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Abstract

Background: In western Kenya, maternal mortality is a major public health problem estimated at 730/100,000 live
births, higher than the Kenyan national average of 488/100,000 women. Many women do not attend antenatal care
(ANC) in the first trimester, half do not receive 4 ANC visits. A high proportion use traditional birth attendants (TBA)
for delivery and 1 in five deliver unassisted. The present study was carried out to ascertain why women do not fully
utilise health facility ANC and delivery services.

Methods: A qualitative study using 8 focus group discussions each consisting of 8–10 women, aged 15–49 years.
Thematic analysis identified the main barriers and facilitators to health facility based ANC and delivery.

Results: Attending health facility for ANC was viewed positively. Three elements of care were important; testing for
disease including HIV, checking the position of the foetus, and receiving injections and / or medications. Receiving
a bed net and obtaining a registration card were also valuable. Four barriers to attending a health facility for ANC
were evident; attitudes of clinic staff, long clinic waiting times, HIV testing and cost, although not all women felt
the cost was prohibitive being worth it for the health of the child. Most women preferred to deliver in a health
facility due to better management of complications. However cost was a barrier, and a reason to visit a TBA
because of flexible payment. Other barriers were unpredictable labour and transport, staff attitudes and husbands’
preference.

Conclusions: Our findings suggest that women in western Kenya are amenable to ANC and would be willing and
even prefer to deliver in a healthcare facility, if it were affordable and accessible to them. However for this to
happen there needs to be investment in health promotion, and transport, as well as reducing or removing all fees
associated with antenatal and delivery care. Yet creating demand for service will need to go alongside investment
in antenatal services at organisational, staffing and facility level in order to meet both current and future increase in
demand.
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Background
Despite a worldwide focus on the need to improve mater-
nal health, maternal mortality and morbidity continues to
be a significant problem in low – income countries. Ma-
ternal mortality and morbidity culminating from health,
social, cultural and political inequalities, can be reduced
by provision and utilisation of antenatal and emergency
obstetric care (EmOC). Globally ~80% of maternal deaths
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are caused by complications during pregnancy, delivery or
in the early postpartum period (haemorrhage, sepsis, un-
safe abortion or pre/eclampsia), and 20% are due to dis-
eases such as malaria and AIDS. It has been estimated
that maternal mortality could be reduced by between 16-
33% if there were a skilled birth attendant (SBA; i.e. doc-
tors, nurses and midwives) at all deliveries to manage or
treat these complications, although they should work
within an ‘enabling’ environment, that is with sufficient
and appropriate equipment, and are either able to manage
an emergency or to refer on [1,2].
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Whilst recent improvements have shown global mortal-
ity reduced by 47% from 1990-2010 [3], current estimates
suggest that the maternal mortality rate remains high at
500 maternal deaths per 100,000 live births across Sub-
Saharan Africa. Kenya typifies this lack of progress with an
estimated maternal mortality ratio of 488 maternal deaths
per 100,000 live births in 2008–9 [4] a figure higher than
the reported 414 deaths per 100,000 live births in 2003 [5].
In western Kenya where the current study was under-
taken, estimates obtained from a Health and Demographic
Surveillance System (HDSS) suggest 740 maternal deaths
occur per 100,000 live births between 2003 and 2008 [6]
significantly greater than the Kenyan national average.
Kenya currently has a 6 tier health care system, the basic

unit is the community unit staffed by community health
workers. Levels 2 and 3 are dispensary and health centres
which provide preventive and curative care including
health services for childbirth. The top 3 layers are higher
level hospitals which focus more on curative and rehabili-
tation. Kenya offers focused antenatal care for all pregnant
women to provide an integrated care package. This in-
cludes identification and management of obstetric compli-
cations and infections (including HIV and the prevention
of mother to child transmission (PMTCT), syphilis and
other sexually transmitted infections) as well as provision
of prophylaxis for malaria through intermittent preventive
treatment (IPTp) with Sulfadoxine- Pyrimethamine (SP),
anaemia through provision of iron and folate and tetanus
toxoid vaccination. ANC services are free in theory, but in
practice most facilities require some payment for registra-
tion and for the recommended laboratory tests to be per-
formed during the 1st visit as part of the ANC profile. As
such, fees vary across facilities. HIV tests and prophylactic
medications are offered free of charge.
The Kenyan MoH endorsed free delivery services in

health centres and dispensaries in 2006. However women
are commonly asked to pay a small fee (USD 1–2) for
basic delivery supplies (such as gloves, cotton wool,
sanitary maternity pads etc.). Government hospitals are
allowed to charge a fee (usually ~ USD 6.50) but there is a
waiver system for those who cannot afford this cost.
WHO recommends 4 visits for focused antenatal care

(FANC), with the first visit scheduled in the first trimester
[7,8]. One study conducted in western Kenya reported that
90% visited the antenatal clinic (ANC) at least once during
their last pregnancy, although for 64% the first visit was
not until the third trimester. Most women (64%) first vis-
ited the ANC in the third trimester. Furthermore studies
also report that a high proportion of women still use the
services of a traditional birth attendant (TBA) rather than
a SBA. One study, again in western Kenya reported 80% of
women delivered outside a health facility; among these,
traditional birth attendants assisted 42%, laypersons
assisted 36%, while 22% received no assistance [9]. A more
recent study, again in western Kenya reported that 48% of
births occurred in a health facility and 52% in a ‘non-insti-
tutional’ location [10].
Much research, particularly quantitative has been under-

taken around why women fail to attend for ANC or do
not deliver at health facility with the assistance of a SBA.
Distance, cost and quality of care are well documented as
major obstacles in the decision to seek obstetric care [11],
however, a variety of additional factors shape women’s de-
cisions if and when to seek care which are best explored
using qualitative methods. In a recent systematic review,
Gabrysch et al. [12] reported that despite modelling of co-
variates to explain use of delivery care, there was still ‘sig-
nificant unexplained community level variation’ which
could be explained by measurement error or ‘omission of
hard to measure factors’. This would suggest that further
work is needed in the local context, considering the eco-
nomic, social, geographical and cultural specifics of the
setting. The present study aims to look at why some
women access antenatal or delivery care in formal health
facilities in the western Kenya context whilst many do not.

Methods
The study, which conforms to RATS guidelines, con-
sisted of a series of 8 focus group discussions (FGDs)
carried out in September 2010 as part of the formative
research undertaken to understand and inform the best
approach to setting up a prospective pharmacovigilance
pregnancy cohort. The aim of this cohort was to moni-
tor the safety of medications used during pregnancy
which required understanding of the socio-cultural con-
text and health seeking behaviour during pregnancy.
Prior to beginning the research, community mobilisa-
tion took place involving a series of meetings held with
DMOH, the chiefs, district officers and councillors, the
community advisory board (CAB) set up by KEMRI/
CDC and community members to introduce and get
feedback on the proposed study plans. The results pre-
sented here look specifically at issues relating to choice
of ANC and health facility based delivery care. The 2 re-
search questions were 1) what are the barriers and 2)
what are the facilitators to utilising ANC or delivery
care within a health facility? FGDs were chosen to in
order to gather the perspectives of a substantial number
of local women, allowing for natural group dynamics to
emphasise consensus and contradictions. It was felt that
the topics were not too sensitive for group discussion.
The interview guides covered themes relating to preg-
nancy recognition, disclosure and pregnancy related
behaviour, pregnancy outcome, perception of adverse
outcomes and practices around delivery. Due to time
constraints, 4 FGDs concentrated mainly on issues
around pregnancy, whilst the last 4 prioritised issues
around delivery.
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Study area
The study was carried out in the rural area of Asembo in
Rarieda district, western Kenya. With a midyear population
of 64,442, recent estimates of maternal mortality ratio in this
area are between 524 and 847 per 100,000 live births for the
period 2003–2008 whilst infant mortality ranges from 76 –
132 per 1000 live births over the same period [13]. HIV and
malaria rates are high, and anaemia is also a common prob-
lem. The population are predominantly members of the Luo
tribe who are subsistence farmers or fishermen. Within the
study area there are 7 health facilities (3 health centres, 3
dispensaries and 1 mission hospital) all of whom offer ante-
natal care. Women have to travel a maximum distance of
5 km to reach any facility.

Recruitment and participants
Participants fitting the requirement for each group (see
Table 1) were identified with the help of village reporters,
using purposive sampling and invited to participate in the
study. Village reporters are community based casual workers
employed by KEMRI/CDC Research and Public Health Col-
laboration mainly to assist with community mobilisation for
new studies and to act as community liaisons. The compos-
ition of the groups was intended to incorporate the various
demographic groups of mothers within Asembo. Each
group consisted of 8–10 women, aged from 15–49 years.
The FGD’s were held at different community locations
within Asembo (schools, village halls) so that women from
neighbouring villages were able to attend. Each participant
received reimbursement for transport. All FGDs were con-
ducted in Dholuo and lasted approximately 1 hour and
45 minutes. Following oral informed consent which detailed
all aspects of study participation including confidentiality
within the group discussion, and anonymity of study partici-
pants outside the group context, all discussions were tape-
recorded. Additional notes were taken to capture the main
points. Both the moderator and the note taker were fluent
in Dholuo and English. The discussions were transcribed
verbatim and then translated from Dholuo into English. All
transcripts were reviewed for accuracy by the moderator.
The number of groups was decided upon at the outset and
Table 1 Description of focus groups

Participants

FGD1 Women of childbearing age (15–4

FGD2 Recently or currently Pregnant wo

FGD3 Women of childbearing years (15–

FGD4 Adolescents (15–18 years) (Adoles

FGD5 Adolescents (15–18 years) (Adoles

FGD6 Recently or currently Pregnant wo

FGD7 Mothers of child born with an abn

FGD8 Women of childbearing years (15–
once data was collected, it was felt that this was sufficient to
capture the range of views and as such data saturation had
been reached.

Ethics
The study was approved by the Kenya Medical Research
Institute (KEMRI), the U.S. Centers for Disease Control
and Prevention (CDC) and the Liverpool School of
Tropical Medicine.

Analysis
Thematic analysis was used to identify a narrow range of
themes reflecting the textual data [14], using the following
steps: The English transcripts were read several times by 2
of the authors (LM and SD) in order to familiarise them-
selves with the raw data. Neither author had been involved
in data collection and considered themselves to be impar-
tial in relation to study expectations. Each transcript was
then entered onto Nvivo 9 where an initial skeleton coding
frame was set up using the key themes identified by the
authors. The coding frame comprised the major issues
identified as barriers or facilitators to utilising either ANC
or delivery care. Each transcript was then coded separately
by the 2 authors according to the framework. On comple-
tion, they each revisited the framework and divided fur-
ther using emergent subthemes. The narratives were then
recoded where relevant, under these subthemes. The 2
separate completed coding frames were then compared to
check consistency across them. Only minor differences
were noted, which were discussed and agreement reached.
The data for each theme and subtheme were then pieced
together by one of the authors (LM) to provide an over-
view of the content relating to that specific theme. Quotes
were chosen to represent a typical response, unless where
stated, to illustrate a deviant opinion.

Results
Facilitators for health facility based antenatal care
Attending a health facility for ANC was viewed very
positively by women across all of the FGDs with many
reasons put forward as to why. Three elements of care
Number

9) (WOCBA) 10 (from 4 villages)

men (RCPW) 8 (from 5 villages)

49) (WOCBA) 10 (from 4 villages)

cents) 9 (from 2 villages)

cents) 9 (from 2 villages)

men (RCPW) 9 (from 3 villages)

ormality (MCBA) 9 (from 4 villages)

49) (WOCBA) 9 (from 3 villages)
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seemed to be most important and raised by all groups:
testing for disease, checking the position of the foetus,
and receiving injections and/or medications.
In most cases, the women were vague in terms of the

type of diseases they would be tested for, merely stating
comments such as ‘you have your blood tested so it is
known whether you have a disease’ or referring to a
check on the amount of blood. Malaria and HIV were
the only diseases named. The women understood that it
was important to know their HIV status in order to be
treated and also to prevent passing the infection to their
child. However, HIV testing was also seen as a barrier to
attending for care.

‘When we go to the clinic we are happy because our
blood is tested so we know our status and this is
something good that a TBA would not do’ P7 3
WOCBA

Checking the position of the foetus was also a reason
to access ANC – although some women acknowledged
the TBA also performed this task so would visit them in-
stead. Women reasoned this would determine whether
their birth would be straightforward, or thought that the
doctor would then be able to turn a malpresentation
around.

‘whether it is the child that is in a bad position, the
doctor is there, you will leave that place when you
have been helped totally’ P3 3 WOCBA

Receiving injections was also deemed an important
reason for clinic attendance. Although tetanus was men-
tioned specifically on occasion, very few women stated
what the injection was for. The following illustrates the
vague knowledge women possessed.

‘I think they help us because when we get to clinic you
get some injection. The injection would help the life of
the child and me’ P8 2 RCPW

Being provided medications was also proffered as a
reason to attend ANC, although again, the purpose of be-
ing given medications was only vaguely understood i.e. ‘to
prevent disease’,’ to give energy’,’ to prevent infection’. This
was also considered to be helpful if a pregnant woman did
not have ‘enough’ blood. Overall, women appeared to trust
and value the services provided at ANC.

‘So when leaving the house in the morning it is clear
in the mind that you will get some injections, some
drugs and advice. So I would do whatever has been
told to do. Those are the benefits of going to the clinic’
P7 2 RCPW
Some women mentioned being given a registration
card was the main motivation to attend ANC so that
they could deliver in hospital in case of an emergency.

‘She would rather go when she is left with a few days
to delivery just for the purpose of securing a card so
that even if things are difficult, she is not chased
away’ P4 1 WOCBA

A few women also appreciated being given a free bed
net.

‘The services are good because say I am given a net, I
will use it with my whole family. Secondly, my
husband benefits too P7 3 WOCBA

Barriers for health facility based antenatal care
Four barriers to attending a health facility for ANC were
predominant, mentioned by many of the women across
the different groups. These were HIV testing, attitudes
of clinic staff, which was linked to another barrier –
long clinic waiting times, and cost.
Although some women felt it important to know their

status, participants also spoke of others’ (rather than
their own) fear of finding out their HIV status. This ap-
peared to be partly a fear of not wanting to know their
own status, or having others find out that they were
HIV positive.

‘And there are some people who if they hear about
VCT they would rather die even if they are positive.
They would die without taking the drugs’ P7 2 RCPW

The attitudes of nursing staff also appeared to be a
major barrier to attending ANC clinic.

‘If you tell her that you have given birth to eight kids
she would quarrel you and ask you if you still intend
to give birth to more children. And maybe some of the
children that she is talking about some had died. So
you come from the clinic upset.’ P7 2 RCPW

They were also deemed to have an unprofessional atti-
tude, preferring to chat amongst themselves rather than
working, which contributed to their habit of keeping the
women waiting. Much criticism was levelled at long
clinic waiting times, which was weighed up against the
other duties that women had to attend to, a significant
reason for non repeat attendance at clinic.

‘you can stay in the [ANC] clinic for maybe two hours
while critically sick and there is nobody to attend to
you. When the nurse comes she would be harsh. So
those are the problems we experience’ P2 2 RCPW
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This view was not however held by all; a couple of
women when asked specifically, refuted this, reporting
that they received care in good time, and did not spend
a lengthy time at clinic.
Cost of ANC services was also a barrier preventing

some women from attending ANC, either at all, or for
repeat visits. However, not all women felt the cost, usu-
ally stated at US$ 0.12-0.23 per visit was unreasonable
for its’ purpose. One group stated that

‘Some people say the payment made is meant for the
health of the child’ (p not recorded) 5 Adolescents

However, costs mounted up particularly if tests were
needed, and this had the effect of either preventing women
from attending ANC at all, or making them visit as late as
possible in their pregnancy so that they only needed to at-
tend just once to check that there were no problems. This
was also mentioned as a reason to visit a TBA whom the
women can pay in commodities or in instalments.

‘What I would say about the cost is that at times I am
already 3 months pregnant and should be going to the
clinic and I am supposed to pay 20/-, how I am going
to get this 20/- I will not be able because at times I
have children and that is what they are going to feed
on so I am going to keep postponing that I will go next
time if I get, yet there is no any other day that you will
get it ready.’ P6 3 WOCBA

A couple of women mentioned transport costs as an
issue, and there was disagreement within groups as to
whether the health facilities were far, although any dis-
tance was recognised as a problem when the women
were sick and had to walk.

Facilitators for health facility based delivery
Members of the groups were asked where their preference
was for delivery. The overwhelming response was ‘the hos-
pital’ with women across the groups echoing this answer.
The preference for a health facility delivery was largely
due to the understanding that if complications occurred
either during the delivery or in the postpartum period, this
was the only place where they could be managed. Mostly
just ‘complications’ were referred to, although specifically
mentioned were excessive bleeding, retained placenta and
having a large or badly positioned child which would re-
quire an operation.

‘Sometimes the child might be big and if the TBA do
not know how she would help then it would be
difficult. So it is good if we give birth at the hospital
because there are some children who are too big and
requires the caesarean or if not complete caesarean
then some part has to be cut to enable the baby to
come out’. P7 7 MCBA

Just one participant mentioned being HIV positive as a
reason for a health facility delivery.
However, not all women agreed on health facility as the

best place to deliver – it was suggested that a healthy
woman would go to a TBA, ‘although a sick mother would
deliver in the hospital’. A minority preferred to give birth at
home (or at an older relative’s home) although sometimes
this was simply for financial reasons, whilst just occasionally
the view was expressed that it did not really matter where
delivery took place – it was Gods will as to the outcome.

Barriers to health facility based delivery
Although almost all participants agreed that health facil-
ities were the safest place to deliver, a range of factors
influencing the place of delivery and limiting women’s
use of SBA were identified. These included: access to
health facilities, which was influenced by unpredictable
timing of labour and transport, as well as cost of facility-
based delivery care, husbands’ preference, health facility
staff attitudes and previous experiences and habits.
Distance to health facilities and lack of transport was

cited in all FGDs as obstacles to delivering at a health fa-
cility. The timing and the unpredictability of the onset of
labour, combined with distance to health facilities,
played a critical role in determining where women de-
liver. This was the most common reason provided for
preferring to deliver with a TBA.

‘It depends, if the hospital is close then you go to the
hospital [to deliver] and if the TBA’s places are close
then it is the TBA’ P6 5 Adolescents

‘Getting a means at night to take you to the hospital
may be a bit difficult; this will make you to go to a
TBA’ p7 8 WOCBA
The women’s preference for a health facility delivery was

not in complete agreement with their own perceptions of
men’s preference. Whilst there were women who thought
that men also preferred their wives to attend health facilities
for delivery, others disagreed, with cost being cited as the
reason. One other viewpoint, although expressed by only a
couple of women, was that the men do not care what their
wives do at this time. The 3 contrasting viewpoints are:

‘The men too want the hospitals because they hear
that some women die while giving birth so they want
the hospital’ P5 5 Adolescents

‘Sometimes the labour pain may begin when you are
with your spouse and you tell him to accompany you
to the hospital since you can’t walk on foot. He will
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respond that he is busy and moreover he doesn’t have
money to take you to the hospital. This will force you
to deliver at home because even if you go to the
hospital he says that he warned you not to go there
because he has no money’. P2 8WOCBA
‘There are some men who care, but very few’ P1 8
WOCBA

Irrespective of preference, cost appeared to be the
major barrier to attending a health facility for delivery.

‘I know the hospital is the best it is only the lack of
money.’P3 6 RCPW

When asked if free services would make a difference
to attendance for delivery most participants were very
definitive, typically echoing:

We would go’ P9 8 WOCBA

Yes, all people will go ‘P8
All people will go’ P4
Cost and mode of payment were also mentioned as

reason to deliver with TBA. Their services were per-
ceived as affordable, friendly, and easily accessible at any
time of day or night. Their fees are negotiable, relatively
low, on average US$ 4 to 5 for delivery, though some
offer services free of charge, or accept in-kind payments.
A few participants, however, reported that TBAs can
charge higher fees, as high as US$ 10 to 13 which is not
dissimilar to the average fee charged at health facilities
for normal delivery.

‘I would go to a TBA because I know her so I wouldn’t
have to struggle the huge hospital bill; I would only
give her chicken and she would help me’ p4 8 WOCBA

From all FGDs it was suggested that although TBAs
had better interpersonal skills and were more accessible
than health facilities, they had serious limitations such
as not having adequate equipment for “safe delivery”
such as gloves or medicines for PMTCT of HIV and
were not able to help in case of obstructed labour when
a caesarean section is required.
As with ANC, nurse attitudes were a barrier to health

facility delivery, although to a lesser extent with fewer
women mentioning this as a problem.

Discussion
This paper presents findings from 8 focus group discus-
sions carried out across Asembo in western Kenya. The
discussions included both adolescents and women of
childbearing age yet we were struck by the similar themes
and opinions across the group discussions. This suggests
that the opinions of the participants were not influenced
by any member pressure which can occur during focus
group discussions. Having a moderator that originated
from the study area was also thought to reduce any re-
sponse bias. Consequently we feel that the opinions of the
participants were reliably obtained.

Predicting readiness to act using a theoretical framework
We have used the “Health Belief Model” to assess our
study participants ‘readiness to act’ in terms of attending a
health facility for ANC and delivering within a health care
setting [15]. The model was developed to explain behav-
iours but is also useful for health care programming in de-
signing change strategies. The health belief model suggests
that health-related behaviour depends on the individuals
perception of four concepts:1. the severity of a potential
illness, 2. the person's susceptibility to that illness, 3. the
benefits of taking a preventive action 4. the barriers to tak-
ing that action. Positive implications for the future use of
facility based antenatal and delivery care in the local area
emerged from our study suggesting that change is pos-
sible, although strategies are needed to activate ‘readiness’
(cues to action). Women suggested that ANC services of-
fered would be beneficial for their health and that of their
baby. Perceived benefits of ANC were healthier pregnancy,
healthier infant and a registration card or a bed net. Cost
of care, nurses’ attitudes, long waiting times and HIV test-
ing were perceived barriers to attending clinic. Most,
though not all perceived susceptibility to complications,
and understood the benefits of delivering in a health facil-
ity as complications would be managed there, however, as
Thaddeus and Maine reported as far back as 1994 [11]
cost was a substantial perceived barrier to delivery in a
health facility. Importantly, results from our study indicate
that many women are receptive, in theory, to using formal
ANC and delivering within a healthcare facility. Cues to
action are now needed in order to ensure these women
are captured within the healthcare system that provides a
continuum of care

Failing to meet WHO recommendations
The present study provides explanations as to why most
women in this area do not present at an ANC in their first
trimester or attend the recommended 4 FANC visits [9].
Our results suggest that women wait until near the end of
their pregnancy rather than first or even second trimester
so that they have more time to gather the money to pay
for any tests, also waiting until the last minute to get the
card to present in case they had a health facility delivery.
This also means that they do not have the time to attend
for the recommended number of visits. Women were
mostly positive about receiving ANC, recognising the
importance of having a health check and receiving
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medications. However, once ascertained that they and the
baby were fine, and having received a registration card,
and/or a bed net cost, waiting time or nurses attitude were
a greater barrier, following prior bad experience, or the re-
luctance to spend additional time away from home duties
or additional cost, once the first visit had been made. This
finding resonates with a recent systematic review [16]
which reported that some women do not return to ANC
once they have received their free ITN.

Lack of knowledge negated by trust
We were not able to ascertain whether women were aware
of the need for 4 visits but speculate this is unlikely because
their knowledge appeared limited. Whilst mentioning the
importance of receiving medications or injections none
appeared to fully understand what these were for, an issue
reported elsewhere [17,18], whilst a recent systematic review
[16] found women were unaware of the benefits of intermit-
tent preventive treatment (IPTp) with sulphadoxine-
pyrimethamine (SP) for malaria, or why SP was being given.
Vague knowledge of the services offered at ANC was also
corroborated in a household cross-sectional survey carried
out in the KEMRI/CDC HDSS in 2010 by Ouma P, Were V,
Hamel M, Desai M. Results from the IPTp Uptake Cross-
Sectional Survey [Unpublished]. KEMRI/CDC. 2010 ( [19]
unpublished data). Women who were recently pregnant in
the last 2 years were asked about information received at
ANC. Just 56% reported that nurses providing care ex-
plained what they were doing. Despite this, women’s accept-
ance of medication appeared to demonstrate trust in both
the facility based health care system, and in western medi-
cine. Despite not knowing what they were for, participants
took them believing they would help their, or the baby’s
health. Likewise, Essendi et al. [19] reported women in
Nairobi trusted health personnel implicitly, whilst a further
study in Mombasa [20] similarly reported that women used
and preferred western pharmaceuticals during their preg-
nancy. These findings contrast with other studies that show
a distrust for modern medicine, and a stronger preference
for traditional medicines and carers [21,22]. The study area
has a high prevalence of malaria, also HIV, anaemia and hel-
minth infections [13,23] necessitating screening during preg-
nancy. Malaria and HIV were the only infections/diseases
mentioned often by pregnant women in our FGDs, and tet-
anus immunisation was mentioned just once. Increasing
knowledge of services offered at ANC and their benefit may
help earlier ANC attendance and compliance with the rec-
ommended minimum number of visits.

Issues of male support
Women perceived their husbands provided little support,
either financially or in terms of help with household du-
ties, during pregnancy and delivery. This finding contrasts
with the results from our FGDs among men, which
focussed on the perspectives of men on antenatal and de-
livery care service utilisation in the same region [24]. In
this parallel study, men were positive in their views of
antenatal and delivery care, and as decision makers they
stated they encouraged, some even ‘forced’, their wives to
attend health facility for antenatal or delivery care. Further
work would be useful to ascertain the true influence that
men have on their spouses healthcare.

The influence of healthcare provider attitudes
Our findings on service dissatisfaction contradict the re-
sult from the cross-sectional survey by Ouma P, Were V,
Hamel M, Desai M. Results from the IPTp Uptake Cross-
Sectional Survey [Unpublished]. KEMRI/CDC 2010 [19]
(unpublished data), which showed 90% of respondents felt
welcomed to ANC by the nursing staff. Furthermore, 71%
felt they were encouraged to ask questions and 97% had
them answered satisfactorily. In contrast, participants
from our FGDs reported that the attitude of the nurses, as
well as long clinic delays had the effect of preventing re-
turn visits. The difference in findings could be explained
by the different methodological approaches used, the indi-
vidual face to face survey being more prone to courtesy
bias [25] compared to FGDs where participants are en-
couraged to share their feelings freely amongst their peers.
Complaints about poor staff attitude has also been re-
ported in studies in other low and middle income coun-
tries [26,27] and specifically in Kenya [20,28,29]. Common
complaints about health care providers are lack of care,
rudeness or harshness of attitude. Whilst nursing is a vo-
cation, some may be attracted by the prestige associated
with working in the health sector. Ojwang et al. [28] de-
scribed nurses as ‘all knowing benefactor’, and the percep-
tion that some nurses feel superior or ‘so learned’ was
made by some women in our study. A poor attitude to pa-
tients by healthcare workers has long been recognised as a
problem in the Kenyan setting, with the Kenya Ministry of
Health declaring commitment to redress this issue. How-
ever, a study carried out in Kisumu, western Kenya [29]
highlighted that the reduction in numbers of staff, coupled
with increased workload led to burnout, which health
workers admitted led to impatience and irritation with cli-
ents. There was some suggestion that nurses attitude or
work ethic contributed to the long waiting times that were
mentioned by many as a barrier to accessing ANC, how-
ever we are unable to assess whether this is a major factor,
or whether this is primarily due to lack of organisation
whereby women can turn up to clinic at any point during
their pregnancy. Numbers can’t be predicted, neither can
the nature of their individual care meaning health care
professionals may have to perform a variety of roles in any
session. This may be compounded by a shortage in health-
care workers in the Kenya health system which has been
reported elsewhere [30-32]. Clearly however, investment is
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needed in staff numbers, alongside a shift in attitude of
the healthcare workers with a parallel shift in the negative
perceptions of women towards health care workers.

HIV testing – barrier and facilitator
Studies [33,34] have demonstrated that HIV testing is a
barrier to attendance at ANC, resulting from a fear of be-
ing tested because of involuntary disclosure to others, fear
of stigma, and fear of finding out that they have the dis-
ease. These reasons were similarly important in our study,
although participants also reported HIV testing as a rea-
son for attending for care. It is likely that knowledge and
use of ARVs and PMCT will mean that HIV testing be-
comes less of a barrier and more of a facilitator to ante-
natal services in the future. Indeed, Hardon et al. [35] in a
4 country study conducted reported PMCT services were
valued because they protect the health of the unborn child
and provide treatment for the mother. Kinuthia et al. [36]
reported stigma was less of a barrier to using PMTCT
than health service related issues.

Cost – a significant barrier
As reported in numerous studies [16,19,37,38], cost was a
barrier to ANC attendance, and to delivery in a formal
healthcare setting. However, unlike other Kenyan settings
where additional factors such as women’s lack of autonomy
[19,27,39], HIV testing [33,37], and baby theft [37] includ-
ing insecurity at night [19] had a strong negative influence,
cost and transport were the predominant barriers arising
through our FGDs. Women were aware that in cases where
pregnancy complications arose, the healthcare setting was
really the only place where they could deliver safely. What
prevented them from doing this, was predominantly the
cost. However, Ouma’s cross sectional survey which re-
ported on actual behaviours, found the dominant reason
for not delivering in a health care facility was that the
labour/delivery came too fast. This was similarly reported
in a recent Ghanaian study, and although 94% gave birth at
home, only one quarter planned to do so [40].The timing
of the onset and the unpredictability of labour was also
mentioned as a barrier to deliver at a health facility in our
FGDs. Individualized birth planning and preparedness is an
integral part of FANC. However its implementation in
Kenya has been poor, estimated at 68% in 2010 [41]. Full
implementation of individualized birth planning could im-
prove rates of delivery with a SBA as shown by Mpebemeni
et al. [42]. Subsidizing cost of both transport and delivery
fees are also likely to act as facilitators to delivery care.
However, whilst these solutions might help create more de-
mand for ANC and delivery with a SBA this also has to be
balanced against inadequate supply. Currently, in western
Kenya there are inadequate numbers of facilities able to
provide quality delivery services, and a shortage of equip-
ment and supplies for obstetric care [43].
Study limitations
Some limitations need to be considered. Whilst our study
included a number of focus groups, with women across a
large age range our findings can be generalised only to the
parent population, and not across other settings where dif-
ferent health care, geographical or cultural factors may
affect access and utilisation of ANC and delivery services. It
is possible, as with all focus group discussions in general,
that the opinions given do not reflect each individual but
rather the collective norm of the wider group. So whilst
there appeared to be consensus around many issues within
groups this may not reflect the true picture. However, simi-
lar opinions across groups reassure us that we have cap-
tured at least the prevailing views of women in Asembo.
Furthermore, whilst it is possible there was an element of
social desirability bias in response, with participant aware-
ness that formal healthcare provision is being promoted by
the government in preference to informal healthcare pro-
vided by the TBA, we uncovered opinion that disagreed the
hospital is the best place in which to deliver. This suggests
that some of the women felt comfortable in proffering op-
posing opinion. Constraints on time meant we were unable
to explore some issues in depth, which may have added fur-
ther value to the study. This includes exploring what the
women understood by complications and their knowledge
and recognition of danger signs, both during pregnancy
and during labour. It would be useful to investigate whether
they understand the need for planning ahead and what pre-
vents any plans being put into practice successfully. Further
understanding of the causes and possible solutions of long
delays in ANC could help to address one of the main bar-
riers to repeat ANC care.

Conclusion
Our findings suggest that most women are amenable to
ANC and would be willing and even prefer to deliver in a
health facility, if it were affordable and accessible to them.
However for this to happen there needs to be a range of
enablers including health promotion for both women and
also their partners in order that all fully understand the
importance of attending for ANC and planning ahead in
order facilitate delivery with a SBA. Further enablers
which may help in womens’ decisions to use healthcare fa-
cilities include investment into nurse training in order to
increase numbers and amend attitudes, and reducing or
removing all fees. Subsidizing transport could further in-
crease access to health facility based ANC and delivery
care. However, we are mindful that if we create demand
for services, there are inadequate numbers of trained staff
and facilities able to provide quality ANC and delivery ser-
vices, and certainly a shortage of equipment and supplies
for emergency obstetric care. Both demand and supply
factors need to be addressed in order to reduce the high
maternal morbidity and mortality rate in the region.



Mason et al. BMC Pregnancy and Childbirth  (2015) 15:26 Page 9 of 10
Competing interests
The authors declare that they have no interests.

Authors’ contributions
LM carried out the thematic analysis and prepared the first and subsequent
drafts of the manuscript. SD was involved in the conception and design of the
study, data collection, thematic analysis, and critical review of the manuscript.
FTK was involved in conception and design of the study, protocol writing,
drafting and reviewing the manuscript for significant intellectual input. FW was
involved in the study design and data collection. PO, PPH, KL assisted with
critically reviewing the manuscript for substantial intellectual input. MD was
involved in the study conception, data collection and critical review of the
manuscript. All authors read and approved the final manuscript.

Acknowledgements
We thank the late Beatrice Odidi (moderator), Jane Oiro (note-taker) and the
village reporters for their diligent efforts in the field. George Aol for his support
in the field. We also would like to thank all study participants. We thank Jenny
Hill for insightful comments on earlier version of the manuscript. This
manuscript is published with the permission of the Director KEMRI. The work
presented in this manuscript was conducted under the KEMRI and CDC
Collaboration in western Kenya.

Author details
1Child and Reproductive Health, Liverpool School of Tropical Medicine,
Merseyside, UK. 2Kenya Medical Research Institute (KEMRI), Center for Global
Health Research (CGHR), Kisumu, Kenya. 3Centers for Disease Control and
Prevention (CDC), Atlanta, USA.

Received: 2 December 2013 Accepted: 26 January 2015

References
1. Adegoke AA, van den Broek N. Skilled birth attendance-lessons learnt. BJOG.

2009;116 Suppl 1:33–40.
2. Graham W, Bell JS, Bullough CHW. Can skilled attendance at delivery reduce

maternal mortality in developing countries ? Stud HSO P. 2001;17:97–129.
3. WHO, UNICEF, UNFPA, Bank. W. Trends in maternal mortality: 1990 to 2010.

Geneva: WHO; 2012.
4. Kenya Central Bureau of Statistics. Kenya Demographic and Health Survey

2008–2009. Kenya: Nairobi; 2010.
5. Kenya Central Bureau of Statistics. Kenya Demographic and Health Survey

2003. 2004.
6. Desai M, Phillips-Howard PA, Odhiambo FO, Katana A, Ouma P, Hamel MJ. An

analysis of pregnancy-related mortality in the KEMRI/CDC health and
demographic surveillance system in western Kenya. PLoS One. 2013;8:e68733.

7. Carroli G, Villar J, Piaggio G, Khan-Neelofur D, Gulmezoglu M, Mugford M,
et al. WHO systematic review of randomised controlled trials of routine
antenatal care. Lancet. 2001;357:1565–70.

8. Villar J, Ba’aqeel H, Piaggio G, Lumbiganon P, Miguel Belizan J, Farnot U,
et al. WHO antenatal care randomised trial for the evaluation of a new
model of routine antenatal care. Lancet. 2001;357:1551–64.

9. van Eijk AM, Bles HM, Odhiambo F, Ayisi JG, Blokland IE, Rosen DH, et al.
Use of antenatal services and delivery care among women in rural western
Kenya: a community based survey. Reprod Health. 2006;3:2.

10. Kawakatsu Y, Sugishita T, Oruenjo K, Wakhule S, Kibosia K, Were E, et al.
Determinants of health facility utilization for childbirth in rural western
Kenya: cross-sectional study. BMC Pregnancy Childbirth. 2014;14:265.

11. Thaddeus S, Maine D. Too far to walk: maternal mortality in context. Soc Sci
Med. 1994;38:1091–110.

12. Gabrysch S, Campbell OM. Still too far to walk: literature review of the
determinants of delivery service use. BMC Pregnancy Childbirth. 2009;9:34.

13. Odhiambo FO, Laserson KF, Sewe M, Hamel MJ, Feikin DR, Adazu K, et al.
Profile: The KEMRI/CDC Health and Demographic Surveillance System–
Western Kenya. Int J Epidemiol. 2012;41:977–87.

14. Howit, Cramer. An Introduction to Research Methods in Psychology; 2008
PEL, editor. Essex. 2007.

15. Rosenstock IM, Strecher VJ, Becker MH. Social learning theory and the
Health Belief Model. Health Educ Q. 1988;15:175–83.

16. Hill J, Hoyt J, van Eijk AM, ter Kuile FO, Steketee R, Smith H, et al. Factors
affecting the delivery, access and use of intermittent preventive treatment
and insecticide treated nets among pregnant women in sub-Saharan Africa:
A systematic review of the evidence. Liverpool School of Tropical: Medicine;
2012.

17. Conrad P, De Allegri M, Moses A, Larsson EC, Neuhann F, Mueller O, et al.
Antenatal care services in rural Uganda: missed opportunities for good-
quality care. Qual Health Res. 2012;22:619–29.

18. Hulton LA, Matthews Z, Stones RW. Applying a framework for assessing the
quality of maternal health services in urban India. Soc Sci Med.
2007;64:2083–95.

19. Essendi H, Mills S, Fotso JC. Barriers to formal obstetric care services
utilization. J Urban Health. 2010;88:s356–69.

20. Saud F. Medical pluralism and utilization of maternity health care services
by Muslim women in Mombasa Kenya: University of Florida. 2005

21. Babb DA, Pemba L, Seatlanyane P, Charalambous S, Churchyard GJ, Grant
AD. Use of traditional medicine by HIV-infected individuals in South Africa
in the era of antiretroviral therapy. Psychol Health Med. 2007;12:314–20.

22. Unge C, Ragnarsson A, Ekstrom AM, Indalo D, Belita A, Carter A, et al. The
influence of traditional medicine and religion on discontinuation of ART in
an urban informal settlement in Nairobi, Kenya. AIDS Care. 2011;23:851–8.

23. van Eijk AM, Lindblade KA, Odhiambo F, Peterson E, Sikuku E, Ayisi JG, et al.
Reproductive health issues in rural Western Kenya. Reprod Health. 2008;5:1.

24. Kwambai T, Dellicour S, Desai M, Ameh CA, Person B, Achieng F, et al. A qualitative
study of the perspectives of men on antenatal and delivery care service utilisation
in rural western Kenya. Liverpool: University of Liverpool. BMC Pregnancy
Childbirth. 2013;13:134.

25. Carr-Hill RA. The measurement of patient satisfaction. J Public Health Med.
1992;14:236–49.

26. Ngomane S, Mulaudzi FM. Indigenous beliefs and practices that influence
the delayed attendance of antenatal clinics by women in the Bohlabelo
district in Limpopo, South Africa. Midwifery. 2012;28:30–8.

27. Some TD, Sombie I, Meda N. Women’s perceptions of homebirths in two rural
medical districts in Burkina Faso: a qualitative study. Reprod Health. 2011;8:3.

28. Ojwang BO, Ogutu EA, Matu MP. Nurses’ impoliteness as an impediment to
patients’ rights in selected Kenyan hospitals. Health Hum Rights. 2010;12:101.

29. Turan JM, Bukusi EA, Cohen CR, Sande JH, Miller S. Effects of HIV/AIDS on
maternity care providers in Kenya. J Obstet Gynecol Neonatal Nurs.
2008;37:588–95.

30. Chankova S, Muchiri S, Kombe G. Health workforce attrition in the public
sector in Kenya: a look at the reasons. Hum Resour Health. 2009;7:58.

31. Makabila S. Kenya losing specially trained nurses. Kenya Nurse. 2006;10:6–9.
32. Smith L. Intermittent screening and treatment versus intermittent

preventive treatment of malaria in pregnancy: User acceptability.
Mal J. 2010;9:18.

33. Sande JH, Kaseje D, Nyapada L, Owino VO. Fear of being tested for HIV at
ANC clinics associated with low uptake of intermittent preventive treatment
(IPT) of malaria among pregnant women attending Bondo District Hospital,
Western Kenya. East Afr J Public Health. 2010;7:92–6.

34. Turan JM, Hatcher AH, Medema-Wijnveen J, Onono M, Miller S, Bukusi EA,
et al. The Role of HIV-Related Stigma in Utilization of Skilled Childbirth
Services in Rural Kenya: A Prospective Mixed-Methods Study. PLoS Med.
2012;9:e1001295.

35. Hardon A, Vernooij E, Bogololo M, Cherutich P, Desclaux A, Kyaddondo D,
et al. Women’s views on consent, counselling and confidentiality in PMTCT:
a mixed-methods study in four African countries. BMC Public Health.
2012;12:26.

36. Kinuthia J, Kiarie JN, Farquhar C, Richardson BA, Nduati R, Mbori-Ngacha D,
et al. Uptake of prevention of mother to child transmission interventions in
Kenya: health systems are more influential than stigma. J Int AIDS Soc.
2011;14:61.

37. Izugbara CO, Kabiru CW, Zulu EM. Urban poor Kenyan women and hospital-
based delivery. Public Health Rep. 2009;124:585–9.

38. Mwangome FK, Holding PA, Songola KM, Bomu GK. Barriers to hospital
delivery in a rural setting in Coast Province, Kenya: community attitude and
behaviours. Rural Remote Health. 2012;12:1852.

39. Magoma M, Requejo J, Campbell O, Cousens S, Filippi VA. High ANC
converage and low skilled attendance in a rural Tanzanian district: a case
for implementing a birth plan intervention. BMC Pregnancy Childbirth.
2010;10:435.

40. Lerberg PM, Sundby J, Jammeh A, Fretheim A. Barriers to skilled birth
attendance: a survey among mothers in rural Gambia. Afr J Reprod Health.
2014;18:35–43.



Mason et al. BMC Pregnancy and Childbirth  (2015) 15:26 Page 10 of 10
41. National Co-ordinating Agency for Population and Development (NCAPD)
and ORC Macro. Kenya Service Provision Assessment Surve 2010. Key
Findings. Nairobi, Kenya, and Calverton, Maryland (USA): NCAPD and ORC
Macro; 2010.

42. Mpembeni RN, Killewo JZ, Leshabari MT, Massawe SN, Jahn A, Mushi D,
et al. Use pattern of maternal health services and determinants of skilled
care during delivery in Southern Tanzania: implications for achievement of
MDG-5 targets. BMC Pregnancy Childbirth. 2007;7:29.

43. Desai M. Emergency Obstetric Care in KEMRI/CDC HDSS western Kenya. 2012.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Study area
	Recruitment and participants
	Ethics
	Analysis

	Results
	Facilitators for health facility based antenatal care
	Barriers for health facility based antenatal care
	Facilitators for health facility based delivery
	Barriers to health facility based delivery

	Discussion
	Predicting readiness to act using a theoretical framework
	Failing to meet WHO recommendations
	Lack of knowledge negated by trust
	Issues of male support
	The influence of healthcare provider attitudes
	HIV testing – barrier and facilitator
	Cost – a significant barrier
	Study limitations

	Conclusion
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References

