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ABSTRACT

In spite of considerable progress in many countieschieving the Millennium
Development Goals (MDGs) for health, progress iadeguate, stalled, or even
worsening in a number of countries, particularlyAfnica (UNICEF & WHO, 2012,
UN, 2011). Community Health Workers (CHWSs) are n@eognized by the World
Health Organization and the Global Health Workforg#tiance as an integral
component of the health workforce needed for thegmssion of health-related
MDGs.The objectives of this study was to deternthreerole of CHWSs in providing
education services, provision of preventive malerigferring mothers and providing
Social support and advocacy to enhance matern#thheare in Mombasa County.
Role development theory is used as the theoredtiaalework for the current study.
The study used a descriptive survey research deSigm population for the study
included550 households and 50 community health &rsrkin Tudor Moroto,
Mombasa County. The sample size for the study vedsulated using Role (2010)
formula whereby 225 household (mothers who havenisfaged less than 6 months)
and 50 CHWs were sampled using systematic randompls®y technique. The study
used structured questionnaires and interview sdbeds instruments for data
collection. The research tested the research msints for validity (content validity)
and reliability (test-retest). The researchersougipproval from the relevant
authoritiesbefore conducting field work. The datallected from the field was
analysed using quantitative and qualitative reseanethods. Quantitative data was
analysed using descriptive; frequencies, perceiamand standard deviation and
inferential statistics; chi square with the helpS®PSS computer software (Version
20.0). Content analysis method was used to anajyaétative data from interview
with CHWSs. Findings of the analysis are presentadgutables, pie charts, graphsas
well as narrations for qualitative data. The reswait the study showed that CHWSs
played a significant role (p<0.05) in enhancing enaal healthcare in Tudor Moroto
community unit. However, only 50% of the populati@teived CHWSs services on
MHC. The study found out that MHC educational miatey materials, drugs, health
facilities and FP supplies were inadequate accgrdon CHWs and respondents
opinion. The study recommends training for CHWsyegomental support towards
availing preventive materials and supplies, coneditieadership and introduction of
mobile clinics to reduce the distance between hmlds and health facilities. This
will end up reducing mortality rates in the comntyninit. The findings of the study
will be helpful to Ministry of Health (at county dmational level) in taking strategic
steps towards reducing mortality rates in the and country at large.
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CHAPTER ONE
INTRODUCTION

1.1 Background to the Study

One of the most natural phenomena of human beiagpregnancy and
childbirth (World Health Organisation [WHOQ], 2007).is fundamentally necessary
for the mere existence and capacity for continuaaod no technological advances
can replace it (Jokhio, Winter & Cheng, 2005). Mwstiood should be a time of
expectation and joy for a woman, her family and ¢@nmunity but they are by no
means risk-free (United Nations Funds for Popufaidfairs [UNFPA], 2008a). For
some women in certain parts of the globe partityler developing countries the
reality of motherhood is often grim. For those wormmotherhood is often marred by
unforeseen complications or even a loss. Some wdouwse the foetus even before
being born or shortly after birth; while some lotseth their life and that of the baby.

Maternal mortality unfortunately remains a sigrafit problem as it is
estimated that 536,000 women die each year fromgnarecy-related causes (UNFPA,
2008a).According to WHO, United Nations Childreffgnds (UNICEF) and United
Nations Funds for Population Affairs (UNFPA) joiestimates, 515 000 women die
each year of pregnancy related causes (Wangéalalg 2012). Of these over half
takes place in Africa, 42% in Asia, 4% in Latin Anca and Caribbean, and less than
1% in the more developed countries. In other wonds 99% of maternal deaths take
place in developing countries (WHO, 2007). Thigaatdinary difference in maternal
mortality rates between the industrialized and degeloping countries is the most
striking fact in the world today about maternallbigaa focus of this study.

The call for the reduction of maternal mortality Bn international
development goal and has been adopted by the UN&tidns, the Organization of
Economic Cooperation and Development, the Intesnati Monetary Fund and the
World Bank (and endorsed by 149 heads of statdgeadtlillennium Summit in 2000
(WHO, 2007). Furthermore, the reduction of matemaltality was a common goal
to several international conferences including;rblai Safe Motherhood Conference
in 1987, the World Summit for Children in 1990, theernational Conference on
Population and Development in 1994 and the Fourthi\Conference on Women in
1995 (Jokhicet al, 2005).



The global policy of providing primary level careasv initiated with the
declaration of Alma-Ata in 1978s (WHO, 2007). Thoaiotries signatory to Alma Ata
declaration considered the establishment of comipdrealth workers program as
synonym with Primary Health Care [PHC] approactagdd &Muraleedharan, 2007).
Thus in many developing countries PHC approach segn as a mass production
activity for training CHWs in 1980s. During theseopesses the voluntary health
workers or CHWSs were identified as the third work® of “Human resource for
Health” (Sein, 2006). Following this approach CHWsoduced to provide PHC in
1980s are still providing care in the remote arataessible parts of the world (WHO,
2006a).

Sweden is most frequently referred to as the piormdematernal health
improvements, achieving the lowest maternal madytatite in Europe at the start of
the 20" century, and as it also has the most thorough despbic data from that
time, although Norway, Denmark and the Netherlaiotlewed closely behind (Van
Lerberghe and De Brouwere, 2001). In addition tbacept of using community
members to render certain basic health servicéiset@ommunities from which they
come has a 50-year history at least. The Chinessfdmd doctor programme is the
best known of the early programmes, although Thdildor example, has also made
use of village health volunteers and communicasinse the early 1950s (WHO,
2007). Barefoot doctors were health auxiliaries vidlegan to emerge from the mid-
1950s and became a nationwide programme from tlte1860s, ensuring basic
health care at the community level (Sein, 2006).

The roles and activities of community health woskare enormously diverse
throughout their history, within and across cows@nd across programmes. While in
some cases CHWs perform a wide range of differaskst that can be preventive,
curative and/or developmental, in other cases ClYésappointed for very specific
interventions (WHO, 2007). In the United Statesnomnity health workers are an
essential component of the health care deliveriesys They provide the critical link
between the health care and human service systdrtham communities (Ballester,
2005). Community health workers (CHWS) improve asc® and increase utilization
of primary health care, reduce costs of care, imprquality of care, and reduce
health disparities. They achieve these goals byrggas the bridge between clients

in need and needed health care and human services.



In northern India, the neonatal mortality rate (NMBII by 25% in two years
after community health workers (CHWSs) were trainedessential new-born care,
identification and special care of at-risk infaatsd referral to health facilities when
appropriate (Prasad &Muraleedharan, 2007). In Goal@ the infant mortality rate
declined by 85% when an immediate evidence-basadntient of infants began in the
community, with accompanied referral to a nearbgpital (Ashaet al., 1986 in
Wangalwat al.,2012).

In Liberia, the inclusion of CHWSs in health sensas in this regard important
for advising mothers on visiting a health facilifpr prenatal visits, and also
identifying possible complications that would regutreatment at a health facility,
and that a woman would then possibly have timestxh before the complications
become severe (MoHSW, 2007b). In this way, CHWslmawery effective, as they
can get in contact with all the women in their conmity regardless of societal
position, and ensure they seek the right treatraedt are aware of how they must
look after themselves. This method makes sure woraamrmake informed decisions
about their health, to an extent removing the stinat barrier of ignorance that many
women have suffered from due to being excluded fealmcation. However, CHWs
are not actually certified to administer any hea#rvices, which means prenatal-,
delivery, and postnatal health services still néedoe provided by skilled birth
attendants, with the issues of lack of resourceb distance to the few resources
available, still a problem for many women.

A community-based trial conducted in Tanzania aedy& demonstrated that,
for areas in which maternal immunization againtirtes was not feasible, measures
such as Traditional Birth Attendant (TBA) trainifigr safe and clean delivery and
cord care were effective in decreasing perinatalpnatal, and infant mortality
(Central Bureau of Statistics, 2003). In Kenya, enadl mortality ratio and neonatal
mortality rate trends have remained unacceptalgit m a decade (Wangaletaal.,
2012).

Wangalwat al., (2013) also established that the maternal moytattio
(MMR) is estimated to be 488 women per 100,000 Inrths which have not
significantly changed over the last decade. Mateteaths represent about 15% of all
deaths of women aged 15-49 years.In seeking toowepthe health outcomes in
Kenya, Kenya’'s Ministry of Health (MOH) through itdational Health Sector

Strategic Plan Il (NHSSP II) emphasizes on pronmotibindividual and community
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health. One of the core goals of the strategy isuitting the capacity of community
health extension workers (CHEWSs) and CHWSs to pdadmmunity level services.
However, there is no empirical evidence to dematstthe effect of CHWSs roles in
enhancing maternal health in Mombasa County. Hgainst this backdrop that the
study determined different roles that CHWSs playe@mhancing maternal healthcare

in Mombasa County, Kenya.

1.2 Statement of the Problem

There has been no substantial change in maternahliho in sub-Saharan
Africa over the past ten years and therefore pgsmgtewards MDGs 4 and 5 has
remained slow in this region (Wangalktaal., 2012; WHO, 2007). The MDG 5
commits the global community to reducing maternairtadity by three-quarters
between 1990 and 2015, and ensuring universal sdoeseproductive health by
2015. The progress of many countries in Sub Sahafiaca is insufficient to reach
the target if prevailing trends persist. Statistiosm World Health Organisation
(2013) show that MDGs goals has substantially zetmeved in Kenya but the report
fails to indicate the extent to which mortalityedtas risen or decreased in Mombasa
County.

Despite the existence of community health workegpprts have shown that
cases of Maternal Mortality Rate (MMR) continueingrease (UNICEF, 2010). For
example, in 2003 there were 36 cases against S5&teepin 2010 in Mombasa
County. What is not clear is whether the commuhigalth workers are delivering
their services to residents of the area by targataternal healthcare or other areas?
The government of Kenya through the Ministry of He&as developed a community
health strategy with the aim of improving healthvgz delivery at community level
since 2006 but the outcomes of the project havebeen adequately documented.
These issues prompted the researcher to check eomoté of community health
workers in enhancing maternal health care amongraamty members in Mombasa

County, Kenya.

1.3 Purpose of the Study
The purpose of the study was to investigate varimlss that community
health workers play in enhancing maternal healthgatMombasa County, Mombasa

County, Kenya.



1.4 Objectives of the Study

The following were the objectives of the study

(i)

(ii)

(i)

(iv)

To determine the role of Community Health Workergroviding educational
services to enhance Maternal Health Care in MomGasaty

To establish the role of Community Health Workergiovision of preventive
materials and supplies in enhancing Maternal Headtre in Mombasa County
To establish the role of Community Health Workersréferring mothers to
enhance Maternal Health Care in Mombasa County

To determine the role of Community Health Workemsproviding social

support and advocacy to enhance Maternal Healtb @dvlombasa County

1.5 Research Questions

The study was guided by the following research tjoles

(i)

(ii)

(i)

(iv)

What role does CHWSs provide in provision of edumadil services on
improvement of maternal healthcare in Mombasa G&unt

What role does CHWSs play in provision of preventiaaterials and supplies
in enhancing MHC in Mombasa County?

What are the roles of CHWSs in referring mothersams enhancing MHC in
Mombasa County?

What role does CHWSs provide in provision of sosiapport and advocacy in
enhancing maternal health care in Mombasa County?

1.6 Research Hypothesis

The study tested the following alternative hypo#ses

Hay

Ha

Hag

CWHs play a significant role in offering educatrservices to enhance
maternal health care in Mombasa County

CHWs play a significant role in provision of pestive materials to
enhancematernal health care in Mombasa County

CHWs play a significant role in referring motherdénhance maternal health

care in Mombasa County



Ha, CHWSs provide a significant role in provision ofcgl support to enhance

maternal health care in Mombasa County

1.7Significance of the Study

The study findings will be significant to Mombasaudtymembers, women,
CHWSs, Ministry of Health (under county and natiorgdvernment) and future
researchers. Primarily, this is aimed at empowemvamen, men, families, and
communities to stay healthy, make healthy decisimd respond to obstetric and
neonatal needs and emergencies; strengthen linkaejaseen service deliveries at
community level to the health facilities. These éfé@s will accrue as a result of
effective delivery of CHWSs services.

The CHWSs will benefit from the findings of this du as their working
conditions and environments concerns will be hgiitied for further action by the
concerned authorities. The ministry of health atntg level will utilise the study
findings in identifying the best way of promotingatarnal health care through
involvement of CHWSs. This will end up in reducingatarnal mortality rate and
thereby ensuring the achievement of MDGs beforet iyear deadline. It is also
expected that the study will be of great signifc@ano the national government in
developing policies relating to community accesbdtier, efficient and quality health
services. Lastly, the study findings will form ba$or further research in the field of

community health surveys.

1.7 Delimitation of the Study

The study was conducted within Tudor Moroto Comrtyubinit and therefore
the findings of the study are only applicable witihe designated geographical area
and not any other community units in Mombasa Cour@gcondly, the study
examined maternal healthcare as the main dependerdgble of the study and
therefore other roles of CHWs like OVCs social suppverenot covered in this

study.

1.8 Limitations of the Study
The study noted that the available literature igequaried in character. A
great number of the publications are programmaitilcer than academic in character,

narrating experiences with CHW programmes and ngakime case for their
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importance, rather than providing rigorous sciéntievaluations and analyses.
However, there are also a substantial number aésyaic evaluations, some of them
making use of controlled or intervention trialshes using a range of qualitative and
guantitative evaluation methods. The study facedllehges in data collection as
some respondents (CHWs in particular) failed tdigipate in the study for fear of
personal identity, but the researcher assured thigen confidentiality of their

responses they gave.

1.9 Assumptions of the Study

The study had the following assumptions:

(1) That the respondents answered all questions tiiythfu

(i) The study was conducted within the specified timeeind budget

(i)  That maternal health care is dependent on vari@ugices provided by
community health workers

(iv)  That the research instruments usedprovided ansfeerthe study research

guestions



1.10 Definition of Significant Terms

Community health workers (CHWS): they are practitioners who are usually
‘selected, trained and work within the communitiesm which they come.
CHWSs perform a broad range of tasks in maternalttheahich include
curative, preventive and promotive functions. Thiesdude health education
and promotion, advocacy, community mobilisatiorspéinsing reproductive
health commodities and drugs, basic clinical ireations and referral.

Community: refers to people who share a common socio-cultbeatkground,
religion or habitat. This includes vulnerable higirden populations who
reside in a variety of settings such as geographiclated villages, urban
slums or on borders.

Educational services refers to sensitisation activities on maternahltie care
programmes to pregnant mothers by training and wctimdy meetings.

Maternal mortality: defined as the death of a woman while pregnanithiin 42
days of termination of pregnancy, irrespectivehad tluration and the site of
the pregnancy, from any cause related to or agtgdJay the pregnancy or its
management, but not from accidental or incideraakes (UNFPA, 2008d).

Preventive materials involve provision and delivery of medications patients’
homes that include micronutrients, condoms, andilyapianning pills by
CHWs.

Provision of social support refers to assistance given by CHWs to new boih an
pregnant mothers on the importance of maternatineal

Referring mother- the act of CHWs recommending pregnant and lagtatiothers
to go for further medical check-up in a health itlnsbns to avoid risks

associated with their pregnancy, delivery and newm Istatus.

1.11 Organisation of the Study

This chapter has presented the background infoomato the study, research

problem, objectives and significance of the stu@yapter two presents the review of
related literature together with conceptual andtégical frameworks for the study.

Chapter three provides the research design andonha@thgical procedures used in

collecting data for this study. Chapter four preéseahe analysis of research results

while chapter five presents the conclusion andmeuendations of the research.



CHAPTER TWO
LITERATURE REVIEW
2.1 Introduction
This chapter presents the review of related liteeabn the different roles that

CHWs play in improving maternal health. The revidvigerature starts by looking at

the concept of community health worker in relatiormaternal health. Thereafter, the
review of literature follows the objectives of tls¢udy, theoretical framework is

provided at the end of the review together withcsgatual framework and literature

summary.

2.2 Concept of Community Health Workers

The concept of using community members to rendetaice basic health
services to the communities from which they come ha50-year history at least
(Lehmann & Sanders, 2007). The concept of CHW®isew, but dates back to over
50 years ago (a well-known example is that of tBaréfoot Doctors” in China in the
1950s).The Chinese barefoot doctor programme isbést known of the early
programmes, although Thailand, for example, has mlade use of village health
volunteers and communicators since the early 1950dHaiti, where Partners in
Health’'s CHW program originated, they are calledomepagnateurs, to emphasize
the importance of accompanying community membersher journey through
sickness and back to health (Partners in Health] 20

According to UNICEF (2004), the role of the comntyrtiealth worker was
re-emphasized during the Alma Ata conference in819%ccording to Partners in
Health (2011), the 1978 Declaration of Aima-Ataadsed CHWSs as a major vehicle
for the advancement of primary health care in akedls limited resources, stating
that the people have the right and duty to parigpndividually and collectively in
the planning and implementation of health care.

According to WHO, CHWSs are men and women chosethbycommunity,
and trained to deal with the health problems oividdials and the community, and to
work in close relationship with the health servicEsey should have had a level of
primary education that enables to read, write amdiohple mathematical calculations
(WHO 1990 in UNICEF, 2004). Partners in Health (2Dbpine that community
health workers (CHWSs) around the world are menwwaohen who work to improve

the health outcomes and general well-being of tfieimw community members.
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Tulenkeet al., (2013) alludes that after Alma-Ata, the eagernalsgublic
health authorities to produce national blueprirds the rapid scale-up of primary
health care did, however, generally miss out oaterg ample space for community
participation. The comprehensiveness and continofitgare so basic to the model
were soon replaced by selective interventions dou$ed results, including selected
maternal and child health interventions and farplBnning. Well-intended, top down
national planning and external support created wafter wave of CHWSs in the
making and reshaping, under different names ani diiferent roles. The current
research seeks to establish whether different riblas CHWs play are improving
maternal health in Mombasa County.

Many countries and many communities can recall stohy of training,
deployment and failure of several repeating initeg, such as that in the United
Republic of Tanzania in the 1980s (Heggenhougenhdvidwa&Rutabanzibwa-
Ngaiza, 1987). Caught between the formal healthesysand the community and
often in a “grey zone” between public, nongoverntakand private health systems,
CHWSs were for a long time seen as a stopgap measwedid not receive the
adequate support needed for sustainability.

Tulenkeet al.,(2013) observes that when the epidemic of HIVdtifa set in,
community-based care models found new expressidhe need to act grew
organically out of the affected communities in gely days of the epidemic. People
living with HIV infection had no choice but to hetme another. What evolved was a
system rooted in the local context and born odtiehdship and a shared experience:
mothers supported mothers, gay men supported gayaneé grandmothers helped
grandmothers.

When the early antiretroviral became available,jgmts and programmes
funded by governments, donors and NGOs spottedpertunity to utilize existing
community HIV support networks and began fundirajning and development for
CHW programmes specific to the needs of HIV progras, yet largely without
being part of the local health services and clinit#hat started out as community-
based responses began to evolve into multiple,dsstkbome CHW programmes
focused on HIV care with varying degrees of foryalisustainability, success,
support and reporting (Hermann et al., 2009).

The use of CHWs for childhood development and maleneonatal and child

health care has a long history, as illustratedniiid. The Accredited Social Health
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Activists (ASHA) model for the follow-up of womerudng pregnancy, delivery and
the postnatal period has been relatively successfalzercoming barriers to service
delivery and increasing institutional deliveriesoffalan, Mohanty& Das, 2012). The
ASHA programme has attained roughly 70% coverageotth mothers and neonates
in participating areas (Sundararaman, Ved& Gufaz22.

Lady health workers in Pakistabghvarzin the Islamic Republic of Iran,
agentescommunitarios de saude Brazil, BRAC community health workers in
Bangladesh, village health volunteers in Thailaagg health extension workers in
Ethiopia all represent different successful CHW eisdGlobal Health Workforce
Alliance, 2010). Zambia agreed on a national CHk&tegy in 2010 and implemented
a community health assistant programme in 2012.

In August 2011 Nigeria held its very first nationaleeting on human
resources for health, which brought together varipartners and representatives of
all levels of government. Similar national meetihgse taken place in Kenya in 2011
and in 2013 the United Republic of Tanzania. Thegrammes and processes have,
in different ways, brought in the voices of the CBlahd their communities and seek
to optimize the potential contribution of skillechch supported CHWSs to primary
health care (Telenlat al.,2013).

CHW programs have a role to play that can be fetfiineither by formal
health services nor by communities alone. Idealhe CHW combines service
functions and developmental/promotional functionat tare, also ideally, not just in
the field of health. Perhaps the most importantetgymental or promotional role of
the CHW is to act as a bridge between the commuamtythe formal health services
in all aspects of health development, the bridgaagvities of CHWs may provide
opportunities to increase both the effectivenessursétive and preventive services
and, perhaps more importantly, community manageraadt ownership of health-

related programs.

2.3 Role of Community Health Workers in providing elucation services to
enhance Maternal Health Care

Community health workers (CHW), also known@emotora®r community
health promoters, are a local, sustainable resargeovide health education in a
culturally competent context (Dawson, Pradhan, Hwouyset al., 2008; Haines,

Sanders, Lehmann, et al.,, 2007). Community heaibinkers are successful in
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providing health education because they are fraactmmunity; therefore, a trustful

relationship is already established and integratidno the community has already
occurred. Elsewhere Partners in Health (2011) eksethat CHW can provide basic
clinical support and health education that may m@nprimary as well as secondary
disease prevention.

Population Council (2012) indicates that CHWs cdaypa vital role in
working within a community-based team to educatenen on the importance of
attending antenatal, delivery, and postnatal caitt & skilled professional. The
survey showed that CHWSs are involved with their ommities providing
predominantly health education, information/reflsrrand translation services in the
areas of, Maternal and Child Health/Perinatal aadify Planning. CHWSs provide
general health education as well as family plannggigication and contraceptive
provision such as pills and condoms (and injecadere permitted) (WHO, 2007).
In Kenya the roles CHWSs play is to provide IEC wkity messages to promote early
childhood care including exclusive breastfeedingkR2012).

2.4 Role of Community Health Workers in provision @ preventive materials and
supplies in enhancing MHC

CHWSs can deliver medications to patients’ homeseyige directly observed
therapy, offer first-aid (such as preventing sigaifit bleeding) prior to obtaining the
necessary urgent professional care patients mag (Rartners in Health, 2011),
CHWSs are involved in promoting breastfeeding, adwog for and referring to
family planning services, and encouraging HIV t&gtand enrolment in programs to
prevent mother-to-child transmission of HIV.

Although CHWs (including TTBAS) are not trained moanage obstetrical
complications, the early recognition and referrathese complications are essential
for safe home deliveries. The promotion of clealivddaes at home is also key. One
randomized controlled trial from rural Pakistan hdmmonstrated a reduction in
perinatal and maternal mortality through trainingd asupport of TBAs. However,
there are few other studies of sufficient qualbydraw strong conclusions on the
situation in Kenya and Mombasa County in particular

WHO (2007) adds that they keep a lookout for peapf® show signs of

developing a serious condition. Identifying andatieg a disease at an early stage
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makes it less dangerous and less expensive tq treaeby reducing the overall
financial burden on the healthcare system.

The regular home-based distribution of micronutseto pregnant women,
principally iron and folate, by CHWSs has been asged with favourable results for
birth weight and mortality in neonates and pre-tanfants: intrauterine growth
restriction is reduced by 14% (Bhwtaal.,2008)These micronutrients can be provided
to patients at health facilities or at drug shdpg, when CHWSs provide them through
routine periodic contact with families, the covexagte is much higher.

In the context of maternal and child care, Braziamily Health Programme
employs female CHWSs to make monthly house visitsdébiver prenatal care,
vaccinations and check-ups, oral rehydration, angromote breastfeeding. In the
first state where the programme was introduced@ninmortality decreased by 32%
within five years, inspiring the government to em@athe programme nationwide.
Now with 25,000 health worker teams (comprised BVZs, doctors, and nurses) that
serve 60% of Brazil's population, the programmeassociated with reductions in
infant mortality (Lehmann and Sanders, 2007).

In trial settings conducted throughout Asia, neahatortality was reduced
through home visits by trained community health keos to promote preventive
care/and or to provide curative new-born care (W&ONICEF, 2009). In addition
to delivery care, CHWSs can provide antenatal arstriatal care. They can reduce the
risk of post-partum haemorrhage and subsequent rmahtenortality with the
provision of oral misoprostol for mothers to takemediately after the delivery to
promote uterine contraction (Sanghvi et al., 20QHWs also have a long and
distinguished history of promoting family plannittgrough home visits, distributing
oral birth control pills and condoms, and referrimgmen for longer-term methods
provided at facilities (Prata, Vahidnia, Potts, &d3-Daffner, 2005).

More recently, they have been able to effectivetpvgle women with
injectable contraceptives which only need to bevigied at three-month intervals at
home or nearby (Malarchetral., 2011). Of course, the benefits of family planning
extend far beyond reducing the risk of maternaltadity to virtually all of the other
MDGs. Birth spacing reduces under-five mortalitgproves child nutrition (by virtue
of having fewer children to care for), facilitategomen’'s empowerment and
education (due to greater control they have over tlves), and reduces environment

degradation by slowing population growth (Catesl®@O0Cateset al., 2010).
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Furthermore, family planning reduces HIV transnuasby reducing the number of
pregnancies in HIV-infected women.

Nepal is one of the least likely countries to Heaer in improving the health
conditions of its people (Perry and Zullinger, 2D1Eemale Community Health
Volunteers (FCHVs) are widely seen as one of thetnmportant contributors to
Nepal having one of the fastest rates of declinerafer-five mortality rates in the
world and to achieving its MDGs for child and matdrhealth in 2010. FCHVs first
gained widespread recognition for achieving higtele of coverage of vitamin A
distribution. Now, with only 18 days of traininghey provide family planning,
diagnose and treat child illnesses (including diolmd pneumonia), distribute
misoprostol to pregnant women who plan to delitdrame, and provide home-based
neonatal care (Perry and Zulliger, 2012).

Bangladesh has one of the most vibrant NGO sedatotise world, many of
whom operate CHW programs. One NGO, BRAC, hasdtgekt private sector CHW
program in the world, with over 80,000 workers. Y¥hgrovide comprehensive
community-based maternal and child health and fampianning services (Perry,
2000). Bangladesh also reached its target for cmtitality five years ahead of
schedule, although its levels of coverage of keyises are still not as impressive as
Brazil's, where there are more resources to suppeailth programs (UNICEF &
WHO, 2011). CHWs are widely seen as one of the maomponents of
Bangladesh’s remarkable progress in maternal afld blealth, fertility reduction
(Perry, 2000).

In sub-Saharan Africa, the model for primary car¢ha level closest to the
community includes one or two community health veoskper population of 1000-
5000 people. These CHWs are trained to provide lmasdical and preventive care
(Alem et al., 2008). For instance, in Ethiopia, Madyie et al., (2012) reports that
Health Extension Workers (HEWS) inform pregnant meo$ on safe motherhood
when they provide antenatal care (ANC), birth andtmatal care (PNC). HEWs also
provide family planning services and are trainechow to educate women on the use
of iodized salt and HIV testing.

In regard to advice on family planning; 72% of thethers reported to have
received information on this topic from the HEWsrtly-four percent of the mothers
reported having been visited before delivery by HEWowever, postnatal care and

especially assistance during delivery still seenbdca big problem. The majority of
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the women (81%) delivered their baby with the hafipelatives or friends and only
7% were assisted by the HEWSs. Trained traditiondh attendants do better than
HEWSs in assisting births (20%).

The Kenya Ministry of Health indicates that the lwof CHWs is to distribute
preventive materials and supplies (ITNs, nutritiofods), Community Based
Distribution of Contraceptives (level 1:- pills,ratoms). The ministry guidelines also
show that CHWSs provide universal access to faméyping has also been shown to
reduce maternal morbidity and mortality as wellimprove child survival (RoK,
2012).

2.5 Role of Community Health Workers in referring mothers to enhance
Maternal Health Care

WHO (2007) indicates that CHWs possess indispeadaimwledge about the
challenges faced by patients who seek healthcaree $hey make daily rounds to the
homes of the patients and accompany patients toclihees, community health
workers understand first-hand the unique needkeofdcal patients. They also see the
effects of illness and poverty in their communifiheir insights are important for
shaping healthcare policies and healthcare delimathodologies.

Partners in Health (2011) observed that with the loumber of health
professionals, CHWSs provide both basic treatmerd by referrals community
members who would otherwise be unable to access. ddreir ability to reach
vulnerable patients in their homes means that piakiealth need not depend entirely
on their ability to make frequent clinic visits atrdvel long distances in search of
medical attention

Community health workers function as intermediadetween community
and institutional health care services (Kahn, 2008k Ministry of Health Kenya
outlines that the roles of CHWs is to provide IE€aurrent KAP on safe pregnancy
and delivery of a healthy new-born, assist the motnd family to formulate an
Individualised Birth Plan, including emergency pmegdness and complication
readiness, Promote at least 4 focused ANC visitgnbeng early and skilled birth
attendance, Promote PMTCT- Along the continuum odgpancy, delivery and
postnatal period, Promote postnatal care incluthegise of postpartum FP.

Furthermore, according to RoK (2012), CHWs in Kergra supposed to

promote skilled birth attendance by disseminatiry knessages to support safe
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pregnancy & delivery of a healthy new born and timeeferral. A key aspect in
ensuring a good maternal health service is a fonatireferral system. Access to a
telephone and/or vehicle, with emergency fundsuel fo transfer urgent cases day or
night is extremely important. Good record keeping ase of detailed referral letters
will assist in reducing delay in the care for womeith obstetric emergencies and
severely ill new-borns. Effective communication vibe¢n health care providers at
both the community level and at the point of redbrs essential for management of
obstetric emergencies and for ensuring contintigaoe.

CHWs improve access to care by linking affected roomities and the clinics
that serve them and by alerting medical staff kgaitients, to families with special
needs, and to community concerns (Partners inhe2lt11). They liaise between
medical professionals and the public (Partners @altd, 2011). CHWs fill many
important roles. Mainly they are the glue betweéirt organization and the
community. They provide a bridge between the psifesls and clients and are able
to communicate with both. They share informatiothwhe community about health
and resources while also being the eyes of theccl®HWs improve maternal and
child health by connecting community members teaatal care, referring pregnant
women to facility-based services for emergency ethistl care, preventing neonatal

infections.

2.6 Role of Community Health Workers in providing ®cial support and
advocacy to enhance Maternal Health Care

Population Council (2012) indicates that CHWs seasecounsellors, helping
poor patients overcome the barriers that preveamtfrom seeking vital maternal
healthcare. Patient barriers to care include praration, lack of awareness, fear, and
healthcare costs. Community health workers are keabyeable about local needs and
sensitivities, and thus are in a position to gheirtpatients’ trust and to bring them to
the clinics to receive medical treatment.

In another study, Kumaat al., (2008) reported that a package of community
based mobilisation and education targeted at inggtavew born care in rural India
led to a 52-54% reduction in neonatal mortality aislo improved neonatal care
practices. Baqget d., (2009) documented a 34% reduction in neonatatality after

24 months of implementing a package of preventimh@urative care through trained
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CHWs in rural Bangladesh, with referral for illness domiciliary antibiotic care
when referral was not feasible.

In the United States of America, community healtbrkers also build
individual and community capacity by increasing ltteaknowledge and self-
sufficiency through a range of activities such asgreach, community education,
informal counselling, social support and advocadmérican Public Health
Association, 2008). Community health workers aredicked individuals who
function along a continuum ranging from individwadd community development to
service delivery and promoting community empowenremd social justice. They
often help link people to needed health care in&diom and services.

Megheat al., (2012) studied the impact of CHWs on mother-regmiinfant
health in a study of 530 infants in Kent Countychgan. Women in the CHW-nurse
program received “intensive relationship-based aosupport” from CHWs. CHWSs
also build individual and community capacity by reasing health knowledge and
self-sufficiency through a range of activities sashoutreach, community education,
informal counselling, social support and advocacy.

In Kenya CHWSs advocate for community leadership psup for safe
pregnancy and delivery of a healthy new-born P@wdmmunity based Essential
New-born Care (RoK, 2012). They equally keep adeuracords including Mapping
of pregnant women in their area. Partners in hg@fiil) opine that the emotional
and informal psychological support that a CHW pdea is often as meaningful to
community members as their clinic referrals. Foaraple, during HIV outreach,
CHWSs work to diminish stigma and discriminationabigh community sensitization.
Because CHWSs are from the communities in which thexk, they can be powerful
advocates for community members. They are expewvédnly to provide medical
and psychosocial support, but also to participateéetings and advocacy activities,
build solidarity, and establish a link to healtrecéacilities.

In maternal and child services, CHWs provide aatel postnatal care, advise
on family planning and childhood nutrition, incredacility-based deliveries, conduct
home visits, formulate birth plans, facilitate honhiveries and respond to obstetric

emergencies in Kenya (Izugbara, Ezeh&Fotso, 2009).
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2.7 Theoretical Framework

The study was guided by role professional theoegg@nted by O’Brien et al.,
(2009). Professional roles define a set of workoesibilities and create performance
limits where no legal definition exists (SimpsorQ08). Individual characteristics
such as gender, educational background, and laegpeaficiency impose limits
placed on those roles. Unclear roles can have satamiial impact on the resulting
work, potentially causing duplication of effort, fittult work environments, and
inefficient operations. In the context of CHWSs, anclear role definition may
compromise the quality of patient care, resultimgpoor outcomes and wasted
programmatic expenditures. To clarify roles, retévyaower structures establish rules
or policies, such as job descriptions.

According to O’Brien et al (2009), as roles develgeater complexity and
pose substantial potential risk to members of $pciéegal and regulatory
mechanisms protect both society at large and thepdulfilling a formal role. This
process of role development is particularly evidentthe established healthcare
workforce of doctors, nurses, and other medicafgssionals. Role development
theory also provides insight into how to create riemnal roles, such as CHWSs, in
the healthcare system. Creating a new formal ex@ires that the developer identify
a need, determine the selection criteria and trginrequirements, establish
performance guidelines, and outline the evaluapimytess. Failure to do so creates
the risk of poor role clarity and inconsistent rpkrformance, with a resulting threat
to the quality of work that is produced. In thiady, the research assumed that based
on the MoH guidelines (RoK, 2012) on the specifites of CHWSs in improving

maternal health in Kenya.

2.8 Conceptual Framework
The conceptual framework looked at the relationdiepween different roles
of CHWs in relation to improvement in maternal tieaituation in Mombasa County,

Kenya. The model is given in Figure 2.1.
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Independent variables
CHWs role

Provision of educational
services

- Education visits

- Information provision through
newsletters, brochures

Provision of preventive
materials and supplies
- Provision of contraceptives
macro nutrients and foods

- Diaanosis service

Moderating
variables

- Government

health policies

¢ - —————"—"—— — — — -

Dependent variable

.| - Mortality rate

Referral services
- Link patients with health

personnel >

- Suggest referral for maternal
emergencies

Social support and

advocacy
- Encouraging leaders to suppof
maternal health care efforts
- Peer counselling, family
counselling on danger signs,
birth and emergency
preparedness

Figure 2.1 Conceptual framework

The independent variables comprise various rolest ®HWSs play in
delivering health services in Mombasa County. Thaeelictors comprise of CHWSs
act of providing maternal educational services wmmen, provision of preventive
materials and supplies, referral services, soajgpert and community advocacy. It is
assumed that the four predictors could influence ritaternal health improvement
among women and children in Mombasa County. It ngdrtant to note that

Community health workers are not focused on diagnmstreatment; they are tasked

=

Maternal health
improvement

- Breastfeeding
- Nutrition

to help the client and the larger community acecesdical resources.

The dependent variable is reflected through matéwalth improvement. The
indicator involves determining the nutritional sitof children, the act of breast
feeding, birth control and cases mortality ratelse Tevel at which the respondents
(mothers who have infants less than 6 months)indicate regarding their maternal

health improvement will be the main measurementrHisrresearch.
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2.9Summary of literature and Research Gap

Despite the awarenes on the magnitude of marteleaih has in the global
context as well as importance of these deaths imgeuntry’s ability to achieve the
MDG4 target next year, literature from Sub Sahatémca (including Kenya) has
shown that there are no specific measurementsdicate how maternal health (of
mother and new born) has been reduced for thedeastde. This is despite the fact
that evidence-based knowledge exist of intervestibat have the potential to reduce
mortality rate like the involvement of CHWSs in adding mortality rate. The specific
roles that CHWs play in reducing mortality rate nas been adequately documented
and researched as per the literature reviewed.

Efforts have been made in Western and Asia cown{Beazil, India, Nepal
and United States) to decrease maternal healtlughranvestment on community
health workers but literature on the kenyan contextmissing. Most of the
interventions established have been based on gdoammendations (UNICEF and
WHO). The absence of evidence from Kenya and Momlasunty in particular
presents a challenge to the achievement of MDG Aeby year. This among others
formed the study research gap that the study istemthvestigate.

The reviewed literature has provided evidence onilai research studies
condcuted in diferent geographical settings actbssworld. The theoretical and
conceptual framwork has also been covered. The clteqhter presents the research

design and methodological procedures followed dyite study process.
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CHAPTER THREE
RESEARCH DESIGN AND METHODOLOGY

3.1 Introduction

This chapter focuses on the research design usedrigping out the study and they
include the target population of the study, the garg design and the sample size,
the data collection instruments and techniquesalbiity and validity of research
instruments, data collection procedures and the aaalysis techniques.

3.2Research Design

The study was a descriptive survey conducted inof Woroto households
with mothers who have babies of 0-6 months. Thigetpf design was used to
describe the characteristics or variables in a jatijpm by obtaining information on
beliefs, variables, or attitudes reported on a eyrvhis type of design is ideal for
measuring the beliefs and attitudes of a large ladipn (Babbie, 2001). The design
was chosen because it was suitable in gettingldétdescriptive information from
the respondents and facilitated the generalizgbdit research findings to other
community health units outside Tudor Moroto. Thaedgtwas also non- experimental
and dealt with situations as they are without hgesmmanipulate variables. Since the
events or conditions have already occurred or exist researcher selected the
variables relevant for the study and analysed tledationships (Patton, 2002).

3.3Target Population

The target population for this study were all tloei$eholds that had babies O-
6 months in Tudor Moroto, Mombasa County. Tudor ®&orwas purposefully
selected as it represents the area with the highestage number of CHWSs in
Mombasa County (RoK, 2014). Tudor Moroto populatisrapproximately 10,696.
However, the study population involved householdg had got children below the
age of six months. According to the statistics frahe Ministry of Health
(August2014), there are around 550households taat lbabies 0-6 months being
served by 50 community health workers. The 550 @loolksls and 50 CHWSs formed
the study population considering they were avadlabhd their locations and

workstations were known. Table 3.1 gives the adokespopulation for the study.
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Table 3.3 Target population

Respondent Population
Households that have babies 0-6 months 550
CHWs 50

Total 600

3.4Sampling Size and Sampling Procedures

Sampling means selecting a given number of subjécism a defined
population as representative of that populationy Atatements made about the
sample should also be true of the population (Copdt®04). Therefore the study

considers sampling size and sampling proceduressiin the current study.

3.4.1 Sample Size

According to Mugenda and Mugenda (1999), the maactor considered in

determining the sample size is the need to keapamageable. This enabled the
researcher to derive from it detailed data at dtibte costs in terms of time, finances
and resources. Considering that the populationfeiz€HWSs is small, a census was
undertaken. But since the population for househtidd had children below six

months is large, a representative sample was detedm The sample size for

households that had got children less than 6 maath<alculated using statistical
formulae provided by Role (2013);

N

n=1+NeZ

Where
n=sample size
N=population size
E=margin of error (e&.05)
Therefore, the sample size for households will be:

~ 550
"~ 1+ (550 % 0.052)

Therefore, the final sample size will consist ICHWs and 232 households who

n = 232 households

had child (ren) aged less than 6 months. This gavesal of 282 responders.
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3.4.2 Sampling Procedure

Sampling is a procedure of selecting a part ofgbpulation on which research is
conducted, and which ensured that conclusions fitemstudy is generalized to the
entire population. All 50 CHWs were automaticalfexted to participate in the study
through purposive sampling technique. For househtat had children aged less
than six months, stratified simple random desigrs w@ select the sample size.
Systematic random sampling was used to select aleanom members’ categories
of the total population.Kothari (2004) adds thas tmethod is useful when sampling
frame is available in the form of a list. Considerthat the research had a master list
of the population of households that had got childess than six months, 232 out of
550household women were selected to participatihenstudy. This meantthat an
interval ratio of 2 (550/232) was used to seleet population to participate in the
study. In such a design, the selection starts biqg some random point in the list
and then every nth element are selected until éseetl number is secured. A random
number was taken; say 7 as a starting point, thex¢he next members to be selected
werehousehold numbef'911", 13" and 18until a population of 232was arrived at.

3.5Data Collection Instruments

The study used questionnaires and interview as ipranary data collection
sources.The questionnaires were for householdqylarly women) while interview
schedules were conducted for community health werke Mombasa County.
Mugenda and Mugenda (2003) depicts that the useuektionnaire method is
advantageous because many of the respondentsimafimn can be captured in an
easy, quick and cost effective manner. The quastioes were structured according
to the objectives of the study. The interview schedalso contained open ended
guestion for CHWs on their specific roles that thephay enhancing maternal

healthcare in Mombasa County.

3.6 Validity and Reliability of the Research instruments

This section looks at how the research instrumesete measured for validity
and reliability.
3.6.1 Validity

According to Mugenda and Mugenda (2003), validdytlhe accuracy and

meaningfulness of inferences, which are based ®metbearch result i.e. the degree to
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which results obtained from the analysis of theadarctually represents the
phenomena under study. The need to test the dowmtdidity of the research
instruments is inevitable. This served to ascerthiat the item produced were
relevant to the objectives of the study. To tediditst of the research instruments
used in this study, the researcher sought thetasses of the supervisor to ensure that
they are valid. The feedback provided was utilibgydthe researcher to modify the
items to ensure that they covered the variablessinyated.
3.6.2 Reliability

Reliability is an activity conducted to ensure tha consistency of research
measurement tools or the degree to which the questires as a measure of an
instrument, measures the same way each time $&id under the same condition with
the same subjects (Orodho, 2005). A measure isideresl reliable if a research’s
finding on the same test given twice is similaioPto the fieldwork, the researcher
carried out a pre-test of the instrument on ancasjpcommunity unit within the same
Mombasa County. If a reliability value of above @sbtained, according to Kothari
(2004), a reliability index of 0.7 is considerecead for the study. The purpose of the
pre-test was to see the overall feasibility of ghedy and specifically pre-test the
research instrument for reliability and validityntoe, made a few modifications to the

study instruments where necessary.

3.7Data Collection Procedures

As already stated, both qualitative and quantitathethods of data collection
were used in the study. The study was initiatedratihe necessary clearance by
Department of Extra Mural Studies. The questiorasawere issued to the women of
selected households who filled or answer the ooestiupon guaranteed
confidentiality. Those who could not understand kstglthe questions were translated
to them in Swabhili. Prior to data collection, infeed consent was obtained from all
participants. Formal introductory meetings and iinfation sheets were used. All
participants were given the opportunity to refusebe interviewed or observed
without prejudice. Their names and their identitie@®mained anonymous.

In case of Iilliterate respondents, the questioenawas interviewer-
administered whereby, the researcher asked qusstioa face—to-face contact with
the respondents. In case of interviewer adminidtgreestionnaires, there is room for

paraphrase of questions or even translating the®wahili in order to facilitate the
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respondents’ easier understanding. The interviealso collected supplementary
information about the respondents’ personal charetics and environment which

was important when interpreting the results. Ibaowed the interviewer to record

the facts obtained through observation of phenomeméi body language of the

respondents to ascertain truthfulness. However, uke of questionnaires had
disadvantages which included giving of wrong infation by the respondents as they
filled it. This was however minimised during thepess of collecting data.

In conducting interviews, the method is essentmlobtaining information
which respondents are not ready to provide or ateaware of. Key informants who
are CHWs by virtue of their work have a direct cection with the issue that is
researched on. While conducting interviews, thesesgnalities (key informants)
provided more information which could have not bgeavided by the households
representatives and clarify other issues relevarthé¢ study. This included matters

specific roles aimed at improving maternal heaitthie community.

3.8 Data Analysis Methods

Two types of data were collected during the stuumbt is: quantitative and
gualitative. Most data was recorded manually ongtirestionnaires and the first stage
of data analysis involved data editing and cleanidgta was also examined for
completeness, consistence and reliability. Thersgstage involved data coding with
the help of Statistical Package for Social Scieni@V SPSS Version 20.0).
Thereafter, resultswereanalysed in descriptive fausing measures of central
tendency statistics (means and standard deviatibefjuency and percentage
according to each of the study objectives. Infea¢ndgtatistics; correlations was
computed at 95% and 99% confidence levels to beshull hypothesis for the study.
A gualitative understanding which will be derivesbrh key informant interviews
were analysed manually according to each of thdystibjectives and incorporated
with the above findings for eventual results usstogtent analysis. The findings of the

study are presented in the next chapter.

3.9Ethical Issues
The ethical issues that were given special attenimothe process of data
collection by the researcher as pointed out by Mdge(2008) included privacy and

confidentiality, voluntary and informed consentpaymity and honesty. As result,
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the researcher exercised extra caution to ensat@éties involved were treated with
respect and care. This involved employing profesdiem, legal and ethical
consideration. In this study, the researcher cdadethe identity of the respondent,

kept confidential data private, and respected nedpots’ views and beliefs.

3.10 Operationalization of Variable

Table 3.2 presents the research variables matbdnkiolves the measurement
scales to be used, tools of data collection, resesstrument to be used and tools
that will be used for analysis.

Table 3.2 Operationalisation of variables

Research questions Measuring Tools of data  Type of Tools of
Scale collection analysis analysis
Survey

What role does CHWSs
provide in provision
of educational servicesOrdinal and Questionnaires

Frequencies
Qualitative Percentages

: . . and Means
on improvement of nominal Interviews o .

: quantitative Chi square
maternal healthcare in Qualitative
Mombasa County?

What are the roles of Freguencies
CHWs in referrin . . . ualitative Percentages
g Ordinal and Questionnaires Q g
mothers towards nominal Interviews and Means
enhancing MHC in quantitative Chi square
Mombasa County? Qualitative
What is the role of Freguencies
CHWs in referrin . . . ualitative Percentages
. g . Ordinal and Questionnaires Q g
mothers in enhancing nominal Interviews and Means
MHC in Mombasa guantitative Chi square
County? Qualitative

What role does CHWs
provide in provision
of social support and Ordinal and Questionnaires

Frequencies
Qualitative Percentages

. . ) . and Means
advocacy in enhancingnominal Interviews o :
. quantitative Chi square
maternal health care in .
Qualitative

Mombasa County?
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CHAPTER FOUR
DATA ANALYSIS, PRESENTATION AND INTERPRETATION

4.1 Introduction

This chapter presents the findings of the studylectdd from Tudor-Moroto,

Mombasa County on the role of community health wokin enhancing maternal
health care program in Mombasa County, Kenya. Tht@ dor this study was
collected through the use of questionnaires fronthers who had children below six
(6) months period during the month of September42@8ad interviews to CHWs

working within Tudor-Moroto community unit.

4.1.1 Response Rate
The study responses as per the respondents weteR$&holds and 27 CHWSs. Table
4.1 shows the responses rate for the study.

Table 4.1 Response rate

Respondents Sampled Response rate Percent
Households 232 217 77.0%
CHWSs 50 39 78.0%
Total 282 244

The response rate from Tudor-Moroto showed thateékearcher achieved more than
75% for both response rate from households and CHMWs participated in the

interview process.

4.1.2 Demographic Characteristics of Households Mbéers

This involved looking at the personal charactersstdf respondents based on their
location, age bracket, marital status, literacyeleviistenership to radio and
participation in income generating activities. Thiselped the research in
understanding the kind of respondents that thepg@ed) in. the analysis of results are

given in the subsequent sub-sections.
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4.1.3 Location of Respondents

The respondents who participated in the research agked to state the location that
they came from in the larger Tudor-Moroto communigit. The results are
illustrated in Table 4.2.

Table 4.2 Location of respondents

Location Frequency Percent
Kaachonjo 26 12.0
Msikitini 13 6.0
Paradise 20 9.2
Tudor Mkaa 11 5.1
Island (Kiziwi) 30 13.8
Tudor 51 23.5
Island 3 1.4
Tudor Bandarini 14 6.5
Moroto 20 9.2
MorotoBandarini 2 9
Mishomoroni 1 5
Majengoya Simba 13 6.0
Sparki 8 3.7
MorotoSimitini 5 2.3
Total 217 100.0

All villages within Tudor-Moroto area participatéd the study. This showed that the
research results capture the real situation on @GbWs assist in managing maternal

health in the area.

4.1.4 Age Category of Respondents

It was also important to determine the age braoke¢spondents that the study dealt
with. This could reflect the focus that CHWs havieew delivering maternal health
services to mothers in Tudor-Moroto. The resuléesaa given in Table 4.3.

Table 4.3 Respondents’ age bracket

Category Frequency Percent
Less than 20 years 40 18.4
21-25 years 74 34.1
26-30 years 64 29.5
31-35 years 20 9.2
36-40 15 6.9
40 years and above 4 1.8
Total 217 100.0
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Table 4.3 results show that 74 (34.1%) of mothe¥seevaged between 21-25 years, 64
(29.5%) were aged 26-30 years, 40 (18.4%) werenb2years, 20 (9.2%) were 31-
35 years and only 4 (1.8%) were found to be 40syaad above. The statistics reveal
that the Tudor-Moroto community households’ mothemes middle age and therefore
form an important group that can easily benefimfr®HC services. The targeted
group is similar to Wangalvea al., (2013) survey who established that the mean age
of respondents was 25.2 years (SD = 5.6) and 28a8sy(SD = 6.7) at pre-test and
post-test respectively.

4.1.5 Marital status of Mothers in Tudor-Moroto
The mothers were also asked to give their marigalis. Their responses are given in
Table 4.4.

Table 4.4 Marital status of mothers

Status Frequency Percent
Married 182 83.9
Single 22 10.1
Separated 7 3.2
Divorced 2 9
Widowed 4 1.8
Total 217 100.0

Almost all 182 (83.9%) of mothers who participatedhe study were married. Only
22 (10.1%) of the sampled respondents were siig|8,2%) had separated with their
husbands, 4 (1.8%) were widows and only 2 (0.9%¥wé/orced. The results shows
that most of the respondents are in marriage utitits and this could be due to their
religious and cultural behaviours. This responssingilar to what Wangalvet al.,
(2013) found; eighty-seven percent of women wergieth

4.1.6 Women Level of literacy
MHC services involves dissemination of informattorprospecting and new mothers,
therefore literacy rate is important. The respotslerere asked whether they were

literature or illiterate, the findings are givenTiable 4.5.
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Table 4.5 Literacy status

Status Frequency Percent
llliterate: unable to read and write 62 28.6
Literate: Able to read and write 155 71.4
Total 217 100.0

Results show that close to a three quarter, 1531¢%)Lof mothers were literate and
only 62 (28.6%) were found to be illiterate. Thadings show that most of the
respondents were able to read and make a followfupHWSs instructions during
pregnancy and after delivery. The information atsmresponds to age category
analysis that showed that majority of women are dheidaged 21-35 years and
therefore could have benefited from education addltalearning programmes.
Furthermore, when asked if they listened to raatiost 141 (65.0%) said yes and only
76 (35.0%) said not. This shows that a signifigamttion of households are able to
hear government communication and awareness cangag maternal health

improvement.

4.1.7 Participation of Mothers in Income GeneratingActivities
The study was also interested in finding out whethethers participated in income
generating activities. Their responses are illtistran Table 4.6 below.

Table 4.6 Participation of mothers in income geneliing activities

Response Frequency Percent
Yes 47 21.7
No 170 78.3
Total 217 100.0

It is evident that majority 170 (78.3%) of mothen®e not engaged in any kind of
income generating venture and only 47 (21.7%) vieoed to be engaging in such
ventures. The common business ventures that thesemwengaged in were operating
salon, shops/kiosks, small food eatery parloursutioe/mitumba, farming,
cultural/traditional liquor selling (Mnazi) and Ingi employed (maid, family,

entrepreneurs, companies).
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4.1.8 CHWs Working Experience

The study also sought to know the period througicwi€HWSs had been providing
maternal healthcare services to residents of Thbmoto. The results of the analysis
are given in Table 4.7.

Table 4.7CHWSs working experience

Experience Frequency Percent
5-10 years 35 89.7
11-15 years 2 5.1
Below 5 2 5.1
Total 39 100.0

Majority 35 (89.7%) said that they had been offgrrealth care support for a period
spanning 5-10 years, 2 (5.1%) said that it is 13dd&rs with only 2 (5.1%) indicating
that they have less than five years of deliveriegltmcare services to households.
This shows that majority of CHWs are competent heirt job due to their work
experience. They indicated that they were expeeema the following offering MHC
services like advising women on the importancettdnaling antenatal and prenatal
clinics, referrals, health talks, reproductive tieafamily planning, PMTCT, breast
feeding and proper nutrition. Tulerddoal.,(2013) also found out that CHWs who are
properly trained, equipped and supported can taka ange of tasks that otherwise
depend on mid-level health workers. In USA, Baleg2005) established that More
than 50 distinct services or activities are prodidey CHWSs in Massachusetts State.
These included case identification and recruitmbaglth education, human service
referrals, home visits, client case management itiatides follow-up, counselling
and other services. CHWS’ job descriptions oftemdt reflect the multitude of tasks

they perform.

In a different note, some of CHWs indicated thatas not been easy to offer these
services due to resistance from some of the holdehbat are not ready to use
family planning methods, other mothers do not belien breast feeding children up
to six months continuously. In relation to the stutihdings, UNICEF (2004)
evidence from Nepal and Bangladesh showed that Mi¢€ention awareness efforts

was extremely hard to sell while curative care \gaserally more welcomed and
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appreciated by the community members. This shoasdbmmunity members value
curative care that is provided by trained healtbfgssionals than preventive care

provided by CHWs who are untrained health profess

4.1.9 Utilisation of Maternal Health Services

As the dependent variable for the study, the stwayted to know the level of
maternal health care by households in Tudor-Moammmunity unit in Mombasa
County. Utilization of maternal health services wadlected using the following
variables: family planning, antenatal care, hetdthlity delivery, postnatal care, HIV
testing and use of iodized salt. Through a scalgib$ation: (1) never, (2) rarely and
(3) always. The results of the analysis are givenable 4.8.

Table 4.8 Descriptive statistics utilisation of magrnal health services

o Std. Utilisation
Utilisation rate N Mean o Rank
Deviation rate
Attendance of health facility during 217 2.7880 .54539 1
delivery
Attendance of antenatal during 217 2.7742 54406
2 Always

pregnancy
HIV testing 217 2.7604 .53376
Use of iodized salt 217 2.7512 .64751
Using contraceptives for family 217 1.9816 .89216 .
planning before and after pregnancy

. Rarely
CHWs visit to my home 24 hours 217 1.7097 .87852 5

after delivery of my youngest child

Valid N (List wise) 217 2.4609 0.67357

Results shows that the respondents tended to indgstend health facilities during
delivery mostly (M=2.78 and SD=0.54). The low startideviation scores reveal that
the respondents agreed with the statement. Secotidly said that they always
(M=2.77 and SD=0.54) attend antenatal clinics dyrjpregnancy. Thirdly the
respondents also agreed that they always (M=2.d658w0.53) go for HIV testing
during their pregnancy. The results are in lineh@ibbal Health Workforce Alliance

(2010) results from Zambia that showed that theeeevsignificant contributions to
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PMTCT activities by CHWSs’ and this revealed thagithcontinuous involvement

considerably improved women’s participation in MHGgrammes. These findings
support a growing international consensus that pidgiive individuals are

distinctively positioned to connect with pregnanbnaen as peers, foster trusting
relationships, and draw on these connections tdeguiomen through the complex
PMTCT process.

Fourthly, the women also said that they always (M52and SD=0.64) use iodised
salt during their pregnancy. However, results & $study showed that the mothers
rarely used (M=1.98 and SD=0.89) contraceptivesféonily planning before and
after pregnancy. The standard deviation are cldeerl suggesting that some
respondents utilised the method while others didamal this could be due to their
cultural and religious backgrounds. In additioriiat the respondents also seemed to
agree with the statement that CHWSs rarely (M=1.iid 8D=0.87) visit their homes
24 hours after delivery of their youngest child. @erage, results shows that the
utilisation rate of maternal healthcare servicesnsaverage (M=2.46 and SD=0.67).
This suggests that the uptake of maternal heakhpmogramme is on average
amongst households within less than 6 months @rildin Tudor Moroto area. The
findings of the research are in agreement with Megtest al., (2012) survey
research in Ethiopia that found out that about 37%e women had good utilization
of maternal health services while the rest had pdibzation. This was evidenced
whereby more than half (67%) of the women had eged contraceptives while 38%
of them were current users. ANC visit at healthlitsgcwas reported by 85% of the
women. In Contrast to the results of the study, Meyieet al.,(2012) found out less
than half (48%) of the women had the World Healtihgabization (WHO)
recommended 4 and more ANC visits in Ethiofiamall number (5%) of the women
said that they gave birth at the health facility.sinilar percentage (5 %) of the
women had PNC check-up. More than three quarté&%)&f the women had been
tested for HIV.lodized salt was found in only 13%tlee women’s households which
is in contrast to what the study found in Momba$his shows that CHWs in
Mombasa have done a considerable effort in enstheigalmost 50% of women who
have child (ren) aged less than 6 months utilizeQvdérvices. The assertion made is
justified by Wangalwa et al., (2013) who found dbat there were significant
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changes in essential maternal and newborn card¢iqgasaf ANC attendance, skilled

deliveries and exclusive breastfeeding.

4.1.10 Sources of Maternal Health Services
After finding out the uptake of MHC, the respondewtere further asked to give the
sources of maternal health services they saidamtbvious findings. The results are

given in Table 4.9.

Table 4.9 Sources of maternal health services

Services Frequency Percent
Health centre 113 521
Dispensary 19 8.8
Source of family
_ CHWs 17 7.8
planning ) )
Private hospital 1 5
method
N/A 67 30.9
Total 217 100.0
Health centre 177 81.6
Dispensary 24 11.1
CHWs 6 2.8
Place visited for Did not go to any facility 5 2.3
antenatal care  Private hospital 5 2.3
Total 217 100.0
Home 20 9.2
Private hospital 8 3.7
Dispensary 6 2.8
Place of birth of Health centre 170 78.3
the youngest At midwife place 8 3.7
child At CHWSs place 2 9
Coast General Hospital (CGH) 3 1.4
Total 217 100.0
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23 10.6

Home
Where the ] )

Private hospital 3 1.4
health worker ]

Dispensary 10 4.6
checked for

Health centre 150 69.1
baby

N/A 31 14.3

Total 217 100.0

Results shows that half 113 (52.1%) of respondesatsced MHC family planning
services from health centre, 19 (8.8%) obtainedsimwices from dispensaries, 17
(7.8%) from CHWSs and only 1 (0.5%) received thevieess from private hospital.
The finding corresponds to Medhangfial., (2012) who found out the utilization of
health facilities for family planning and ANC by wmen was relatively higher. The
results further showed that majority 177 (81.6%Qereed antenatal services from
health centre, 24 (11.1%) from dispensaries, 68242.&ceived the antenatal services
from CHWs, 5 (2.3%) from private hospital and 53¢®) did not go to any facility for
the said services. Regarding the place where tlkéyeded their young child (ren),
majority 170 (78.3%) delivered at health centre®,(2.2%) at home, 8 (3.7%) in
private hospitals and at mid-wife place and onl§d2%) delivered with the help of
CHW. This shows that the households have embraats delivery by taking the
initiative to visit health facilities. This result in contrast to Medhanye¢ al., (2012)
research in Ethiopia that found out that majorityh® women (81%) delivered their
baby with the help of relatives or friends and o were assisted by the CHWS.
Trained traditional birth attendants do better tl@&@iWs in assisting births (20%).
This shows that the Tudor-Moroto CHWs have madereffto ensure pregnant
women delivery in the nearest health facilitiehaligh some admitted that some

women relied on TBAs help during their pregnanciiqee

The activities of CHWSs in referring mothers to gor fsafe deliveries in health
facilities are bearing fruit. Moreover, when aslkedto whether any a health worker
visited the baby after delivery, 150 (69.1%) shiattthey went to the health centre, 31
(14.3%) were never visited, 23 (10.6%) said thatltheworker(s) visited them, 10

35



(4.6%) went to local dispensary to see the healtinker while 3 (1.4%) visited
private health facility for check-up of their newrh child. The result on sources of
MHC services mainly comes from health centres withudor Moroto. This is in
agreement to Wangalwa al., (2013) who found out that household members had
been empowered by CHWs to make healthy decisioretpond to maternal and
neonatal health needs. The strengthenedlinkageswebet the community and

dispensaries and health centersenabled effecti@gals from the community.

4.2 Role of CHWs in Providing Educational Serviceso Enhance MHC

The first objective of the research was to invegggthe role of CHWs in providing

educational services towards enhancing materndthheare in Tudor Moroto unit of

Mombasa County. Through a Likert Scale of five le8gly Disagree to 5-Strongly

Agree, the household members were asked to raie rbsponses. Means and
standard deviations for the three statements ocatidmal services were computed
and the results arranged using descending meareramdesented in Table 4.10.

Table 4.10 Role of CHWSs in providing educational sgices to enhance MHC

Role N Mean Std. Deviation

CHWs provided advice on new born care seeking217 3.2995 1.40028
including immunisation

CHWs usually advice on warmth and promoting 217 3.189 1.4739
early and exclusive breastfeeding

CHWs promote skilled birth attendance by 217 3.1244 1.38384
disseminating key message to support safe

pregnancy and delivery of a healthy new born

Valid N (List wise) 217 3.2043 1.41934

The findings shows that CHWSs tended to provide @&wn new born care more
(M=3.29 and SD=1.40), as compared to advice on Waand early breast feeding
(M=3.18 and SD=1.47) and promotion of skilled bigtiendance by disseminating
key message to support safe pregnancy and delofemyhealthy new born (M=3.12
and SD=1.38). Computed average results reveal ttreatrespondents had mixed
reactions (M=3.20 and SD=1.41) on the CHWs rolproviding educational services

to enhance MHC in Tudor Moroto. The result suggélsat the women
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rarely/occasionally receive information and adviaes maternal healthcare from
CHWSs and this could influence the increased maytalases for new born babies in
the area. The results are similar to what UNICEFO@ found in South East Asian
countries whereby CHWs were best able to carryctedarly defined, concretetasks
over a short and specific time period such as natibealthcampaigns (Vitamin A
distribution, polio campaigns etc.) rather thangiag out broad-based activities such
as health education. However, the results are sistamt with Perry and Zulliger
(2012) observation across several countries thatdahat CHWs made home visits
to educate expectant and post-partum mothers ammat nutrition, danger signs of
complications during pregnancy and childbirth, olesess during delivery and care
of the new-born. Home visits also include faciligthome deliveries and monitoring
new-borns for signs of neonatal infection and fotikaotic treatment and referral, if
necessary. The responses made by women could d&eeaslt of inadequate number
of CHWSs operating in Tudor-Moroto community unit.should also be taken into
consideration that increased burden of work andessigetime commitment for
multiple tasks could overwhelm volunteers and imtunegatively affect their

performance and the program

4.3 Role of CHWs in Provision of Preventive Materils and Supplies in
Enhancing MHC

The second research objective was to investigagerdle of CHWSs in providing
preventive materials and supplies towards enhan®htfC in Tudor Moroto. The
household members were asked to rate the extemhitth preventive materials and
supplies were provided to them during and afterr fieegnancy on a Likert scale of
five which was reduced to three; agree, disagrekeuadecided at the analysis stage.

The results are illustrated in Table 4.11.
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Table 4.11 Role of CHWSs in provision of preventivanaterials and supplies in

enhancing MHC

Agree Undecide Disagree Total
Provision of preventive d

materials and supplies Freq % Freq % Freq % Freq %

CHWs provide community
based distribution of
. . 120 553 17 7.8 80 36.9 217 100.0
contraceptives (pills,
condoms)
In the past twelve months,
CHWs had visited me and

talked about family

117 539 17 7.8 83 38.2 217 100.0

planning

The CHWs advice on
maternal emergencies
The CHWSs provide

distribute preventive

107 493 21 9.7 89 410 217 100.0

_ _ 129 594 15 6.9 73 336 217 100.0
materials and supplies

(ITNs, nutritious foods)

Average statistics 118 545 18 81 81 374 217 .000

Results on the statement that “CHWSs provide comtgubased distribution of
contraceptives (pills and condoms), at least 1503%) agreed with the statement, 17
(7.8%) were undecided while 80 (36.9%) disagredds Bhowed that CHWs have
been able to cover half of the households in Tidioroto and therefore a significant
do not benefit from the supply of contraceptivelspdind condoms. The level of
provision of FP supplies is in contrast to Perrgl Znlliger (2012) who found out that
CHWSs also had a long and distinguished history adinmting family planning

through home visits, distributing oral birth contpdls and condoms.
Secondly, when asked as to whether in the pasyeae CHWSs had visited them and
talked to them about family planning, at least Hdl7 (43.9%) agreed that they came,

17 (7.8%) were undecided and a considerable nur@Bef38.2%) disagreed. The
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result also confirms that CHWs rarely make homeitatisns to educate the
households on the importance of family planningmifa planning reduces HIV
transmission by reducing the number of pregnanniédV-infected women. Thirdly,

it was evident that about a half 107 (49.3%) of dehwlds received advice on
maternal emergencies, 21 (9.7%) received them ocastanal basis while 89 (41.0%)
did not receive these services from CHWSs. Therefmr@dences of maternal
emergencies happening are common occurrence anesngdemnts living in Tudor
Moroto. Lastly, on a positive note a majority 1259.4%) of respondents agreed with
the statement that CHWs provide distributive préwvenmaterials and supplies such
as nutritious food to pregnant and lactating math#b (6.9%) were neutral while 73
(33.6%) indicated that they have never receiveddrsipplements during and after
their pregnancy from CHWSs. Computed average stistn the role of CHWS in
provision of preventive materials reveal that obl5% of the total population have
been reached while 81 (37.4%) have not yet recelkedpreventive material from
CHWs and this could be one of the reasons for asganaternal health cases in the

area.

4.4 Role of CHWs in Referring Mothers to Enhance MK

CHWs are not supposed to treat patients at theirelsoas they are not considered to
be trained health workers (e.g. nurse, doctor),dvan considering the training they
have undergone, they can detect and help patientsoine cases but when the
problem requires full medical attention, they malederrals for patients to visit
dispensaries, health centres or hospital for furthagnosis, testing and treatment.
Therefore, the third objective of the study wagstablish the extent to which CHWs
made referrals for pregnant and new mothers to segkment to health facilities.
Using similar scale as in objective two, the resfmns were asked to indicate their
level of agreement on the extent to which CHWs mealerrals during and after
pregnancy. The descriptive analysis results aregoted in Table 4.10.

Table 4.10 Role of CHWs in referring mothers to enance MHC

Role of making referrals N Mean Std. Deviation

CHWs advice on seeking antenatal care 217 2.9263 41882
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CHWs link us with health personnel ii217 2.9263 1.41882

dispensaries and health centers

CHWSs provide advice on early referral foRl7 2.8894 1.40328
maternal emergencies
Valid N (List wise) 217

The results of the study shows that the CHWs oooafly (M=2.92 and SD=1.41)
provide advice to households seeking antenatal taeg also tended to have mixed
reactions (M=2.92 and SD=1.41) on the statememntGrWVs linked them with health
personnel in dispensaries and health centers. i$higferent to what Khan (2009)
found out in Brazil whereby CHW's role acted agslen between the community
members and the health professionals. Khan fourtdttai community members
depended on the CHWs to resolve varied issues fithing a prescription to keeping
tabs on a neglectful mother and they are able poocggch CHWSs informally, in a way
they are not able to seek out health professioridie. CHWSs, in turn, need the
support of the health professionals in order tbffliltheir responsibilities. The most
common task of the CHW is referring community mersb& see the health
professionals. The health professionals, howeveg are unable to do their work
without the CHWSs updating them on the health of camity members.UNICEF
(2004) study in several nations in South East Atsa found out that CHWSs can be
extremely effective to work as a complimentary &rpromoting utilization of

available health services andthe link between tmencunity and the health system.

The results further showed that the respondentsiresd undecided (M=2.88 and
SD=1.40) on the statement that CHWSs provided adwicearly referral for maternal
emergencies. The findings implies that the levelreferral that CHWs make to
households is still on average as it is provedigi Btandard deviation scores (above
1) that shows that some agreed that they had Inéammied while others had not. This
is supported by Wangalwa al., (2013) who emphasized that there is need for
community-based governance structures to orgamidecaordinate the activities of
CHWSs at community level, and linking the communitith the formal health care
system facilitated change in essential maternalnewborn care practices.

40



4.5 Role of CHWs in Providing Social Support and Adocacy to Enhance MHC
This is the fourth objective of the study soughtdetermine the role of CHWSs in
providing social support and advocacy to enhanceCMidrvices among households
in Tudor-Moroto. The respondents were asked to catdi their level of
agreement/disagreement on the extent to which Isewgort and advocacy services
on MHC were provided to their households by CHWke Tanalysis of results is
illustrated in Table 4.11.

Table 4.11 Role of CHWSs in providing social supporand advocacy to enhance
MHC

Agree Undecide Disagree Total
Social support and d

advocacy Freq % Freq % Freq % Freq %

CHWs advocate for

community leadership

support for safe pregnancy 102 47.0 21 9.7 94 43.3217 100.0
and delivery of healthy new

born

CHWs visited me

immediately after delivery 123 56.7 16 7.4 78 35.9217 100.0
of my youngest child

CHWs visited me during

the pregnancy period of my 114 525 19 88 84 38.7217 100.0
youngest child

CHWs advised on postnatal

home self-care, nutrition, 101 465 16 7.4 100 46.1217 100.0

safe sex,breast care

Average statistics 110 50.7 18 83 89 41.0 217 .000

Almost half 102 (47.0%) of respondents agreed @td¥Ws advocate for community
leadership support for safe pregnancy and delieérigealthy new born, 21 (9.7%)
were undecided while 94 (43.3%) disagreed. Thiswshthat CHWs have not
delivered to their best when advocating for comnyuneadership support and
initiative towards sensitising the people on thegamance of safe pregnancy and

motherhood. However, when asked whether CHWs didgitem immediately after
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delivery of their youngest child, 123 (56.7%) agte&6 (17.4%) were undecided
while 78 (35.9%) disagreed. This shows that CHWsraaking efforts of reaching

every household that has a new-born baby withiir #mea of jurisdiction to ensure

that they offer medical advice and support to tee lborn baby and mother. The
results are supported by Medhargfial., (2012) research in Ethiopia that found out
that forty-four percent of the mothers reportedihg\wbeen visited before delivery by

CHWSs.However, postnatal care and especially assistduring delivery still seem to

be a big problem.

In addition, the respondents also agreed 114 (52tb& CHWs visited them during
their last pregnancy, 19 (8.8%) were undecided evBd (3.8.7%) disagreed. This
implies that although the number of CHWSs is low pamed to the households they
are supposed to manage, some get time of visitieg pregnant ladies to offer
maternal healthcare services. The results furthewed that 101 (46.5%) of
respondents tended to agree that CHWSs advise themost-natal home self-care
nutrition, safe sex and breast care during and #itar pregnancy. On average, half
110 (50.7%) of households indicated that CHWs asyapvide social advocacy and
support, 18 (8.3%) acknowledged that this happensarasional basis while 89
(41.0%) said that they have never witnessed CHWwiging social advocacy
support. In agreement to this study, Khan (20@3garch in Brazil found out that
CHW'’s job is dynamic and constantly caters to quir@nd day-to-day issues in the
community. Community members seek CHWSs out to helolve personal and
community issues.O’Brien et al., (2009) also found that CHWSs provided social

support and teaching and reinforcement.

4.6 CHWs Responses on the Responsibilities they erthke in providing
MHCServices

The CHWs members interviewed were asked to indita¢eresponsibilities they
undertook in the provision of maternal healthcagevises to households in Tudor
Moroto. The qualitative results were converted aoneric codes and are presented in
Table 4.12.
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Table 4.12 CHWSs responses on the responsibilitieeely undertake in providing

MHC services

Responses Frequency  Percent

Home visits, health talks, and distribute mineral 20 51.3

supplements

Home based care, TB, family planning 11 28.2
Referrals of patients to health facilities 8 20.5
Making sure that all mothers who are pregnanttendtto 6 15.4

antenatal clinics, to give health talk to mothemhaonv to

breastfeed a child

Provision of FP commodity, take care of those #nat 5 12.8
pregnant, follow up and counseling, follow up on/Hi

positive mothers, accompanying them to hospital

BP check, the well-being of the mother, urinalydieck, 3 7.7
referral for PMTC

Results shows that half 20 (51.3%) of CHWs make énersits, provide health talks
and distribute mineral supplements to householdsararea. They also said that they
do make referrals in serious cases that they emeowlring their visits. It is also
evident that others accompanied pregnant mothehggpitals, made a follow up on
the condition of pregnant women while others coreldicoutine medical checks like
blood pressure, urinalysis and provision of fanglgnning supplies. The responses
made by CHWSs concurs withPerry and Zulliger (20&8%ertions that CHWs are
effective at promoting immunization utilization,eictifying children who have need
immunizations, expanding immunization coverage, @noviding immunizations.
When CHWSs provide various combinations of theseri@ntions together, often
along with other types of primary health care sm¥sj reductions in under-five

mortality have been achieved.

4.6.1 Respondents’ Opinion on the Role of CHWs towds Promoting Maternal
Healthcarein Tudor MorotoArea
Through open-ended questions, the respondents as&exl to give their opinion on

how CHWSs provided maternal healthcare services tmséholds in Tudor
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Morotounit. The findings in qualitative form wereded using numbers and presented
in Table 4.13.
Table 4.13Respondents opinion on the role of CHWsowards promoting

maternal health in Tudor Moroto area

Perception Frequency Percent

They are good in providing maternal health 99 45.6
care services

They don't support well the pregnant and new 50 23.0
mothers because they are not available

The household numbers is high and the CHWs 41 18.9

are few, so they need to be increased

Increase their services 40 18.4
Should be available 26 12.0
Should have keen interest on the young 7 3.2

mother/lactating ones

Majority 99 (45.6%) of household members felt tRaiWs are good in providing
maternal health care services to pregnant and nmaw baby mothers in Tudor
Moroto area. However, 50 (23.0%) opined that caersttie few number of CHWs
available in the area, some of they have not recesupport from them. This is also
explained by 41 (18.9%) of them who observed thatltousehold numbers is high
and the CHWs are few, so they need to be increasecbnsiderable number of
respondents 40 (18.4%) noted that CHWs need tceaser their maternal health
services to cover diverse needs of pregnant andboew baby mothers, 26 (12.0%)
observed that CHWs should be readily available aviii(3.2%) suggested that CHWs
should have keen interest on the young and lagtatiothers. The responses made by
women suggest that CHWs play a critical role inueimg adequate and standard

maternal healthcare services is provided to comimumembers.
4.6.2 CHWs Responses on the Impact of Maternal Hehtare Services Provision

After ascertaining the perception of household mensmbon the effect of MHC

services provision, the CHWs interviewed were askedive their opinion on the
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impact of maternal healthcare services that theyiged. For instance CHW No. 5
opined that:
“In my area, | experienced early pregnancy case®mgnunder-age girls, |
have now talked to them and now the cases haveeddignificantly.”
Another CHW No. 17 remarked that:
“The impact of family planning programme shows tbptake has increased,
women are now delivering in health facilities, theuseholds are going for
cancer screening and women have now understood irtiportance of
PMTCT.”
Moreover, CHW No. 19 said that:
“I have experienced on how to encourage mothers aregregnant to attend
antenatal and postnatal clinics and to know thedy@ss of immunisation and
breastfeeding their kid(s) as from 0-6 months.”
The finding implies that there is a positive impattthe CHWSs roles in providing
maternal healthcare services to households in Titmoto. This is supported by
Wangalwat al., (2013) who established that there was significentrease in
essential maternal and neonatal care practices rimates that, community health
strategy using CHWs was an appropriate platformdétiver community based

interventions.

4.6.3 Challenges Experienced by CHWSs in Provisiorf ™HC

Despite majority of CHWs acknowledging positive gwp of provision of maternal
healthcare services, they were asked to indicatkeriges that they encountered. The
results of the analysis are presented in Table 4.14
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Table 4.14 Challenges experienced by CHWSs in provwis of MHC

Perception Frequency Percent
Ignorance in women 9 23.1
Sometimes you encounter resistance and they areaxy 8 20.5

to listen to you, they think you are wasting theire

Inadequate training on provision 8 20.5
Some are ignorant and not available during the dame 7 17.9
need more time and IEC for health talks and hasdihes

Family planning options short comings resultingetther 7 17.9
discontinuity the use of pills and other birth goht

methods

Cultural factors 5 12.8
Inadequateequipmentand drugs like pain killersyego 2 5.1
Religious beliefs 2 5.1

The CHWSs lamented that illiteracy among some hoolsish members affected
effective delivery of MHC services in Tudor MorotBor instance, some women
would fail to follow proper medications despite renous visits and talks by CHWs.
On the CHWs parts, some complained that they didhave adequate training on
how to conduct MHC. They cited that they have nadargone any training for the
past one year. Other challenges identified werdyctance of households to
cooperate, laziness of some household memberg-gmimgs from use of family
control methods, inadequate equipment, inadequaigsdreligious background and
cultural factors. Unexpectedly, even in the Unisdtes of America, Ballester, (2005)
found out that challenges experienced by CHWs Wwast there was no formal career
ladder for community health workers, CHW wages laxe, CHW job security is
impacted by unpredictable funding, CHW turnover Wwigh and CHWSs were eager to
receive additional training. In South Asia, UNICEF004) found out that eexcept
India, all countries reviewed did not pay salamesprovide any kind of monetary
incentives to CHWSs, because the governments didcansider the salaries to be
sustainable. For instance, Nepal started with api@v of small allowance per month
(less than $2), it was discontinuedafter the fjesir as this could not be sustained by

the government. The same could be said of Mombasantg whereby CHWSs
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complained that they did not receive any monetargpert from the county or

national government.

4.6.4 Respondents’ Suggestions on how to Improve @¥ Roles in Delivery,
Advice and Provision of MHC

Lastly, it was important for the research to sougbtspondents views and
recommendations on how CHWSs role in MHC can be awed through the action of
all actors in the health sector. Table 4.15 gihes tviews.

Table 4.15Respondents’ suggestions on how to imp@HWSs roles in delivery,

advice and provision of MHC

Suggestion Frequency Percent
Increase CHWSs numbers per area / households 56 .8 25
Should come more often 52 24.0
CHWs should be trained and loaded with more skills 42 19.4
CHWs should be updated on health education 34 15.7
Should improve their services at communal level 31 14.3
Motivating them 18 8.3
Building of health facility 18 8.3
Provide them with resources and facilities 17 7.8
CHWs to improve communication skills 11 5.1
Mobile clinics 10 4.6
CHWs to work with doctors closely 4 1.8
CHWs to be reshuffled 4 1.8

Results show that the community members suggehbtrdtitere is need for CHWs
numbers to be increase per households, the cumenber is too high and some
households did not receive the services duringadted pregnancy period. They also
suggest that regular and occasional visits shoel@rrouraged and that continuous
training is important to update the CHWSs with catrematernal healthcare
information. These among other suggestions madeiraportant in improving
maternal healthcare service level in Tudor Morobo. Asia, UNICEF (2004)
recommended for provision of trainingstipend, eagnan income through selling

medicines and possibility offuture employment oppoities are the motivational
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factors for improving CHWSs activities on deliveridHC services to community.
But, evidence has shown that monetary incentivésnobring ahost of problems:
money may not be enough, may not be paid regularlyay stop altogether (e.qg.
Nepal and India). Hence, non-monetaryincentivescaitecal to the success of any
CHW programs. Additionally,the role of CHW that veed them to deliver curative
services ratherthan just promoting utilization ofaidable health services seems

togreatly increase their motivation level.

4.6.5 CHWSs Suggestions on how Challenges RelatedMitHC Services Provision
can be improved
Lastly, the CHWs were asked to suggest possiblesanea through which MHC
services provision can be improved to reduce maltahlmess and death in Tudor
Moroto. According to CHW No. 21,
“A lot of sensitization and follow up of health neas. To increase more
health talks and formation of more groups espegidlie young mothers
group.”
Another CHW No. 25 observed that:
“Proper teaching and availability of information fore taking the family
planning options, thorough counseling of mothersl @novision of enough
food supplement.”
In addition, CHW No. 2 opined that:
“Put some mobile clinics, readily accessible forthers and their babies, this
will reduce the mortality rate.”
Based on the researcher analysis of qualitativernmition on the measures to be

introduced is that almost all of them suggestetlttiey required training.

4.7 Hypothesis Testing

The study sought to test the hypotheses that wazd in the study. Chi square was

used to compute whether the relationship was segmf among the four alternative

hypotheses or not.

Ha; CWHSs play a significant role in offering educatioral services to enhance
maternal health care in Mombasa County

To test the alternative hypothesis, a chi squarayais was conducted at 95%

significant level. The results are shown in TahtE64
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Table 4.16 Chi-Square test on educational servicemd MHC

Value df Asymp. Sig. (2-sided)
Pearson Chi-Square 10.345 4 .035
Likelihood Ratio 11.159 4 .025
Linear-by-Linear Association 5.433 1 .020
N of Valid Cases 217

The chi square results shows that there exist rafisignt (p=0.035) relationship on

CHWs role in offering educational services towaeadhancing maternal healthcare

services to women in Tudor Moroto (p<0.05). Therefthe alternative hypothesis is

accepted. The finding implies that continuous pmrn of educational services to

households would automatically lead to high uttima of MHC services.

Hypothesis 2

Ha, ¥ CHWs play a significant role in provision of prewentive materials to
enhance maternal health care in Mombasa County

To test the second alternative hypothesis of thelystchi square analysis was

computed at 0.05 significance level. The resuksgavenin Table 4.17.

Table 4.17 Chi square test on provision of prevente materials and MHC

Value df Asymp. Sig. (2-sided)
Pearson Chi-Square 15.777 4 .003
Likelihood Ratio 16.751 4 .002
Linear-by-Linear Association 10.812 1 .001
N of Valid Cases 217

Computed chi square statistics shows that therst exi significant (p=0.003)
relationship between provision of preventive mailsrand enhancement of maternal
healthcare in Mombasa county (p<0.05). Therefohne, alternative hypothesis is
accepted leading to the conclusion that CHWs plaigaificant role in provision of
preventive materials to enhance MHC in Tudor Morokbis implies that CHWSs
needs to be provided with more preventive mategafgply to reach the wider target
households and this would improve maternal healéhca

Hypothesis 3
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Has; CHWSs play a significant role in referring mother to enhance maternal
health care in Mombasa County

To test the third alternative hypothesis of thelgfa chi square was computed at 0.05

significance level. The results are presented inld'd4.18 below.

Table 4.18 Chi-square tests on referrals and MHC

Value df Asymp. Sig. (2-sided)
Pearson Chi-Square 12.784 4 .015
Likelihood Ratio 12.725 4 .013
Linear-by-Linear Association 7.793 1 .005
N of Valid Cases 217

Chi square statistics reveal that there exist St (p=0.015) relationship on

CHWs role in referring mother to enhance maternedlthcare. Henceforth, the

alternative hypothesis is accepted (p<0.05) leatbritpe assertion that CHWSs efforts

in advising mothers to go for further treatment asfteckup in health facilities

improves maternal health care significantly.

Hypothesis 4

Ha, CHWSs provide a significant role in provision of saial support to enhance
maternal health care in Mombasa County

This is the fourth alternative hypothesis for teegarch that looked at the relationship

between provision of social support and enhancewiemiaternal healthcare in Tudor

Moroto community unit. Therefore, a chi square gsialwas doneat 0.05 confidence

level. The results are presented in Table 4.19.

Table 4.19 Chi-Square testson CHWSs social suppornd MHC

Value df Asymp. Sig. (2-sided)
Pearson Chi-Square 12357 4 .015
Likelihood Ratio 10.763 4 .029
Linear-by-Linear Association 3.722 1 .054
N of Valid Cases 217

Chi square results shows that there exist sigmfi¢p=0.015) relationship between

social support and utilization of MHC services imdbr Moroto. This leads to
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acceptance of alternative hypothesis that CHWSsigeoa significant (p<0.05) role in

provision of social support and advocacy in enhagaonaternal healthcare.
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CHAPTER FIVE
SUMMARY OF FINDINGS, DISCUSSIONS, CONCLUSIONS AND
RECOMMENDATIONS

5.1 Introduction

The chapter presents the summary of the majorrgedof the study, conclusions,
implications, recommendations and suggestions diothér studies on the role of
community health workers in enhancing maternal theate program in Tudor

Moroto community in Mombasa County, Kenya.

5.2 Summary of Findings

The purpose of conducting this research was tormate the specific roles that
CHWs in Tudor Moroto played in reducing maternalrtality cases. This involved
getting responses from CHWSs and households motileoshad kids who were less
than 6 months. The study utilizedquestionnairesvlegie administered to respondents
and interview schedule from CHWSs. The data colkkctgas analyzed using
descriptive and inferential statistics for quanivia data while thematic content
analysis was used to analyses qualitative dataulResf the study were presented in
tables and narrations in the previous chapter.résponse rate for the research was
high with households recording over 75% respontge ra

5.3 Discussions

It was discovered that close to 90% of CHWs hadbeehe career for a period of
more than 5 years. Community Health Workers we@vshto provide a range of
preventive interventions for Maternal and Child Heaservices in Tudor Moroto
community unit. The results agrees with Medhaetyad., (2012) research in Ethiopia
that found out that HEWs have contributed substéintito the improvement in
women’s utilization of family planning, antenatare and HIV testing services. In
regard to advice on family planning; majority ofethmothers reported to have
received information on this topic from the CHWseBvn Kenya, Wangalwa et al.,
(2013) also established that CHWs played a sigmfiaole in promoting MHC.
There was statistically significant (p<0.05) in@ean attendance of at least four
antenatal care visits (39% to 62%), deliveries kijlesl birth attendants (31% to

57%), receiving intermittent preventive treatmeBB8% to 57%), testing for HIV

52



during pregnancy (73% to 90%) and exclusive breadihg (20% to 52%). This

shows the effectiveness of CHWSs in promotion ofenal health services.

On the utilization of MHC services, it was foundt ¢liat women preferred attending
pre and post natal clinics more as compared tootis@mily planning contraceptive
pills. This presumed to be as a result of ignorasrcthe influence of social, cultural
and religious practices that people are tied tolrudor Moroto. In average, the
utilization of maternal healthcare services wastbto be on average. This was due
to the fact that the population of households wgh m comparison to the number of
CHWs available. It was also found out that the agerutilization rate was due to the
fact that majority of CHWs did not have adequateéemals (gloves) and medications
to help women in the area. The main source of MRIGrmation came mostly from
health center rather than from CHWSs and this jiestithe reason that only 50% of

households in Tudor Moroto received CHWs materealthcare services.

On the provision of educational services, resuftshe study showed that women
rarely received information and advice on mateimedlth care from CHWSs. They
acted as the link between health facilities andepé. This finding is supported by
Khan (2008) research in Brazil that found out ®ElWs acted were the link between
health services and community members’ health. s Thibecause; the goal of the
government and other donors is prevention of matarortality, which requires the

CHWs to proactively connect the community membeitk the health services. The
health services itself, providing immunizations, ulkb be ineffective without

CHWSs.The results of the study further showed that tw few numbers of CHWs and
their lack of adequate skills and knowledge on animy MHC, this affected the

provision of MHC services to the deserving popuolain Tudor.

On the provision of preventive materials and swggplonly 54.5% of the population
received and this could be the reason for increasaédrnal illnesses and mortality in
the region. However, it was found out that somevgméve materials like FP pills
reacted negatively on some women and this couldugeto inadequate knowledge
and skills that CHWs possessed regarding the tygePoto be administered. Other
respondents shunned the provision of mineral amd feupplements due to their

ignorance and lack of adequate information. Thailtesdoes not coincide with
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Medhanyiet al., (2012) who found out that the contribution of HEWWspromotion

of use of iodised salt among women was insignificd&ven in US, Perry and
Zullinger (2012) established that regular home-8atistribution of micronutrients to
pregnant women, principally iron and folate, by Cbl\Was been associated with
favorable results for birth weight and mortality meonates and pre-term infants:

intrauterine growth restriction is reduced by 14%.

The research also found out that CHWSs advised holde to go for antenatal care
more often (M=2.92 and SD=1.41) as opposed to ngakeéferrals to them for
maternal emergencies which had a lower mean s&¢+2.88 and SD=1.40). The
reason for non-referral was due to transportatmstscproblems and non-availability
of health facilities in some areas. However, thespomdents suggested that
introduction of mobile clinics would reduce refdreases as households could be

attended by medical officers at their homesteads.

Lastly, it was found out that only 50.7% of CHWsay#d their role in providing

social advocacy support for maternal health canaas in Tudor Moroto. This could

have significant impact on the delivery of MHC dees. The CHWSs also were found
to promote exclusive breastfeeding programmes. rEsiglt is supported by Perry and
Zulliger (2012) who concluded that the odds rat& rieasure of intervention
effectiveness) is 5.6 meaning that the odds ofusketly breastfeeding is 5.6 times
greater for women counselled by CHWs that for womven were not.A basic lesson
from this survey in Mombasa is that CHWs must begadtelysupported and such
adequate support requires more resources from veagment or communities than

what are spent now on CHW programs.

5.4Conclusion

The study found out the role of community healthrkeos in enhancing maternal
healthcare programme in Tudor Moroto area standgptoximately 50%. Despite
this, the hypothesis tested for the study werdra# (p<0.05) meaning that CHWs
played a significant role in enhancing maternalltheare of young mothers in
Mombasa. Activities that the CHWs engaged in dtraticfrom offering reproductive
health services, family planning, training on tmeportance of PMTCT, advising

women on the importance of attending pre and ptatcénics, social advocacy and
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support, referrals, linking households with healtlersonnel, proper nutrition,
importance of breast feeding among other preseegelier.In addition to delivery
care, CHWs can provide antenatal and postnatal.Tdaerole of CHWSs in
distributing supplements to eliminate these mictoant deficiencies is critical.

CHWSs have played a role in promoting of AIDS-rethteducational messages,
providing supportive care of AIDS patients, andisisgy with clinic services. More

recently, CHWSs are carrying out voluntary counselland testing and provision of
directly observed treatment in the community owesid facilities has been reported.
The role of the CHWSs to improved utilization of matal health services is greatest in

relation to family planning and ANC.

The study established that average intake of MH@icEs was due to inadequate
training provided by the government to CHWSs, ladkfioancial and non-financial
motivations to CHWSs, unavailability of healthcaeeifities, inadequate provision of
current MHC resource materials, inadequate supplyMéiC supplements and
materials, poverty, high population rate, socialigious and cultural factors,
illiteracy and reluctance by households to embrareily planning methods. The
implication of the study is that continued reseawvohcommunity health workers will
bring the public health community one step closeruhderstanding the optimal

approach to understanding and fulfilling the gadlsommunity-based development

5.5Recommendations

The study makes the following recommendations tooua stakeholders according to

the objectives of the study.

1. First, to increase the rate of providing educatiaeavices, the study suggests
that there is need for combined stakeholder supypoprovide CHWSs with
relevant material and knowledge support on howddress MHC challenges.
CHWs require continuous and regular training topb®vided to them by the
county government. Providing training that wouldbawl CHWSs to have as
much flexibility in their skills as they currentlyave in their schedules may

increase the effectiveness of CHWS.
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2. Secondly, there is need for the county governmzptradvide more preventive
materials and supplies to CHWs considering thattireent supply was based
on household survey conducted in 2009. The uptake of 50% of MHC
services was as a result of increased populatidangat difficult for CHWs
to reach all households.

3. Thirdly, there is need for introduction of mobiléineccs to minimize risk
associated with medical emergencies. Some womeroared to walk for
long distances (during labour) to seek medicalnéitia thereby increasing
maternal health risks.

4, Fourthly, the study suggests that CHWs should ipatitocal leaders to
support their activities of creating awareness lm itnportance of maternal
healthcare services in reduction of mortality rameSudor-Moroto.

5. It is possible that expanding the scope of the CiW, such that it includes
tasks such as taking blood pressure that are neeciased with health
professionals, may help legitimize the CHW role andrease community
members utilization of CHW services.

5.6Suggestions for Further Studies

1. The study suggests that future research shouldobducted in a wide scale
especially the whole of Mombasa County to deterntiespecific achievements
and challenges that CHWs face during delivery of@®/s¢rvices

2. Secondly, the study suggests that future resedrobld look on the barriers to
adoption and utilization of family planning methddshouseholds.
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APPENDICES
APPENDIX A: LETTER OF TRANSMITTAL

Mwanaisha Hamisi
P.O. Box 2187, 80100

Mombasa, Kenya

Dear respondents,

| am a student at University of Nairobi Departmesft Extra Mural Studies
undertaking Masters’ Degree in Project Planning avldnagement. It is a
requirement that a student writes a project inftelel of study. For that purpose |
request you to spare your time to fill this questiaire that is intended to find out
Role of CHWs in enhancing maternal healthcare witm Mombasa County,
Mombasa County. Kindly spare some time to fill the attached questiire to
enable me complete this study for which | will bery grateful. You are kindly
requested to fill in the blank spaces at the englach question or statement or simply
put a tick where appropriate. This information wié used purely for academic
purposes and will be treated in strict confidenteu need not include your name.
Any additional information that you might feel isgessary for this study is welcome.
Your participation in this study will be valuable & will contribute to the
achievement of the study objectives. Please respsimbnestly and truthfully as
possible. Put a tick/j on the appropriate answer on the statements below

Acceptance to be a respondent in this study

have agreed to ipatedn the study

Signature (Do not indicate your name)

Thanks in advance for your support.

Regards,

Mwanaisha Hamisi

UON Student
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APPENDIX B: QUESTIONNAIRE FOR MOTHERS OF TUDOR MORO TO
HOUSEHOLDS
Instructions
Please answer the questions freely. The informatmnprovide will be treated with
utmost confidentiality and will only be used forademic research purposes by the

researcher herself.

Section A: Demographic data

1. Which part of Mombasa Countydo you come from ?

2. Your age bracket
Lessthan20yrs.[ ] 21 —-25yrs.[ ] 280-years [ ]
31-35years| | 36 -40vyears| | 40 yeanrs above [ ]
3. Your marital status
Married [ ] Single [ ] Separated [ | Diced [ ]
Widowed [ ]
4. What is your literacy status?
llliterate: unable to read and write [ ]
Literate: able to read and write [ ]

5. Do you listen to radio?

Yes|[ | No[ ]
6. Do you participate in income generating acegt
Yes|[ ] No[ ]

7. If yes, which one

Section B: Utilisation of Maternal health services

8. Indicate the frequency to which you have utdigiee following services during and

after your pregnancy of the youngest child.

Always Rarely Never

a. Using contraceptives for family

planning before and after pregnangy

b. Attendance of antenatal during

pregnancy

c. Attendance of health facility
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during delivery

d. CHWSs visit to my home 24 hours
after delivery of my youngest child

e. HIV testing

f. Use of iodized salt

Section C: Sources of Maternal Health Services

9. Where did you obtain current family planning hoet?

Health centre [ ] Dispensary [ ] CHWs [ ]

Non-current users and pregnant mothers [ | N/A
10. Where did you receive antenatal care when yexe \wregnant for your youngest
child?

Health centre [ ] Dispensary [ ] CHWs [ ]

Did not go to any facility [ ] [ 1]
11.Where did you give birth for your youngest cfild

Home [ ] Hospital [ ] Dispensary [ ] Heakentre [ ]

At Midwife place [ ] At CHWs place [ ] arother
12. After your youngest child was born, if a healtbrker checked your baby, where
did that check take place?

Home [ ] Hospital [ ] Dispensary[ | Hdaltentre [ ]

Section D: CHWSs Roles in Provision of Maternal Hedh Services
13. On the following statements, indicate the exterwhich you agree or disagree

with them on the provision of maternal health ssggiby CHWSs in your area

Strongly | Disagree| Undecided| Agree | Strongly
disagree agree

Educational services

a. CHWs usually advice on
warmth and promoting early
and exclusive breastfeeding

b. CHWSs provided advice on
new-born care-seeking
including immunisation

c. CHWs promote skilled
birth attendance by
disseminating key message
to support safe pregnancy &
delivery of a healthy new

[92)
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born

Preventive materials

a. CHWs provide community
based distribution of
contraceptives (pills,
condoms)

b. In the past 12 months,
CHWs had visited me and
talked about family planning

c. The CHWs advice on
maternal emergencies

d. The CHWSs provide
distribute preventive
materials and supplies (ITN
nutritious foods)

UJ

Referrals

a. CHWs Advice on seeking
antenatal care

b. CHWSs provide advice on
early referral for maternal
emergencies

c. CHWs link us with health
personnel in dispensaries and
health centres

Social support

a. CHWs advocate for
community leadership
support for safe pregnancy
and delivery of a healthy
new-born

b. CHW(s) visited me
immediately after delivery of
my youngest child

c. CHWs visited me during
the pregnancy period of nmy
youngest child

d. CHWs advised on
postnatal home self-carg,
nutrition, safe sex, breast
care

14. On your own comments, what can you say on tie of CHWs towards

promoting maternal health in Tudor Moroto area?
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15. What do you think should be done to improve GiHWles in the delivery, advice

and provision of maternal health services to womerudor Moroto area?

The end

Thank you for taking part in answering these questns
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APPENDIX C: INTERVIEW QUESTIONS FOR CHWs
Instructions
Please answer the questions freely. The informatmnprovide will be treated with
utmost confidentiality and will only be used foragemic research purposes by the
researcher herself.
1. How long have you worked in Mombasa County?
2. What's your experience in provision of matedmalth services?
3. What's your training level in provision of matet health services?
4. What are the specific roles that you undertakegrovision of maternal health
services in this area? (Explain them in detail)
5. What's has been the impact (based on your expeziand knowledge) of maternal
health services that you provide in Mombasa County?
6. What have been the challenges that you've eneceth in the provision of
maternal health services?

7. How can the issues addressed above (question &)dressed?

Thank you for taking part and your time in this interview
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