated quality of maternal care services to be good (Figure

4.6).

79(44%)

43(24%) 11(23%)

10(6%) 5%
20

Fair Good Very Good Excellent No Response

Figure 4.6 Perceived service quality of delivery services by post-natal mothers (n=178)
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4.4.4 Influence of Hospital Related factors on mode of delivery

In regards to distance from home to health facility, there was almost equal distribution of
women across the various distance categories for each of the delivery mode. There was no
statistically significant association between distance from home to health facility and mode of
delivery (p= 0.474). Majority of women 26(68.4%) who said that staff were friendly
delivered normally. There was a statistically significant association between provider
friendliness and mode of delivery (p = 0.031).

Theme 12: Provider-patient relationship builds trust and acceptance of medical advice on
delivery options. Results showed that patient-provider mistrust was linked to high cases of

rejection of medical advice and home deliveries.

“I accepted to deliver in this facility because the nurses were very good to me. They

didn’t mistreat me”’

In regards to quality of services, the proportion of women who delivered by normal vaginal
delivery increased as perception for service quality improved from fair to excellent. There
was a statistically significant association between perceived service quality and mode of
delivery (p = 0.008) (Table 4.4).

Theme 13: Improved quality of delivery care inspires confidence on delivery services
provided by a health facility. Findings showed that improvement in facility structures such as
theatres has increased women trust in delivery services provided. However, service utilization

remains sub-optimal.

“Women are now accepting to deliver in our facility after we improved our
services. We have a new theatre which has better equipment which has

encouraged women to use our delivery care” (Key informant no.3).
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Table 4.4 Influence of Hospital-related Factors on Mode of Delivery

Delivery Mode

Normal

Variable Chi-square
Vaginal Caesarian o
Statistics
Delivery Section
Distance to hospital ~ Short 46(70.8%)  19(29.2%)  ¥?=1.552, df=2,
Neither short nor long 26(68.4%)  12(31.6%) p=0.474
Long 46(61.3%)  29(38.7%)
Provider Friendliness Yes 84(69.4%)  37(30.6%) ¥?=3.981 df=1,
No 22(52.4%) 20(47.6% p=.031
Quality of delivery Fair 21(51.2%)  20(48.8%) ¥*=6.867, df=3,
services Good 48(64.9%)  26(35.1%) p=0.008
Very Good 30(76.9%)  9(23.1%)
Excellent 8(80.0%) 2(20.0%)

4.5 WOMEN KNOWLEDGE, ATTITUDE, PRACTICES ON MODE OF DELIVERY

4.5.1 Knowledge of Post-natal Mothers on Delivery Mode and Associated Risks

Majority of the women, 99(55.6%), were not advised on appropriate mode of delivery during
pregnancy. The main source of advice on delivery mode for those who attended ANC were
midwives while friends and relatives were the main source of advice for those who didn’t
attend ANC. Majority of women, 130 (73%) were aware of free maternity services. Majority
of women, 164(92.1%) preferred vaginal delivery. Choice of mode of delivery was mainly
based on past delivery experiences and advice from close family relatives (Table 4.5 below).

Theme 14: Lack of correct knowledge hinders women capacity to make informed decisions
on delivery options. Results showed that illiteracy among women is a key cause of poor

knowledge among women.

“Many women here are illiterate and poorly knowledgeable on delivery matters. They
rely on their close relatives and friends who advise them wrongly.”
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Theme 15: Lack of sufficient knowledge on serious delivery complications causes delays in

giving informed consent for operations.

“There was a 15 year old mother who came here and she was advised on CS

but she refused, she went home and tried to conduct the delivery at home but it

failed. She came back here with a ruptured uterus and a dead baby in the

uterus and that was when they consented, after wasting all this time.” (Key

informant no. 2).

Table 4.5 Knowledge of post-natal mothers on delivery mode issues

Variable Frequency  Percent (%)
During birth preparedness, Yes 51 28.7
were you advised on the No 99 55.6
safest mode of delivery? | can’t remember 28 15.7
Who gave you the advice Midwives 51 28.7
Family members and relatives 123 69.1
No Response 4 2.2
Awareness of free maternal Yes 130 73.0
services No 37 20.8
I can’t tell 11 6.2
Preferred Mode of Delivery  Normal delivery 164 921
Caesarian delivery 8 4.5
No Response 6 4.5
Reasons for preferred mode Nurses advice 22 13.6%
of delivery previous experience 96 59.3%
Advice from friends 13 8.0%
Advice from family members 31 19.1%

Results showed majority of the women 155(87.1%) knew that babies born by CS are not

more intelligent than VVD. A substantial proportion of the women did not know that delivery
by CS doesn’t cause infertility, 98 (55.1%) and CS is not mandatory after one CS, 98(55.1%)

(Table 4.6).

44



Theme 16: Women are not knowledgeable on associated delivery mode outcomes. This was
cited to lead to decline of hospital related medical advice such as skilled birth attendance.

“lI would not want to deliver by CS because | want to give birth to more

children in future” (FGD discussant no. 8)

Table 4.6 Proportion of women with correct knowledge on delivery issues

Knowledge Aspect Correct Incorrect  Not Sure

Maternal mortality is more frequent in CS than VD  51(28.7%) 119(66.9%)  8(4.5%)
Babies born by CS are more intelligent than by VD  155(87.1%)  15(8.4%) 8(4.5%)

Delivery by CS makes one unable to give birth 72(40.4%)  98(55.1%) 8(4.5%)
normally again (infertile)

CS is mandatory after one CS 68(38.2%)  98(55.1%)  12(6.7%)

The maximum number of CS one can have is four ~ 93(52.2%) 69(38.8%) 16(9%)

4.5.2 Attitude of Post-natal Mothers towards Delivery Mode options

Majority of the women, 145(86%) perceived VD to be natural and the most preferred
delivery mode. Most of the respondents, 119(72%) perceived CS to be a painful mode of
delivery. Few women, 46 (27%) said they can make a decision for CS without involving their
immediate family members. An equal proportion of women, 138 (82%), perceived doctors to
be adequately skilled to perform CS and the hospital to be well equipped for CS (Table 4.7).

Theme 16: Women have wrong perceptions towards delivery mode and related outcomes.
Wrong beliefs on delivery outcomes hinder their choice of delivery options even when

medically indicated.

“Women believe that if a woman delivers through CS, she will not be able to

do any other work for herself; house chores, she becomes like a useless person
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since she can’t do anything by or for herself. To prevent this, they tend to

refuse CS in favor of VD” (Key informant no. 4)

Table 4.7 Attitude of post-natal mothers towards delivery mode options

Attitude Agree Disagree  Neutral
VD is the natural and the most acceptable mode of 145(86%) 19(11%) 4(2%)
delivery

CS is a painful mode of delivery 119(72%) 33(20%) 13(8%)
Midwives respect mothers right for a mode of delivery 100(61%) 51(31%) 14(8%)
A mother will regain her health status sooner after vaginal 149(90%) 14(8%) 3(2%)
delivery than caesarean delivery

| can decide on mode of delivery alone without my 46(27%) 122(73%) 0(0%)
relatives involvement

I trust midwives/doctors’ advice on the mode of delivery ~ 119(71%) 34(20%) 15(9%)
Doctors’ are adequately skilled to perform CS 138(82%) 12(7%) 18(11%)
The hospital is well equipped to perform any mode of 137(82%) 22(13%) 9(5%)

delivery safely

4.5.3 Maternal practices and experiences related to delivery modes

4.5.3.1 ANC Attendance

Majority of the women, 121(68%) had attended ANC. Among those who had attended

ANC(s), majority, 65(54%) had attended at least four visits. Majority of the women attending
ANC, 74(61%) said that the ANC was not useful in determining their delivery mode (Table

4.8 below).

Theme 17: There is limited ANC counseling on pregnancy and related delivery options. Lack

of proper ANC counseling reinforces negative myths and beliefs associated with specific

mode of delivery.

46



“We were not advised on the best method of delivery during the antenatal
attendance. Nurses really don’t talk about it so we don’t have good
information to inform our delivery decisions. For instance, there is that fear in
us because two weeks ago a relative of mine died after she was done CS”
(FGD Discussant no. 9)

Table 4.8 ANC Attendance and usefulness (n=178)

Variable N Percent
ANC Attendance Yes 121 68%
No 47 26%
No Response 10 6%
Number of ANC Visits | 1 7 6%
2 9 7%
3 40 33%
4 65 54%
ANC Usefulness Yes 43 36%
No 74 61%
| cannot tell 4 3%

4.5.3.2 Delivery Mode

Majority of the women, 114(64%) had delivered by normal vaginal delivery. Most women,
81(46%) had previously delivered at home. Majority of the women, 118 (66%) were satisfied
with delivery mode. (Table 4.9 below).

Theme 18: Vaginal delivery is the prevalent mode. Many women preferred vaginal delivery

because it was perceived to be the most culturally acceptable mode in the community.

“Vagina delivery is the most acceptable mode of delivery in this community.” (Key

informant no. 4)
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Table 4.9 Delivery Modes, previous delivery place and satisfaction

with delivery mode

(n=178)
Variable N Percent
Delivery Mode Vaginal Delivery 121 68%
Caesarian Section 57 32%
Acceptance to SC immediate ’ >9%
Late 55 96.5%
Previous Place of This is my first delivery 32 17%
Delivery Home 81 46%
Hospital 65 37%
Satisfaction with Dissatisfied 60 34%
Delivery Mode Satisfied 118 66%
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CHAPTER FIVE: DISCUSSIONS, CONCLUSIONS AND RECOMMENDATIONS

5.1 Discussion

5.1.1 Socio-Demographic

The study found that younger (< 19) and older women (> 40) have higher CS rates compared
to the age group between 19 and 40. This finding is similar to a study done in Nigeria which
showed higher rates of CS delivery among younger women (Envuladu et al., 2013). The high
prevalence of CS among younger women could be due to increasing delivery complications
associated with tender age pregnancies and under-developed reproductive systems. However,
among Somali Women, younger women decline CD even under medical indications
associating it with risk of infertility and rejection by their spouse. The high rate of CS
delivery among older women can be associated with general body weakness associated with
multiple/many deliveries which can complicate the birth outcomes. This finding is contrary to
a study done in Ethiopia by Regassa (2011) in which older women were reluctant to use

caesarian section as a mode of delivery.

Marital status was significantly associated with delivery mode. In the current study, single
and divorced women had higher rates of CS than married women. This is contrary to a study
done in western Uganda by Asiimwe (2010) in which married mothers were found to have
greater likelihood of delivering through CS due to greater access to financial support through
their spouses. This finding was not unexpected as the decision making regarding mode of
delivery among Muslim communities is done by the spousal or close family relative. For such

communities, most husbands do not want CS deliveries as part of their cultural practices.

Concerning level of education, the study found that the rate of CS delivery was increased
with increase level of education. This finding was also reported by Klemetti et al. (2012) who
documented increase in CS acceptance among more educated mothers. This could be due to
the fact that, educated mothers have the ability to easily access and use appropriate
information to inform their delivery decisions. Education was found to be important in
demystification of negative delivery- related beliefs. Women with higher education were
found to have higher acceptance of CS especially where medical indications such as

obstructed labour and fetal distress are indicated compared to their counterparts with lower
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educational attainment. Many Somali women have no formal educations which remains a

barrier in making informed decisions.

The study showed that VD delivery was common among women with higher parity while CS
is common among primigravida. This result concurred with a study by Tsegay et al. (2013) in
which parity was linked to higher likelihood for VD deliveries. Women with higher parity,
especially those with successful VD deliveries, have greater confidence with home and VD
deliveries than their counterparts. They have less fear of pain and risky pregnancy outcomes
associated with CS. Muslims women have high parity rates which makes them prefer VD to
CS.

The mode of delivery had no significant differences across the various income categories.
This result contradicted findings by Dagne (2010) who found income levels to influence
access to delivery options especially CS. This finding is also inconsistent with a world-wide
study conducted in more than 50 countries which showed that more than 80% of caesarian
deliveries were among rich women compared to only 34% in poor women (Victora et al.,
2011). The difference in this finding can be attributed to the availability of free delivery
services in public hospitals like Wajir County. However, among these Muslim communities,
it was evident that women are highly dependent on their spouses and close families which
limit their discretion to delivery choices.

This result underpins the crucial role of reducing economic vulnerability through education
opportunities and financial empowerment among women as a measure of improving delivery
and general woman health outcomes which requires informed decision-making (Chanza et
al., 2012). This is of paramount importance among Muslim community in which a woman is
considered a home-maker with limited opportunity for educational and financial

empowerment due to strong patriarchal family and societal systems.

Mode of delivery didn’t differ significantly with women occupation. This was explained by
the finding that in many instances, household income is the main proxy indicator for wealth
for a Muslim woman as opposed to personal income. Particularly, most Muslim women are
housewives as encouraged by culture and greatly rely on spouse or family wealth. However,

there is need for more evidence to support or refute this finding.

Delivery modes didn’t differ significantly across religious affiliations of the women. This

was contrary to past studies (Kamal, 2013; Abera and Belachew, 2011) which have
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associated religion with delivery mode choice. This could be due to the disproportionate
representation of respondents by religion in which majority (over 87%) were Muslims.
However, the study revealed that religion plays significant indirect role on choice of delivery
mode. Some Muslim women believed that spiritual (religious) interventions and traditional
midwives attendance could avert complications associated with VD which led to increasing
CS refusal rates. FGM practices were associated with perineal scars which resulted to
delivery complications. This finding was highlighted by Abera and Belachew (2011) who
reported FGM to increase likelihood of CS rates among women. These complications
increase the risk of delivery by CS. These cultural values continue to pose significant
challenges in choice of delivery.

The study indicated higher acceptance rate of CS among women enrolled in a social health
group compared to those who didn’t belong to any health group. This finding was similar to
that of Ugwu and de Kok (2015) who indicated need for empowerment (socially,
economically and educationally) of women as a strategy of tackling their vulnerability to
poverty which is directly inter-twinned with poor health choices and outcomes among
communities. Belonging to the social health groups was reported to provide an effective
learning, sensitization and educative platform for empowering women on delivery-related
issues such as demystifying use of CS on medical indications. The health social groups
advocated for health practices and choices within the community such as benefit of ANCs,
hospital delivery and anti-FGM practices which resulted to access to relevant information is
key in making informed decisions on health issues. These groups have been successfully used

to counter misconceptions, negative attitudes and promote health seeking behaviors

5.1.2 Cultural Factors

The study revealed no significant difference in delivery modes across ethnic groups of
women. This is contrary to a past study by Spong et al. (2012) in which ethnicity was found
to determine heath seeking behaviors such as facility delivery. This could be explained by the
sample size composition in which most of the women studied (51%) were from Somali origin
while the rest were distributed among Kambas, Kikuyus and Merus. Despite this, it was clear
from the study that Somali women perceived VD as the main culturally acceptable rite of
passage. The finding was consistent with an Ethiopian study conducted by Regassa (2011) in
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which women perceived VD as a signs of strength and femininity and hence encouraged by
many cultural values including Muslim religions. Giving birth naturally is regarded as
important for woman acceptance in the family and community hence limiting acceptance of
CS.

The study found cultural values which advocate for VD as the normative delivery mode to
negatively impact willingness of women to accept CS in case of medical indications. This
finding was similar to that of a Kenyan study conducted by Mokua (2014) in which some
cultural values labeling women who are unable to give birth normally as ‘failed” women,
increasing CS refusal rate leading to high mortality and morbidity of mothers and their new
born. In such cultures, women struggle to maintain their societal and cultural status even at
the expense of their lives. This is supported by Ochaku (2011) who agreed that beliefs and
perceptions on women health choices is greatly pegged on prevailing social and culturally
acceptable norms and values. However, there is increasing realization among women that
these cultural beliefs and values are not furthering women agenda for healthier families and
communities due to the risk involved. Women are actively advocating eradication of such
beliefs which put their lives at risk which is bearing fruits gradually. Proper empowerment of
women and community education is required to militate against delivery risks reinforced by

these values.

The study showed that FGM practices increases likelihood of VD delivery and CS refusal
rates due to its close link with cultural values and norms. This study was supported by past
studies (Liu et al., 2013; Abebe et al., 2012) which found FGM values to promote culturally
acceptable behaviors such as vaginal delivery. Where practiced, FGM is perceived as a rite of
passage in which women are encouraged to prove their femininity through actions such as
enduring pain and VD. This is against the revelation that FGM increases delivery
complication associated with perineal scars. This practice is common among Somali cultures

which explains persistent high rate of VD, mainly at home.
5.1.3 Hospital-related Factors

There was no significant difference between delivery mode and distance from home to health
facility. This finding is contrary to a study done by Aberese-Ako et al. (2015) which reported
that distance influences delivery options by enhancing availability and access to health

services. The difference in findings can be explained by the observation that none of the
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women studied perceived distance from their home to the facility to be long enough to limit
their access to the facility. The study acknowledges lack of sufficient evidence to conclude on
the relationship between distance to health facility and delivery mode choices hence need for

further study.

The study found perceived quality of care to influence mode of delivery. The number of both
VD and CS deliveries increased with perceived improvement in quality of delivery care. This
finding was consistent with a study conducted by Kitui et al. (2013) in which quality of
delivery services was reported to be a crucial predictor for choice of delivery mode by
women. Women were of the view that the quality of delivery services has significantly and
continues to improve in the hospital resulting to increasing skilled birth deliveries and CS
acceptance. Improved perceived quality of care assures women that the facility has staff
capacity and resources to conduct CS safely and successfully. According to Liu et al. (2013),
mothers who are satisfied with quality of delivery services in a health facility are more likely
to accept medical advice on delivery modes compared to their counterparts.

The study found staff friendliness to be an important construct of not only perceived service
quality but also choice of delivery mode. The study found pregnant women to value good
rapport between clients and service providers. This finding is similar to a study finding by
Ochaku (2011) who found provider mistrust to discourage delivery in hospitals which leads
to home delivery where the only option is VD. Where women perceived staff to have
unsympathetic and poor attitude towards women’s pain during labour leads to higher
preferences for VD by traditional birth assistance which increases risks of complications and
deaths. This finding was consistent with Mrisho et al. (2007) and Davidson et al. (2012)
which showed that staff attitudes and poor treatment experiences in the health facilities and
insensitivity to women suffering discouraged women from delivering in health facilities
hence preferring vaginal delivery at home. Creating good provider-patient relationship was
also found to lead to create good opportunities for effective women education and
information sharing which leads to better delivery plans and informed delivery mode

decisions.
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5.1.4 Knowledge, Attitude and Practice Factors

The study found that the respondents had no adequate knowledge on delivery care, risk and
related issues which undermines their ability to make informed and sound decisions. In the
current study, women associated CS with potential for infertility and limited chances of
giving birth normally during future deliveries. This study finding was similar to that of
Fatemeh et al. (2014) in which women associated CS with risks of infertility. This explains
increasing CS refusal rate even for life-saving CS interventions where risk of either baby or
mother is indicated. This indicates lack of appropriate awareness and understanding among
women resulting to beliefs and perceptions which limits discretions for CS where VD is risky

or not medically suggestive.

Resultantly, a substantial proportion of women, 47(26%) don’t attend ANC because they are
ignorant of their importance in safe delivery. This is lower than the 43% of women who were
reported not to attend ANC in KDHS, 2013-14. This difference in finding is mainly because
this study was a hospital based study which meant that a significant proportion of women
who delivered at home and have higher likelihood of not attending ANC were not included in
the study. Additionally, many women who attend ANC don’t receive sufficient advice and
support from midwives due to limited patient-provider interaction time with the health staff.
This finding was supported by a study by Ruckley et al. (2012) and Fatemeh et al. (2014)
who found delivery methods to be based on past experiences rather than available medical
information. This has resulted women overlying on friends and relatives for delivery-related
information which affect quality of advice and information provided due to cultural

inclination and quality of information source challenges.

The study found women to have negative attitude and practices which affect delivery choices.
Inadequate knowledge has been linked to negative attitudes and poor practices towards
choice of delivery methods especially use of CS. This finding was similar to that of
Yazdizadeh et al. (2011) in which women attitude and practices were reported to influence
individual beliefs and perceptions towards delivery options. Women education and awareness

creation is useful in helping women embrace positive attitude towards delivery options.

The study found women perceived VD as the most natural, physiologic process and a sign of

femininity. CS is the least used method. Use of CS was mainly associated with undeveloped
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reproductive organs among young women and weak/old-age related complications among
older women. This finding was consistent with that of Yuen et al. (2014) in which VD was
perceived as the preferred natural delivery mode and a sign of womanhood. Some women
view providers to violate mothers’ right for choice of delivery such as use of sterilization
during CS without consent and lack of involvement in decision-making process. This creates
suspicion and mistrust on the intention of health providers especially in CS where one is
anaesthetized hence limiting acceptance of CS hence need for improved patient-client

relationship.

Due to increasing medical advancement, delivery by CS is becoming an acceptable and
prevalent delivery mode especially among the educated, rich and younger women residing in
urban areas which are highly influenced by westernization values. However, CS acceptance
rates among Somali women remained low, including maternal requests which increases risks
of maternal and child mortality. This was well documented by findings by Shiferaw et al.
(2013) who found the rate of CS on mother’s request in uncomplicated pregnancy to be very
low in developing countries compared to higher utilization reported in developed countries.
To improve this situation, there is need for improved ANC attendance, pregnant women

counseling and community sensitization.

5.2 Conclusions

a) Socio-Demographic Factors

Results revealed that maternal age (p = 0.001), marital status (p = 0.016), level of education
(p = 0.007), parity (p=0.03) are significantly associated with mode of delivery. Therefore, the
null hypothesis that there is no relationship between socio-demographic factors and mode of
delivery was rejected.

b) Cultural Factors

Results indicated that FGM practices (p=0.001) and belonging to the social health groups (p=
0.001) are significantly associated with mode of delivery. Therefore, the null hypothesis that
there is no relationship between cultural factors and mode of delivery was rejected.
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c) Hospital Related Factors

Results showed that provider friendliness (p=0.031) and quality of delivery services (p=
0.0008) are significantly associated with mode of delivery. Therefore, the null hypothesis that

there is no relationship between hospital-related factors and mode of delivery was rejected.
d) Knowledge, Attitude and Practices

A substantial number of women lack correct knowledge on delivery options and risks to
inform their decisions on delivery options. Women based their delivery decisions mainly on
past experiences, advice from family and friends due to limited patient-provider interactions
and attendance of ANCs. This has led to negative attitudes towards CS which has contributed
to unfavorable practices like home delivery, non-attendance of ANC and refusal to give

informed consent to CS if indicated medically.

5.3 Recommendations

5.3.1 Recommendation for Policy

1. The County government in collaboration with relevant stakeholders including
community leadership should develop, implement and scale up (where already
implemented) women and girls education empowerment initiatives and programmes
aimed at improving women educational levels, preventing early or tender-age
pregnancies and enhancing their access and use of relevant information on maternal

and delivery services to support informed delivery decision

2. The County government in partnership with relevant partners should design and
implement and or support formation of sustainable group-based social-economic
empowerment programmes such as social-health groups incorporating aspects of
maternal and related delivery health care empowerment initiatives to enhance women
financial independence and their capacity to make independent delivery choices. In
addition, the county government in partnership with relevant stakeholders such as
Anti-FGM board, religious councils, community leadership should scale up and tailor
awareness campaigns aimed at eradicating cultural and religious inter-twinned values,
practices and FGM in the society against woman’s sexual and reproductive health

rights
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3.

5.3.2

The hospital management should promote provider friendliness through improved
patient interactions and service quality reforms such as provision of well equipped
theatre and related supplies to enhance demand and use of various delivery mode

within the hospital.

The hospital management in partnership with the relevant stakeholders including the
community should tailor and scale up women and community education and
sensitization campaigns on facts and best practices related to choice of delivery modes
to counter negative attitude, practices and improve transfer of correct knowledge on

delivery options, risks and options to help women make informed decisions.
Recommendations for Further Study

Based on the study findings, the study makes the following recommendations for a
community-based cohort longitudinal study among pregnant women to determine
predictors of delivery modes and outcomes. This will help take into account women

who deliver at home who were not captured in this study.
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APPENDICES

Appendix I: Time Frame

2016 2017
Sep- | Nov- | Jan- Apr | May |Jun Jul Aug
ACTIVITY/ Oct | Dec Mar
PERIOD

Problem ldentification

Proposal writing

Seeking consent from
ethical committee

Pretesting of study
tools

Data collection

Data cleaning and
entry

Data analysis

Report writing and
presentation

Dissemination of
study findings
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Appendix Il: Study Budget

. . Unit Cost Total
Item Quantity Unit (Ksh) Amount(Ksh)
Human Resource
Training of research assistants 2 3 500 3,000
Research assistance 3 1 1000 3,000
Research Assistants Stipends 2 40 500 40,000
Transport ( Air Ticket) 1 1 25000 25,000
Sub total 71,000
Materials and Resources
Biro pens (2 dozen) 2 1 180 360
Pencils (2 dozen) 2 1 60 120
Rubbers (6) 6 1 10 60
Folders (3) 3 1 100 300
Field books 65 1 50 3,250
Flash disks 2 1 1000 2,000
Sub-total 6,090
Proposal and Thesis
Proposal printing (80pages) 3 80 10 2,400
Proposal Photocopying (80 5 80 5 2,400
Pages)
Proposal paper binding (80 9 80 100 72,000
pages)
Ethics committee fee 1 1 2000 2,000
Data analysis 1 1 40000 40,000
Final Thesis Printing (150 3 150 10 4,500
pages)
Final Thesis Binding (150 5 1 500 3,000
pages)
Sub-Total 123,300
Grand Total 200,390
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Appendix I11: Participant Information Sheet and Information Sheet Consent Form

Investigator: Habiba Ali Maalim Tel.: 0725611412

School of Nursing Sciences,

University of Nairobi

P.O. Box 19676, Nairobi.
Introduction: | am a student at the School of Nursing Sciences, University of Nairobi
pursuing a Master of Science Degree in Nursing. | am conducting a study titled:
Determinants of mode of delivery choices among mothers admitted in post natal ward.
The purpose of this information is to give you details pertaining to the study that will enable
you make an informed decision regarding participation. You are free to ask questions to
clarify any of the aspects we will discuss in this information and consent form. | will also ask
you questions regarding the study before you sign the consent form to ascertain your
comprehension of the information provided.
Background and objective: The purpose of this study is to evaluate the determinants of
mode of delivery choices among delivered mothers, admitted in postnatal ward in Wajir
county referral hospital. Pregnant mothers tend to have preferences for certain mode of
delivery. The findings from this study could be used to educate mothers to adopt the correct
mode of delivery.
Participation: Participation in the study will entail answering questions which will be filled
by the interviewer in the semi-structured questionnaire. You will not be subjected to any
invasive procedure.
Benefits: There is no direct monetary benefit in participating in this study. However, the
results of the study will be useful in facilitating the understanding of the right mode of
delivery when indicated for.
Risks: There are no economic or physical risks to participating in the study. However, you
will take some time off your schedule to respond to questions from the researcher
administered questionnaire. Also during the interview, some questions will require you to
disclose some personal information that might trigger some negative feelings and possibly
anxiety. If this happens, the researcher will refer you to the hospital counselor. The researcher
will also endeavour to spend approximately 10- 20 minutes with you for the purpose of data

collection.
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Confidentiality: Confidentiality will be maintained and the information you provide will
only be used for the intended purpose of the study. In addition, your name will not be
required on any forms or used during publication of the final report thus ensuring your
anonymity. All materials used during the study will be under lock and key and only the
personnel involved in this study will have access to them. Electronic files will be saved on
password and fire-wall protected computers.

Voluntary participation: Participation in this study is voluntary. Refusal to take part will not
attract any penalty. You retain the right to withdraw from the study without any
consequences. You are free not to answer any question during the interview.

Compensation: There is no compensation for participating in the study.

Conflict of interest: The researcher and the supervisors confirm that there is no conflict of

interest amongst them.
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Appendix IVa: Consent Form (English Version)

If you Consent to Participate in the study please sign below:

| hereby consent to participate in this study. | have been informed of the nature of the study
being undertaken and potential risks explained to me. I also understand that my participation
in the study is voluntary and the decision to participate or not to participate will not affect my
employment status at this facility in any way whatsoever. | may also choose to discontinue
my involvement in the study at any stage without any explanation or consequences. | have
also been reassured that my personal details and the information | will relay will be kept
confidential. I confirm that all my concerns about my participation in the study have been
adequately addressed by the investigator and the investigator have asked me questions to
ascertain my comprehension of the information provided.

Participants Signature (or thumbprint)........................... Date........ccoovvnennn.

I confirm that | have clearly explained to the participant the nature of the study and the
contents of this consent form in detail and the participant has decided to participate
voluntarily without any coercion or undue pressure.

Investigator Signature................coovvviiiiinn.n. Date......oooviiiiiiii

For any Clarification, please contact any of the following persons:

1. Habiba Ali Maalim
Researcher
Mobile Number: 0725611412

Email: maalimhabib@yahoo.com

2. The Chairman,
University of Nairobi- Kenyatta National Hospital
Ethics and Research Committee
P.O Box 19676-00202
Tel: (254-020)-2726300 Ext 44355

Email: uonknh erc@uonbi.ac.k
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Appendix 1Vb: Fomu ya Kutoa Idhini Kushiriki

Kama wewe umekubali Kushiriki katika utafiti huu, tafadhali tia sahihi chini:

Mimi nimekubali kushiriki katika utafiti huu, nimefahamishwa asili ya utafiti unaofanywa na
uwezekano wa hatari iliyopo. Mimi pia nimeelewa kwamba ushiriki wangu katika utafiti huu
ni wa hiari na uamuzi wa kushiriki au kutoshiriki hautaathiri hali yangu ya ajira katika kituo
hiki kwa njia yoyote ile. Mimi pia ninaweza kuchagua kuacha kushiriki kwenye utafitihuu
katika hatua yoyote bila maelezo yoyote au madhara. Mimi pia nimeakikishiwa kuwa
maelezo yangu binafsi na taarifa nitakazotoa zitakuwa siri. Mimi ninathibitisha kwamba
wasiwasi wangu wote kuhusu ushiriki wangu katika utafiti umekuwa wa kutosha
kushughulikiwa na uchunguzi na mpelelezi ataniuliza maswali ili kuhakikisha ufahamu

wangu wa taarifa zinazotolewa.

Mshiriki Sahihi ........ccccoeeieniinns Tarehe .....ccccvvvenne.
Mimi ninathibitisha kwamba nimeelezwa kwa mshiriki asili ya utafiti na yaliyomo kwenye
fomu hii ya idhini kwa kina na mshiriki imeamua kushiriki kwa kujituma bila kutumia nguvu

yoyote au shinikizo lolote.

Mpelelezi Sahihi ..........ccccooeeiiiinnnn, Tarehe. ..o .

Kwa Ufafanuzi wowote, tafadhali wasiliana na:

1. Habiba Ali Maalim
Mtafiti
Simu Idadi: 0725611412
Barua Pepe: maalimhabib@yahoo.com

2. Mwenyekiti,
Chuo Kikuu cha Nairobi- Kenyatta National Hospital Maadili na Kamati ya Utafiti
P. O BOX 191676 Kanuni 00202
Tel: (254-020) -2726300 Ext 44355

Barua Pepe: uonknh_erc@uonbi.ac.ke
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Appendix V: Study Questionnaire

Questionnaire on “Determinant of choice of delivery mode among delivered mothers admitted in

postnatal ward in Wajir county referral hospital”
Serial number..............coooiiiiiiiiinn, Date of interview...................

Instructions: Thank you for your willingness to respond to the following questions and participate in
the study. The session will take 20 — 30 minutes. You will be interviewed by a research assistant who
will fill the questionnaire for you. Your responses will be recorded just the way you put them. You are
encouraged to be as accurate in your responses as possible. All gathered information will be kept
confidential and will only be used for the purposes of this study. There is no right or wrong response.

Feel free to ask for any clarification in the questions that | will ask you. Thank you.

SECTION 1: SOCIO-DEMOGRAPHIC DATA
1. What is your age (in years)? Years
2. What is your marital status?
[1] Married [2] Single [3] separated [4] Widowed [5] Divorced

3. What is your occupation? [1] Self-employed [2] Formal employment [3] House wife [4]
Others (SPeCify).....ovviriiiiiiiii e,

4. How many children do you have:

5. What is your highest level of education?
[1] Have no formal education
[2] Primary level [3] Secondary level [4] College [5] University level
6. What is your religion?
[1] Muslims  [2] Christian [3] Protestant [4] Hindu [5] Traditional African
[6] Others (SPECITY ). . uuntiet ettt e e ns
7. How much is your average monthly earnings in Ksh? (State) ...................
8. Do you belong to any social group? [1] Yes [2] No (If No, Skip to section 11)
9. If yesin question 4 above, which one? (Specify)........ccoviiiiiiiiiiiiiiiie,

10. How has the social group influenced your decisions on mode of delivery? (Specify)
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SECTIONII: CULTURAL FACTORS
1. What is your ethnicity? (State)...........covvevvivriiiniinnennenn.
2. Do you have cultural beliefs that prohibit certain mode of delivery?
[1] Yes [2] No [3] I don’t know
3. Ifyes, inwhich way? (SPeCify) ......ciiiiiiii
4. Does you culture practice Female Genital Mutilation?
[1] Yes [2] No [3] I don’t know

5. What other traditional practices in your community prohibit certain mode of delivery (please

explain):

SECTION IV: HOSPITAL RELATED FACTORS
1. What is the distance from your home to this hospital?
[1] Short [2] Neither Short nor Long [3] Long [4] I cannot tell
2. Were the health care providers friendly to you? [1] Yes [2] No
3. How do you rate the quality of maternity services in this hospital?

[1] Poor [2] Fair [3] Good [4] Very good [5] Excellent

SECTION V: KNOWLEDGE
1. During birth preparedness were you advised on the safest mode of delivery?
[1] Yes [2] No [3] I don’t know
2. If Yes in  question 1 above, what advise were you  given?

(PO CIEY ) e ettt e

3. Who gave you the advice stated in question 2 above? (Indicate if more than 1)
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[1] Doctors [2] Midwives [3] Family members (relative) [4] Friends

[5] Traditional birth attendants [6] Traditional medicine men

[7] Others (SPECITY). . ..u et e e e
Were you aware of free maternity services in this hospital before coming for delivery?
[1] Yes [2] No [2] I don’t know

Which was your preferred mode of delivery before giving birth?

[1] Normal delivery [2] Caesarian section [3] I don’t know
[4] Others (SPECITY) .. uv ettt

What are the reasons for the preferred mode of delivery stated in question 5 above?

[1] Doctors advice [2] Nurses Advice [2] Previous experience

[3] Advice from friends [4] Advice from family members

[BIOthers (SPECITY) ... . e

Please indicate the best response to the statement below .

No.

Statement Yes No

Maternal mortality is more frequent in CS than VD

Babies born by CS are more intelligent than by VD

Delivery by CS makes one unable to give birth again

CS is mandatory after one CS

af & W e

The maximum number of CS one can have is four
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SECTION VI: ATTITUDE

1. Indicate the level of agreement concerning the mode of choice of delivery

Strongly | Slightly
Statement _ ]
disagree | disagree

Neither
Disagree
nor

Agree

Slightly

agree

Strongly

agree

VD is the natural and the most acceptable mode of

delivery

CS is a painful mode of delivery

Midwives respect mothers right for a mode of delivery

A mother will regain her health status sooner after

vaginal delivery than caesarean delivery

I can’t decide on mode of delivery alone without

consulting my close family relatives

I trust midwives/doctors’ advice on the mode of delivery

Doctors’ are adequately skilled to perform CS

The hospital is well equipped to perform any mode of

delivery safely

Section VII: Practices

1. Did you attend any antenatal visit? [1]Yes [2] No

2. If Yes, in question 2 above, how many antenatal visit did you attend?

[1] One [2] Two[3] Three [4] Four

3. Did you find the antenatal visit useful in determining your delivery mode?

[1] Yes [2] No [2] I do not know
4. Which method have you delivered with (current)?

[1] Normal Vaginal delivery [2] Caesarian section
5. If you deliver via CS, did you accept it immediately? [1] Yes

6. How satisfied are you with the method you have delivered with?
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[2] No




[1] Highly Dissatisfied [2] Slightly Dissatisfied [3] Neither Satisfied nor
Dissatisfied [4] Slightly Satisfied [4] Highly satisfied

[5] Extremely satisfied
7. What was your previous place(s) of delivery? (You can indicate more than 1 if applicable)
[1] This is my first delivery [1] Home [2] Hospital [3] On the way [4] Others

(02103 117 PR
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Appendix VI: Key Informant Interviews guide
Dear participant,

You are hereby invited to participate in a Key Informant Interview for a study on
‘Determinant of mode of delivery among delivering mothers admitted in postnatal ward in
Wajir referral hospital’. You have been chosen purposively due to the expected level of
information and knowledge you have on the study topic. The details of the research are as per
the information sheet for participants. Requirements for informed consent are as specified in
the informed consent form which you will be expected to fill for proof of consent to
participate. Be honest, free and active in your participation in responding to the questions
given for due response. Participation will be guided by use of Key Informant Interviews
Guide. There will be an observer, moderator and note taker for your Key Informant Interview
information. Recordings will also be made by use of tape recorders to store information as
presented. All information gathered will be held under strict confidentiality and will be used
only for purposes of the research.

1. From your own experience, what are the mothers’ socio-demographic characteristics
that determine mode of delivery choices among delivering mothers? Probe for age,
level of education, marital status, parity, income level, religion and belonging to a
health social group)

2. In your own view, what are the cultural factors that influence mode of delivery
choices among delivering mothers? Probe for FGM, cultural beliefs, taboos and
practices, social networks)

3. What are the hospital related factors that influence mode of delivery choices among
delivering mothers in maternity? Probe for distance, supplies, equipment, personnel,
lab, quality, theatre)

4. What is the knowledge and attitude of mothers towards various mode of delivery? In
what ways does the knowledge and attitude affect choice of delivery mode for the
mothers? (Prove for preferences for mode of delivery, knowledge, attitude and
practices)

5. From experience, what is the preferred mode of delivery among mothers?

76



Appendix VII: Focused Group Discussion Guide
Dear participant, many wordings

You are hereby invited to participate in a focused Group Discussion for a study on
‘Determinant of mode of delivery among mothers admitted in postnatal ward in Wajir referral
hospital’. You will be one of the members of a focused discussion group made up of 8 to 10
participants. The details of the research are as per the information sheet for participant.
Requirements for informed consent are as specified in the informed consent form which you
will be expected to fill for proof of consent to participate. Be honest, free and active in your
participation in responding to the questions given for due response. Participation will be
guided by use of Focused Group Discussion Guide. There will be an observer, moderator and
note taker for your focused group discussion. Recordings will also be made by use of tape
recorders to store information as presented. All information gathered will be held under strict

confidentiality and will be used only for purposes of the research.

1. In what ways does your socio-demographic characteristic (age, level of education,
marital status, parity, income, occupation, religion and belonging to a socio-health
group) influenced your choice of mode of delivery?

2. What are the socio-cultural factors that influenced your choice of mode of delivery?
Probe for FGM, cultural beliefs, taboos and practices, social networks)

3. In what ways do the hospital related factors influence your mode of delivery choices?
Probe for distance, supplies, equipment, personnel, lab, quality, theatre)

4. What is your preferred mode of delivery? Why do you prefer this delivery mode?
Probe for knowledge, attitudes and practices

Thank you very much for your participation.
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Appendix VIII: Ethical Review Approval

KENYATTA NATIONAL HOSPITAL
P O BOX 20723 Code 00202

UNIVERSITY OF NAIROBI
COLLEGE OF HEALTH SCIENCES

P O BOX 19676 Code 00202 Tel: 726300-9

Telegrams: varsity Email: uonknh_erc@uonbi.ac.ke Fax: 725272

Tel:(254-020) 2726300 Ext 44355 Website: http://www.erc.uonbi.ac.ke Telegrams: MEDSUP, Nairobi
Facebook: https://iwww.facebook /uonknh.erc
Twitter: @UONKNH_ERC https://twitter.com/UONKNH_ERC

Ref: KNH-ERC/A/129 20 April 2017

Habiba Ali Maalim
Reg.No.H56/81658/2015
School of Nursing Sciences
College of Health Sciences

University of Nairobi
Dear Habiba

REVISED RESEARCH PROPOSAL- DETERMINANTS OF MODE OF DELIVERY AMONG POSTNATAL MOTHERS
ADMITTED IN WAJIR COUNTY REFERRAL HOSPITAL (P979/12/2016)

This is to inform you that the KNH- UoN Ethics & Research Committee (KNH- UoN ERC) has reviewed and
approved your above revised proposal. The approval period is from 20" April 2017 — 19* April 2018.

This approval is subject to compliance with the following requirements:

a) Only approved documents (informed consents, study instruments, advertising materials etc) will be used.

b) All changes (amendments, deviations, violations etc) are submitted for review and approval by KNH-UoN
ERC before implementation.

c) Death and life threatening problems and serious adverse events (SAEs) or unexpected adverse events
whether related or unrelated to the study must be reported to the KNH-UoN ERC within 72 hours of
notification.

d) Any changes, anticipated or otherwise that may increase the risks or affect safety or welfare of study
participants and others or affect the integrity of the research must be reported to KNH- UoN ERC within 72
hours.

e) Submission of a request for renewal of approval at least 60 days prior to expiry of the approval period.
(Attach a comprehensive progress report to support the renewal).

f)  Clearance for export of biological specimens must be obtained from KNH- UoN ERC for each batch of
shipment.

g) Submission of an executive summary report within 90 days upon completion of the study.

This information will form part of the data base that will be consulted in future when processing related
research studies so as to minimize chances of study duplication and/ or plagiarism.

For more details consult the KNH- UoN ERC website http://www.erc.uonbi.ac.ke

“Protect to Discover”
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Appendix IX: Letter of Authorization from Wajir Referral Hospital

COUNTY GOVERNMENT OF WAJIR

DEPARTMENT OF MEDICAL SERVICES, PUBLIC HEALTH AND
SANITATION

P O Box 2 — 70200

When replying, please WAJIR

Quote our Ref & Date

WCG/DOH/DMS/ VOL 8(03)

yo APR 2017 Date: 28" April 2017
LV n i

TO: The CEO WCRH /Q.C.

Attn: Hospital Administrator o

Re: Approval to Carry Out Study in Wajir County Referral Hospital

The bearer, Mrs. Habiba Ali Maalim is a student under taking MSc in Nursing- Midwifery/
obstetric at Nairobi University. She is planning to carry out a scientific study on determinants
of mode of delivery among postnatal mothers admitted in Wajir county referral hospital as a
case study. The results generated will be of great public health significance for it will guide
our department as far as maternal and neonatal health is concerned. The study had being
approved and granted the necessary permission. Please allow Mrs. Habiba Ali Maalim to
undertake the study in your facility and accord her all the necessary support during her period

of data collection especially in accessing postnatal ward.

Yours Faithfully

Noor Mohamll S@lmkh / S,
County Chief Q‘fﬁc@r / /
Medical Services. “'_':}

cc:

e CCOPH&S
e Director & Deputy Directors of health
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Appendix X: Map showing location of Wajir County Referral Hospital
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