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ABSTRACT

The purpose of this study was to evaluate factoifsencing implementation of free
maternal healthcare services in public hospitakkenya. This was a descriptive study
focusing on process of implementing and resultsethfe The study was guided by the
following research objectives (i) To determine thituence of hospital infrastructure
on implementation of free maternal healthcare ses/in public hospitals in Kenya.
(i) To determine the influence of resources on lenpentation of free maternal
healthcare services in public hospitals in Keny& To establish knowledge of
women on implementation of free maternal healthcamices in public hospitals in
Kenya. (iv) To determine the quality of servicesl amplementation of free maternal
healthcare services in public hospitals in Kenyae Tdata was collected using
guestionnaire and interview schedule. Respondanbsded patients/ women who had
delivered in public hospitals and one mid wife frearch of the study sites .Data was
analyzed through descriptive statistics using &iatl package for social science
(SPSS 20) in order to give quantifiable statistingl the results done with the help of
Microsoft office excel programme and results préseénin tables. Validity and
reliability of the instrument was done through @gritanalysis and half split test to
determine whether it addressed all relevant aspdctariables. The key findings of
the study revealed that hospital infrastructuresoveces have a direct effect on
implementation of free maternal healthcare servigespublic hospitals. While
knowledge and quality has a direct impact on whetbatients will utilize free
maternity services being provided in public hodpitin Kenya. The study
recommended that the government should develop looty) term and short term
strategies in implementing free maternal healthcamices in public hospitals. The
government ought to establish mechanisms which enflure more maternity wards
are built, the number of wards should directly teel® the number of patients visiting
the facilities , the government also need to preadsic maternity equipment in all its
health centre , sub districts hospital in ordehétp decongest existing facilities . In
line with the government commitment through the jabdeclaration of 2001 the
government needs to allocate up-to 15% of the nakibudget to ministry of health.
Also the government need to employ more mid wiwesesthe current ration stands at
1:10 against the recommended ration of 1:1 foricalitpatients or 1:3 for stable
patient.

xii



CHAPTER ONE
INTRODUCTION

1.1 Background of the Study

World health organization (WHO) estimates that mahan 585,000 women of
reproductive age die each year from pregnancyeeladuses worldwide, 99% of these
deaths occur in the less developed countries .@tie of maternal mortality in sub-
Sahara is the highest in the world estimated ap&8&00,000 live births (World Bank,
1994), if timely and appropriate obstetric careavaccessed in the event of complication
an estimated 75% of the above deaths could be piexeWhile in many areas services
simply do not exist and where they do they arernoftederutilized. Women play an
important role in the society which includes reprciibn, production and community
services. Studies have demonstrated that highdefaehaternal mortality and morbidity
in developing countries are preventable throughaiskilled birth attendants, equipping
health facilities and provision of essential resegrrequired to effectively implement
standard maternal healthcare services in Kenyatred developing countries around the
world (Fortney, 1998). According to Nakamura (20@t3ternal health refers to, health of
women during pregnancy, childbirth and the postpartperiod. In addition, late
presentation by pregnant woman in the event of rmptication, combined with poor
quality care, contributes to high levels of matéraad perinatal mortality and severs
morbidity (Thaddeus and Maine, 1994). All women aireisk of obstetric complications;
access to adequate essential obstetric care (E€&tsrno be universal (WHO, 1998).
Indeed world health organization (WHO) estimates thver 500,000 women worldwide
succumb to complications of pregnancy and chilthbaach year, millions more women
survive but suffer from iliness and disabilitietated to child birth .It has been estimated
by safe motherhood initiative (SMl)that 30 to 50 rbidities occur from maternal
death(SMI,2003). The goal of prenatal care is tieateany complications of pregnancy
early, prevent them if possible and to direct wonh@rnhe appropriate special medical
services. Postnatal care issues include recoveny thild birth, concerns about newborn
care, nutrition breastfeeding and family planniMaternal death is widely regarded as
one of life’s most tragic outcomes. There is a kimomy in the death of a woman who is

engaged in the act of creating life, and her desain incomparable loss for any children



who are left behind, such deaths are almost eptpetventable given proper medical
surveillance and intervention, and as such matenaatality is often viewed as a sentinel
indicator of the quality of a health care delivegstem. According to center for disease
and control (CDC), the total amount spent on headtle in the United States of America
(USA) is greater than any other country in the wofespite this, women in the USA
have a greater lifetime risk of dying of pregnamelated complications than women in
40 other countries. For example, the likelihooé efoman dying during childbirth in the
USA is five times greater than in Greece, four 8ngeeater than in Germany, and three
times greater than in Spain. More than two womenevery day in the USA from
pregnancy-related causes. African-American womenaarhigher risk, they are nearly
four times more likely to die of pregnhancy-relatedimplications than white women.
Even for white women in the USA, however, the maagémortality ratios are higher than
for women in other industrialized countries. Thestes and disparities have not
improved in more than 20 years. Maternal mortakityos have actually increased from a
low of 6.6 deaths per 100,000 live births in 198718.3 deaths per 100,000 live births
(Becak, 2006).

Japan achieved dramatic fall in maternal mortalitgr just a ten-year period from 1960
to 1970, with the maternal mortality ration (MMRg@dalining from 130 to 50 — almost a
two-thirds reduction. This provides encouragementnany developing countries trying
to achieve significant falls in maternal mortaiitythe period remaining up to 2015 — the
target year for the Millennium Declaration. The cegs of Japan in tackling maternal
mortality is due to a host of factors, but alsovmies evidence of the three main
interventions which are needed everywhere in thddya@ has implemented universal
access to skilled care at delivery; Japan has ilovested in the training of professional
midwives and nurses and ensuring their availabitityyomen during pregnancy, delivery
and post-natal care (at no cost). Today 100% afels in Japan occur with help of
health professionals and in health facilities epagh to manage normal cases or to
promptly refer on complications to higher-level pibals. Through the provision of
quality skilled care, Japan has virtually elimirthtene of the major causes of deaths to

mothers and babies after birth.



In the developing countries child birth is assaaawith suffering ill health and even
death .Indeed globally, the increasing attentiomegi to maternal health has seen
reduction of maternal deaths .There is a growingentent, globally and particularly in
the Africa region, to reduce financial barriershialth care generally, but with special
emphasis on high priority services and vulneralteigs. In Burundi, for example, free
services for pregnant women and the under-fiveg weroduced in 2006, and utilization
appears to have increased as a result, thoughrmaff@valuation has been undertaken
.While in Zambia, fees were suspended for rurairidts in 2006. In Burkina Faso, an
80% subsidy policy for deliveries was launched @®& Other countries have followed
suit, though with varying target groups, and all st the stage of being elaborated. In
Kenya, for example, various changes have been rnadiee user fee regime — most
recently, in 2007, deliveries were announced t&rd® though there is no evidence yet of
implementation or impact. Liberia suspended feepfnary care in 2007. In Ghana, an
exemptions policy for delivery fees was introdu@e@004. It was intended to cover all
facility costs for intrapartum care in both pubdind private facilities. Initially payment
was effected through the local government admatistin but later through the health
system. Funding was provided from a debt reliedfumnder the Highly Indebted Poor
Countries (HIPC) initiative. Furthermore, quality care is an essential component of
any programme that upholds the basic principle afeproductive health approach.
Quality is not easy to measure or define. Howesignificant progress has been made in
defining quality of care in relation to family plaing element of reproductive health
(Bruce, 1990). The recognition that the qualitysefvices has an impact on the use of
services has given the suppliers of such servicssomg incentive to improve quality
care with the goal of greater acceptance among ctlemts seeking the services.
Historically the major focus in maternal servicess lbeen to reduce maternal mortality
by the provision of hospital based services. THect&f/eness of this approach in the
developed and developing countries has perhapsaated from the broader issues of
quality of care, which affect women’s health anfluence the acceptability and uptake
of services. Where services exist they should beiged at the very least a standard of
care that results in the best possible and shooiddnhibit utilization of free maternal

healthcare services in public hospitals in Kenya.



There has also been progress in sub-Saharan AfnitaKenya, unlike in the developed
world where a woman's life time risk of dying dinor following pregnancy is 1 in

3800, the risk of maternal death is very high ah B9. Increasing numbers of women
seeking maternal health services during childkarld after child birth in health facilities

is therefore important to ensure that quality ofecprovided is optimal. According to

Kenya demographic health survey, 2012 it's estich#tat about 43% of births in Kenya
are delivered under the supervision of skilledhbattendant, TBA continues to assist
28% of the births, 22% are home deliveries assigjefiliends and relatives while 7% of
expectant mothers deliver without assistance. Kerwamen have long suffered from
high maternal mortality and morbidity for many ygand utilization of antenatal and
maternal services is an essential health indicatwt step to the right direction ,
Increasing the proportion of mothers who are cai@din health facilities during

pregnancy , delivery and post delivery reducestheddk to both the mother and the
child. In most communities motherhood is often beded as a positive gain in the
community and fulfilling experience for the conoed couple/ family where its seen as
the continuation of family lineage while at the satime for many women it is associated
with suffering, pain ill-health and even death @ssted with hemorrhage, infection, high

blood pressure, unsafe abortion, and obstructexlitab

1.2 Statement of the Problem

From the existing data ,observation and group @som among health care providers it
indicate that globally, a woman dies every minutanf complications related to child
birth. About half a million women die each year dag@regnancy related causes of which
99% occurs in developing countries. Attending aatainclinics and deliveries with the
assistance from skilled personnel has a signifisapact in relation to maternal mortality
and morbidity .Utilization of maternal healthcarensces is associated with improved
maternal health outcomes .The 2010 KDHS , estinfatiel in 25 women have a chance
Irisk of dying from pregnancy and child birth comeption in a life time .Use of
maternal healthcare services is an effective agpraa reducing the risk of maternal
morbidity and mortality ,especially in places whegeneral health status of a woman is

poor(Gage ,2003). Although overall antenatal caneeage remains low, many women



make their first ANC visit late into the pregnareey compared to the recommended at 14
weeks of pregnancy .Use of skilled professionaingudelivery has declined from 51%
in 1989 to 42% in 2004, further demonstrating a&detating use of maternal healthcare
services among pregnant women. According to theO 2Rénya preliminary census
report, young people (age 14-24) who form about 38%he population is the fastest
growing segment of the population , these youngpleeare faced with a number of
challenges which range from early initiation to ,sememployment ,abortion ,unwanted

pregnancies among others.

Like many other health indicators, the burden otemaal morbidity and mortality is
higher among this group, as the risk of developregnancy related complication and
subsequent death during child birth (Van Eijk , @0@iven the perspective of poverty
and lack of quality maternal healthcare servicesKanya, implementation of free
maternal healthcare services will depend on impidvespital infrastructure, increased

resources outlay, staffing and improved remunemngtieckages for medical staffs.

1.3 Purpose of the Study
The purpose of the study is to examine the fadtdhsencing the implementation of free

maternal healthcare services in Kenya, a caseldicgoospitals in Nairobi County.

1.4 Objectives of the Study
This research will be guided by the following oljees:-
1. To determine the influence of hospital infrastrueton implementation of free
maternal healthcare services in public hospitals.
2. To determine the influence of resources on impldgatem of free maternal
healthcare services in public hospitals.
3. To establish sources of information on implemeatabf free maternal healthcare
services in public Hospital.
4. To establish influence of patient satisfaction mplementation of free maternal

healthcare services in public hospitals.



1.5 Research Questions
The study will seek to answer the following quessio
1. What is the influence of hospital infrastructure e implementation of free
maternal healthcare services in public hospitals?
2. What are the resources required in implementing finaternal healthcare services
in public hospitals?
3. How does source of information on the implementatiof free maternal
healthcare services in public hospitals influenttezation of services?
4. Does patient satisfaction affect the implementatimin maternal healthcare

services in public hospitals?

1.6 Significance of the Study

This research comes handy to provide an insiglat warious factors that are likely to
influence the implementation of free maternal healte services in public hospitals in
Kenya. The primary stakeholders, Government andyraiet women are the main
beneficiary of this research since the study icéeied out in a typical setting where
factors highlighted would be most likely to be empeced. This would help understand
factors influencing and possible alternatives t® liealth assistance which would assist
the positive outcome. Identification of individui@ctors that may influence or impede
implementation of free maternal healthcare senvicgaiblic hospitals. Over the last two
decade, there have been investments in publicthegétem in Kenya with the emphasis
on providing maternal healthcare services and etsdame time encouraging women to
deliver under the supervision of skilled healthgarefessionals. However, the uptake of
maternal healthcare services in Kenya is very lecording to Esipisu (2011), maternal
healthcare uptake stands at 43% of women deliverndpospital. Nairobi County
provides an ideal setup to carry out this reseduhto the nature and the characteristics
of the study population .Therefore, foreign andaloavestors would be able to inject
more help to the sector through the ministry oflthea’he study would also bring into
light the various factors that the investors anel government need to focus on when
targeting provision of free maternal healthcarevises. The results of this study would

also be invaluable to researchers and scholarst wesuld form a basis for further



research. The students may use this study to famsisbof discussion of maternal

healthcare services in developing countries.

1.7 Basic Assumption of the Study
During the study there is an assumption that alpoaedents (midwives, gynecologists
and selected mothers) would cooperate in filling tfuestionnaire and provide accurate

and honest answers to provided questions.

1.8 Limitation of the Study

The likely challenge was limited access to inforigratsought and inability to include

other counties in the study. Also the respondergseweluctant to provide information

due to fear that that information provided may lsediagainst them. The study was
limited to time and financial cost required to gamut comprehensive study on

implementation of free maternal healthcare servicégairobi county.

1.9 Delimitation of the Study
Maternal healthcare involves a range of servicésgoaized as contraceptive; abortion,
obstetrics care and prenatal care .This study waketl to public hospitals providing free

maternal healthcare services in Nairobi County.

1.10  Definition of Significant Terms

Awareness- knowledge gained through own perception or bemfgrmed by being
cognizant of current development in regard to fregernal healthcare services offered in
public hospitals.

Free maternal health care non-payment for services offered to pregnant wome.
antenatal, delivery and post natal services.

Hospital Infrastructure - include physical and organizational structuresuieqgl for
effective and efficient operation within the hogpiset up. Physical structure include
wards, theatre, incubators, beds, equipments #met dacilities like toilet , bathroom
while organizational structures include body ofruland regulations governing various

system e.g. procedure of patient admission andhaige .



Human resources- include all human workforce or human capitdieyt include an a ray
of personnel i.e. senior medical consultants( ggloegst) , midwives , laboratory
technologist ,pharmaceutical technologists , has@dministrator ,drivers ,cleaners |,
cooks

Implementation of free maternal healthcare servicesThe removal of service charge
in public hospital in relation to women deliveriimgthese hospitals.

Maternal healthcare: are services offered to a pregnant woman thewdsglantenatal,
delivery and post delivery services

Nairobi County; one of the 47 administrative units in Kenya

Public hospitals Government operated hospitals e.g. Kenyatta Naltibospital

Quality of services— a states of how good or bad health services. draneasures
whether healthcare services meet at least the bepirements.

1.11 Organization of the Study

The research study has been organized and arramdbkd following main sections for
clarity, sequence and ease of compilation

Chapter oneprovides back ground of the study , statemerth@fproblem , purpose of
the study research objectives , research questesearch hypothesis , significance of the
study , basic assumptions, limitation of the studglimitation of the study , definition of
significant terms and organization of the study.

Chapter two review literature looking for factors influencinige implementation of free
maternal healthcare services in public hospitalsanya. It also incorporate the theme of
first objective, second objective, third objectieeirth objective, theoretical frame work,
conceptual frame work, relationship between vaealgaps in literature review and
summary of literature review.

Chapter three which covers and looks at the method usedsearch design , target
population ,sample size and sampling technique, daitection instruments , pilot testing
of the instrument, validity of instrument , relityi of instrument, data collection
procedure, data analysis techniques , ethical deraion and operational definition of

the variables.



Chapter four which covers and deals with the findings from shedy , preprocessing,
guestionnaire return rate, characteristics of nedpots and data analysis.

Chapter five presents and provides summary of findings, disonsef the findings,
conclusion of the study, recommendations of thelystand suggested area for further

research.



CHAPTER TWO

LITRATURE REVIEW
2.1 Introduction
The reflection and collection of the literatureigav to this chapter attempts to present a
review of various previous studies that have beerdertaken in relation to
implementation of free maternal healthcare serviogsublic hospitals .Various studies
on this subject are reviewed herein to provideaathrperspective on how to implement
free maternal healthcare services in public holspitaKenya.

Reducing maternal mortality has seen the governmaedt the international agencies
promote maternal healthcare services. Althoughuaied maternal mortality requires
different strategies to promote health of pregnewimen. In this study, maternal
healthcare will be analyzed by women who have gordeliver and those seeking post
delivery services. Literature review will focus amplementation of frees maternal
healthcare services in public hospitals. It's ateystic identification, location scrutiny
of relevant published works to gain information abresearch topic. (Burns and Groove
2007). Relevant studies in both developed and deugj countries are reviewed with
particular emphasis on finding and methodologicgdues in developing countries.
Maternity fee is not the only challenge that moshtace at delivery, the high rates of
maternal deaths have become a matter of concernaamdjor threat to women at
childbirth. This has in fact elicited reactions lwihe United Nations member countries
incorporating maternal health within the Millenniudevelopment Goals target points
and the need to reduce maternal mortality throhghMDG 5.According to constitution
of Kenya (2010), Article 26 in the Bill of Rightpesaks of the right to life; it states:
“Every person has a right to life.” It is in thismext that we must look at the maternal
health with a microscope that will go beyond matgrfees and address the issue of
maternal mortality. The Jubilee Manifesto speaksewéry Kenyan having access to
guality health care and raising budgetary allocata health from 6% to 10% in 2014-
2015 fiscal years, but this will still be lower théhe recommended standard of 15 % of
the national budget that was agreed on in the AbDgeclaration of April
2001(WHO2011). Elimination of Discrimination againd/omen (CEDAW) requires

10



that, states to ensure women have appropriatecesrnim connection with pregnancy,
childbirth, and post-natal care, including famillaqning and emergency obstetric care
(CEDAW 2010). Kenya has also committed to fulfifi the Millennium Development
Goals (MDG 5) to improve maternal mortality ratip 2015 with a target of 147 against
2011 of 488 per 100,000 live births, its impleméotastarted in 2002 where it was main
streamed into development agenda and process01lih. Reducing maternal mortality
has seen the government of Kenya and other intenatagencies join hand and
resources to promote maternal healthcare serAdg®ugh reducing maternal mortality
and morbidity requires different strategies andragph to promoting maternal health.
Placing women right at the centre stage will praamsdfe motherhood in relation to the
millennium development goal number five (MDG 5)e¥ous studies have shown that
the uptake of maternal healthcare services in deusj countries has significant
consequences for both the mother and the childg&ad999).

The United Nations Population Fund (UNFPA) hasinet the principles of the Human
Rights Based Approach (HRBA) to sexual and reprodedealth rights. The HRBA
states that governments, has duty bearers, hase ldwvels of obligation to right-holders
(all persons): (1) to respect sexual and reprodediealth rights (SRHR) by refraining
from interfering with the enjoyment of these righ®) to protect SRHR by enacting laws
that create mechanisms to prevent violations cfehigghts by state authorities or by non-
state actors and (3) to fulfill SRHR by taking &etisteps to put in place institutions and
procedures, including the allocation of resourtesnable people to enjoy these rights.
As a member of the African Union, Kenya launched thampaign on Accelerated
Reduction of Maternal Mortality in Africa (CARMMAIn November 2010, reiterating
the Campaign’s slogan that “no women should dielevgiving life. In recent years,
several African countries (including Burundi, ZampbBurkina Faso, Liberia, Niger, and
Sudan) have enacted policies to make deliveriegoartealth care for mothers and
children free or nearly free in order to fulfillebe mandates. Kenya’s new free maternal
health services policy is a potentially positivepstn this direction. However, in order to

comply with international, regional, and local galiions, implementation of this policy
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must not override or diminish other rights providedthese frameworks (Bourbonnais,
2013).

2.2 The Concept of Implementing Free Maternal He#lhcare Services

The literature suggests that implementation of freaternal healthcare services in
Nairobi County may be influenced by a host of fagteuch as hospital infrastructure
which includes ward spaces, delivery coach, infaotibators, and ultra sound, theatre,
laboratory and ambulance services. If pregnant wohse the knowledge on kinds of
services offered by public hospital the value opliementing these services will be
realized while if people do not utilize the servitteen it doesn’t make any economic
sense. Also the condition of facilities ought toabets best to attract more patients to use
the services while at the same time al deliveriesukl be with the assistance from
trained healthcare worker who is capable of idgmig the signs of complication and act
appropriately (Griffiths and Stephenson 2001). Rafdacilities should be available to
deal with obstetric emergencies and patients mfeto a higher level facility where the
patient will be given appropriate care to avoidtddahaddeus and Maine 1994).

2.2.1 The Hospital Infrastructure on Implementatian of Free Maternal Healthcare
Services

Kenyan public health facilities have long sufferfedm insufficient infrastructure and
equipment. Recent survey data found that only 368%ublic health facilities offering
delivery services had all the basic delivery roarfrastructure and equipment needed
with rural areas and lower level facilities partanly ill-equipped to handle deliveries
and emergences associated with giving birth (Baunhgs, 2013).In order to implement
free maternity service in Nairobi county public pibal, the government through the
ministry of health need to build and /or equip athg existing health dispensaries in the
county to handle delivery cases while at the samme fput in place proper referral
network where patients experiencing complicatioe #&ransferred to higher level
hospitals as a means to handle congestions at reerhigvel hospital like Kenyatta

National hospital and Pumwani Maternity hospital.
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2.2.2 Resources Required in order to Implement FreeMaternal Healthcare
Services in Public Hospitals

According to Sachs (2008) service provision or\@ly is an immediate output of the
input into the health system, such as health wockfosupplies and finances. Increased
input should lead to improved services. Ensuringilakility and access to health
services is one of the main functions of healthesys. According to Nakamara (2010),
Safe Motherhood Initiative is a worldwide efforatraims to reduce the number of deaths
and illnesses associated with pregnancy and childbNakamara noted that the
following ways are paramount to achieving safe radibod and they include; Use of
Skilled birth attendance at all births, access uality emergency obstetrical care and
access to quality reproductive health care, indgdiamily planning and safe post-
abortion care. In addition, Kenya has signed oseeeral regional mandates regarding
reproductive health. Kenya participated in and cattexh to the 2001 Abuja Declaration,
pledging to commit at least 15% of the nationaldeido health care. Also Kenya signed
(but did not ratify) the Maputo Protocol on the R of Women of 2003, which
recognizes reproductive rights and commits statigsao establishing and strengthening
existing pre-natal, delivery, and post-natal healtid nutritional services for women.
Successful programme implemented require prudembhanu capacity management,
human resource must be empowered to steer thativitito succeed. Dugmour and Lucy
(2005) indicate that some of the greatest riskffiecéve capacity management rise from
lack of understanding of the importance of perforgnihe capacity management process

on all resources that need to be managed for sedélivery.

The Kenya Health Sector Strategic and Investmént 2012-2018) also estimates that
current staff levels meet only 17% of minimum regments needed for effective
operation of the health system, Kenya has only rdesuper 4,000 residents, half the
number (14 per 4,000) recommended by the World BBokirbonnais 2013). According

to Burns (2000) he asserts that employing qualiiexdson to monitor labour in the health
facility has a great impact on reducing maternatilityo In Kenya health workers are

unevenly distributed across the country with patéic gaps in the North Eastern and

Northern Rift provinces. Although it's known thatending to a pregnant mother by a
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trained person in midwifery skill significantly deases maternal morbidity and
mortality. Nairobi County is heterogeneous cosmib@olsociety which comprises of
individuals from different background, culture anaditions. Pregnant women seeking to
deliver in hospitals have long suffered in the hiad® when they are unable to pay
mandatory fees and many have been detained forng feeriod by the hospital
administrators due to failure by their relativegty their bills or worse still majority of
these women live in the urban informal settlememfter the introduction of free
maternal healthcare services hospitals have reporteeased overcrowding in maternity
wards where some mothers are forced to leavehdispital early to make room for
others or even deliver on the floor due to laclefls. Nurses have also reported being
overburdened due to the new policy, with nearlyaltking overtime and as few as three
(3) nurses aiding about 20 mothers at a time. (€otig2013).

2.2.3 Sources of Information for Women on implemdation of Free Maternal
Healthcare Services in Public Hospitals

Awareness was identified as a major structuraladdei that could influence the decision
on whether to utilize maternal healthcare serviéd®men need information about
maternal healthcare services during their pregngmesod so that they can make
informed decisions when to seek these servicesltiHeducation programmes during
antenatal clinic should inform the women about edpctive health, knowledge related to
sexuality, nutrition, family planning, malaria, HIMDS etc. (Barnet 2003; Lesser
2003). Information should indicate where these isess are offered, including the
requirements for attending ANC services. In Kenyaaternal healthcare services
including family planning services is provided hytt public and private health facilities.
Lack of awareness concerning free maternal healtvices could be a major barrier to
women’s utilization of maternal health services.tia(2004) and Jewkes (1998) cited
lack of adequate information about maternal hesdttvice, laboratory tests results and
dangers of late bookings or not attending ANC sewiat all, as contributors to the poor
utilization of maternal healthcare services. Inadgg information about these services
and its benefits to the mother’'s and the infangalth may also negatively influence the

utilization of maternal healthcare services. Some$, pregnant women may not be
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aware of the health problems related to poor outilization of maternal health services
(Dennit,1995).Behaviour is expected to change dgpant women are aware of the
implications of not delivering in the hospital aifidhey are convinced of the benefits of
practicing preventive care. Perceived benefits tdizing these services will provide a
platform for interacting with other pregnant womdtentifying needs or problems and

jointly arriving at possible solutions to these dee

2.2.4 Patients Satisfaction and Implementation ofFree Maternal Healthcare
Services in Public Hospitals

Quality services should ultimately do what is tighcceptable to and good for the
pregnant women seeking to deliver in public hospita Nairobi county, health works
should at all times adhere to professional etlzsality of maternal health services has
to be imbued with the concept of caring includinge thumanistic attributes of
competence, confidence, commitment, compassioncandcience and should be based
on knowledge, skills and values (Vanderwal, 200&)Used maternal health services
should promotes quality care. Quality maternal healthcare services should ultimately
do what is right, acceptable to and good for thegpant women during pre-natal,
delivery and post- natal services. Health professdiovorking in maternity set up should
at all times provide services that are acceptablthé women by doing the following;
Respect beliefs, traditions ,culture and proviglevant and feasible advice in relation to
safe motherhood . When a specific cultural prachias been identified as violation of
human rights, skilled providers must carefully assthe usefulness of the practice in
their area for instance Nairobi being a cosmopolasea with people of different belief
and religious practice, a Muslim woman will attathe desire to be assisted by a woman
rather than a man midwife and if these rights arterespected may deter Muslim women
from seeking these services. Pregnant women anetsues reluctant to use maternity
services because healthcare providers are perceivethe rude, insensitive and
threatening. Pregnant women can also base theiavimhlr on previous negative
experiences and perceptions of care received (M200d; Starrs 1997; Ziyani 2004).
This is an area of concern to midwifery practice,itahas serious implications on the

guality of maternal healthcare services.
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2.3 Anderson’s Health Behaviour Model

This study modifies Anderson’s health behaviour eldd analysis the implementation
of free maternal healthcare services in public halspin Kenya. Anderson’s (1968)
health behavior model postulates that a certaimacheristics contribute to, or determine
implementation of healthcare services. He divideesé characteristics into three
categories i.e. enabling, need base and predigpobkaracteristics. Resources are defined
as enabling as they make health services availalilee targeted population. In order for
the government to implement free maternal healthsarvices there is need for political
goodwill to enable government allocate more reseair¢co health ministry. The
government of Kenya and international bodies haeadized with great concern the
number of women who die from birth related caysager 500,000 women die each year
which translates to one woman per minute is dyiogevhere from this preventable
cause. Millennium development goal five(MDG 5) at reducing maternal mortality ,
thus implementation of free maternal health wikréfore help in reducing these deaths
as more women will give birth in hospital under sgupervision of skilled birth attendants
(Anderson, 2005). It's postulated that some peapéemore likely to use public health
services than others and the likelihood can beigiestl by individual characteristics.
People who are aware of benefit associated witpitedslelivery will at all times deliver
at the hospital. Religious, cultural beliefs andeleof education at times hinders women
from utilizing maternal health services thus thevegament through its various organs
need to put in place mechanism to encourage moreewdo deliver in hospitals. Also
attitudinal- belief factors, where individual hasonger faith in quality of services one

will be more inclined to utilize health servicese@#han, 2005)

2.4  Conceptual Framework

The focus of the study is to define the relatiopshietween the dependent and
independent variables. In this study the independarables will include infrastructure,
Cost of prenatal services , financial resources(@dhuman resource and levels of
awareness among pregnant women in relation tonfraternal healthcare services while
the dependent variables is implementation of fre¢emmal healthcare services in public

hospitals in Nairobi county.
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2.5 Relationship of Variables in the Conceptual Fameworks
In this study independent variables are the antsdedonditions that are presumed to

affect dependent variable .Independent variablettageefore inputs that need to be in
place in order to implement free maternal healthearvices in Kenya with a focus to
Nairobi county and they include hospital infrastuwe, resources (human and financial)
sources of patient information on free maternal ltheare services and patient

satisfaction in relation to provision of free mat&rhealthcare.

Dependent variable (outcome) in this study is @etdrs influencing implementation of
free maternal healthcare services in public holspita Kenya . Moderating variables
represent factors or process that may alter theadinpf independent variables on
dependent variable and include accessibility tgphaksand government policies while
extraneous variable are factors which cannot beralbed and they include perceived
attitude towards services in public hospitals,mgltand beliefs.

2.6 Summary of Literature Review and Research Gaps
This chapter reviewed the literature in relationnplementation of free maternal health

services in public hospitals in Kenya. This revie# literature brings us to the

methodology of the study.
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CHAPTER THREE
RESEARCH METHODOLOGY
3.1 Introduction
This chapter describes the research design emplayée study putting into perspective
the characteristics of the target population, Samggbrocedure and Sampling size ,Data
collection instruments ,Pilot testing of the instents, Validity of the instrument,
reliability of the instrument ,Data collection pesture ,Data analysis techniques ,Ethical

consideration and Operationalization.

3.2 Research Design

This research was a descriptive study concernddfimding out what, where and how of

a phenomenon. The study used quantitative reseaethod, however some aspects of
gualitative approach were used in order to gaitebeinderstanding concept is to select
several targeted cases where an intensive anadigsiified the possible alternatives for

solving the research questions on the basis otiegisolution applied in the selected.

Research design provides an operational framewattknmvhich the facts are placed,

processed through analyzing procedures and theablaluesearch output is produced.
Research design is therefore defined as the steucofuthe research, it's the “glue “that

holds all elements in a research project togetbenéld, 2006). The research problem
will be studied through the use of descriptive aesk design. According to Cooper and
Schnindler (2003). The study attempts to descrizedefine a subject, often by creating
a profile of group of problems (Cooper and SchrendR003). Thus Nairobi county

public hospitals will be the focus of the study eiwill provide a natural setting on

which data will be collected.

3.3  Target Population

The study population targeted women of reprodudciye seeking to deliver or post natal
services in public hospitals in Nairobi County. rdet population consisted of 9178
women who delivered in public hospitals during Apdune 2013 as per the recorded

figures obtained from MoH hospital management sgst&ccording to Julke (2009) the
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element of the target population are often peoptajseholds or companies for the

purpose of use within a survey.

Table 3.1: Sampling frame

Name of health facility =~ No. of births Percentage Proportion of
April-June 2013 Sample size (278)
Kenyatta National Hospital 3770 41.08% 114
Pumwani Maternity Hospital 2707 29.49 % 82
Mbagathi District Hospital 1620 17.65% 49
Mama Lucy Kibaki Hospital 1081 11.78 % 33
Total Target Population 9178

3.4. Sample Size and Sampling Procedure
Sampling means deliberately limiting the numbecades in the study. It involves a risk
of study finding being not true for some of thet lefit cases, but this risk can often be

calculated and restricted on a tolerable levels.

3.4.1. Sample Size

The study used 95% level of confidence and detexdhithe sample size using Yamane
formula (Yamane 1967). According to Evans (2000ngle size is the number of
observation in a sample. The actual sample of tpilation was drawn using stratified
simple random procedure. As EHS manual (2011) (astegl by Tolonen 2008) that
sample size relates to statistical precision ofeyiresults, whereas bias is the concern

related to low response rate

Sample size calculation (Yamane formula 1967)

n® = N/1+ N¢
oo 9178 _ 9178
1+9178(05)° 32945

n°= 278 pregnant women
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Where:
n’= sample size
N = the population size (no of women who gave bigtween June to December 2013)

e?= 95% level of confidence.

3.4.2 Sampling Procedure

This research will apply both probability and namlability sampling techniques and
they will include purposive sampling and stratifisgimpling techniques to collect data.
Across sectional study was conducted where a ¢dt2f¥8 women pregnant women were
be selected from the four public hospitals in Naiirounty .Health facilities in the study
were designated as strata since they differ inlogyo and also attend to expectant
women from different social-economic back groundm@ling techniques provide a
range of methods that facilitate to reduce the arhotidata, there is need to collect data
from the subgroup rather than all cases or eleméttthe time of conducting research,
it's often impossible or too expensive to colleatal from all the units of analysis
included in the research problem. According to Mgec2004),emphasized the
importance of selecting a representative sampleutir making a sample frame, A
population frame is a systematic list of subjeetements, traits or objects to be studied,
in this study population frame of the required nemlof subject ,respondents and
elements will be selected in order to make a sangdenpling ensures that elements of a
population are selected as riding representativéhefpopulation (Keya, 1989). The
study will use stratified random sampling, this gadure will help minimize bias in the
study and increase the level of the finding. Sietti sampling technique divides the
population in different strata (subgroup).accorditogy Kerry and Bland (1989) the
technique produce estimates of overall populati@a@ameters with greater precision and
ensures more representative sample is derived drogtatively homogeneous population.
Stratification aims at reducing standard error lbgvpmg some control over variance
(Cooper and Schindler, 2003).By using Yamane foanailsample size with an error of
5%and 95% degree of confidence(Yamane 1978).Theulesibn of 9178n(previous
patients ) approximately came up with a sample7& Ratients from all the four hospital

sites .
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3.5 Data Collection Instruments

The study employed the use a survey questionnaddrderview schedule administered
to women who have delivered in the hospital whkeilview scheduled was administered
to health workers. The questionnaire was desigoeaate both open and close ended
guestion. The closed ended question provided muretsred response to facilitate
tangible recommendation. It was also used to &stg of various attributes. Open ended
guestions helped in gathering additional informatidhe questionnaire was carefully
designed and tested to enhance validity and acguegpiired while collecting data in
this research. According to Ngechu (2004) the ahoictool and instrument depends on
the attributes of the subject, research topic, lprabquestion, objectives and expected
results. Primary data will be gathered and genératan respondents while secondary
data were gathered from related literature, boo&search work, and internet among

other sources.

3.5.1 Pilot Testing of the Instrument

Content validity measured the degree to which datHlected using a particular

instrument represents a specific domain or condéra concept. In order to minimize

errors in the questionnaire, a pilot testing wasedby half split test. The pilot study
helped reduce ambiguity, vague items or words tiate been unidentified during

formulation of the tool. Berg and Gall (1989) defnvalidity as the degree by which the

sample of test item represents the content thestelsisigned to measure.

3.5.2 Validity of the Instruments

To establish validity of the research instrumeset study sought the opinion of experts in
the field of the study. Validity of the questionreaassessed content of the questionnaire
to determine whether it addresses all relevantcispd variable and whether the results
correlate sufficiently. The study compared the Itestrom different questionnaires to
help assess their accuracy. The most importamtriont of research is validity. Validity is
concerned with the integrity of the conclusionstthee generated from a piece of
research. It was also concerned with whether otheitems actually elicit the intended

information .Validity suggests fruitfulness andewf to the match between a construct ,
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or the way a study conceptualizes the idea in aemmal definition and the data
generated .It refers to how well an idea abouitsefids in with actual reality .Qualitative
research is usually aimed at giving fair ,honest lamlance account of social life from the
view point of someone who lives it every day (Neama2003).

In other words, validity is concerned with whettibe finding are really about what
appears to reality on the ground. Validity defirdhe extent to which data collection
method(s) accurately measure what they are inteidesheasure (Saunders, 2003).
According to Yun (2003), “he states that no sirggerce has a complete advantage over
others”. The different sources are highly completaen and a good case study should
use various sources of evidence and when appledwhil confirm the validity of data

and relevant results

3.6 Reliability of Instruments

Validity of the questionnaire was assessed thrabghuse of half split test method. Half
split designs are commonly used in survey resetomchxperimentally determine the
difference between two variations of survey protodearacteristics, such as the data
collection mode, the survey recruitment protocolthe survey instrument. Reliability of
the instrument was done using Cronbach's Alpha ¢asure internal consistency by
establishing if certain items within the scale meas the same contrast .According to
Kilin (2003) established that Alpha value thresha@t 0.6 thus forming the study
benchmark. Cronbach's Alpha was established fon edgective which formed the a
scale. the reliability value exceeded the presdribeeshold of 0.6 with a mean score of
0.806. Random assignment of sample members tditfeeent treatments is crucial to
ensure the internal validity of the experiment hyaanteeing that, on average, any
observed differences between the two groups caitbbuted to treatment effects rather
than to differences in sub sample composition sglit test have been successfully used
in various survey settings to study reliability dfe instruments. Samples of 20
guestionnaires were used to test validity of tha tehere they were randomly divided
into two (odd and even numbers) sets. Accordin@dom (2008), reliability determines

the consistency of a research instrument in itfopmance. In this type of experimental
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design, the sample is randomly divided into twovbs) and each half receives a different

treatment.

3.7 Data Collection Procedure

Data was collected by the use of questionnairesvétidthe aid of research assistants
supervised by the leader. Respondents were mailerdrad delivered and those seeking
post -natal services within 20 days post delivarypublic hospitals across Nairobi
County.

3.8 Data Analysis Techniques

Before processing the responses, questionnaireg wdited for completeness and
consistency. Quantitative data collected were aealyby the use of descriptive data
analysis using Statistical package for the soc@nEes to generate frequency tables and
range of scores from indicators of closes endedtgues on the independent variables. A
descriptive data analysis was used since it agdsistgenerating summaries and organizes
data effectively and in a meaningful way. AccordiogNachamias, (1996) it provides
tool for describing collection of statistical obgations and reducing information to an
understandable form. The data from open ended iquesivere analyzed by examining
the responses to identify any major patterns, sesmad a summary of whatever was
discovered from the responses generated. These themeinterpreted in a descriptive
text incorporating narratives directly from the pesdents. According to Baulcomb
(2003), content analysis uses a set of categarizetir making valid and replicable
inference from data to their context. The data wereken into different aspects of
factors that will influence implementation of fregaternal healthcare services in public
hospitals in Nairobi County. Data collected was lywred both qualitatively and
guantitatively as appropriate. Data was analyzedguthe SPSS programme to group
data since the programme has the capability of lmndecurring needs of data analysis.
This enabled the researcher record variables dadt éfansformations,
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3.9 Ethical Considerations

Ethical consideration includes, but not limited tespect of respondent privacy and
freedom, the right to self determination, autonomglunteerism, confidentiality and
safety. While caring out this research, researdis@sits sought voluntary informed
consent of participants before administering thestjonnaire, and without subjecting
them to any form of threat or undue influence. Tégpondents were also assured that
their participation were kept confidential and usetkly for purpose of this research and
they were to remain anonymous; they were not alibwee write their names on the
guestionnaire. Appropriate chain of command wasendesl such as obtaining prior
government approval where applicable before comimgribe process of collecting data.
Ethics refers to matters of what is right and wroAgyone involved in any form of
research should be aware of agreements shareddsgearcher(s) and participants about

what is proper and improper while conducting aaede (Babbie and mouton, 2001).
3.10 Operationalization of Variable

The variable of the study are operationalized amticators determined as indicated by

the table below, all the variables will be measwtdrdinal and nominal scale.
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Table 3.2 Operationalization and definition of varables

Objectives Variables

Indicator

To determine the influence oMinimum standard Basic maternity

hospital infrastructure oninfrastructure

equipments

implementation of free maternatequired to provide Ward Size / space
health care services in publiédree maternal health.Delivery room

hospitals.

To determine the influence ofResources requiredSkilled human
resources on implementation aio implement free resource.

free maternal healthcare servicamaternal health
in public hospitals.

To establish the sources oihformation on free
information on implementationmaternal health.

of free maternal healthcare

services in public hospitals

To establish influence of patienQuality of service
satisfaction on implementation

of free maternal healthcare

services in public hospitals.

Dependent variable
Implementation of free maternal
healthcare services in public
hospital.

Funding / budgetary Amount in Kshs.

allocation.
Medical and non
medical supplies
Friends
Relatives
Media
Political campaign.
Service charter/
information during
ANC clinic.

High quality
Low quality

Government policy

Measure Measurerant scale Type of
measurement
No. of equipments Nominal Descriptive
Number of wards statistics
Number of delivery
coaches
Number of trained Nominal Descriptive
nurses. statistics
000 allocated
Quantity of supplies
Ordinal Descriptive
statistics
Excellent Ordinal Descriptive
Good statistics
Poor
fair
Ordinal Descriptive
statistics

26



CHAPTER FOUR
DATE ANALYSIS, PRESENTATION AND INTERPRETATION
4.1 Introduction
It discusses data analysis, presentation and tteepnetation of data findings on the
factors influencing implementation of free materhaklthcare services in Kenya. The
information and data obtained were presented imfof frequency tables. The study

targeted women who had given birth in public hadpitn Nairobi County.

4.2 Response Rate

The study targeted a sample size of 278 women waldayiven birth in public hospitals in
Nairobi County from which 169 questionnaires wealled and returned accounting to a
response rate of 60.8% .This response rate was gubdepresentative as Mugenda and
Mugenda(1999) advocate for a response rate of 5086cording to Mugenda and
Mugenda (1999), a response rate of 50% is adedoratmalysis and reporting, rate of

60% is good while 70% and over is considered eegoell

4.3 Demographic Information

The study sought to establish information of resigons including age, marital status,
education, occupation and average monthly income&arhen who delivered in public
hospitals in Nairobi County.

4.3.1 Distribution of Respondents by Age

The study sought to find out the relationship befmveespondents age distribution and
number of women who benefitted from free maternaalthcare services in public
hospitals in Nairobi County.
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Table 4.1 Distribution of Respondents by Age

Frequency Percent Valid Percent Cumulative
Percent
Below 20 years 36 22.2 22.2 22.2
21-30 years 82 50.6 50.6 72.8
31-40 years 40 24.7 24.7 97.5
41-50 years 4 2.5 2.5 100.0
Total 162 100.0 100.0

Table 4.1 revealed that 50.6% of the respondent® wé the age between 21-30 ,
indicating that beneficiary were in their most i@gtuctive age and possibly had their first
or second born children .While 24.7% were betw8&ml0 years these group include
mature women. This was followed by 22.2% were wormagder the age of 20 years
indicating that those in this age group had jusisfied high school or women with
unplanned pregnancies. The least was 2.5% of #ponelents were of the age above 41
years, this cluster of respondent are women mdk#yy having their last born children
or unplanned pregnancies as most of their childrenin high school. This study has
shown that women from all the age group as indicatahe table above benefitted from

free maternal healthcare services being offergulibslic hospitals.
4.3.2 Marital Status of the Respondents

The study sought to establish marital status of envho benefitted from free maternal

healthcare services in public hospitals in Nai©bunty.
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Table 4.2 Marital Status of the Respondents

Frequency Percent Valid Percent  Cumulative Percent

Single 50 30.9 30.9 30.9
Married 106 65.4 65.4 96.3
Divorced 4 2.5 2.5 98.8
Widowed 2 1.2 1.2 100.0
Total 162 100.0 100.0

Table 4.2 revealed that 65.4% of the women wereriethiand in stable relationships.
The 30.9% were single indicating that those in tpisup may have had unplanned
pregnancy or those who are single by choice. Tlastl®2.5% and 1.2 % of the
respondents were divorced and widowed respectivedgce likelihood that these
pregnancies were unplanned. This study revealedathavomen irrespective of their

marital status benefited from free maternal healthservices.

4.3.3 Respondent’s Level of Education
The information on the respondent’s level of ediacatvas sought to find if there was
relationship between the levels of education of wonon the implementation of free

maternal healthcare services in public hospitals.

Table 4.3 Respondent’s Level of education

Frequency Percent Valid Percent Cumulative
Percent
None 8 4.9 4.9 4.9
Primary 18 11.1 11.1 16.0
secondary 86 53.1 53.1 69.1
College 50 30.9 30.9 100.0
Total 162 100.0 100.0

Table 4.3 revealed that 53.1 % of the respondesdssiecondary education, 30.9% had

college education, 11.1% primary education and 4t no formal education. This
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study has shown that women with secondary and gmléslucation are mostly likely to
give birth with the assistance of qualified / sillpersonnel as compared to those who
lack formal education who are likely to deliver lwithe assistance of traditional birth
attendance. It is therefore important for the goweent to empower more women who

lack basic education to give birth under skilledspanel.

4.3.4 Occupation of Respondents
The information on the occupation of the responsl@rds sought to find out if there was
a relationship between the occupation of womenfee®l maternal healthcare services in

public hospitals. The findings were as follows:

Table 4.4 Occupations of respondents

Frequency Percent Valid Percent Cumulative

Percent
Unemployed 32 19.8 20.8 20.8
self employed 82 50.6 53.2 74.0
Valid Formally employed 40 24.7 26.0 100.0
Total 154 95.1 100.0
Missing  No response 8 4.9
Total 162 100.0

Table 4.4 revealed that majority of respondentS@8526) were women who were self
employed and the ones who utilized free maternaltheare services most. This was
followed by 40(24.7%) were and the least was 33%9.who were unemployed.
Overall, majority of the women who used these sewihad economic challenges due to
nature of work and income. Even those who werm#&tly employed were in lower
cadre thus indicating that their net income coudtl properly cater for their daily today
needs thus the reason why they benefited fromrfraternal healthcare services offered
in public hospitals.
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4.3.5 Respondent’s Average Monthly Income
The study sought to highlight an average incomevoien who delivered in public

hospitals in Nairobi County.

Table 4.5 Respondent’s Average Monthly Incom

Frequency Percent Valid  Cumulative

Percent Percent
Below Ksh.10 000 32 19.8 25.8 25.8
Ksh. 10 001 - 20 000 64 39.5 51.6 77.4
Valid Ksh. 20 001-30 000 28 17.3 22.6 100.0
Total 124 76.5 100.0
Missing  No response 38 23.5
Total 162 100.0

Table 4.5 showed that majority of the respondéni{89.5%) had an income of between
ksh.10,001 — 20,000. This was followed by respotsl82(19.8%) of income of below
Ksh. 10,000 and the least was 28(17.3%) withnmedetween Ksh. 20,001 — 30,000.
There was a high number of respondence 38( 23.56@ &id not respond to this
guestion. This showed thet respondents were semgiti matters of their finances. This
kind of income earned by women is insufficient tstain a family mainly urban area
such as Nairobi. The study showed that women whafitied from free maternal
healthcare services had insufficient income hentduction on these services will go

along way to help many women deliver under the oéfesalth professional.
4.3.6 Service Charges in Public Hospitals

The study sought to find out whether patients aging for some services related to

maternal health such as Obstetric ultra sound atedreatal profile tests
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Table 4.6 Service Charges in public hospitals

Antenatal Obstetric Ultra sound Admission Charges
profile (700ksh) (Free)
Ksh. 330 23.5% 0.0% 0.0%
Ksh. 700 0.0% 23.5% 0.0%
Free 76.5% 76.5% 100.0%

It was identified in 4.6 Table that all governméwtspitals were not charging admission
fees for women who had gone to deliver in publisgitals but due to lack of equipments
in some of these facilities 23.5% of the responsi@aid for obstetric ultra sound at a fee
of 700 while 23.5% paid for antenatal profile tastd were mainly referred to carry out
the test outside the hospitals. The 23.5% of tkpardents who paid attended antenatal
clinic in private clinic but only delivered in publhospitals. From the observation the
government through MoH needs to equip more hospiteh ultrasound and also ensure
that Laboratories have enough reagents to run aftatigorofile without subject women to
pay for these services hence implementation ofrfraternal healthcare will be realized.

4.4 State of Hospital Infrastructure

Hospital infrastructure consists of physical andjamizational structure required to
implement effective and efficient free maternal Itiemre services being offered in
public hospitals. This includes beds, infant indob& toilets and bathroom, personnel

midwives and others.
4.4.1 Bed Sharing Among Patients

The information on bed sharing between respondeats sought to find if respondents

shared bed during hospitals stay.
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Table 4.7 Bed sharing

Frequency  Percent Valid Percent Cumulative
Percent
Yes 122 75.3 75.3 75.3
Valid No 40 24.7 24.7 100.0
Total 162 100.0

It was identified in Table 4.7 that over 122(75.3f3pondents indicated that they had
shared bed while 40(24.7%) respondents did noteshad. This was due to the high
number of women who turned up to deliver in publliespital. Some hospitals had

indicated that there was an increase of up to 2%3fled occupancy hence the need for
patients to share beds. This showed that mosteopublic hospitals were ill prepared to
implement free maternal healthcare services. Ablipuhospitals through ministry of

health need to mitigation measures to ensure thaémds do not share beds through

procuring more bed in line with patient increase.
4.4.2 Infants Sharing Incubator in Public Hospitak
The study sought to find out whether infants shanedbators in Public hospitals. The

finding was as follows:

Table 4.8 Infants sharing incubator in public hospials

Frequency Percent Valid Cumulative
Percent Percent
Yes 116 71.6 71.6 71.6
Valid No 46 28.4 28.4 100.0
Total 162 100.0 100.0

According to Table 4.8 116(71.6 %) of the respotsleavealed that their children of
children shared incubator while 46(28.4%) did rwdre incubator. Majority of infants
who shared incubators was due to lack of enoughbiators in public , for instance

Kenyatta national hospital had only 12 working ibator against 1300 deliveries in the
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month of May 2014. It is on therefore important floe hospitals to address this issued
with ministry of health and request more fundingnfr ministry of finance in order to

procure more incubators for hospitals.
4.4.3 Availability of Warm Water for Shower
The information on availability of warm shower wsmught to find out whether women

were provided with warm water after delivery in palhospitals.

Table 4.9 Availability of warm water for shower

Frequency Percent Valid Percent Cumulative
Percent
Yes 4 2.5 2.5 2.5
Valid No 158 97.5 97.5 100.0
Total 162 100.0 100.0

Tables 4.9 revealed that majority of respondent (85.5%) did not have hot shower
while 4 (2.5%) respondents were provided with hettes for shower after delivery.
Those who were provided with hot water it was donder personal request to midwife
on duty but it was not a guarantee that they viwlags be provided with hot water. It is
therefore important for the government to instalbs heaters in hospitals so that women

who deliver in public hospitals may have warm shioafter birth.
4.4.4 Availability of Bed nets in Public Hospitals

The information on availability of bed nets in pigbhospitals was sought. The findings

were as follows:-
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Table 4.10 Availability of Bed nets in Public Hospals

Frequency Percent Valid Percent = Cumulative Percdn

Yes 92 56.8 56.8 56.8
Valid No 70 43.2 43.2 100.0
Total 162 100.0 100.0

Table 4.10 revealed that, majority of women 56.8%enprovided with bed nets while
43.2 % said they were not provided with bed nelss Thdicate that the government has
tried to provide these items but still there aralleémges that need to be addressed in
relationship with provision of bed nets in hosgtarhis therefore calls for immediate
action by hospitals administrators to ensure tHabeads in maternity ward should have

bed nets hence allocate more resources to purbledseets.

4.4.5 Condition of Maternity Wards in Public Hosptals
The study sought to find out the relationship betwvgeneral condition of the maternity
wards and the implementation of free maternal heate services in public hospitals.

The findings were as follows:-

Table 4.11 Cleanliness of Maternity Wards

Frequency Percent  Valid Percent Cumulative Percent

Poor 20 12.3 12.3 12.3

Valid Fair 100 61.7 61.7 74.1
Good 42 25.9 25.9 100.0
Total 162 100.0 100.0

Table 4.11 revealed that 61.7 % of the respondatgsviewed ranked ward cleanliness
as fair, 25.9 % said the condition was good wh2e3% rated ward cleanliness as poor.
Hospitals therefore ought to outsource cleaningvises in order to improve on
cleanliness. The government also needs to putaiceplegular maintenance schedule for
health facilities, physical maintenance ensurest thare and tare of physical
infrastructure is dealt with at the earliest oppoe time to prevent further damage of the

floor.
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4.4.6 General Cleanliness of Toilets and Bathrooms
The study sought to find out general cleanlinesdodéts and bathrooms in public

hospitals.

Table 4.12 General cleanliness of toilets and batboms

Frequency  Percent Valid Percent Cumulative Percén

Poor 34 21.0 21.0 21.0

Valid Fair 100 61.7 61.7 82.7
Good 28 17.3 17.3 100.0
Total 162 100.0 100.0

Table 4.12 revealed 61.7% of the respondents taitxt and bathroom cleanliness as
fair, 21% said the condition is poor while only 3% said the condition were good.
Some of the respondents indicated that blood soak#dn wool were not properly

disposed hence the need to provide dustbins itotles.

4.5 Nature of Human Resource in Public Hospitals
The information on nature of human resource waglsoto find out the relationship
between human resource and the implementationeefrfraternal healthcare services in

public hospital. The findings were as follows:-

Table 4.13 Staffing size in public hospital

Frequency Percent Valid Percent Cumulative Percent
Yes 58 35.8 35.8 35.8
No 104 64.2 64.2 100.0
Total 162 100.0 100.0

Table 4.13 indicated that 104(64.2%) of the respotalagreed that midwives were not
enough in public hospital. While 58(35.8%) of thespondents agreed that nurses/
midwives were adequate. The findings indicatedt ttheere was a need for the

government to employ more nurses to handle theeasing demand of women who
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delivers in public hospital. This may be achievdtdotigh implementing Abuja

declaration of 2001 which proposed 15% of budgestipcation to ministry of health.
4.5.1 Staff Attitude and Courtesy
The study sought to find out staff attitude andrtesy to patients and implementation of

free maternal healthcare services in public holspifdhe findings were as follows:-

Table 4.14 Nurses/midwives attitude and courtesy

Frequency Percent Valid Percent  Cumulative Percent

Cooperative 60 37.0 37.0 37.0
Reliable 92 56.8 56.8 93.8
Hostile 10 6.2 6.2 100.0
Total 162 100.0 100.0

Table 4.14 revealed th82(56.8 % ) of the respondents indicated that midw/in public
hospital are reliable ,37% of the respondentscatdig that midwives were cooperative
while 6.2 % said that midwives were hostile. Thedihgs have shown that women had
faith in midwives in public hospitals but 6.2 % tbfe patients who rated midwives as
hostile. These concerns needs to be addressedjthaotwbust customer care services .

4.5.2 Nurses Promptness in Attendance

The study sough to approximate the average tirtakés a midwife to respond to patient
call during labor period.
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Table 4.15 Average responséme

Frequency Percent Valid Percent Cumulative

Percent
Less than 5 minutes 12 7.4 7.4 7.4
10-15 minutes 96 59.3 59.3 66.7
More than 15 minutes 54 33.3 33.3 100.0

Total 162 100.0 100.0

Table 4.15 revealed that an average response timg&dmen in labor is between 10-15
minutes as indicated by 59.3% of the respondenitev@3.3 % believed that it takes
more than 15 minutes for mid wives to respond tent$, this may be due to increased
number of patients delivering in public hospitahengt the constant number of midwives
who existed before the introduction of free matgrservices in public hospitals. 7.4 %
of the respondents said midwives took less thanrfutes to respond to them and this
may be attributed to time of delivery , when patiaumber are low midwives tend to

assist patient faster.

4.6 Source of patient information on Implementationof Free Maternal Healthcare
Services in Public Hospitals
This study sough to find how pregnant women fountl information of free maternal

healthcare services being offered in public hotpitaKenya.

Table 4.16 Source of information regarding provisio of free maternity services

Frequency Percent  Valid Percent Cumulative
Percent
Relatives 62 38.3 38.3 38.3
Self 20 12.3 12.3 50.6
Valid Mass media 24 14.8 14.8 65.4
ANC clinic 56 34.6 34.6 100.0
Total 162 100.0 100.0
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Table 4.16 revealed that 38.3% got information rere imaternal health through relatives,
while 34.6 % of the respondent got the informafimm hospitals during antenatal clinic
visits and service charter. Only 14.8 % of the oeslents received the information
through the media but this was mainly during camppaperiod hence the need for

government to put in place mechanisms to continlyousform the general population.

4.6.1 Information Dissemination to Members of the Bblic
In this study sought to find out whether the gehpublic feels that the government has
done enough to disseminate information concernieg fmaternal healthcare services

offered in public hospitals.

Table 4.17 Information dissemination

Frequency Percent Valid Percent Cumulative

Percent
Yes 26 16.0 16.3 16.3
Valid No 134 82.7 83.8 100.0
Total 160 98.8 100.0
Missing  No Response 2 1.2
Total 162 100.0

Table 4.17 revealed that 82.8% of the respondeglisved that the government has not
done enough while 16.3% of the respondents beli¢kiatithe government had done
enough. It is there important for government to putplace mechanisms aimed at
informing the public on free maternal healthcanwises being offered and requirements.

4.7 Patient Satisfaction with Provision of Free M#ernal Healthcare Services
offered in Public Hospitals
The study sought to establish patient satisfaaiothe implementation of free maternal

healthcare services offered in public hospitalkenya.
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4.7.1 Patient Reception in Public Hospital
The study sought to find out relationship betweatigmts reception and implementation

free maternal healthcare in public hospitals

Table 4.18 Patient reception in public hospital

Frequency Percent Valid Percent Cumulative Percent

Poor 2 1.2 1.2 1.2
Fair 92 56.8 56.8 58.0

Valid Good 56 34.6 34.6 92.6
Excellent 12 7.4 7.4 100.0
Total 162 100.0 100.0

Table 4.18 revealed that 56.8 % of the respondiefitshat they were received fairly,

34.6% said that they got a good reception. The 7et¥hed their reception as excellent
while 1.2% termed it at poor. This study revealedlt thospitals need to put in place a
clear process and personnel available to receitients as they are admitted at the

maternity ward.
4.7.2 Helpfulness of Staff
The study sought to find out respondents feelingbaw staffs were helpful to them

during hospital stay.

Table 4.19 How helpful were hospital staffs

Frequency  Percent Valid Percent Cumulative
Percent
Fair 46 28.4 28.4 28.4
Good 104 64.2 64.2 92.6
Valid  Excellent 12 7.4 7.4 100.0
Total 162 100.0 100.0
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Table 4.19 revealed that 64.2% of the respondaesl istaff helpfulness as good, 28.4%
fair while 7.4% said it was excellent. This wasrelation to assisting patients move
round the hospital during admission and discharges is an indication that hospitals are

doing well in relation to customer care.
4.7.3 Staff Promptness
This was used to measure respondent’s satisfaatiarelation to provision of free

maternal healthcare services.

Table 4.20 Staff promptness

Frequency Percent Valid Percent Cumulative Percdn

Poor 4 2.5 2.5 2.5
Fair 48 29.6 29.6 32.1

Valid Good 100 61.7 61.7 93.8
Excellent 10 6.2 6.2 100.0
Total 162 100.0 100.0

Table 4.20 revealed 61.7% of the respondents steftl promptness as good, 29.6%
rated it fair, 6.2% said it was excellent while %.5ated it as poor. This indicated that
staff at the maternity wing were prompt in servitgivery thus indicating a change of
attitude as compared to when patients were payngnfternity services this may be
due to routine continuous medical education anditrg aimed at addressing challenges
they encounter as they provide services to thergepepulation.

4.7.4 Overall Patient Satisfactions to Services iRublic Hospitals

This sought to find out patients general feelingareling service provision in public
hospitals.
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Table 4.21 Overall patient satisfactions to servicein public hospitals

Frequency Percent  Valid Percent  Cumulative

Percent
Fair 32 19.8 20.0 20.0
Good 124 76.5 77.5 97.5
Valid Excellent 4 2.5 2.5 100.0
Total 160 98.8 100.0
Missing System 2 1.2
Total 162 100.0

Table 4.21 revealed that 77.5% of respondent ridueid satisfaction as good, 19.8% fair
while 2.5% rated their satisfaction as excellenajdfity of respondent were generally

satisfied with the provision of free maternity sees.
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CHAPTER FIVE
SUMMARY OF FINDINGS, DISCUSSION, CONCLUSSION AND
RECOMMENDATION
5.1 Introduction
This chapter gives the summary of the findings mplementation of free maternal
healthcare services in public hospitals. The seasosub-divided into summary of the

findings, discussions, conclusion and recommendstio

5.2 Summary of Findings

This section was guided by the variables underysasdollows:

5.2.1 Hospital Infrastructure on Implementation of Free Maternal Healthcare
Services
The finding of the study showed that there is @gezable relationship between hospital
infrastructure and implementation of free matersigyvices in public hospitals .This is
reflected in most government hospitals around thentty .The existing government
hospitals were either built during colonial perimdin the late 1970’s and most of which
have not been expanded to match the increasinglggapu The 75.3% of the
respondents shared bed, while 71.6% of the infsimised incubators.

5.2.2 Resources Required for Implementing Free Matnal Healthcare Services in
Public Hospital

The study also established that there is a diedationship between resource allocation
and implementation of free maternity services. Reses are the enabling factors and
immediate input into health system. These resouatescategorized into two (human
resource and the financial resources).The studyhasn that 64.2% of the respondents
agree that public hospitals do not have enough wme&bk hence there is need to
employee more midwives to cope with the growing hanof women seeking to deliver
under skilled or professional healthcare providéiso the government through MoH
needs to provide more funds to buy or replenistsgorables in hospital providing free

maternal healthcare services.
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5.2.3 Sources of Information for Women on Implemerdtion of Free Maternal
Healthcare Services in Public Hospitals.
The study established that there is a positivesaguificant relationship between patient
level of awareness and utilization of free matefmedlthcare services. Awareness was
sighted as a major structural variable that confldiénce decision of women to deliver in
public hospitals, such knowledge should highlightrequirement and various point of
service delivery 38% of the respondents were inémrhy relatives while 34.6% of the
respondents received the information during ang&rainic visits at the hospital .The
14.8% of the respondents indicated that they hbamd ibformation during political
campaigns. It is therefore important for the goweent to put in place mechanisms that
will regularly inform the general public and spé&mdly pregnant women to deliver in
public hospitals in Kenya.

5.2.4 Patient Satisfaction and Implementation of fee Maternal Healthcare
Services in Public Hospitals

The study established that there is a positivesaguificant relationship between patient
satisfaction implementation of free maternal heaith services. Quality of service is
attributed to skilled personnel who adhere to mwifnal ethics. According to
information gathered in this study 76.5% of thepmxlents were satisfied with services
offered in public hospitals In order to correo tmisconception of women in relation to
guality of services in public hospital, healthcanofessionals need to adhere to the
concept of caring and other humanistic attributeshsas competence, confidence and
compassion. Midwives also to improve on how theydhba patients and this should focus
on respect to religious beliefs traditions, cult@med also provide feasible advice in

relation to safe motherhood.
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5.3 Discussion of Key Findings

This discussion was guided by the by the variableter study as follows:

5.3.1 Background Information of Respondents

The finding of this research revealed that the ayerage of respondents who benefited
from free maternal healthcare services was bet@ée30years. While majority were self
employed or unemployed, in a study on determinahfsee maternal healthcare in India
by Sharif and Singh (2000), it was found that thisre correlation between average

monthly house hold income and utilization of fresalhcare services.

5.3.2 Hospital Infrastructure in Public Institution s

According to Nicole ( 2013), Free maternal healtbcservices is most likely to affect
Nairobi, a region with the highest rate of birtHidered under skilled profession where at
least 89% of the population delivers in hospitalcasmpared with western 26%. The
government needs to expand or even build new héatffities to meet the growing
demand in Nairobi County. During the study it wasted that many or all public
hospitals in Nairobi are over stretched beyondrthmiit with some admitting up-to two
times the capacity, these hospitals lack bedsninfacubator and ward space. Most of
this hospitals were build in 1970’s and 80’s whea population of Nairobi was about
One million (1,000,000) residence against the cumpepulation of over 3.5 million.

According to national health sector strategic pl2008-2012), there is lack of defined
standard for infrastructure and equipment ,in migjaf government hospitals there is
poor maintenance of building were in some casesisviack glass window to protect

them from cold , toilets and bathrooms are cloggerce posing as health risk to women
and the newborn . Most equipments ware broken deagling to malfunction hence the

need to establish a stronger or efficient biomddmagineering to ensure timely

maintenance and technical advice while procuringphial equipments.
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5.3.3 Resources Required to Implement Free Maternit Services in Public
Hospital

According to Kenya health sector strategic and stment plan (2008-12). It estimates
that current staffing levels only meet 17% of themimum requirements needed for
effective operation of healthcare system. Kenyadmdg 7 nurses per 4000 residents and
the ration of midwives to patients stand at 1:28imgf WHO recommendation of 1:1 for
critical patients, 1:4 for stable patients. Headttgcis a people intensive activity, effective
management of human resource for human resourcéedalth aims at ensuring that
adequate numbers of appropriately skilled and ratery workers are available to deliver
free maternity services. The problem of inadeqsta#ing has further been enhanced by
the introduction of free maternity services in paliospital. Hospitals have reported
increased overcrowding at maternity wards for imsgaKenyatta national hospital in
May 2013 reported 938 deliveries as compared t® I8 May 2014 this increased was

occasioned by introduction of free maternity seesim all public hospitals in Kenya.

However, Nurses have also reported being overbedielue to the implementation of
the new policy with one nurse attending to morenttean women a ratio of 1:10. In order
to meet numerical staffing requirement the govemmmno@ght to ensure that staff are used
optimally and a number of human resource policres @ractices are out in place. These
policies need to include performance managemeaiitg and development through
continuous professional development and it's irs thote that the government need to
allocate more resource to hire and train more midwito be deployed in government

hospitals.

The government needs to increase the national thémltiget line with the aim of
strengthening health system and ensure that thersudficient equipments, incubators
laboratory equipments, ultrasound and mid wivesrmer to implement universal free
maternal healthcare services in public hospitalscofding to 2014/15 budget, Kenya
government has committed an estimated Ksh. 28libBito health sector with a focus
on National Hospital 47% universal maternal heatbhc 14% while equipments

financing of 10% . Kenya will still lag behind irclaieving 2001 Abuja declaration and
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Abuja +12, where Africa governments committed tioadte 15% of the total national

budget , Kenya’s current budget stand at 4.2% vedgvibwhat was project for 2015.

5.3.4 Source of Information on Implementation of Fee Maternity Services in
Public Hospitals

This study revealed that majority of the respongléraird about frematernal healthcare
services during political campaign and while attegdto antenatal clinic in public
hospitals. In some studies indicates that awareisess structural variable that could
influence utilization of free maternity services pablic hospitals. Lack of awareness
could be a major barrier to utilization of free \8ees 56% of respondents who
participated in this research got the informatioanf the hospitals while attending
prerequisite antenatal clinic (ANC) and throughvemr charter displayed in all public
hospitals. Mass media accounted for 14.8 % whesgoredents referred to 2013 political

campaigns by the Jubilee coalition as the sourcefofmation.

5.3.5 Patient Satisfaction and Implementation of fee Maternity Services in Public
Hospitals

Patient satisfaction was pegged on the conceptaning, humanistic attribute of
competence, confidence and compassion .Majorithefespondents talked of respect to
their religious belief, culture where midwives @dtthcare professional ought to observe
these issues. The 57% of the respondents saidwbey received well, 64% indicated
that midwives were prompt in attending to theirltrezre needs while 62% said nurses
were helpful. Matua (2004) reported that women wiaal gone to deliver in public
hospitals had report negative attitude of heal#ngaoviders. He said that women are
sometimes reluctant to use maternity services bliphospitals due to the fact that some
midwives/Nurses are said to be rude, insensitivethreatening mothers that they will be
left to deliver without assistance. On waiting ti&s@% of the respondents indicated that
it took midwives approximately 10- 15 minutes tteat to them while 33% said it took
the more than 15 minutes to attend to them. Tirkentdor response may be attributed to
increased number of women who deliver in publicpitas since the introduction of free

maternity services in public hospitals, as muchtres government is rolling out this
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policy quality of services need not to be compradiso that many more women may
have the confidence of delivering under the cardrained professional. Quality of
healthcare is influenced by the capacity to uselabla input to deliver a desired
outcome. A focus on quality of free maternal headtle services will ensure that there is
immediate response to clients. Quality may be #&feby soft inputs such as care, health

workers attitude, motivation.

5.4 Conclusion of the Finding

The study revealed that there is a significantti@iahip between hospital infrastructure
and implementation of free maternal healthcare isesvin Kenya. Investment in
infrastructure will ensure that the increasing nemsbof women seeking to deliver in
public hospitals is taken care of and issues ofdmetlincubator sharing do not take place
in public hospitals. The study also revealed tihatrd is a direct relationship between
resources and implementation of free maternityisesvin public hospitals. The study
identified that there were few Midwives / Nursepublic hospitals and more resources
are required to ensure that staffing need aretakdn care of.

The study also deduced that there is a relationsbtpveen source of information and
utilization of free maternity services in Kenya.ilkge by the government to inform
women on free maternity services may result intdenrutilization of free services in
lower level hospitals leading to overcrowding inm@hospitals like KNH and Pumwani

maternity hospital.

The study also revealed that there is a directioglship between patient satisfaction and
utilization of free maternal healthcare servicepumlic hospitals, hence the government
need to employee best strategies that will endwakpatient receive the best services in
public hospitals where patient are handled witle caspect and professionalism. 78% of
the respondents rated the quality of services asl )gence the best pointer that patients

are satisfied with free maternal health services.
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5.5 Recommendation of the Study
The study finding unveiled an number of suggestoncerning implementation of free
maternal healthcare services in public hospitaldie Tfollowing are therefore
recommendations on the finding:
1. The government allocates more recourses to ministhealth to help address the
issues of human resource and equipment gaps imnrgoeat hospitals
2. The Ministry of health to review staffing needspublic hospitals
3. To identify the state of equipments and needs bliphospitals in Kenya.
4. MoH to encourage continuous dissemination of mfation regarding free
maternal healthcare services in public hospitals
5. The government put more emphasis on Patient setisfiaas a way of attracting
more patients to deliver in public hospitals. Minysof health need to address

soft inputs such as patient care and health wodéitade towards patients
5.6 Suggested Areas for Further Research

There may be a need for further research to detertiie quality of services after the

introduction of free maternal healthcare servicegublic hospitals in Kenya.
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APPENDICES
Appendix I: Letter of Transmittal
Kenneth O. Otieno
C/o Dream world healthcare programme
P.O. Box 23260-00200
Nairobi.
15 FEB 2014

DEAN OF STUDENTS
UNIVERSITY OF NAIROBI
SCHOOL OF CONTINUING AND DISTANCE EDUCATION
P.O. BOX 30197
NAIROBI.

Dear Sir / Madam

| submit herewith a proposal in support of my reseastudy entitled “Factors
influencing implementation of free maternal healthare services in Kenya. A
case of public hospitals in Nairobi county’to be performed under my supervision,
as part of the requirement for the award of degredlasters of Arts in project
planning and management of the university of Nairob

Your consideration will be greatly appreciated.

Yours sincerely

Kenneth O. Otieno
Reg. No. L50/84254/2012

56



Appendix Il: Questionnaire for the Patients
Instructions

1. This questionnaire has been generated for the palpose of gathering
information for research project geared towardsl®isthing factors that will
influence implementation of free maternal healtbcgervices in public hospital in
Nairobi County.

2. You are one of the respondents who have been sdl¢ot participate in this
research hence that is why you have been givequéstionnaire.

3. Please answer all the questions and give your hanesvers.

4. Do not write your name on the questionnaire.

Background Information
1. How old are you?
Below 20 [ ]
21- 30 [ ]
31-40 [ ]
41 -50 [ ]
Above 51 [ ]
2. What is your marital status?
Single [ ]
Married [ ]
Divorced [ ]
Widowed [ ]
3. What is your level of education?
None [ ]
Primary [ ]
Secondary [ ]
College [ ]
University [ ]
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4. What is your occupation?
Unemployed [ ]
Self employed [ ]
Formally employed [ ]

5. What is your average monthly income?

Below 10, 000 [ ]
10,001 - 20,000 [ ]
20,001- 30,000 [ ]
30,001 40,000 [ ]
Above 40,001 [ ]

Section B: Infrastructure
6. How much did you pay for the following services?
. Antenatal profile..... ..o
. ODbStetric Ultra SOUN.......c.iui e e
. AAMISSION fEES ot e

7. Did you share a bed?

Yes [ ]
No [ ]

8. Did your baby share incubator?
Yes [ ]
No [ ]

9. Were you provided with bed nets?
Yes [ ]
No [ ]

10. Did you have worm water for shower?
Yes [ ]
No [ ]
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11 .Kindly Rate the following

a How would you rate words cleanliness?

b What is the condition of toilets and bathroom?

Response 1. Not sure 2. Poor 3. Fair 4. Good Xcdllent

Section C: Human resource
12. Do you think there are enough nurses in tbgphal?
Yes [ ]
No [ ]
13. Kindly describe their (Nurses) attitude towapdsients

Cooperative [ ]

Reliable [ ]
Hostile [ ]
14. Approximately, how long did they take to resgpoo your call during delivery?
Less than 5 minutes [ ]
10 - 15 minutes [ ]
More than 15 minutes [ ]

Section D: Level of Awareness (knowledge on free neanal health)
15. Who informed you of the free maternity servites
Relatives [ ]
Self [ ]
Mass media [ ]
16. Do you think the Government has done enoughftem the public about free
maternity service in public hospitals?
Yes [ ]
No [ ]
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Section E: Patient satisfaction

19 How well were you received?
20 How prompt were staffs in serving you?
21 How helpful was hospital staffs while

attending to your healthcare needs?

22 Rate your overall satisfaction to service|in

public hospital

Response: 1. Poor 2. Fair 3. Good 4. Excellent 5. Not sar
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Appendix IlI: Interview Schedules for Healthcare Workers

This interview schedule has been generated fosdhe purpose of gathering information

for research project geared towards establishingtofa that will influence

implementation of free maternal healthcare servicgriblic hospital in Nairobi County.

Questions

1.
2.

What are the major maternal healthcare problemafl\kgive some examples
How many staffs are attached to the maternity vding

Nurses ............

Gynecologist ............

Pediatrician ................

What is the nature of work load at the maternitpg®

Kindly Explain further

In terms of infrastructure, is it adequate for @ats delivering in the hospital?

If, No what should the government do to improveree maternal health care.

6. Are the patients aware about free maternal heakhsarvices offered in public

10.

hospitals?
What steps have you put in place to continuoudiyrim the general public about
free maternal healthcare services?
Do patients pay for antenatal profile if yes howaim ?
Obstetric ultrasound...................
In your view, are maternal health services free?
In your view, do you think introduction of free reatal healthcare services has
affected the quality of services offered?
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Appendix IV: Letter of Authorization

UNIVERSITY OF NAIROBI
COLLEGE OF EDUCATION ANE EXTERNAL STUDIES
SGHQGL OF @QNT!NU&% ID DISTANCE EDUCATION

Your Ref: Log Main Campus
' G Gandhl Wing, Ground Floor
Our Ref: ' P.O. Bex 30197
NAILROB1

Telephone: 318262 Ext. 120

: 21" May 2014
REF: UON/CEES//NEMC/18/225

TO WHOMIT |

Y CONCERN

KEEN'ETH 0. OTIEN(} -REG NO LSW(HZ

This is to confirm that the above named is a mdmt at the University of Nairobi College
of Education and External Studies, School of Continuing and Distance Education,
Department of Extra- Mural Studies purSuing Master of Arts in Project Planning and

' Management.

He is proceeding for research entitled "factoﬁs‘ mﬂuencmg the implementation of free

maternal healthcare service in Kenya.” A case of Pubxr: hospitals in Nairobi County.

Any assistance gweﬁ_m him w

CAREN AWILLY
CENTRE ORGANIZER
NAIROB! EMC

62



Appendix V: Research Permit

NATIONAL COMMISSION FOR SCIENCE,
TECHNOLOGY AND INNOVATION

Telephone: +254-20-2213471, 9" Floor, Utalii House
2241349,310571,2219420 Uhuru Highway
Fax:+254-20-318245,318249 P.O. Box 30623-00100
Email: secretary@nacosti.go.ke NAIROBI-KENYA

Website: www.nacosti.go.ke
When replying please quote

Ref: No. Date:

24" June, 2014
NACOSTI/P/14/6340/1925

Kenneth Ochieng Otieno
University of Nairobi
P.O.Box 30197-00100
NAITROBI.

RE: RESEARCH AUTHORIZATION

Following your application for authority to carry out research on “Factors
influencing the implementation of Free Maternal Health Care Services in
Kenya: A case of Nairobi County,” 1 am pleased to inform you that you have
been authorized to undertake research in Nairobi County for a period ending
30" July, 2014.

You are advised to report to the County Commissioner, the County
Director of Education and the County Coordinator of Health, Nairobi
County before embarking on the research project.

On completion of the research. you are expected to submit two hard copies
and one sof{ copy in ;‘)df of the research report/thesis to our office.

DR. M. K. RUGUTT, PhD, BSC.

Ag. SECRETARY/CEO

Copy to:

The County Commissioner

The County Director of Education
The County Coordinator of Health
Nairobi County.

National Commission for Science, Technology and Innovation is ISO 9001 2008 Certified
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