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Reproduction and maternal health care among youwrgem in Kenya: geographic
and socio-economic determinants

Abstract

Many inequalities exist in Kenya at different ley;@hcluding wealth, literacy, and place of resiceerand all
these inequalities are exacerbated when some b#rgers decrease the possibility of receiving adés
care during pregnancy and delivery. Indeed, mantofa influence the propensity of young women tekse
appropriate maternal healthcare, and they need tmbsidered when analyzing these women'’s repris@uct
behavior.

This study aimed to contribute to the analysis eomiog Kenyan young women'’s determinants on makerna
healthcare-seeking behavior for the 5 years pragatie 2008/9 Kenya Demographic and Health Survey.

The specific objectives were to: investigate thdiviidual and contextual variables (social, econgmic
cultural, community-oriented) that may explain mag healthcare habits; measure the individual,
household and community effect on maternal heal¢hattitudes in young women; assess the link batwee
young women'’s characteristics, such as literacwltivestatus and place of residence, and the uiseitifies

for maternal healthcare; find a relationship betwgeung women'’s behavior and the community wheeg th
live (such as the impact of education in the comitywn their propensity to seek reproductive hezlte);
examine how the role of the local presence of heate facilities influences reproductive behavand if
the specificity of services offered by healthcaaeilities, including the services addressed spzlfi to
youths, affects their inclination to use healthctaellities, and measure the geographic differentes
influence the propensity to seek appropriate matdrealthcare.

The analysis of factors associated with maternaltheare-seeking behavior for young women in Kenga
investigated using multilevel models applied to 2088/9 Kenya Demographic and Health Survey da&. W
performed three major analyses, which concernedntiigidual and contextual determinants influencing
antenatal care (discussed in Part 6), delivery (Raet 7), and postnatal care (Part 8). Our reshitsv that
there is a significant variation in antenatal, wisly and postnatal care between communities, evérei
majority of variability is explained by individuaharacteristics.

The analysis based on timing of antenatal carésvégid on the frequency of the visits used twollénear
regression models, while the analysis concerniagtibability of receiving at least one visit waséd on a
multilevel logistic model. The results showed tthagt timing of antenatal care visits, as well asfthguency

of visits for young women in Kenya, are associatitl a range of socio-economic and demographiofact

as well as contextual factors. The analysis comegrmoung women'’s healthcare facility delivery taities

has shown that the communities where women live ethvironment where they grow up, the distance from
healthcare facilities in general, as well as thstagice from specific services such as Comprehensive
Emergency Obstetric Care (CEMOC), all have an arfe on place of delivery. This also means that the
quality of the healthcare facility and the servioffered affect the propensity to deliver in a htapCorrect
postnatal care behavior is highly dependent orpthee of delivery, and women who delivered at hamee
also those who generally do not receive postnatia. dHowever, the presence of healthcare facilitigbe
community might increase the probability of accegspostnatal care also for those young girls who
delivered at home. Therefore, the group of women Wwas never received any postnatal care needs to be
better investigated, with more appropriate instmtse

There are, in fact, differences at the women’s lleve the probability of receiving antenatal cared an
delivering in a healthcare facility instead of amnte: older age at first intercourse, utilizationnebdern
methods of family planning, higher level of educatof the mother, having attended antenatal casiésyi
especially if performed by a trained provider, &ading heard information on family planning from dee
sources increase the propensity to proper reprivdubealthcare behavior. Moreover, community fagtor
and availability of healthcare facilities on tharitery are also crucial in influencing young won®n
behavior. Therefore, policies addressed to youthfgoductive health should also consider geographic
inequalities and different types of barriers ineascto healthcare facilities.
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Part 1 - General Introduction

"Protectingthe health of mother and baby requires
good antenatal care, skilled attendants, a safe
place to givebirth, access to emergency obstetric
care (UNFPA, 2002)."

Maternal health and improving health conditionsimmen and children have always been a
priority for development and poverty reduction. Tiifeh Millennium Development Goal,
"Improving Maternal Health,targets the reduction of three quarters of the matenortality
rate and the achievement ‘@iniversal access to reproductive healthy 2015. Within this
framework, providing appropriate prenatal care arghfe delivery environment is a priority
Adequate presence of health facilities and equetalotess to services addressed to women's
needs are key factors in protecting maternal hehliting pregnancy and childbirth. Specific
types of care received by women during pregnanasing childbirth, and immediately after
childbirth are critical for the survival and welking of mother and child. Prenatal care
reduces risks during pregnancy, and the presenaejoélified assistant during childbirth and
delivery ensures a positive outcome.

The coverage of prenatal treatment is almost usalein Kenya, but differences are still
persistent, especially among urban and rural aredbge levels of education of women and
the levels of household welfare. Literature on Kamywomen's reproductive behavior
highlights that the use of contraception and chittdkrelated behaviors are strongly
influenced by context variables, which differ atasal, social, economic and community
levels (Stephensoet al, 2006). Indeed, it is widely recognized that ifieyt regulation
contributes to improve women'’s health by reducimg tumber of pregnancies and associated
risks, giving women more control over their livétowever, despite the fact that Kenya has
shown a reduction of fertility rates since the 198@ntering in the fertility transition and
reducing by almost 50 per cent its total fertiligte, progress in maternal and reproductive
health care has been slow, especially for someevalte groups of women.

Despite an increased number of healthcare facilgied services for maternal healthcare in
the country, the percentage of women who followrt@mmmended behavior for reproductive
healthcare (for example, a certain number of viditsng pregnancy) delivery percentages in
a healthcare facility and percentages for postraed are still not encouraging, especially



among disadvantaged women. Moreover, there is meewe that maternal mortality and
morbidity have declined at the levels claimed by Gt The reported increase in maternal
mortality in Kenya over the last ten years (Natio@aordinating Agency for Population and
Development, 2010) is an indication of the poor i and quality of maternal and
reproductive healthcare. The pregnancy-related @oatjpns have an adverse impact on both
the mother and the newborn, leading to the perpietueof disadvantaged situations,

especially in cases of high vulnerability of thethers.

1.1 Rationale for the Study
1.1.1 Reproductive health behavior among young women in &nya

Several studies in the developed and developindgpvin@ve recognized that younger pregnant
women experience reproductive life differently froalder pregnant women and have
different maternal and child-health outcomes. Maglyolars have found a strong connection
between childbearing at an early age with incregsegnancy complications, higher maternal
and infant mortality, lower social mobility and agational possibilities for the young mother
and child. Moreover, pregnancies at an early ageakmo associated with high fertility. (Sai,
1975; Gyepi-Garbrah, 1985). Many studies have hmmmucted in Kenya concerning the
social, health and economic problems relating iygaegnancy. (Gachuhi, 1980; Njogu,
1980; Gyepi-Garbrah, 1985).

Young girls are more likely to face such complioat during pregnancy and delivery as
preterm delivery, low birth weight, neonatal mattaland late spontaneous or induced
abortions. This disparity has been attributed ® tdenagers’ physiological immaturity, the
lower use of prenatal and delivery care service®waer socioeconomic status, and higher
rates of unintended pregnancy. (Jolly, 2000; Abat+Zand Wardlaw, 2003; Magaei al.,
2007; Birungiet al, 2011).

In Kenya risks associated with pre- and postnatalthcare are higher for teenagers than for
older women, and this result has been linked tetpspgical and social immaturity in young
girls who become pregnant, as well as the lackrathe difficult accessibility to adequate
healthcare services. (U.S. Department of Commér@@6; NAS, 1996; UN, 1989; Liskin et
al., 1985; Chike-Obi, 1993).

In Kenya, appropriate facilities and services famen are not always available, and access

to them is not guaranteed. In addition, the lackedlthcare facilities, and the facilities’ lack



of appropriate services is more difficult for yowwvgmen, partly because healthcare facilities
do not always meet their specific needs.

In different parts of the same country, certainea$p of society have to be considered in order
to make national programs more effective. Accordmd/larcela Villarreal (1998), it is very
difficult to translate the needs of young adoless@mo effective operational programs, since
complexity and differentiation within groups deténed by age, place of origin and culture is
sometimes overlooked. Moreover, many barriers prewsung women from accessing
healthcare facilities, such example long distanttescosts of services and the treatment they
receive. Given their very young age, the young womenerally feel uncomfortable talking
about sensitive topics, especially if they are umied. This outlines in general terms the
condition of disadvantage and inequality in repithe healthcare access (Gage, 1998).
Khasian (1985) highlights that in Kenya, more tlbae third of young pregnant women have
not received any antenatal care, and that 28 pehaehtheir first visit in a hospital during or
after the eighth month of pregnancy. Zabin and dfireciting the research work of Omunga
(1989), emphasize that in Kenya, among young unetarwomen, 90 percent visited
antenatal care facilities only during the last ¢hreonths of pregnancy, and not very often.
Kenya is one of the African countries where teenaggnancy has always been particularly
widespread, despite the decline in fertility shofsom the late 1970's to the late 1990’s
(Kelley, Nobbe, 1990). The 2003 Kenyan Demograimd Health Survey shows stagnation
of fertility decline compared to the previous periavith a 4.9 children per woman TFR for
the years 2000-2003. Moreover, the existing soeial economic disparities create a
difference in access for these women to healtHearkties.

A report from the DHS in 2003 shows, among othdormation, that about half of the
uneducated adolescents in the country (46 perbent at least one pregnancy, while among
those with secondary education only 10 percent Imakat least one pregnancy. Teenagers
from poorer families are more at risk of havingestst one child (29 percent) compared to
peers from richer families. Regional differenceswglthat this phenomenon is strongly linked
to the territory and the context in which a coulpkes. In the Nyanza, North Eastern, and
Coast provinces, the phenomenon is more widespheain other regions. These regions are
also those with the highest rates of illiteracyezsally among women (Kyalo Ndeng'e, 2004)
and are the least economically developed in thatcgu

Many scholars state that, among the variables ttijraffecting adolescent fertility, the early
age at first intercourse is often associated withirecreased risk of unprotected sex and

multiple partners, which together increase the w$kcontracting infectious and sexually
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transmitted diseases (Hersh al, 1998; Hindin and Fatusi, 2009). Another releviaator
influencing early pregnancy is the entry in a unara young age. However, in recent years
the pattern of premarital childbearing has preommipolicy makers, because often pregnant
women who are not in a union are also those whdeaewealthy and less likely to receive
maternal healthcare. As reported by Mahy and G{@®82), “for most countries in sub-
Saharan Africa, the majority of childbearing occuraunion, but in both Cote d’lvoire and
Kenya about half of first births among women unaige 18 occurred out of union.”

The main consequences of increased teenage praimsekual activity are the spread of
sexually transmitted diseases, high rates of abo(gue to the need to hide the pregnancy),
and socio-economic effects, such as withdrawal fisrhools. Moreover, given the high
degree of vulnerability in this age group, ofteruyg girls are not aware of the necessity for
correct antenatal and delivery care, and are d&#dged in accessing these services (Loxton
et al, 2007).

1.1.2 The Research Problem

This research aims to study the access to matéewdthcare services of this particularly
vulnerable group of young women (aged 15-25 yelabsin Kenya. There are no universally
accepted definitions for ‘adolescence’ and ‘yauffihe age group can vary greatly
depending on different societies and cultures. bimogical beginning of adolescence is
often associated with the start of puberty and,simme cultures, ends when one marries.
Since in many societies the age at marriage is yemng, the adolescent period tends to be
brief, and especially so in rural areas of deveigpcountries. At an international level,
however, the World Health Organization, throughdbktablishment of age limits, has set up a
common definition for ‘adolescence’ and ‘youth’. €llearlier phase of adolescence ranges
from 10 to 14 years of age, while a second phasgesafrom 15 to 19 years of age.
Therefore, adolescence ranges from 10 to 20 ydageo
The concept of youth is overlapping, consistingatd adolescence and early adulthood. Most
refer to youth as the age group between 15-24 ewthdtinguishing between the early (15-19)
and late (20-24) phases. Kesterton (2010) definesg people as those aged 10-24 years and
this group combines adolescents (aged 10-19 yaadsyouths (aged 15-24 years). Youth, as
such, is also a transitional stage in human dewedop, though it shades across the line
between adolescence and adulthood (Gyepi-Garb&8%)1For the purposes of this study,
4



‘adolescence’ (also called teenage), when speciiéers to the early phase (15-19 years).
Where not explicitly specified, it is used interngaably with youths (also called young
mothers, women or girls) and encompasses the aygp dretween 15-25 in order to include
all girls aged 24.

Many inequalities exist in Kenya, at different lesyencluding wealth, literacy, and place of
residence, and all these inequalities are exa@bahen some other barriers decrease the
possibility of receiving adequate care during peegry and delivery.

Kenya faced crucial changes brought on by its raplthn growth, estimated at 6 percent
annually (UN-HABITAT, 2008). The Kenyan Human Dewginent Index has slowly
declined since the beginning of the 1990’s, brigganwidening of the gaps in wealth between
rich and poor groups of the population (UNDP, 2005)

The Kenyan Ministry of Health launched many progsamimprove people's health since the
country’s independence in 1963, leading to somérdem maternal and child mortality up to
the early 1990's (WHO, 2007). Most of these stiagegonsidered social and environmental
factors as influencing the health of the populatiba local level.

As asserted by several scholars, ‘Integrated ietgrons that support community action
through participation and empowerment have beenvishio reduce health risks, improve
health outcomes, and promote better quality of (iiéercadoet al, 2007; Muchukuri and
Grenier, 2009). However, in order to universalizeess to maternal healthcare for all women
it is necessary to consider many different aspects.

Young women indeed have to face numerous obstémexcess to maternal healthcare, and
pre-existing disparities create a vicious cyclepoferty and need (Taffat al, 2003; The
World Bank, 2007). When examining maternal healthctghe focus is mainly on negative
outcomes of pregnancy and on physical immaturigdileg to pregnancy complications.
Diversities between young women and adults ardyraaéen into account in the analysis,
despite the differences in behaviors shown by tgkdan number of births correlated with the
increasing age of the mother, and therefore byctmdidence a mother acquires with several
deliveries. Furthermore, the availability of thesevices does not always lead to an increased
access for young women to healthcare facilities.

Previous studies on young Kenyans’ reproductiveabeins using the data for 1990-1999, as
well as data leading up to 2003, have consideraedrgéhealthcare facilities in order to assess
whether their presence could influence an increassdby young women (Magasdt al,

2000; Stephensoet al, 2006; Magadet al, 2006). This study also aims at assessing to what



extent specific services for each stage of matdrealthcare, and services addressed to youth,
influence said access.

Disparities among young women in Kenya are not amlgn individual level, such as level of
literacy. Given the influence of the community dreit behavior, as well as the different
availability of resources in each area, many inBtges are observed at a territorial level
(Magadiet al, 2000; Magadet al, 2006; Family Health International, 2006).

Moreover, young women'’s feelings toward proper thealre facilities and skilled attendants
contrast, and the role of traditional birth attemdain taking care of maternal health of the
community is still highly debated (Gage, 1998).dad, many factors influence the propensity
of young women to seek appropriate maternal heaithand need to be considered when

analyzing their reproductive behavior.

1.2 Research Objectives

This study aims to contribute to the analysis camog Kenyan teenagers’ and young
women'’s determinants on maternal healthcare-seddehgviors for the 5 years preceding the
2008/9 Kenya Demographic and Health Survey. It alsas to consider the influence of the
community (where young women grow up, and alsdefavailability of general and specific
healthcare facilities in the community areas) ahthe individual background of women on
young women’s propensity to seek antenatal, dsfivend postnatal care. By using a
multilevel modeling analysis, the study aims at:

. Investigating the individual and contextual vared(social, economic, cultural, community-
oriented) that may explain maternal healthcaretbabi

. Measuring the individual, household and communiitgat on maternal healthcare attitudes in
young women;

. Assessing the link between young women’s charatiesj such as literacy, wealth status and
place of residence, and the use of facilities fatamal health care;

. Finding a relationship between young women'’s bajraand the community where they live,
as well as the impact of education in the commuaitytheir propensity to seek reproductive
healthcare;

. Examining how the role of the local presence ofitheare facilities influences reproductive
behavior, and if the specificity of services offérby healthcare facilities, including the
services addressed specifically to youths, affesit inclination to use healthcare facilities;



6. Measuring the geographic differences that influetive propensity to seek appropriate
maternal healthcare.

We expect that the results will help to assessrite of the community in reproductive
healthcare, and the impact of availability of hieedire services on use by young women.
Indeed, an investigation of factors associated wittternal health care utilization by young
women is necessary for an improved understandinghef factors hindering maternal
healthcare for the development of appropriate weigion programs.

The pathways in which individual and contextualtéas operate in influencing appropriate
maternal health care by young women are cruciahathcs to be understood and used in
order to improve the targeting of safe motherhoooyrams of intervention, and to better

approach services for youths in the country.

1.3 An outline of the thesis

This study intends to frame the issue of young womeeproductive healthcare in Kenya by
looking at several factors, such as the differemtexts where a young woman grows up, and
the barriers in access to healthcare, given thgrgebic and social inequalities existing in
Kenya. Furthermore, by developing a statistical etodhe study aims at assessing the
individual and contextual determinants of young wois reproductive health behavior. After
introducing the population dynamics of Kenya, sontgcations on maternal healthcare in the
Country are presented to frame the topic. Matehwallthcare, maternal mortality, health
inequalities and political initiatives in reprodivet care in Kenya are discussed in order to
show the background of the phenomenon in analysis.

In Part 3 of this dissertation, the group of analg®nsidered in this study (young women) is
framed from a socio-economic and demographic pointview, in order to show the
theoretical determinants influencing young womemesithcare. In Part 4, the methodology
adopted by this work to test the hypothesis ofghely is introduced, followed by Part 5,
which describes data and methods used. Parts ¢l B @re the core analysis of the study,
aiming at assessing the factors influencing theeehstages of reproductive healthcare:
antenatal care, delivery and postnatal care, amdusgsing the results. Part 9 shows

conclusions of the work and recommendation forgpedi and further analysis.



Part 2 - Framework of research: context of the stug and
literature review

2.1 Population dynamics of Kenya: linkages betweesocioeconomic factors
and demographic change

Kenyan population structure and demographic treardsinteresting case studies, and their
dynamics are taken as a reference in all countri&ub-Saharan Africa. Given the extremely
rapid population growth, with rates ranging fror8®% and 3.78% from the mid-60’s to late-
90’s, Kenya experienced a shift from 6 million plEop the 1950’s to 23 million in late
1980’s. Although reporting a slight decline in satef population growth from the 80’s
onwards, population growth continued to climb up@éach 30 million in 1999, and then to
33.7 in 2003, 36.5 million in 2006, up to now walpopulation that stands around 40 million
of people, where nearly 43% are under the age ofigures 2.1 and 2.2 show the rise of
population from 1960 up to 2010 and the growths;ate percentage, of population for the

same period.
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The massive growth Kenya has experienced sincentigwentieth century is the result of
typical trends in fertility and mortality for a st8aharan Country: high rates of fertility and
beginning of decline in mortality rates. These $aate closely correlated with the trends in

historical, economic and social events occurringhi country. Between 1950 and 1973 the
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country experienced a considerable decline in tystavith the Central province leading this
decline with a reduction of 70% in mortality. Betve 1973 and 1984 mortality rates
continued their fall and a particularly rapid deelican be seen in neonatal and infant
mortality rates (Figure 2.3). The decline in matyatates is correlated, in the literature, with
the increase in women’s education and adult litkerdthe study held by Brass and Jolly
(1993) points to a crucial relationship betweerels\of education, and women and children’s
district of residence. In districts with higher edtion levels and widespread adult literacy,
even children born to mothers with lower educatlewels had lower risk of death in
childhood. Therefore, from about 1962 a rapid papoh growth can be noticed and annual
growth rate stands at approximately 3.35%. Fronb1871979, a peak of population growth

occurred following the sharp drop in mortality sate

Fig. 2.3 Mortality rate in Kenya, under-5 (per 1,000)
250

200

150

100

50

Source: elaboration on World Bank metadata

As a result of fertility and mortality trends incent years (high rates of fertility and declining
mortality) Kenya now has a large young populat@most 44% of the population is under 15
years of age and only 4% of the population is @krin order to frame the topic it is also
useful to consider the socio-economic and polititamework. With its independence in
1963, the country achieved the end of civil war amdrcame a difficult economic situation,
which also resulted in extensive damage to thadlrexisting inadequate infrastructure. The
1960’s and 1970’s were thus characterized by ama@ue recovery that led to a boom in
economic gain and a fairly stable fiscal and mayepmlicy, although the balance between

revenue and economic boom in population growth \pescarious. The country also
9



implemented several social and economic progrannedent years, such as the Land Reform
and Free Health and Education Policy. These amisifpgograms, linked to a market-oriented
strategy for the development of the Country (opsan® foreign investment, agriculture-

related exports, and attraction of capital) wetermhard to implement and did not allow an
egalitarian redistribution to local populations (lég and Nobbe, 1990). For example, the
Land Reform realized between 1962 and 1972 cremathdhl system of land tenure, resulting
in the creation of wide disparities and disputesceoning the ownership of the land, mainly
at the expense of small landowners. However, thatcy attracted investment from the West
and from international donors; Nairobi became #ggan's economic and financial centre for
East Africa. The rapid population growth that thaumtry experienced in this period had

repercussions on the economic status of the cauiying an increased pressure of
population on land and other natural resources,cppita agricultural outputs decrease and
rural-urban migration increases. Since the mid-198@owever, after the beginning of the

decline in fertility rates, a stall on populationogth is noted. The decline of population

growth is the result of the efforts carried outtbg National Population Policy for Sustainable
Development, and other important family plannindiges implemented by the Ministry of

Health, aimed at containing the spread of familgnping and contraceptive methods. The
1980’s were also the years in which the massivedraponomic growth achieved by the

country's market-oriented development, with theromtiction of structural adjustment

policies, had an impact on society by creating ileh@es in growth rates and causing an
expansion in the poverty gap. Economic growth alsdered a period of stagnation due to the
poor redistribution of wealth, the collapse of eafprices, the rise of oil prices, the expansion
of corruption, patrimonialism, internal politicaimbalance and the loss of international
credibility of the Kenyan ruling class. It led todecrease in monetary and fiscal control,

contributing to the instability of the country at eternational level.

In this socio-economic framework the decline ofifiéy rates began. The slowing of rates of
population growth that occurred from the early 1980as a consequence of the decline in
fertility rates in that period. Kenya became a casely and reference country for Sub-
Saharan Africa in relation to this phenomenon. éujethe decline in fertility rates is
recognized as the beginning of the so-called deapgc transition, which happens when
both mortality rates and fertility rates drop, le@dto a population reduction. Among these
determinants affecting the decline in fertility, n#® public policies launched by the
Government since Kenyan independence should badesad; achieving universal primary

school through free primary education, along witassive investment in public health and
10



infrastructures, such as transport and communicaéis well as public health improvements,
had repercussions on the reproductive behavioussonfien. With the introduction of free
primary education in 1971, the growth in enrolmextés in primary school between 1975 and
1990 at a rate of 4.4% was significant for the ¢ourThe spread of enrolment at school was
reported all over the country, albeit the fact it Coast and Western regions reported lower
rates, especially among girls. The numbers of piyrsahools and teachers during these years
had a massive increase. Having the possibilityttend school also means being exposed to
new and modern ideas, and this exposure naturafijyributed to the increase in the use of
contraception in these years. As shown in Table thé knowledge of any method of
contraception (even modern methods) became almugérsal among women, registering
major growth between the 5 years preceding the KBRS Survey and those preceding the
1989 KDHS Survey. Concerning the contraceptive glence (Fig. 2.4) measured by the
percentage of women aged 15-49 using any methadrdfaception; the higher increase is
registered from the end of 1970’s to the end of01€9

Tab. 2.1 Trends in contraceptive knowledge
Percentage of all women 15-49 who know specifidremeptive methods, Kenya, 1984

2008/ 09

Method 1984 1989 1993 1998 2003 2008-09

KCPS KDHS KHDS KDHS KDHS KDHS
Any method 81.0 90.0 95.6 96.8 94.6 94.6
Any modern method 79.7 88.4 95.2 96.3 94.4 94.5
Female sterilisation 55.0 68.2 81.1 81.8 73.9 66.8
Male sterilisation 18.1 19.8 41.3 7.4 47.2 38.1
Pill 72.7 84.4 91.9 92.6 89.5 87.9
IUD 55.2 62.0 73.3 72.0 67.0 61.1
Injectables 58.9 76.3 87.6 789. 88.9 88.5
Implants U U U 48.7 63.7 67.2
Male condom 41.549 53.4a 83.4 91.5a 90.6 89.2
Any traditional method U 54.8 71.9 72.6 70.0 68.5
Rhythm 51.0 50.7 64.2 68.8 64.7 61.5
Withdrawal 24.0 16.8 29.5 36.9 41.3 47.6
Other/folk methods U 5.1 9.3 8.1 9.3 6.8
Number of women 6,581 7,150 7,540 7,881 8,196 8,444

U = No information
a= The question did not specify male condom.
Note: Data from the first four sources omit the North Eastern province and several other Northern districts.

Sources: CBS, 1984; NCPD and IRD, 1989; NCPD,CBS, and M| 1994; NCPD,CBS, and MI, 1999; CBS, MOH, and ORC Macro,
2004.
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Fig. 2.4 Contraceptive prevalence
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Moreover, the willingness to continue studying amde employed in modern sectors led to a
delay in births, and entering the modern job marg&eice 1969, public health sector has also
shown big improvements in the number of faciliteewl skilled personnel. Since the end of
the 1980’s, vaccination campaigns, programs folddmealth and nutrition and for prenatal
care are widespread. The population, as a consegustarted to require more and more of
these services, allowing the spread of a moderremion of healthcare. In 1985-86, the
National Family Planning Program launched by theistry of Health in the seventies was
operational and showed its first results. Also, Banily Planning Association for Kenya,
aimed at enlarging the diffusion of family plannimgnd community-based contraceptive
distribution, was launched. Consequently, there avaise in life expectancy at birth and a

reduction in family sizes.

Moreover, transportation and communication diffasand improvements lead to a decrease
in the isolation of rural areas, and increasedctimilation of people and ideas. These efforts
were not fruitless, and actually leaded the Coufitgginning in the late 1970’s) in the so-
called fertility transition. Fig. 2.5 shows the rice of total fertility rates from 1960 to the
present. The Total Fertility Rate (TFR) is defiredthe average number of children a woman
would have if she went through her entire reprogeciperiod, from 15 to 49 years,
reproducing at her prevailing age-specific fegtiliates (ASFRs). This rate also expresses the
number of children per woman in a given periodimit
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Fig. 2.5 Total Fertility rate in Kenya, total (births per woman)
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It is assumed that 15 to 49 year-old women (feqiggiod) are all living. Looking at the

pattern of TFT in Kenya, we can see how the denmbgcasituation of the country has had a
major breakthrough in fertility: starting with a Trequal to 5.3 children per woman in the
1950’s, Kenya has a rate that stands between @ ahddren in the 1970’s, up to an index of
8.1 in the late 1970's. The reduction of TFT s@hregound the 1980’s, with a rate of

approximately 4 children per woman.

The analysis carried out by BC Kelley and C.E. Namb#enya at the Demographic Turning
Point? - World Bank Discussion Paper” in 1990, fbalnat there is a correlation between the
decline in mortality rates in Kenya and the declméertility that occurred during that period.
However, mortality decline was not the only leadfiagtor in determining the change in
disruptive behavior on fertility. Even the socimaomic factors described above have
certainly contributed to a reduction in the willmgss of women to have large numbers of
children. The ambition to continue their studied &menter the modern job market, as well as
the cost of raising children after the reintrodoctof school fees implemented in 1989, are all
factors determining a change in women’s reprodediife. Kelley and Nobbe (1990) argue
that the leading causes of this change in fertdity numerous and have to be explored in the
events that occurred during the 1980’s. They lmtong other factors, the policies
implemented by the government for limiting birthgiming at reducing the boom in
population growth, such as the introduction of figrpianning services, the lack of prosperity
in the agricultural sector (resulting from the dybti of 1984) together with imbalances
created by the introduction of agriculture and retuderiented structural adjustment policies.
Also, the decline in infant mortality, and the iease in costs for the education of children are
crucial factors.
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Decline in fertility is accompanied by significamographic phenomena such as the rising
age at first marriage, and the increase in us®wiraceptive methods (KDHS data show that
90% of women know at least one method of contrémepsee Tab 2.1 and Fig. 2.4). Since
1967, the Government of Kenya has implemented ioepialicies to reduce fertility, and has
been put great effort into curbing the phenomenbrnigh fertility rates. In addition to
specific policies to reduce fertility, other facddnave contributed to the reduction of fertility
in the country. In the 1980’s, policies were alsapiemented to improve the healthcare
system, and due to these policies a higher prapodf the population was able to receive

medical treatment, and was better informed aboutlygplanning programs.

The decline in infant mortality also affected sowkt®ices in fertility: given the rise in
children’s survival, the number of children borm peuple is influenced by survival and cost
of child rearing. Women’s education had a greduarfce on increasing the age at marriage,
and hence in the reduction in births. Among woméh wo schooling, a growth in TFT was
initially detected, followed by a slight declinegtbamong those with secondary education,
there was a more significant decline. Therefore, ¢ixistence of an inverse relationship

between education and TFT emerges.

In the cities, of course, the reduction was motestantial: in Nairobi, in fact, TFT decreased
from 7 for the period 1983-85 to 4.2 from 1986 @88, down to 2.6 in 1995. In Eastern,
Western and Rift Valley provinces, however, the TiRGreased slightly, between 1986 and
1989. Unlike other provinces, in these provinces tlecline began in the 1990’s. Then,
together with the Nyanza Province, where the phe&mamn was registered to a greater extent,
between 1995 and 2000, the TFT of these provinbewed a reverse in its trend. A most
significant decline in the TFT for all age groupsecorded between 1989 and 1993. The age
groups 25-29 and 30-34 are those who have suftemadre rapid reduction in fertility. The
decline began in the late 1970’s and continuesutiirout the 1980’s, until 1998 when the
trend grows again. Since the mid-1990’s widesprepdiemics of HIV/AIDS and the
deterioration of health services has meant thatl$esf mortality have risen. Infant mortality
grew and this pattern led to the reintroductiontioé phenomenon of replacement by
households. After a few years it certainly contté@auto a return to the increase of the TFT.
Although the relationship between declining motyalespecially among children, growth and
fertility rates is still not well explained in tHeerature, it is certainly true that some changes
to the social, economic and historical country gestify the stall in the fertility transition in
Kenya, which was the leading country among Africaantries. From the 1998 KDHS it is
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shown that the trend of fertility decline had allst&ad, indeed, since 2003 we see a slight
upward trend: the TFT from 4.7 in the late 1990&eg to 4.9 in the period from 2000 to
2003. (Bongaarts, 2006). The increase is apparendiignificant, however, shows how
fertility levels was influenced by a slight changfedirection of some influential factors. The
increase of TFT occurred in all provinces excephté province, and has also covered the
younger age classes, for whom the largest stathenuse of contraception was noticed.
Nyanza and Rift Valley provinces reported, howevbg greatest growth rates (10-12%).
Moreover, this growth occurred among less educaigehen, which form the group that is
less likely to use contraceptive methods, and waicgved a higher risk for HIV/AIDS
contraction. For those women having secondary gindri education level the decline in TFT
did not stall. Among women with no education, blat@st universally in all provinces and all
age groups, the past pattern of reduction of daititsaof children has a reverse in its trend.
Indeed, the demographic dynamics related to tHeistéertility decline refers to changes in
patterns of desirability of having more childrerdan the use of contraception.

“The stall or reversal of the fertility decline seen throughout the country but is particularly
evident among the least educated women while tivtbea secondary or higher education
still show a modest decline in childbearing. Thallsin contraceptive prevalence is seen
mainly among younger women and among those with éekication” (Westoff and Cross,
2006). One explanation could be related to the espid of HIV/AIDS that has led to a
consequent rise in infant mortality, and that taett women who have experienced the death
of a young child are more likely to want anothelicch'There is a clear association between
wanting more children and having experienced tlss faf a child under five in the past five
years,” say Westoff and Cross, concluding theidyamms on stall of fertility decline in Kenya.
As also asserted by the authors, “Concerns aboufAHDS would seem relevant in the
abstract but are difficult to connect unambiguolidligerefore, additional analysis is needed
on this topic in order to find a better explanatafithe phenomenon. Beyond the individual
characteristics, there are certainly some socidleronomic determinants that contribute to
explain the emerging pattern of fertility in Kenyihe 1990'’s are still characterized by a stop
in economic growth and by the negative effects gricalture and industry consequent to
structural adjustment policies. Furthermore, sdwevants resulting from political upheavals
(such as the closure of the flow of internationdl and post-election conflicts in 1992) were
focusing the world’s attention on the human righislations towards the society’s lower

classes.
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Likewise, the 2002 elections greatly upset the tgura country that for all of the 1990’s
experienced periods of rampant corruption, crinoaflct between different populations and
groups of power, and between political parties.aBese of that, the expansion of tourism, the
country's largest source of income, slowed. Thétipal instability was followed by some
clashes in the early 2000’s, and then by the 20€atien. At the same time, subsequent to the

famine of 2006, the country found itself dealinghwgreat economic and social difficulties.

From a demographic standpoint, the 2008/9 KDHS datav how the TFT again slightly
increased, even though this trend is not valicaftwlescents and young people interviewed in
2008/9 (Munguti and Buluma, 2010). For young wonfeged 15-29) a shorter interval
between births has also been highlighted, comptredata from previous years, with the
shortest median birth interval observed for yourtgnen (aged 15-19) of only 23 months. A
larger proportion of children born less than 24 thenafter the previous birth are born to
younger women, aged 15-19, (61 percent) relativether age groups. The decrease of the
TFT is related to a revival in the use of contraicep probably due to the fact that the women
want fewer children, and a further reduction inamtf mortality rates. The new decrease in
fertility rates occurs more in urban areas and gmwiore educated women (Munguti and
Buluma, 2010).

“The disparities in fertility among rural and urbamomen could be attributed to the
significant role played by education in populatgmwth. When literacy of women improves,
fertility rates tend to decrease. Similarly, fétyilrates tend to be lower where women have
access to decent jobs, good health care, and fgutalyning resources—which are more
available in urban areas than in rural ones” (Mangund Buluma, 2010). The great
differentials existing in the country in relation &ccess and use of healthcare facilities and
education is also reflected in access to familypiag programs and contraception. Since
family planning is mainly aimed at married womehere is little attention paid to young

unmarried women, who are often forced to seekalledportions.

‘Le informazioni piu recenti mostrano che negliraltanni il divario tra il numero desiderato
di figli e la fecondita reale si € notevolmenteeatiato. Restano ancora grandi difficolta in
una parte delle donne nel raggiungere la dimensitamiliare voluta, situazioni queste
derivanti da una non efficace erogazione dei sediipianificazione familiare e da una non

sufficiente informazione in materia di contracogtt{Bussini, 2006).
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2.2 Reproductive health care in Kenya and utilizationof healthcare
facilities
2.2.1 A brief introduction on maternal health care and its relevance to

maternal mortality

“The health care that a mother receives during
pregnancy, at the time of delivery, and soon after
delivery is important for the survival and well-bgi

of both the mother and her child(Obonyoet al,
2010)

Improving maternal and child health in Kenya woréduire greater efforts towards providing
appropriate antenatal, delivery and postnatal tarall mothers, including those in remote
rural areas who do not have easy access to mod=hhbare (WHO, 2011). Maternal
healthcare and the relevant topic of antenatatnatal and deliver care are framed within the
broader goal of reducing maternal mortality. Sit®85, in all developing countries, maternal
mortality (and women's health in general) has remkimore attention than it had previously
been given by international organizations. The ¢&uof the Safe Motherhood Initiative in the
late 1980’s brought heightened attention to matemartality. A series of national and
regional Safe Motherhood meetings, to raise awaseaenong policy makers, followed the
conference. The International Conference on Pojpulaind Development (ICPD) held at the
beginning of the 1990’s broadened the focus toodymtive health and, more recently, to
reproductive rights (Germain 2000). Since the distament of the Safe Motherhood
Program, the key programmatic priorities from théiative's first decade were to reduce
maternal mortality and morbidity and to lessen kHaeriers (economic, legal, social, and
cultural) that women face in accessing high-quahgternal healthcare. One of the actions of
the initiative aims at promoting women’s empowerimenorder to create the conditions for
giving them a choice. Maternal deaths are rooteddmen's powerlessness and their unequal
access to employment, finances, education, basatthicare, and other resources. These
realities set the stage for poor maternal healéméwefore a woman becomes pregnant, and
can worsen her health when pregnancy and childimpéegin. The improvement of maternal
health represents a key development priority atsorey the Millennium Development Goals
(MDGSs). Indeed, the Fifth MDG (MDG5)rhproving maternal healthmainly aims at:
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a) Reducing the maternal mortality ratio by thremrters, between 1990 and 2015,
and

b) Achieving universal access to reproductive Inelayt 2015.

In addition, the MDG5 emphasizes the importanceepfoductive health and quality of life
from adolescence through to adulthood (MDGS5, 20P@tecting the health of mother and
baby requires good antenatal care, skilled attasdansafe place to give birth, and access to

emergency obstetric care (UNFPA, 2002).

The major contributing factors to poor maternal gednatal health in Kenya includes poor
maternal healthcare, as well as pregnancy andhlatihdcomplications. The major objective
of antenatal care during pregnancy is to identify areat problems such as anemia and
infection. It is during an antenatal care visitttisareening for complications occurs and
advice is given on a range of issues, includingelaf delivery and referral. Even though
almost all of the births in Kenya (95%) receiveestst some antenatal care, more than half
(55%) of all births take place at home under th&stasnce of a Traditional Birth Attendant
(TBA), a relative, a friend or no one at all (KDH®03 and 2008/9). The fact that the
majority of women in Kenya do not seek professioassistance from medical personnel
during childbirth is an issue of great concerngsithe risk of complications and death greatly

increases under these circumstances.

Moreover, the well being of mothers and childreneisognised to be significantly influenced
by the health, knowledge and the context of wheres grow up. Sexual and reproductive
behaviour is not only determined by the availapidihd possibility of proper health facilities
for antenatal care and delivery, but also by thenenw's backgrounds, personal, familiar and
communal histories and experiences. Analysing dexin@d reproductive spheres of life, the
concept (category) of “choice” the women make fogit own health and life path always
needs to be contextualized and deeply understoot$ ienvironment (Bledsoe and Cohen,
1993).

Indeed, many aspects can influence maternal heatthand they have to be considered while
addressing policies geared towards women. ThadaledidMaine (1994) examine how many
factors can cause delays in reaching adequatexndréhus contribute to complications during
pregnancy and negative outcomes. They specify thogsecutive time periods (phases)
during which delays can occur. These are: the delaleciding to seek medical care on the

part of the individual or family, the delay in ré@tg a healthcare facility, and the delay in
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receiving adequate care. Inadequate assistanaagduregnancy and delivery can be a result
of all three phases of delay, or of any one phase.

Following Thaddeus and Maine’s theory, and focusamgFig. 2.6, it is shown how both
“technical factors” (the availability and qualityf dransports and roads, distance and
accessibility to health facilities) and “culturalctors” (traditions, habits, negotiation power
within the relationships) can determine delayseieksng maternal healthcare and in accessing
health facilities.

Fig. 2.6 The three delays model of maternal maytali

Factors Affecng Phasss of Dalsy
Utllizstion and Cuteome

Sacioeconomic/Cultural I PHASE I:
Factors Decision to Seek Care

—

Accessibility of Facilities 1 PHASE II:
Identifying and Reaching
Medical Facility
Quality of Care -

- PHASE III:
Receipt of

Adequate and Appropriate
Treatment

source: UNFPA 2005, after Thaddeus and Maine lia9iplesworth 2005

In the following paragraphs there is a general we&r on maternal healthcare and the

distribution of the health facilities in Kenya.

Professor Mati asserts, “Up to 75 percent of altemal deaths can be averted if women
received timely and appropriate medical care. Wee lthe knowledge of the causes of these
deaths and how they can be prevented; we know wbdts and what does not work. It is
now generally accepted that lack of skilled ass#aduring childbirths the most important
determinant of maternal mortality. What, in my vjelw lacking is the commitment, at all
levels, to act; to make the reduction of maternaitadity a high priority; and to reflect this in

resource allocations to health services, esped@alyeproductive health care” (Mati, 2010).
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The topic of maternal healthcare is also preserthénhuman rights discourse and in the
gender equality framework. As assessed by HuntBueho de Mosquita, Human Rights
Center, in their work for UNFPA on the reductionrofternal mortality and human rights,
maternal mortality is “one of the most serious hamghts issues that we face today” (Hunt,
Bueno de Mosquita, 2007). Many spheres of an iddaii are considered by the right of
health, from the biological aspects to the resaifeeholds. “It is not a right to be healthy, it
is a right to a variety of services, facilities,ogs and conditions that promote and protect the
highest attainable standard of health.” (Hunt, Ruele Mosquita, 2007). Indeed, other
aspects, as the possibility to access informatrahthe challenges a women can meet when
accessing all the services for improving materralthcare are considered as a fundamental
right. Therefore, as highlighted in Hunt and BuelgoMosquita report, human rights treaties
as the International Covenant on Economic, Socidl @ultural Rights, which recognize the
complexity of the situation, should stress on coehpnsive interventions aiming at
promoting access and improving maternal healthcHne. promotion and protection of the
right to health requires actions that lead to atasmed reduction in maternal mortality.
Women living in poverty and in rural areas, and weonbelonging to ethnic minorities or
indigenous populations, are among those partiguktririsk. Complications from pregnancy
and childbirth are the leading cause of death 619 year old women and adolescent girls in
developing countries. Therefore, they conclude thatginalized women, such as women
living in poverty and ethnic minority and indigersowomen, are more vulnerable to poor

access to care. (Hunt, Bueno de Mosquita, 2007)

Despite Kenya'’s efforts to commit to the goalshed MDG 5, and various other national and
international commitments, statistics show thatasdo maternal healthcare for all women,
and for adolescents, is still far from the achieeatrof the goals. Maternal mortality is still
high, especially in rural areas where access tlithservices is still a challenge.
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2.2.2 Trends of maternal healthcare- and pregnancy-relate causes in the

context of rising maternal deaths in Kenya.

Kenya faces enormous health challenges, includoogssibility and availability. Expectant
mothers, particularly in rural areas, have to ttekg distances in search of healthcare
services. The cost of the services in the healéhcanters is also prohibiting, considering the
poverty level of most Kenyans. Since more than 58%he population lives under the
poverty line (CIA World Factbook, 2000) the propont of food expenditure for the family of
this group is estimated to be around 70-80% ofhbesehold income, and the remaining
percentage is shared among the remaining needs,asuleealth, education, and housing. As
reported in the graph below, pregnancy-direct caww$ematernal death make up 80% of the
total cause of mortality in all Sub-Saharan Afrigéth haemorrhage and sepsis as the leading

factors of maternal death.

Fig. 2.7 Pregnancy-direct causes of maternal mtyrial Sub-Saharan Africa
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Source: UNFPA, June 2010

Despite recent estimates that indicate a signifidaop worldwide in the number of women
dying from pregnancy-related causemternal mortality in Kenya has remained unaccéyptab
high, at 488 maternal deaths per 100,000 live bifthith some regions reporting MMRs of
1,000/100,000 live births) in 2008/9, an increasenf414 in 2003, and 590 in 1998 (UNDP
and Government of Kenya, 2010). Most maternal death due to causes directly related to
pregnancy and childbirth, such as unsafe abortimmd obstetric complications (severe
bleeding, infection, hypertensive disorders, andtmicted labour). Other deaths are due to
causes such as malaria, diabetes, hepatitis, aeaa, which are aggravated by pregnancy
(UNDP, 2011).
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There are wide maternal mortality differential&ienya, with Nyanza province recording the
highest mortality rate, followed by Western, anda§toprovinces. Central province seems to
have one of the lowest maternal mortality risksKienya. Main causes of death in these
provinces are: postpartum hemorrhage (24%), irdecti15%), unsafe abortion (13%),
eclampsia (12%), and obstructed labor (8%). Foryewemman who dies, approximately 20
more women suffer some type of injury from pregnamec childbirth that can have a
profound effect on their lives and that of theimfhes. More than 15% of women in Kenya

suffer life-threatening complications due to pregna(WHO, 2005).

A matter of great concern when the topic of matemartality is raised is, of course, the
presence of a skilled attendant at birth. Indeeds recognized that there is a correlation
between the presence of a skilled attendant dt bimtl the reduction of the rate in maternal
deaths. This is due to the competence of thesessioinals when facing complications that
require urgent medical attention. The term “skillaelendants” refers to doctors, clinical
officers, nurses and midwives, who have been tcainenanage normal deliveries, recognize
complications and refer women to a more advanceel lef care. From the most updated
datasets on maternal health care (KDHS 2008/9%,9hown that skilled personnel help only
44% of Kenyan births. In fact, 28% of women deliaérhome, assisted by traditional birth
attendants, 21% by untrained relatives or frieraag] 7% with no assistance from anyone
(KNBS and ICF Macro, 2010). Traditional birth atteamts (TBAS) are not legally recognized
as having the necessary skills in order to managd prevent pregnancy-related
complications. Also, it is revealed that they gtilactise traditional ways of managing births,

even though they are technically prepared to perfmodern techniques (Kamal, 1998).

“Despite the tremendous resources invested initigifraditional Birth Attendants over the
past two decades, scientific evidence from arotedaorld has shown that training TBAs has
not reduced maternal mortality. Any improvementestaed when TBA training programmes
have been introduced was because of the assodapeivision and referral systems, and
because of the quality of essential obstetric sesviavailable at first referral level” (MOH

and Population Council, 2003).

In this broad picture, most of the time women gtil prefer to be assisted by TBAs, also
because they are highly regarded in their commamitiany different reasons drive women
to prefer the TBA’s assistance to that of more ifjedl professionals.
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Most of the time women have little choice in pladedelivery, because of lack of transport
and long distances to healthcare facilities. “Thebfem is particularly common in arid and
semi-arid lands, where health facilities are po@dyipped and are far from homes with no
passable road or transport available” (UNFPA, 200@her women report having been badly
treated in the past by nurses and midwives who Wwarée on them in the healthcare facilities,
and so they prefer not to repeat that experientdbgkg, 1991). Some women (21%) do not
think it is necessary to deliver in a healthcamlityg (KNBS and ICF Macro, 2010). Thus,
women's healthcare-seeking behavior in Kenya isrice=d not only by socioeconomic
barriers and a lack of high quality healthcarelfiaes, but also by cultural norms that limit
women's roles in making decisions regarding heafthand impede their freedom to use the

available services.

Related to the topic of skilled attendants at bighfocus on the access and capability of
emergency obstetric care, indispensable to coymtggnancy and delivery complications, is
needed. Emergency obstetric care and comprehemsalthcare services are mostly localized
in urban areas, so they are not easily useablédyngjority of women living in rural areas.

Also, even when women are able to reach a hea#itfeaility, the services provided are not

always comprehensive and adequate to face emeegeanicio easily respond to their needs.

Considering what emerges from analysis on birtta dedm KDHS 2008-09 for the whole
country, even if the rate of women having at leas¢ antenatal visit in a facility during
pregnancy is high (although not universal), thecpetage of deliveries at home is more than
57% for all women, 51% for teenagers and 55% famgpowomen. Moreover, the proportion
of women who receive the 4 recommended visits fotersatal care is not generally
widespread. The percentage of births assisteddujtibnal birth attendants is between 46-
52% for the three age groups. This “representdghtsimprovement in the proportion of
births occurring at a health facility, from 40 pen¢in 2003 to 43 percent in 2008-QKNBS
and ICF Macro, 2010).

In fact, the proportion of women making the recomderl number of antenatal care visits (4
and above) declined from 64% in 1993 to 52% in 2868 to 47% in 2008/9, while the
proportion receiving skilled care during delivergctined from 45% in 1998 to 42% in 2003.
Skilled attendant presence at birth increased % #42008/9 (UNDP, 2011).

Hospital-based data indicates that about 20% ofgyraet women in Kenya develop
complications during pregnancy, while another 208¢etop complications during childbirth.
The complications, which are direct causes of matedeaths, include haemorrhage, sepsis,
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and hypertensive diseases in pregnancy and aborilbnof which constitute obstetric
emergencies. Lack of an efficient system which & able to provide transports for
emergencies as well as facilities capable to spfeblems immediately are significant factors
increasing maternal morbidity and mortality (Magatial, 2003; Graharet al, 2006). Other
predisposing factors to maternal morbidity and wmddyt include anaemia, malnutrition,
malaria and HIV, among others. Moreover, one of mhest relevant and urgent area in
reproductive health today is the risk created bgaferinduced abortion.

Safe motherhood initiatives have continued to hggttlthe contribution of unsafe abortion to
the persistent high rates of maternal morbidity armdtality in sub-Saharan Africa. In Kenya,
unsafe-induced abortion is responsible for onedtbfrmaternal deaths (Grahanal, 2006).
Under the current Kenyan law, abortion is permitbedl for the preservation of a woman’s
life (Population Division, 2007). Because of thisgal restriction, many women with
unwanted pregnancies resort to clandestine unsadetiens, risking complications for
themselves and for the baby (Ragal, 1996, Guttmacher Institute, 2008).

Moreover, KDHS data highlights that the percentaiggomen who have a visit after delivery
Is even less than the percentage of women whoetahva healthcare facility. Postnatal care,
especially the period comprehending the 48 houst pelivery, are crucial for women’s
healthcare, since many complications can arisey @20 of women receive postnatal
checkups within two days of delivery, and more thailf of women who give birth do not
seek postnatal care (KNBS and ICF Macro, 2010)e“Mothers mostly affected are those in
the lowest wealth quintile, those with low levelsedlucation and those in remote areas like
North Eastern Province where 79% of women do rnueive postnatal care” (UNFPA, 2010).
There is also evidence of correlation between ticatal practices, such as female genital
cutting, generally performed on young girls undee tage of 10, and higher risks of
complications in childbirth and maternal death. ®wecalled “female circumcision” still
involves 27% of women in the country, and it is niyaiperformed among the Somali, Kisii
and Masai tribes (UNICEF, 2008). For the mothergllpeing it is not only crucial to
increase services to such areas, but also to eangid background and the socio-cultural
context involved in order to increase the real esaf) postnatal care services as well as

antenatal care (Villarreal, 1998).

In Kenya, healthcare programs are not accessildd.tdany of these programs do not meet

the poor population needs, who are impeded by akbwarriers, as economic barriers and
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sometimes cultural barriers, in accessing healéhéacilities. Therefore, their condition of

vulnerability rises.

Moreover, health has become a major issue amongaimh of the country. Apart from the
traditional health-related issues such as malduberculosis and the more conservative
sexually transmitted diseases, the exponentialagpd HIV/AIDS and drug-abuse have
become a major concern. The greatest health impaéie youth population is observed in
reproductive health. Some related problems andedfigets include teenage pregnancies and
abortion (Ministry of Home Affairs, Heritage and @ts, 2002). Not least, health inequalities
can be caused by other factors, such as the distibof the healthcare facilities over the
territory, and the wealth status of a householde&cription of the origin and influence of
health inequalities will help to understand theéustaf reproductive healthcare in Kenya.

2.2.3. Health Facilities structure and focus on maternal kalth care services

‘Increasing access to appropriately skilled anddiyncare is key to reducing
the toll of maternal and neonatal deaths. Failugesur at household and
community level, through poverty, gender bias auk lof awareness of the
needs of pregnant women. They occur at serviceatgllevel through lack of
accessible, well functioning, staffed and resour&adlities, and at policy
and systems level through poor planning, managemedtsupervision, and
lack of political commitment. Attention also ne&albe given to cost effective
ways of measuring and monitoring maternal mortaléggd morbidity.
(Institute of Development Studies, 2012, Maternaéwborn and child
health).

Kenya’'s healthcare infrastructure presents a hibreal-pyramidal organization structure,
with Kenyatta National Hospital at its apex. It lumes the national teaching hospitals,
provincial hospitals, district and sub-district pitals, health centers, and dispensaries, as
well as a multitude of other operators within theiv@te, non-governmental, and
traditional/informal sectors. The Ministry of Hdal(MOH) runs the Kenyan health system
from the top down, but because of the post-electiomoil of 2007, the MOH has been
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divided into two sister Ministries: the Ministry dfledical Services, and the Ministry of
Public Health and Sanitation. One of the main cqusaces of this separation has been
identified by scholars as leading to disorganizamd incompetence in both planning and
implementation processes, “in addition to the obsimefficiency that has accompanied the
maintenance and daily operations of two separattutions in the place of one” (Turin,
2010). Moreover, as highlighted by Wamai, “The ordason for the split was the power-
sharing which caused the government to double timéstarial portfolios. This has brought
inevitable politicization beyond healthcare polity service provision. Duplication and
competition for resources, control, and influencaynslow reforms, weaken management
functions, and affect morale among senior planaatsmanagers at the provincial and district
levels who may be torn between allegiances as ¢partiments are reorganized into parallel
management structures. The ministries will alsoeht@vshare a common budget which has
not increased correspondingly” (Wamai, 2009). Thendate for supervision, formulation of
policies, establishment and enforcement of starsdaathd mobilization of resources for
healthcare rests with the Ministry of Health (MC1999).

The health system management is then decentralizedder to better administrate at local
level. As has already been assessed in previoystesba provinces and districts vary in
geographical size and population, as well as ovéedlth and socio-economic indicators.
Health facilities are allocated provincially, witlie most high-level services accessible in the
major cities or only at the national level (Tur2010) and, for example, the districts are
responsible for delivering healthcare services mmplementing health programs. “Visiting
these different facilities, stark disparities apparent both vertically, between the different
levels of care, and also horizontally, from fagilib facility in different regions” (Turin,
2010).

Table 2.2 shows the structure and distributionhef healthcare system by facility type and
ownership per population, as well as the numbédrospital beds and cots for each provincial

region.
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Table 2.2 Demographic and Health System by Regidfenya (2006)

Types of facilities

Province/

Nairobi

Centra

I| Coas

Easter North Nyanz Rift Wester Kenya
control t n Eastern a n
Valley
GOK 5 8 9 15 4 13 21 10 85
Hospitals Miss/INGO 7 15 2 16 9 15 10 74
Private 11 10 10 4 13 19 1 68
Sub district hosp. GOK 8 7 14 6 20 13 5 73
Nursing home Private 27 26 23 26 3 35 24 217 191
GOK 23 51 32 70 8 72 138 65 459
Health centers Miss/INGO 50 5 2 11 48 40 16 172
Private 3 3 1 2 7 5 21
GOK 18 222 152 302 63 183 489 74 1,503
Dispensaries Miss/INGO 26 98 55 117 1 45 184 20 546
Private 57 8 9 16 12 84 17 203
Clinics Private 141 487 294 301 61 79 211 16 1734
FACILITIES GRAND TOTAL 368 941 596 894 146 536 1,23 405 5,129
Population (000s) | Number 2,563 3,909 2,80 5,103 1,187 4,804 7,902 3,853 32,122
(2003)/health 1
facility
N. per pop 6,965 4,194 4,7 5,708 8,13 8,963 6,367 510 6,263
Total hospital Number 4,891 8,191 7,68 7,412 1,707 11,923 12,39 6,451 60,657
beds and coats 7
(2002)
N. per 190 209 274 145 144 248 157 168 189
100,000

Sources: Health Management Information system, ZB06istry of Health, 2007); NHSSP-II (Ministry diiealth, 2005); population data

from the Household Health Expenditure and UtiliaatSurvey, 2003.

As table 2.2 shows, the distribution of healthcka@lities across the Kenyan provinces is
unequal. In fact, Central province is the best pped, having about twice the number of

facilities per-population, compared to the lessifslied provinces (Nyanza and Western).

Conversely, Nyanza has a higher number of hospéds and cots per 100,000 people than

Central. While Northeastern and Eastern provinaage lthe lowest proportion of hospital
beds and cots per 100,000 people, Coast has thestigl44, 145 and 274, respectively).

Because of their relatively small geographical disiens, Nairobi and Central Province have
the shortest distance to a healthcare facility.
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Fig. 2.8 shows a map of Kenya representing theageedistances in kilometers between
sampling units of the Kenya Demographic and He8ltinvey, which define the locations
where interviews to women have been done, and eaéhtare facilities, geo-referenced by
the Kenya Medical Research Institute (KEMRI). Tregadhas been elaborated in order to
measure the average distance, by province, betthedPrimary Sampling Units (representing
the communities of women interviewed) and the healte facilities of each province. The
green spots visualize, by size, the average distaridorth Eastern province is the worst-off
in terms of distance, with an average of 62,5 kmetch a healthcare facility, far exceeding
all the other provinces. Central and Nairobi proes have, conversely, the smallest
distances, on average, between PSUs and healfacdittes.

Fig. 2.8 Average distances in km between primarging units and health facilities, and road
distribution in Kenya (elaboration on 2008/9 KDHS)
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In every aspect, Central province and Nairobi teasl the best performing in health and
social-economic indicators, according to the 20@hy&a Household Health Expenditure and
Utilization Survey (MoH, 2003; Wamai, 2004). Spezfly they present high levels for life
expectancy, literacy rate, income, contraceptiop, uEnitation coverage, immunization
coverage, and attended deliveries. The Centralipcevalso has the lowest infant mortality
rate, and under 5 mortality rate trends (more thage times lower than Nyanza province).

Concerning the availability and distribution of matal healthcare services, trends of
availability of services among provinces for antahaare (ANC), postnatal care (PNC) and
delivery reflect the general pattern of the counhile Nyanza and Western provinces have
the highest number of services for maternal heatthdCentral, Coast and Nairobi provinces
present the highest quality of those services, oredsby the availability of specific services,
necessary supplies, equipment, and conditions fdeciion control. Kenya Service
Provisional Assessment for 2010, designed to peowational and sub-national information
on the availability and quality of services fronrepresentative sample of 703 healthcare
facilities, reported some data on antenatal caostnatal care and delivery healthcare.
Currently, 74% of all facilities offer ANC (compatewith 79% in 2004), 59% offer PNC
(compared with 35% in 2004), and 69% provide anigtatoxoid (TT) vaccine (compared
with 84% in 2004). Moreover, 56% of facilities affall three services (compared with 33%
in 2004). At the provincial level, 94% of facilisen the Nyanza and Western provinces offer
ANC services, compared with, at the other extresbép of facilities in Central province, and
69% in North Eastern province. The 2010 KSPA alsseased whether facilities have the
necessary supplies, equipment, and conditionsnfection control and for conducting client
examinations in the ANC service area. Healthcactitias in Central (70%) and Coast (75%)
provinces have all of the requirements for infactamontrol. Among the provinces, even if
Nyanza and Western offer a higher proportion of ABEvices in their facilities, Nairobi,
Central, and Coast provinces are more likely tochitne essential equipment and supplies for
antenatal care, hence, they provide a better gualgervice (NCAPD, MoH, CBS, 2010).

Antenatal care attendance by Kenyan women is alonusersally widespread, however the
rate of delivery in a healthcare facility is stdw. Only 43% of live births in the five years
preceding the 2008-09 KDHS took place in a heaithdacility (KNBS and ICF Macro,

2010). Mothers in Nairobi and Central provinces averost likely to deliver in a healthcare

facility, while mothers in North Eastern and Westprovinces were most likely to deliver at
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home with a non-skilled attendant. Urban women tlwode with secondary school education
and above were most likely to deliver in a healtbdacility (KNBS and ICF Macro, 2010).

Availability of transportation during maternity engencies is crucial to the welfare of both
mother and newborn. One way to improve outcomesgdwguch emergencies is to provide
rapid transport to a facility where the approprisggvices are available. Without a facility-
supported emergency transportation system, theceaqptemother and her family are forced to
find their own means of transport during an emecge&ven when an ANC facility does not
offer delivery services, it is desirable to haveeegency transport available. For many home
deliveries, the facility where a woman receives AN@y be the nearest healthcare facility

where help can be sought in an emergency.

Overall, approximately half (49%) of all facilitidgave transportation support for maternity
emergencies. Hospitals (88%), maternity facili(ié8%), and health centres (77%) are much
more likely than other facility types to have swchystem. Among the provinces, facilities in
Nyanza province are most likely to have such suppearly half of the facilities participate
in schemes to offset the costs of transport. Rasslin North Eastern province (15%) are
much less likely than other facilities to have ambalance, but are likely to have access to a
vehicle based at another facility (94%) (KNBS a@& IMacro, 2010).

The 2010 KSPA also examined the availability of Emeacy Obstetric Care (EmOC)
services among healthcare facilities that provieléevdry services. Basic Emergency Obstetric

Care includes the following signal functions:
1) Parenteral antibiotics,
2) Parenteral oxytocic drugs,
3) Parenteral anticonvulsants for pregnancy indinygertension,
4) Manual removal of placenta,
5) Removal of retained products (e.g.: vacuum asipim),
6) Assisted vaginal delivery (e.g.: vacuum exti@ctiforceps).

This kind of service is available in 36% of all lieeare facilities in the country, with an
unequal distribution among the provinces. Conslagréower is the proportion of health

facilities with Comprehensive Emergency Obstetramre¢ around 5% on total healthcare
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facilities, (elaborations from Kenya Health Fagilitist, Ministry of Health, 2010). CoEmOC
services, along with the first 6 signal functiortdd above, also provide the following two

services:
7) Cesarean delivery,
8) Blood transfusion.

Because level 1 and level 2 facilities (dispensaard clinics) are not expected to provide
CEmMOC services, they are excluded from the KSPAyaisa Overall, only 3% of delivery
facilities had performed all six basic signal fuans during the three months preceding the
survey. Assisted vaginal delivery, which is ongh@ most important practices needed during
pregnancy complications, is rarely performed. Inn¥a& assisted vaginal deliveries are
performed primarily by medical officers and obstefins/gynecologists, and, to a small
extent, clinical officers. Only 5% of the faciliie most commonly hospitals (13%), had
performed an assisted vaginal delivery at lease ahaing the three months preceding the
survey (compared with 7% in 2004). Looking at thstribution by province, Nairobi
province seems have the highest percentage of ajengoplies for delivery, but is not the
richest in common complications supplies. Centrakmce has 40% of the facilities with all
essential supplies, and among them more than 80%dgas supplies for complications. Rift
Valley, Eastern and North Eastern provinces ardetdigt furnished for delivery care.

Concerning guidelines for postnatal care (PNC) pesttices, WHO and other organizations
call for the dyad to stay under observation byifleskattendant for 24 to 48 hours, and, after
discharge, to have a visit within 48 hours aftdiveey, for early diagnosis and management
of postpartum complications. Targeted PNC includbkgck-ups up to one year after
childbirth. The proportion of facilities offeringNC increased from one-third of all facilities

in 2004 to six of every ten facilities in 2010 (KISBand ICF Macro, 2010). The survey also
reports the capacity of healthcare facilities tst teNC clients’ blood for anemia, urine for

protein, and urine for glucose, to determine blgooup, and to diagnose and treat syphilis.
There are wide variations in the capacity of thalitees to conduct these tests, with hospitals,
maternity facilities, and private and FBO facil#ienore likely to conduct these tests than
other facility types, or facilities managed by goweent and NGOs. Only 4% of all facilities

have the capacity to do blood grouping, and thasiitfes are also most likely to be found in

Nairobi and Central provinces (KNBS and ICF Ma@&010).
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While availability of healthcare facilities does tnguarantee utilization (Reerink and
Sauerborn, 1996), utilization is an important itz of health status, health-seeking
behavior, and cost and quality of services. Inipaldr, cost remains a great impediment to
utilization, although improvements in quality mafyset cost barriers (Haddad and Fournier,
1995; MoH, 2005). The 2003 Kenya Household Healtpefditure and Utilization Survey
shows that overall utilization of healthcare seegidy people reporting being ill was 77.2%,
meaning that 22.8% did not seek healthcare seryiesi, 2003). The national utilization
rate was 1.92 visits per person annually, with fieshdaving a higher utilization rate than
men (2.1 and 1.7, respectively). Furthermore, motemn dwellers reported being ill than
rural dwellers (19.5% compared to 16.9%) and weoeentikely to utilize healthcare services
(81.5% compared to 75.9%). This is despite thetfaitaverage cost for outpatient utilization
in urban areas is twice that of rural areas. N&edess, cost remains a barrier, as those who
reported being ill but never sought treatment cliedlthcare costs (44%) and distance to a
healthcare facility (18%) as the main barriers tibization. Utilization varies greatly across
the provinces: Northeastern province has the lowstation rate, with 63.4% of those who
reported being ill never seeking treatment, whemdagobi had the highest rate (90.6%)
(MoH, 2003).

Another huge barrier for utilization of antenata@re services, especially for young girls,
which is the group considered in the analysis a$ thork, concerns the availability of
services addressed to this specific age group. Maiention has been given from the
Division of Reproductive Health of the Ministry dflealth, and from the Adolescent
Reproductive Behavior Division, to this sensitivgeagroup, especially since the year 2000.
With the introduction of several policies, suchtlas Adolescent and Reproductive Health and
Development policy in 2003, and the Policy PlarAction in 2005, the topic of adolescent
and youth reproductive behavior rose in the inteonal agenda, and an increase in services
specifically addressed to youth was registerediddased youth-friendly services (YFS) are
meant to help young people overcome barriers iesscto healthcare, including HIV/AIDS
services. ldeally, YFS involve young people inadpects of program planning, operations,
and evaluation. The services should include culjummpetent workers who are members
of the intended clientele and sensitive to youtluce, ethnic cultures, and issues of gender,
sexual orientation, and HIV status. YFS also shqutavide outreach services for homeless
youth and tailored support groups for substancesused teen parents. The services usually
have convenient locations and flexible hours, idclg walk-in hours, to improve

accessibility to youth. Percentages of healtHifeas offering these kinds of services are still
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very low in all the eight provinces, ranging fron3% of facilities with YFS in North Eastern
province to 12,5% in Eastern province (elaborafimm MOH Health Facility List). The
differences in services offered by the health fied in the 8 Regions also reflect the different
availability and accessibility by women. These a@lifinces are also present on a smaller
territorial scale, where urban/rural and interqistdisparities influence maternal healthcare
accessibility. Zirabeet al, in their study on emergency obstetric care inrdiéa slums,
highlight that services offered in the researchittay were not optimal antlit sheds light to
the often forgotten sub-population of the urbanrpado like the rural folks encounter

barriers in accessing obstetric care”.

In summary, there are wide differences among po®anconcerning the availability of
healthcare facilities and services for maternalltheare offered. These differences in
distribution and availability reflect, on the onenl, the general wealth-level of each
province, with the availability of a high level ajuality of services offered and the
accessibility to these services; on the other htdrade is clearly a strong connection between
rates of births and presence of facilities in tbeitory. Nevertheless, as already discussed,
availability does not always mean accessibility aedl use of the services. These aspects
have to be better analyzed in order to emphasigel¢herminants of use of these services for

maternal healthcare, and to assess the right esliciorder to increase their usage.

2.2.4 Health geography: health inequalities and multidim@&sional poverty

index

Access to healthcare varies widely throughout thentry, and is determined by numerous
factors. In particular, major divides exist betwearal and urban communities, and between
the moneyed elite and the poorer masses. In Keéhggoorer masses (those living below the
national poverty line) constitute approximately 5286 the population (UNDP, 2009).

Considering this challenging health landscapeizatibn of healthcare services is a key factor
in improving health outcomes for Kenyans, in bdta short- and long-term. Currently, the
level of and access to care varies by region, with most facilities per person located in
Central province, and the least located in the éoptovinces of Western Valley and Nyanza,
which are the provinces with the highest populatensity after Nairobi. According to recent

data, the healthcare utilization rate in Kenyappraximately 77% for those who are sick,
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meaning that a large percentage of the populatoms thot seek care despite illness (Wamai,
2009).

What did contribute to the spread of inequalitiesoag the different regions and areas of the
Country? Edward W. Soja, in his PhD dissertationtteemGeography of Modernization in
Kenya (1967), and with the publication of many other ksduring his career about the
spatial change in developing countries and politm@anization of space, discusses his
approach (revised over time) on the geography eéld@ement. During and after colonialism,
and with independence, the existing system of sacid spatial relations was reinforced and
elaborated to incorporate most of the populatida the colonial political economy and thus
more directly into the international economic systd his process of dependent development
brought with it many beneficial side effects, sashimproved health and nutrition, modern
educational facilities, better farming techniquaasg easier transportation and communication.
But the distribution of these services primarilyveel the interests of British and other
colonial powers, rather than the local populati@mdnd and development potential. This
selective distribution of the more beneficial acpamments to colonialism is the most
crucial aspect of the underdevelopment processugirahe creation of inequalities. During
colonialism, the service distribution and the isfracture development were favored in the
most non-African populated areas of the Countrghsas Nairobi, Mombasa and in the
administrative centres of the colonial governmémtthe so called “white highlands”. The
African population was largely left to the care attntion of missionaries.

Since independence, the state has tried to remeyierral disparities and to promote the
spread of services and infrastructural expansiaweé¥er, policies and objectives of the
government clashed with the realities of geogramnyd implemented programs did not
always lead to concrete results. Areas farthest fikairobi, or from provincial administrative
centres, and those less economically active, hawee ndifficulty in implementing
development programs. And many times difficultiephysical connection and bureaucracy
hindered their realization. In Kenya, the initi&ivor development is not left only to the
government. Even local communities have workedgcesimndependence, to implement
services in each territory, such as constructingifthecentres, hospitals, schools, and wells.
But at the same time, the efforts of local commasithas helped to maintain regional
disparities, since only more organized, economjcaiivanced communities managed to meet
the demand for these services. It was in the distivhere education levels were higher that
communities invested in education. In areas withhoroduction potential, (that is, areas that
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are rich in water) projects for collection and dimition were implemented, rather than in
marginal areas, where water is scarce. Howeverjniportant to stress that the existence of a
service is not sufficient to measure the degresatifaction of the needs of the population,
services also need to be available, accessibleohdality (Aidos, 1990). Today, colonial
heritage still influences the inequalities in theuetry at an economic, social and healthcare
level. What the major barriers to accessible heatth services and maternal healthcare are,

and how inequality is distributed, is analyzed kelo

The two most significant barriers to entry in therigan health system are the cost of care,
and the availability of suitable care within a @aable distance (geographic barriers) (Turin,
2010). According to NHSSP I, “the physical [hedlihfrastructure in some regions of the
country has a coverage of one facility per 50-20Q"kmaking the availability of healthcare
resources to those who are sick virtually non-exisin certain cases (MOH, 2005). It is
important to note, however, that distance from altheare center can also be a subjective
measurement, and the availability of a service dumsalways imply accessibility. While
some citizens might be 15 km from a well-equippedpital on a tarmac road, many others
might indeed be only 4 km from a health facilityt it may be a limited facility (such as a
dispensary) with few resources, no doctors, anéssiility only by foot or bicycle. In this
scenario, it is easy to see why someone might rttekgourney once, and then never again,
considering the barriers involved. This reality madgo help explain the fact that 22.8% of
those who were sick did not seek medical care, rdot to the 2003 Kenya Household
Health Expenditure and Utilization Survey (KHHEU$)OH, 2003).

Access to a well-equipped health facility may altfjube more important than the cost of
services in determining whether an individual see&ee, in certain cases. Wamai writes,
“despite the fact that average cost for outpatigiization in urban areas was twice that of
rural areas,” urban residents sought health ses\v8de5% of the time when they were ill,
versus only 75.9% for residents of rural areas (WWar2009). In 2008, there were 6,190
healthcare facilities in Kenya, the equivalent @& fhcilities per 100,000 people, or 11
facilities per 1,000 kin(Ministry of Public Health and Sanitation, 2008n a regional level,
Rift Valley and Western Province have the least Ineinof hospital beds per 100,000 people,
with only 13.6 and 15.4 beds respectively. The ésgmumber of beds is found in Nyanza
province, with 30.3 beds per 100,000 people (Megal, 2005). In Northeastern province,
there are only 16.1 beds per 100,000 people, asdegion also has the lowest healthcare
utilization rate, at only 63.4% (Wamai, 2009).
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Another major issue affecting access to care iutteven distribution of healthcare workers
between urban and rural areas. In order for arviddial to access healthcare services, they
must have both physical access to a healthcarktyaeind the health facility must also be
able to provide adequate service. The 2005/2006/& &rational Health Accounts (KNHA)
notes the top two “key challenges to achievingdvdiealth status in Kenya” as “inequitable
access to health services,” and “shortages of fipchlnealth workers with appropriate skills”
(MOH, 2009). According to the 2008 figures, therergvonly 728 medical doctors (MDs)
working in the Kenyan health system, with only &fiployed in the public sector (Ministry
of Public Health and Sanitation, 2008). With éttincentive provided, well-qualified
healthcare workers rarely choose to work in ruedltincare facilities when they can enjoy a
higher standard of living and additional employmepportunities by remaining in the urban
hubs, particularly Nairobi and Mombasa. The resuthat rural health facilities suffer from
chronic human resource shortages, in terms of Ile¢h numbers and qualifications of
healthcare workers.

Figs. 2.9 and 2.10 are two maps representing theilition of primary sampling units
(PSUs, in red) collected by the Kenya Developmemt Bealth Survey 2003 and 2008/9,
which are a sample of the country’s population emted to the women’s sample of data. The
black crosses on the left map represent all thétHueae facilities existing in the country,
without distinguishing between types and servidésred. On the right map, represented by
red crosses, are shown only the healthcare fasilioffering at least a Caesarean section
service (therefore, only those with a high levebpécialization in maternal healthcare). The
health facilities are, of course, visibly distribdt following the population density
(represented by the concentration of PSUs). Howe@ne disparities among the territories
are highlighted and appear clearly. For example atid and semi-arid areas (North Eastern,
northern part of Rift Valley and Eastern Regions)agll as the internal areas of the Coast
Region have less availability of healthcare faetitat a reachable distance, especially when

we consider specific health facilities for mateynit
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Fig 2.9 Primary sampling units and health Fig. 2.10 Primary sampling units and health
facilities in Kenya, 2008/9 KDHS, KEMRI 2008 facilities with at least caesarean section setivice
Kenya, 2003 KDHS, KEMRI 2004
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As it is documented by KEMRI (Kenya Medical Reséalrtstitute) Welcome Trust Research
Program, which provides the list of healthcare lfiaes for 2005 and 2008, several of the
large, sparsely populated areas in the northetngpdine country had 100,000 or more people
living outside of the 5 km radius from a public hleeare facility, accounting for 80% of the
population in some of these areas. Fig. 2.11, bettmws the number of people in 2008 that
were outside the 5 km radius from public healtlvises.
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Fig. 2.11 Number of people in 2008 that were owat s
5 km benchmark to public health services
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Subsequently, we can analyze how wealth influeheadth inequalities, also having a look at
some measures of poverty related to healthcarelttHealicators and health services data
suggests that in Kenya the diffusion of maternalltheare is not homogeneous, since many
disparities exist between provinces and distritke context of health-seeking behavior in the
country therefore reflects great diversity. Thet\@ifference in access and use of healthcare
facilities during pregnancy, delivery and postnatale, as well as the different quality level
of healthcare facilities and the distances to reaskervice, bring vast disparities in maternal
healthcare indicators and maternal mortality rdf€sese reproductive health indicators exist
in an environment of low literacy, constrained féenautonomy, inadequate quality of and
access to health services.” (Stephensba].,2002)

Health care decisions are often made by the he#gedbmily, or in a context where women
prefer to hide a certain situation, which the husbaould not agree with. The mother-in-law

or another senior family member often makes heatthcecisions, and the low status of a
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young married woman makes it difficult for her tbhalenge or partake in any decisions
concerning healthcare (Griffiths et al., 2001).nrany other cases the women are totally

alone, facing health difficulties for themselvedarthe children.

As it is reported in the last World Health Statistfor 2011, prepared by the World Health
Organization, in most of the surveys, the globgloréng of health indicators focuses on
national averages. However, data on the distribubibhealth and healthcare services within
countries and between population subgroups is Bauaportant. Such data helps to identify
health inequities (unfair and avoidable differenitekealth and health service provision) that
arise, for example, from socioeconomic factors lisas the level of education, occupation
and household wealth or income), from geographazzition, and from ethnicity and gender.
For disaggregation by household wealth, the tatgupation is classified into wealth quintiles
based on relative differences in household wealithinvthe country, rather than on an
absolute wealth criterion. The data presented sefierratios and differences between the
most-advantaged and least-advantaged groups. Howtese measures do not reflect the
situation across all population groups (such asmggdalling into the middle of wealth or
education distributions) (WHO, 2011).

The next two following tables report some indicatoonstituting two of the achievements of
Millennium Development Goals divided by various tual categories for the most
updated data for Kenya. The percentage of birttendéd by skilled health personnel widely
varies between 75% in urban areas and 37% in aneas. Large-scale differences are also
present among wealth quintiles and the educatieval of mothers. Between the lowest and
the highest quintile the difference is 61%, andMeen the lowest and highest educational

level of the mother it is equal to 54%.
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Tab. 2.3 MDG 5 - Births attended by skilled hegénsonnel (%)

Place of residence

Wealth quintile

Educational Level of Mother

Rural 37%

Lowest 21%

Lowest 20%

Urban 75%

Highest 82%

Highest 73%

Ratio Urban-Rural 2.0

Ratio Highest-Lowest 3.9

Ratio Highest-Lowest 3.7

Difference Urban-Rural 38

Difference Highest-Lowét

Difference Highest-Lowest 54

Sources: data are derived from Kenya DemographicHealth Surveys (KDHS) 2008/9The DHS figures were extracted
using STAT compiler software (www.measuredhs.con@iceessed 8 January 2010; updated 10 January Zodriyome
countries and some of the indicators, there wefierdinces in the figures obtained from the coumeports and from
STATcompiler. In these cases, following discussianith staff from the MEASURE DHS implementation gpo(ICF
MACRO), data from the country reports were used.Heaurinformation regarding the source of individoalintry data can
be obtained on request from WHO. Figures in théfédince” columns may be affected by rounding.

An under-five mortality rate presents importanfpdisties among different background of the
women. The rate is particularly high in both urlaaud rural areas. The highest differences are
shown among the lowest and the highest wealth kgsnaand among educational levels of the

mother.

Tab. 2.4 MDG 4 - Under-five mortality rate
(probability of dying by age 5 per 1000 live births

Place of residence

Wealth quintile

Educational Level of Mother

Rural 86

Lowest 98

Lowest 86

Urban 75

Highest 69

Highest 59%

Ratio Urban-Rural 1.1

Ratio Highest-Lowest 1.4

Ratio Highest-Lowest 1.5

Difference Urban-Rural 11

Difference Highest-Low28t

Difference Highest-Lowest 27

Sources: unless otherwise stated, data are defrimedDemographic and Health Surveys (DHS) condustede 2000. The
DHS figures were extracted using STAT compilerwafe (www.measuredhs.com/ — accessed 8 January @pdated 10
January 2011). For some countries and some ohthieators, there were differences in the figureioled from the country
reports and from STAT compiler. In these case$p\fiohg discussions with staff from the MEASURE DHSplementation
group (ICF MACRO), data from the country reports wased. Further information regarding the sourcendiividual
country data can be obtained on request from WH@ur€s in the “difference” columns may be affedbgdrounding.

! Lowest educational level achieved by mother isédacation”; highest level is “secondary or highé WHO 2011)

2 Data derived from Kenya Demographic and Health &srelate to births occurring in the five yearsgeding the survey. Data derived
from Multiple Indicator Cluster Survey relate taths occurring in the two years preceding the surve

? Ibid.
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In the broad context of the measures of povergywibalth index is widely used as a measure
of wellbeing at the household level. The DHS We#tithex is widely employed to examine
health, population, nutrition, education, and otimglicators of societal well being according
to economic status. The Wealth Index has been addpt general use in DHS reports, and in
UNICEF'S Multiple Indicator Cluster Survey (MIC$ports, as well as for AIDS Indicator
Surveys (AIS) and Malaria Indicator Surveys (MIShe general methodology used to
calculate the Wealth Index is given in Filmer anmdcdRett (2001) (Rutstein and Macro Inc.,
2008). The Index, however, has been criticizedeasgotoo urban in its construction, and not

able to distinguish the extremely poor from othet-$p-poor households.

In order to better assess the condition of poverihe household, and following the several
improvements of the measures techniques which tassess poverty as a merely economic
condition, a new index for developing countriesyaleped by the Oxford Department of
International Development in the frame of the OdfdPoverty & Human Development
Initiative (OPHI) is considered in this work. Thadex is named the Multidimensional
Poverty Index (MPI) and presents some innovationsmfthe Human Development Index
(UNDP, 1990). Even if it is composed of ten indarat corresponding to same three
dimensions as the Human Development Index: edugatiealth and standard of living, the
perspective of the MPI is to measure deprivatiothefhousehold. This tool could be used to
target the poorest, track the Millennium Developt®oals, and design policies that directly

address the interlocking deprivations poor peopfegence (Alkire and Santos, 2010).

As explained in the several reports provided by@xéord Poverty & Human Development
Initiative (OPHI), the Multidimensional Poverty lexl (MPI) identifies multiple deprivations
at the individual level in health, education andnstard of living. It uses micro data from
household surveys, and, unlike the Inequality adpidHuman Development Index, all the
indicators needed to construct the measure muse ¢éam the same survey. Each person in a
given household is classified as poor or non-pagredding on the number of deprivations
his or her household experiences. These data emeatiigregated into the national measure of
poverty. As shown in the scheme below, the heditlesholds are: having at least one
household member who is malnourished, and havirty dree or more children die. The
education thresholds are: having no household membe has completed five years of
schooling, and having at least one school-age dhifdto grade 8) who is not attending
school. The standard of living thresholds relatadb having electricity, not having access to
clean drinking water, not having access to adegsatgtation, using “dirty” cooking fuel
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(dung, wood or charcoal), having a home with aftbdr, and owning no car, truck or similar
motorized vehicle, and owning at most one of thassets: bicycle, motorcycle, radio,

refrigerator, telephone or television.

Mulcidimensional DIMENSIONS Health Education Standard of living
Poverty Index (MPI)
INDICATORS hutiton  Cnilid mostafity Years of schoofing Children enmiled Cooking fuet  Toler  Water  Dlecaty oo
POVERTY nlersily uf pover Ly Hegdoownl idio

MEASURES

|

Multidimensional Poverty Index (MPI}

Source: Oxford Poverty & Human Development Initiat{OPHI)

As reported in the technical notes, to identify thalti-dimensional poor, the deprivation
scores for each household are summed to obtaihdbhsehold deprivation. A cut-off of 3,
which is the equivalent of one-third of the indmat is used to distinguish between the poor
and non-poorlf ¢ is 3 or greater, that household (and everyiong is multi-dimensionally
poor. Households with a deprivation count betweean@ 3 are vulnerable to, or at risk of
becoming multi-dimensionally poor. The MPI valuetie product of two measures: the
multi-dimensional headcount ratio and the intengitly breadth) of poverty. The headcount

ratio, H, is the proportion of the population, which is trdimensionally poor:

SHEES

Where q is the number of people who are multi-dimensigngbor andn is the total
population. The intensity of poverty, reflects the proportion of the weighted component
indicators,d, in which, on average, poor people are deprived.pgéor households only, the
deprivation scores are summed and divided by tta¢ nomber of indicators and by the total

number of poor persons

42



Wherec is the total number of weighted deprivations tleerpexperience and is the total

number of component indicators considered.

The MPI varies between a range of 0 and 1, whesenfulti-dimensionally not deprived and
1 is multi-dimensionally deprived. The general MBi Kenya was 0.302 in 2003 and an
improvement of the country’s conditions in 200&%hown, given a decrease of the index up
to 0.229. Compared with the other Sub-Saharan @&triCountries, Kenya results to be multi-
dimensionally poorer than nine countries: Southicafr Ghana, Sao Tome and Principe,
Lesotho, Gabon, Zimbabwe, Swaziland, Namibia, dmd@emocratic Republic of Congo.
The percentage of MPI Poor (H) in the Country is8%¢ and the average intensity of
deprivation is 48% (OPHI Country Briefing, 2011)hel MPI can be broken down to see
directly how much each indicator contributes to tmadimensional poverty.

Figure 2.12 shows the composition of the MPI usingie chart. Each piece of the pie
represents the percentage contribution of eacleatali to the overall MPI of the country: the
larger the slice of the pie chart, the bigger tleéghted contribution of the indicator to overall
poverty. From the pie it emerges that living staddagive the heaviest contribution in the
index composition, while the health factor of timelex represents the 30% of MPI in the
country for 2008/9 data of demographic and healtliey/s.

Fig. 2.12 Contribution of indicators to the MPI, i§@ 2008/9, KDHS 2008/9.
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Source: Oxford Poverty & Human Development Initiat{OPHI)
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The MPI can be deconstructed by different poputaiobgroups, and then broken down by
dimension, to show how the composition of poveriffeds between different regions or

groups. Analyzing KDHS 2008/9, the general distiitou of Multi-dimensional Poverty

Index by Regions in Kenya (Graph 2.1), a clearedéhce in poverty distribution among
regions emerges. Nairobi, Central and Coast regippear to be the wealthiest, while the
others have the major percentage of multi-dimeraiprpoor households. Of relevance are
also the percentages of households at risk of pgwehere the major concerns are Central,

Nyanza and Western Regions.

Graph 2.1 Provinces by Multidimensional Poverty Index levels, KDHS
2008/9
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Considering the distribution of the MPI in Kenyanydalooking at the decomposition of the
index by the eight regions for 2003, North Eastédganza and Rift Valley are the most
multi-dimensionally poor regions. For almost alethegions, excluding Nairobi, more than
50% of the share of poverty seems to be charaetéby standards of living (in particular by
sanitation, cooking fuel and electricity, not shodata), immediately followed by health

component of the index. Conversely, health repitissttie heaviest problem in Nairobi.
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Tab. 2.5 Kenya provinces by Multidimensional Poyénidex, total and decomposed,

2003 KDHS.
Percent contribution of deprivations in...

Province MPI value | MPlrank |Education Health Standard of living

Nairobi 0.049 1 27,60% 36,70% 35,70%
Central 0.181 2 7,90% 23,10% 69%
Coast 0.338 5 9,60% 28,80% 61,70%
Eastern 0.297 3 20,80% 26,80% 52,40%
Nyanza 0.360 7 8,30% 29,20% 62,60%
Rift Valley 0.351 6 17,30% 24,90% 57,80%
Western 0.317 4 11,70% 26,20% 62,10%
North Eastern 0.676 8 20,80% 26,80% 52,40%
Kenya 0.302 14,50% 26,20% 59,30%

Source: Alkire and Santos, 2010; KDHS 2003

Looking at the distribution of the MPI among théret groups in Kenya in the following
table for the 2003 index, the most deprived groages Somali, Masai and Turkana, while
Kikuyu, the biggest group in the country, is amahg less deprived. Less deprived groups
generally report positive patterns of education hedlth, while the most deprived groups are
those whose share of education and health morelye#luence the MPI (data not shown).

Tab. 2.6 Kenya main ethnic groups by MultidimensidPoverty Index, total and
decomposed, 2003 KDHS.

Percent contribution of deprivation in ....
Ethnicity MPI Value MPI Rank Education Health | Standard of living
Embu 0.141 1 5,6% 15,50% | 78,90%
Kikuyu 0.167 2 5,80% 28,50% | 65,60%
Taita/Taveta 0.205 3 5,80% 29,50% | 64,70%
Meru 0.241 4 14,1% 27,70% | 58,10%
Luhya 0.284 5 7,80% 30,90% | 61,30%
Kamba 0.304 6 7,20% 31,10% | 61,70%
Other 0.313 7 14,30% 34,40% | 51,30%
Kisii 0.315 8 4,90% 25,50% | 69,60%
Luo 0.333 9 8,40% 35,70% | 55,90%
Kalenjin 0.369 10 9% 29,60% | 61,40%
Mijikenda/Swahili | 0.417 11 19,60% 29,10% | 51,40%
Kuria 0.508 12 16,60% 31% 52,40%
Somali 0.594 13 33% 22,40% | 44,60%
Masai 0.599 14 28,20% 22% 49,80%
Turkana 0.654 15 30,60% 23,80% | 45,60%
Kenya 0.316 13,10% 29% 57,90%

Source: Alkire and Santos, 2010; KDHS 2003
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Focusing on maternal health dimensions and therelates with the MPI, and looking at the
household MPI distribution by place of delivery f@a008/9 (KDHS 2008/9), there is a
difference between multidimensional poor househb&havior and not-poor household
behavior, where 63% of women in poor household$velgrs at home, and 36% in a
healthcare facility. On the other hand, among the multi-dimensional poor households,
78% of women give birth in a healthcare facilitpyda®22% at homaNVomen at risk of poverty

tend to deliver mostly in healthcare facilitiegshalugh more than 30% of them delivered their

last birth at home.

Graph 2.2 Place of delivery by Multidimensional Poverty Index level, KDHS
2008/9
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Looking at the number of visits for antenatal cdigtribution by multi-dimensional poverty
index classes, although poor women, as predictack less visits than not-poor women, there
is still a tendency for more than 70% to have asti@ne visit. Conversely, more than 60%

among the not multi-dimensionally poor have moamtf visits.

Graph 2.3 Number of visits for antenatal care by MPI levels, KDHR008/9
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Investigating postnatal-care distribution amongtirdimensional poverty index classes, 52%
of all women have never had any post-natal vigitstiieir last birth in the five years before
the survey, while 48% had postnatal care visitanddt 60% of those who are multi-
dimensionally poor have never had any postnatatsyiehile among the not-poor, 70% had

visits.

Graph 2.4 Visits for postnatal care by MPI levels, KDHS 2008/9
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In conclusion, it is possible to state that inedies both cause and perpetuate health
disparities in the country. Many are the barrieradcessible healthcare services and maternal
healthcare, including wealth status and geograwhich also imply difficulty in reaching the
facilities. Transport is therefore an importantnedémt that contributes towards reaching the
fifth millennium development goal in order to redumaternal mortality by 75% by 2015.
Following a Health Seeking Behavior Model borrowém public health studies,
epidemiologists and medical geographers assert lihaters to healthcare seeking are

grouped into 4 categories:

Availability: refers to the geographic distributiohhealth facilities, pharmaceutical products;
Accessibility: includes transport, roads, etc;

Affordability: includes treatment costs for the ividual, household or family. A distinction is
made between direct, indirect and opportunity gosts

Acceptability: relates to cultural and social dista. This mainly refers to the characteristics
of the health providers — health workers’ behavgander aspects (non-acceptance of being
treated by the opposite sex, in particular womeno wiefuse to be seen by male

nurses/doctors), excessive bureaucracy, etc. (A&&Y,, Hausmanat al, 1993).
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Something that is often underestimated by mateheallthcare programs in sub-Saharan
Africa is the “acceptability” component, and esjpdlgi the cultural and social distance
between women’s traditions and the “medicalizatiohhealth services offered. Some focus
has to be put on the great differences betweenpgrofi people living in the same country,
especially among minorities. The problem of basrier healthcare for minorities also has to
be considered, and generalizations should not loke rifachepperst al, 2006). Policies and
programs for access to maternal healthcare willridyzed in order to better understand their
strengths and weaknesses in achieving their targésnen’s mobility in times of obstetric
emergency may be further limited by social restitd on their movement (Oxaal and Baden,
1996). For example, in some countries when obstetsimplications arise women must ask

their husband’s permission to seek care.

After considering how geographic disparities inflae health and how this trend has
developed until now, contributing to the currentigtion, this work will consider many other
individual and community determinants to the uéition of health facilities for maternal

healthcare. As previously discussed, availabilitgd @ossibility to reach a healthcare facility
does not automatically imply the women’s accessudiidation.

2.3 Policies and priorities for reproductive health cae: focus on
strategies for youth

In the first period after independence, and foradtr80 years, Kenya improved in almost all
its health indicators. For instance, from 1960 89Q life expectancy rose from 43 to 62
years, infant mortality dropped during this periodm 122 to 63 and under-five mortality
declined from 204 to 93 per 1000 live births (Mtnysof Public Health and Sanitation and
Ministry of Medial Services, 2010). However, stagtiifrom the 1990’s, most indicators
showed a descending trend. The main causes fomitiisening of health indicators were,
among others, the AIDS epidemic (Rees, 2008) ardntanifestation of resistant malaria
(Mwai, 2009). Moreover, strong inequity between plo®r and the rich, and rapid population
growth are underlying factors driving negative lie#lends (Demery and Gaddis; 2009).

Whereas the Kenyan health budget had risen in afeseérms until 2005 (World Bank,
2007), the healthcare services for the majorityhef rural and urban poor deteriorated. As a
response to the health deterioration in the coutitiy Ministry of Health implemented some
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measures based on a comprehensive “Health Poliagndwork” (1994). Two National
Health Sector Strategic Plans (HSSP |: 1999-20@SH 11: 2009-2010) were approved, the
latter building the cornerstone of the Kenyan Headte Reform which included, among the
other interventions, the reduction of user feegg$det al, 2011). In Kenya, however, health
programs are not accessible to all. Many of thesgrams fail the poor who are often pressed
by their needs and are vulnerable to impoverishniateover, besides the economic barrier,
mainly cultural barriers hinder the access to hepibgrams as well as to health facilities for

using healthcare services (Alan Guttmacher Instjtii®95; Moya, 2002).

Following the Health Seeking Behavior Model borrowieom public health studies and
presented at the end of previous chapter, it isrtss$ that barriers to healthcare seeking are
grouped in 4 categories: availability, accesshilaffordability and acceptability.

As already said, what maternal healthcare prograften forget is the “acceptability”
component, and especially the cultural and sod&thdce between women’s traditions and
modern practices of health services offered (UNFB#Q7). More focus needs to be put on
the differences between groups of people livingh@ same country, especially minorities.
The problem of barriers to healthcare for minocsitialso needs to be considered, and
generalizations should not be made (Scheppers,206). Assuming the vulnerability of
youths, such as their lack of access to a healtHeaility, and the barriers they can encounter
in accessing maternal healthcare, the governmeHtenfa recognized the necessity of this
particular group and decided to implement spegifiices addressed to them. Several are the
barriers encountered when talking about youthstisgafrom physical and economic ones.
For example, youths may have little or no monepgay for services, lack of transportation or
lack of knowledge of how to use services, and a$ Wwealth workers may hold judgmental
attitudes toward adolescent sexual activity (Alart@acher Institute, 1995).

The lack of awareness on the importance of matdrealthcare, and the lack of knowledge
and information also constitute a barrier in act@gy to health services. Gradually, public
health policies and programs have centered ondkeas and reproductive health needs of
adolescents and youths. This is done as an anevilee awareness that adolescents represent
large segments of developing countries’ populatidhat reproductive health outcomes of
adolescents are often negative and lead to morglaations, and that services for adults are
not adequate to satisfy their needs. Not all tlg@ms, however, present solutions for sexual

and reproductive health services, where, cleadglescents have differing needs from older
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women; in general, the youth population discussaakists of unmarried, sexually active
adolescents (Erulkar, 2004). The 1994 Internatioainference on Population and
development (ICPD) identified the adolescents akstinct target group in need afl hoc

reproductive health programs and services (Villare208).

It has been only since the year 2000, and espe@iith the introduction of the'sgoal of the
Millennium Development Goals, that internationakages and the Government of Kenya
concretely identified teenage reproductive healhaand premarital births as a target to
assess, and started to address specific policegdprg sexual and reproductive health
services specifically targeted to adolescents,geieing their delicate situation. The majority
of these programs involves education and makesotis®uth centers, peers, media and
schools in order to arrive at the target groupthin context of the various policies introduced
in the country aiming at reducing maternal momwalithe needs of youths started to be
considered. After a backward slide in maternal alityt rates in country, the National
Reproductive Health Strategy (NRHS) 1997-2010 amdevision for 2009-2015, the MDGs
implementation, and the Maternal and Newborn He@tNH) Road Map launched in 2010
were aimed at creating a new vision for maternaltheare services. According to Road
Map analysis, the slow progress in the attainmémhaternal and newborn health targets in
Kenya can be attributed to limited availability,gp@ccessibility and low utilization of skilled
birth attendants during pregnancy, childbirth ané postnatal period; low basic emergency
obstetric and newborn care coverage; poor involvenoé communities in maternal and
newborn care; and limited national commitment cdorgces for maternal and newborn
health. In this framework, to guide the provisidradolescent reproductive health services in
Kenya, the Division of Reproductive Health (DRH)tbé Kenyan Ministry of Health (MOH)
developed and actuated the Adolescent and Repredidtalth and Development (ARH&D)
Policy in 2003, and the Policy Plan of Action (2DpQ&s an implementation tool, which
outlines how the key priorities in Adolescent Heakould be addressed. The DRH has also
developed national guidelines for the provisiorYolith-Friendly Services (YFS) in 2005 to
direct the provision of reproductive health sersite young people. By exploring the crucial
areas for adolescent and youth necessities, and $oeial, economic, cultural and
demographic background, the policy aims at contiriguto the spread of the quality of life
and wellbeing of this particular social group. T\i&ional Guidelines for Provision of Youth-
Friendly Services (YFS) in Kenya are in line withe adolescent reproductive health and
development Plan of Action, which recognizes speapproaches to implementing the

ARH&D policy, and defining the role of the healtkcsor in solving reproductive health
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problems for young peoplés reported by the guidelinesthe recently published Kenya
Demographic and Health Survey (KDHS) report indisahat half of all new HIV infections
occur among young people aged 15-24 years. Woilkegats are twice as likely to be
infected as boys the same age. The survey alsalesv¢hat by age 19, almost half of
adolescents have begun childbearing and among rafinpnt women, 23 percent are
adolescents. In addition, teenagers from poor hHmids are more likely to have begun
childbearing and, more than half of the adolesdsiiver at home. The recently launched
Kenya Service Provision Assessment (KSPA) 2004catdi that only 12 percent of our
facilities are able to provide youth friendly sees” (MoH, 2005).Aiming at improving
youth health, and dealing with all the issues thelescents and youth face, (such as lack of
reproductive health knowledge and information, rmaition, school drop-outs, female
genital cutting, early and unprotected sex, eastgdd marriage, unsafe abortion practices,
and sexual abuse, among others) the guidelinestplEunch these Youth-Friendly Services
and to increase the number of services specifiealtjyressed to youths offered in the existing
health facilities. (Senderowitz, 1999).

In the context of the guideline plan for Kenya, World Health Organization describes
Youth-Friendly Services (YFS) as “services thatareessible, acceptable and appropriate for
adolescents. They are in the right place at tHg pgce (free where necessary) and delivered
in the right style to be acceptable to young peopley are effective, safe and affordable.
They meet the individual needs of young people weturn when they need to and
recommend these services to friends” (MoH, 200%pmoting and creating new youth-
friendly services is always a crucial and contreiarissue, which many times can bring
challenges to policy-making. This happens becaus@gng reproductive health services to
young people is a sensitive public issue, sincetdpi is not only about healthcare but also
about cultural behaviors not always generally sthhaned recognized, such as premarital sex
or abortion. This implies that providers and stambers are not always encouraging about
supplying these services to youths, and therefoey have to be effectively trained and
should respect clients’ privacy and confidentialiBlso, making the reproductive health
services youth-friendly implies additional trainjrggaff time and costs. For example, young
people from Ghana and Kenya (in dialogue with thenied Parenthood Association of
Ghana and the Family Planning Association of Kergegcribed an ‘ideal’ service as one
equipped with resources such as telephone hothm#s personnel who are youth friendly, in
a location that is central and neither difficult mxpensive to reach, and with services that are

subsidized or free, or at least clearly pricedadidition, young people felt that the layout of
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the centre should accommodate physically challerygeshg people and that the counseling
room should not just be a curtained area, but aragproom to guarantee confidentiality and
privacy? “The young people also felt that it was necessargsio young people in the
community what types of services they wanted frbendlinic or centre where the services are
provided.” (IPPF, 2008).

In order for a service to be recognized and categdras “youth-friendly” it has to meet some
requirements. These include: convenient hours getial times set aside, convenient
location, adequate and separate space, sufficiambcy, and comfortable and secure
surroundings. The national guidelines for youtleidly service provision sets up three
different models, through which reproductive heatrvices can be made accessible and
available to the adolescents, reflecting the commaoels used in Kenya which include: a
clinic-based model, a youth centre model, and addbased peer youth program. In all cases
each model must put in place a strong and effectferral system for services not available
at the facility. The three models proposed for Wofriendly services with recommended
essential service package are listed in the tablew) taken from the Ministry of Health
report on the proposed guidelines:

* Information based on a research activity conducted with young people from Ghana and Kenya, described in
Explore, IPPF 2008.
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Counseling services on

Life skill training on

¢ Sexuality * Goal setting
i *  Growing up *  Decision making
& & Relationships = Negotiation
* * Prevention of pregnancy, . Moral values
* * Abstinence, consequence of = Assertiveness
*  Unsafe abortion and unsafe abortion * Communication skills
abortion Prevention ¢ STIs and HIV/AIDS 2. Counseling Services on
*  STIs and HIV/AIDS % Substance and Drug abuse = Sexuality
* Substance and Drug abuse *  Contraception *  Growing up
*  Contraception - Careers & Relationships
*  Careers * Rape Prevention = Abstinence
*  Rape prevention * Unsafe abortion and abortion * Pregnancy, Abortion and
* Nutrition Prevention their Prevention
*  Male involvement in RH 5 Nutrition 2 STIs and HIV/AIDS
*  Parenting * Male involvement in RH 2V ET
*  Ante and post natal care * Parenting - Substance and Drug abuse
*  Skilled attendance *  Ante and post natal care *  Contraception
2. Screening and treatment of u Skilled attendance *® Careers
exually transmitted infections 2. Provision of information and ® Self esteem Nutrition
3. Voluntary Counseling and Testing Education on Reproductive health e Male involvement in RH
(VCT) 3. Training in livelihood and life skills *  Parenting
4. Provision of information and 4. Availability of IEC, audio/visual * Ante and post natal care
Education on Reproductive Materials i Skilled attendance
Health. 5. Promoting community 3. School health talks
5. Availability of IEC, audio/visual Based/School Based outreach IEC *  Personal hygiene
Materials. activities Working with peer youth *  Sexuality and growing up
6. Ante and post natal care educators * Reproductive Health
7. Comprehensive post rape care 6. Provision of contraceptives * STD-Prevention
(see Annex) 7. Recreation facilities (In and Out * HIV-AIDS Prevention
8. Provision of contraceptives door games) *  Rape Prevention
9. Promoting community based 8. Screening and treatment of STDs, G Communication skills
and school based outreach HIV/AIDS (Where possible) 4. Post rape care (see Annex)

activities 9. Voluntary counseling and testing Linkage to clinic based and
10. Recreational facilities (In and VCT Youth center based model
Outdoor) where possible. 10. Curative services for minor illnesses Refer for management.
Linkage to school based and including ante and postnatal care 5. Refer for treatment and
Clinic based model 11. Comprehensive post rape care (see management
Annex)
Refer where necessary Linkage to school based and

Youth center based model

Refer where necessary

Therefore, in order to actualize the youth frienskyvices and to increase the knowledge and
access of youth to the services, the guidelinesemtesome crucial elements. These include,
first of all, the youth participation and group aission establishment, with the aim of
facilitating the involvement of the same age groipa second requisite to implementation is
the construction of a connection, when tleth center has inadequate or no clinical services,
with the nearest health facility, where young peagdn ask and obtain services not available
at the centre, and where psychological aspectpeoilems are considered (especially when
young girls are subjected to some types of examingt Also, it is necessary to consider that
all the services should be offered at affordabéss f@and with flexible arrangements; the widest
possible available range ofdividual youth health needs should all be methie same site,
taking into account the lack of money that youthsally experience. Also, in order to ensure
good attendance in the clinic, youths should rexeervices within the shortest amount of
time possible.
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The guidelines also offer educational materials adsertising to advice and encourage
youths on critical issues in sexual and reprodechealth, since the role of education and
information for youths’ sexual growth is widely oamized (Westoff and Bankole, 1997). As
it has been demonstrated, the community has agsimapact on individual decisions and
behaviors (Stephenson et al., 2006), and this rsicpkarly true when we talk about
adolescents and youths, where the context and nk@oament influence their choices
(Interagency Youth Working Group, 2007Is also well known that community plays an
important role in supporting and advising the yowhy youth friendly services established
without the support of the community is likely tailf The community, which includes
parents, teachers, local opinion leaders, and andt religious leaders, are key gatekeepers.
They are all interested in knowing what services laging provided to their young people.
Their involvement in planning and establishing saefvices will help in mobilizing support
and ensuring the long-term sustainability of suehvises. The role of the family must be
acknowledged in the provision of services” (MoHQOZ3D

Finally, where possible, youth-friendly servicessinbe taken to the meeting places where
young people gather, such as schools or worksitesder to facilitate the access to facilities
and the feelings of trust and privacy. In fact, fadentiality and privacy are elements that
motivate youths to attend a health facility, beeaatsthat age they need to be reassured and to
trust the person they are going to meet and tleevelitere they are located (Senderowitz,
1997). These services should then try to cultizaieé sustain the trust of youths, so that they
can access healthcare and related services invaro@ment free of prejudice, betrayal and
fear of being heard or seen by others (Erulkar4200

Not many analyses on monitoring and evaluatingrtiementation of policies for youths, as
well as the realization oyouth-friendly serviceshave been announced. However, issues
emerge from the study of this policy and from avaeation held with Dr. Aisha Mohamed,
Program Manager of the Adolescent Sexual Reprodridtiealth Division of Reproductive
Health, for the Kenyan Ministry of Health, who ra$ed an interview in April 2011. Looking
at the distribution of the services implemented:edsased by the Ministry of Health’s ‘Health
Facilities List' and reported in the map below, it shown how certain dynamics of
inequalities persist in the territory. The commigstliving in semi-arid areas, such as the
North Eastern province and the northern part otdfasand Rift Valley provinces, show a
considerable scarcity of these services. Thesexaetly the areas with the lowest level of
education and the highest levels of poverty (KDB&)8/9).
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Fig 2.13 Primary sampling units and services adse$o youth,
2008/9 KDHS, MoH, KEMRI
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The cycle of poverty is, therefore, continuallyfeel, since physical barriers are perpetuated.
According to Dr. Mohamed, when passing from the eliggment of the Policy to the
implementation on the field, many difficulties camerge, especially when we talk about
adolescents and youths.

“Youth is the main priority on maternal health igshut funding are still not enough and what
we can do is not adequate to reach all the goHlisalth facilities are also an issue: they are
not many, not well located, not well equipped, @& always possible to find a doctors
available. Furthermore, what we can say after ssmyngears of work on that is that also the
attitude of the community matters in individual ices. The most representative case is the
low utilization of maternal shelters we built faregnant women, especially for the poorest. If
you have a look at the maternal shelters in Nor#istErn region, many of them are locked
because of the very scarce utilization. This isially the region with the highest maternal

mortality ratios. Because of the role of womenha family and because of the community
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behaviors during pregnancy and delivery they do gotto the shelters. Women are so
important in the house, they do everything, houskwaad child-care. She cannot leave the
house for an entire month also because the comynwmitild not approve it and would not

help the family when the mother is not there.”

Consequently, especially in the villages wheresidifficult to reach young people, some

cultural barriers and community influences are rzired.

“It is very difficult to be closer to adolescentgt so much in the cities but very much in the
villages where people is close and strictly tiedrealitions and is sceptical. Sex is a taboo Iin
the villages and in people close the eyes whenangaign for family planning and we aim

for its diffusion. Talking about culture and tradi infecting sex behaviour we cannot forget
the FGM (female genital mutilation). Now the pantient passed a Bill and this practice is

now illegal, it's a crime, but before it was stdlccepted from the government since it's
considered a traditional practice. But what's theulnder of tradition?”

Indeed, the community plays a crucial role, andinftuence on youth is recognized by

policies, which base their intervention on commypiarticipation (Chege and Askew, 1997;

Interagency Youth Working Group, 2007; Biddlecetal, 2009; Kesterton and Cabral de

Mello, 2010). There is a certain tradition of commty-based programs in the country, aimed
at increasing family planning and maternal healthclanowledge and diffusion through

community-based distributors, especially in run@aas where there is a lack of coverage of
services. Moreover, a few studies have been emglogeorder to assess the role of
community-based distributors in providing infornoeti and services (Chege and Askew,
1997; Ensor and Cooper, 2004). As highlighted bydgeéhand Askew (1997), “the youth

remain an under-served group for CBD programseims of both information on sexuality

and contraception and provision of services.”

Especially in poorly served areas, traditionaltb@ttendants play a fundamental role in the
community’s reproductive healthcare. In some casgemen prefer traditional birth
attendants, since they feel closer to them andthb®t can trust them more. (Kamal, 1998)
Having recognized the important contribution of thBAs in the provision of maternal
healthcare, particularly in the rural areas, the€doment of Kenya, in collaboration with the
World Health Organization (WHO), developed a Nagilo@urriculum for Traditional Birth
Attendants in 1990/91, following the recommendation the First International Conference
on Safe Motherhood held in 1987 in Nairobi. Tragnprograms encouraged TBAs to conduct
ANC and to improve intra-partum and postpartum fixas, in order to lower maternal

mortality, and a curriculum for TBAs was develop&te aim of the curriculum was to train
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TBAs in antenatal care, hygienic and safe deliggrasmd postnatal care, using the available
appropriate technologies at the community levelpdot evaluation studies of the TBA
training program in the pilot areas have indicateat the program is making a positive impact
on maternal and child healthcare (WHO and MinisifyHealth, 1996; Sibley and Sipe,
2006). However, despite the increase in TBA trgnmmograms, maternal mortality did not
decrease, and policy makers focusing on one sindleator, such as the ultimate reduction
of mortality rates, assumed that practical diffi@d, such as poor literacy and lack of
scientific knowledge, were preventing TBAs fromeefively lowering the MMR (Kruske and
Barclay 2004). By 1997, senior policy makers degitte shift priorities to the provision of
‘skilled birth attendants’ (SBA). The definition &BA excluded TBAs, and this resulted in
the subsequent withdrawal of funding for TBA tramgiand the exclusion of TBAs in policies
and programs worldwide (Kruske and Barclay 2004pdgially in the last decade, evidence
from recent KDHS shows an increase in the matenuatality rates in the country, leading to
an ever-larger spread between real rates and MD&b%edl achievements (530 maternal
deaths per 100 000 live births is the 2008 matematality ratio for Kenya, rising from 380
per 100 000 live births in 1990).

“What we saw after the period of the policy foritiag and equipment of TBAs was that the
maternal death increased so we couldn’t allow amgrtbem to operate. Now the policy is

that deliveries should be done in health faciliti#aey can escort the mothers to the health
facilities but they cannot make deliveries. Keng&slnot recognize TBAs as professional
practitioner after the maternal mortality increasgéommunity midwifes and nurses (most of
the times retired) instead are accepted and arkeskior deliveries.” Dr. Mohamed, 2011.

However, studies on the influence of the preseidBés on youth reproductive health care
are not available, and their feelings towards tHegees are not homogeneous. On the one
hand, young people feel threatened by these figsnese they are close to their families and
they may judge them. On the other hand, TBAs amesilmes their only contact with
healthcare. Moreover, as reported by the conversatith theFamily Planning Association
of Kenya (IPPF, 2008) young girls find some healtlqoroviders to beude and judgmental.
Consequently, many aspects can create barriersofep reproductive healthcare: young
people have prejudices when seeking healthcareaankighlighted by Dr. Mohamed, many
providers are incompeteritalking about the health facilities system and tpeality of the
services offered a big problem of the country is workers bias (not very well trained

workers in the HF).”
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Part 3 - Focus on the target group of analysis: thgouth

3.1 Focus on youth: why adolescents and youth arespecial group

“Children born to very young mothers are normallgegisposed to higher
risks of illness and death due to the limited exyp®sof the mothers to
reproductive health services. Adolescent mothers aso more likely to
experience complications during pregnancy and ass likely to be prepared
to deal with them, which often leads to maternatds. Because of their
early entry into child bearing, the mothers are i@enthe opportunity to
pursue basic and advanced academic goals. Thistasign affects their
welfare and social status and hence limits accesadny reproductive health
programs” (Kiragu et al., 1998).

This section aims at framing the characteristia$ @ntext of the young girls in Kenya, and
their evolution during history. Young people candefined as those aged 10-24 years, and
this group combines adolescents (aged 10-19 yaadsyouths (aged 15-24 years) (Kesterton,
2010). However, as will also be discussed in tlestisn, the concept of “adolescence” is
itself a cultural construct diverging across sitas and contexts, and in many parts of the
‘developing world’ it is a controversial notion (\areal, 1998). Moreover, a second aim of
this section is to introduce the diffusion of praxgps targeting youth as a means to improve
reproductive healthcare among that age group,dleeaf communities in influencing young

girls’ behaviour, and how these programs includamuinities in their strategies.

The youth group in Kenya, especially in referengegirls, is increasingly considered by
policies and programs as a target group, sinceriédognized as extremely vulnerable and at
the bottom of the society hierarchy (Governmentehya, 2002). The gender discourse,
from a very long time, dominates the political adgrof every international organization,
government and non-governmental organization, ityémg women as being at major risk of
poverty, disparities and exclusion (Hoogeveen, 2006ited Nations, 2008). The youth
situation also has to be framed within the coustgéneral situation; Kenya faces rapid and
massive expansion of its population at a growt tlhat stands around 3% yearly (population
rose from 8 million in 1960, to 16 million in 19881 million in 2000 to 40,5 million in 2010,
The World Bank Data 2012). Also, an important tfamsation of rural areas and a new

urban-rural relationship, as well as the migrafiows to urban areas with consequent spread
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of urbanization (the percentage of urban populatise from 7,4% in 1960 to 22% in 2610
with only 27% of the urban population having acdessnproved sanitation facilities in 2008,
almost the same percentage as £9p@6ntributed to the vulnerability of youths. Abot8%

of the population is under the age of 15 (World IBa2010) and 37% of the population is
aged between 15 and 24 (Government of Kenya, 2@i#gring from the previously cited
definition of young people (Kesterton, 2010), thenkan National Youth Policy (2002)
defines a Kenyan youth as one aged between 15 @ygas: “This takes into account the
physical, psychological, cultural, social, biolagiand political aspects, which explain the
Kenyan youth situation. The youth in Kenya accdontabout 32% of the population, or 9.1
million. Of these, 51.7% are female youth. Thesenf60% of the total labor force. Despite
this, opportunities are very scarce to absorb threthe job market. These young people are a
potential resource for growth and social developnifegainfully and productively engaged”
(Haji, 2007). Consequently, Kenya faces the formidable cha#leafyproviding its youth
with opportunities for a safe, healthy, and ecoruadhy productive future.

In comparison to older women’s experience when rigawhildren, younger women, and
especially adolescents, can face major risks ofptiocation during pregnancy and delivery.
The consequences of adolescent childbearing haate walely studied in the literature, and
include higher risks of pregnancy complications amaternal mortality, increased rates of
infant mortality and malnutrition, higher overaknity and more closely spaced births (Lion
et al, 2009). Older women also experience many of thegeoductive health problems, but
these problems are often exacerbated in adolesdsgrsrelated habits (for example, female
circumcision and early marriage) and age-relatdderability (as in economic pressures and
male dominion) represent the most important cawdedifferent degrees of reproductive
health problems (Zabin and Kiragu, 1998). Young womare more likely to suffer

pregnancy-related complications that cause dangetheir lives or lead to infertility.

Younger, unmarried women more often consider latsafe abortions as an alternative to

carrying a pregnancy to term (Bankeleal.,, 1998).

® Urban population (% of total). Urban populatioriers to people living in urban areas as definednbtional statistical offices. It is
calculated using World Bank population estimates @arban ratios from the United Nations World Urlzation Prospects. United Nations,
World  Urbanization Prospects. Catalog Sources Worldevelopment Indicators, World Bank Database, 2012
http://data.worldbank.org/country/kenya

® Improved sanitation facilities, urban (per cehtudban population with access). Access to improsaditation facilities refers to the
percentage of the population with at least adeqaetess to excreta disposal facilities that cagcgffely prevent human, animal, and insect
contact with excreta. Improved facilities rangenfrgimple but protected pit latrines to flush tailetith a sewerage connection. To be
effective, facilities must be correctly constructatl properly maintained World Health Organizatord United Nations Children's Fund,
Joint Measurement Programme (JMRB{tg://www.wssinfo.orgl. Catalog Sources World Development Indicatorsyld/8ank Database,
2012

http://data.worldbank.org/country/kenya

’ For an overview concerning Adolescence in tradild¢enya see Gyepi-Garbrah, B., 1985, Adolescent
Fertility In Kenya, The Pathfinder Fund.
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In some societies, in fact, "young unmarried mathee commonly ostracized for having a
child" since "early childbearing disrupts educatiomherefore "they particularly want to
postpone their first birth" (Bankokt al, 1998). Both in urban and rural areas and paatigu
when looking at schoolgirls, having a baby durihg period of education usually means
having to abandon school and not having the oppiytdor any more education. In rural
areas of Kenya, early marriage accounts for 12%ropouts (17% in urban areas). Before
free primary education was introduced during 197®&ests were a major constraint
throughout the Country, accounting for 30% of dnagan rural areas and 34% in urban areas
(Avenstrup, 2004). However, the growing literatore early pregnancy and school dropouts
asserts that, despite the introduction of free @anmeducation, many other factors discourage
girls to attend school (Mensch, 1999).

Also, in some groups, having a baby out of wedlisc&ften a source of great shame for the
family, and leads to the stigmatization of the ygugirl by her community (Bledsoe and
Cohen, 1993; Kiragu and Zabin, 1995; Gage, 1998unyg girls are also scared to go to a
health facility for a visit, because many times sas tend to mistreat them and refuse to
provide services because they are unmarried. Ulteeg a feeling of shame for the girl and
for her family as well, and it underlines the cdimt of disadvantage and inequality in

reproductive healthcare access (Gage, 1998).

In last few decades, the issue of adolescent pnegnlaas been increasingly perceived as a
problem (WHO, 2007). The health consequences ¢y &atility have drawn the attention of
researcher as well as policy makers, both in dpesland ‘developing’ countries (Makinson,
1985; Gage, 1998; Ocholla-Ayagt al, 1993; Singh, 1998; UNICEF, 2009; Villarreal, 899
Zabin and Kiragu, 1998). Therefore, given the int@atr role youth holds at the international
level, existing programs addressed to youths, éréatroduced in the previous chapter, and
their implementation and repercussion on societydsscussed. Although there is still a lack
of focus in these programs on the differences ofemtent reproduction among cultures, the
policies of the last twenty years have seen adfiseterest in the needs of a vulnerable group
as adolescents. According to Kiragual (1998), adolescent reproductive health has, theer
years of his work, become an even greater pri@itpolicy level. Through the analysis of
teenage fertility, politicians and administratomncaddress their intervention to this very
vulnerable special group. Facility services addrdgs youths, presented in previous sections
of this work, focus on provider and facility chaexestics, and stress the necessity of ensuring

privacy by a specially trained provider, to allonehdly ways of approaching the young
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patient, and to be gentle when talking about soemsisve topics (Erulkar, 2005). However,
these programs do not often consider the condifiwaseding the actual access to the health
facility. Indeed, there are many factors limitinguypg women'’s abilities to benefit from such
services, starting with the physical possibilityreaiching the facility, as well as the family
and community view on such services (Ocha&taal, 2011). For example, from a study
conducted in October 1989 in the rural South Nyatig#ict in Nyanza province of Kenya,
aimed at assessing the factors leading to deliveayformal healthcare facility, “the variable
having the highest influence on delivery locatioaswdistance to nearest maternity bed. The
greater the distance to a health facility with maitg beds, the less likely women would
deliver at a health facility. A 1 km increase in awerage household's distance from the
nearest maternity bed would reduce the probahilitghoosing the formal sector by 3.4%”
(Hodgkin, 1996).

Certainly, the availability of this resource for uths does not always correspond to
accessibility, at least not for all young womerthe country (Haile, 2000). Most of the time,
policies addressed to youths are conceived antl ipugvaluating the individual and rational
ability of access, while often, access itself i$ achoice. Erulkar, iflexamining the Gender
Dimensions of Popular Adolescent Programming Cotscéfyhat Do They Offer Adolescent
Girls and Boys12002), asserts that there is a lack of evaluaimalysis of the effectiveness
of programs implementing youth-friendly servicesdaheir impact on adolescents. The
Population Council evaluated the function and éffecess of some centers targeting youths
in Kenya and in three other African countries. Tégearchers’ aim was to assess the centers’
associated costs, and to understand community gesne of the centers through a
retrospective Analysis of Service Statistics heltween 1993 and 1996. Major results
regarding the Kenyan situation concerned the loverage of centers, and the inadequacy in
reaching a significant proportion of the countrymuth. The stigmatization by communities
and by the youths themselves is also a cruciabfasince being associated with these centers
means being recognized as sexually active. Alsojuigmental and not always confidential
behavior of healthcare providers often scares amibits girls in accessing the centers,
especially the unmarried girls who are often stitgpea for having premarital sex (Erulkar,
2002).

As reported in a quantitative study held by ErulkzZ005), most of the reproductive health
programs implemented have focused on “giving repcode health information to young
people or on increasing parents’ and teachers’aigmto convey such information,” instead
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of improving youth access to facilities. This isstlp due to the cultural and political barriers
concerning this sensitive topic (Erulkar, 2005) a{ftative research has suggested, as Erulkar
confirms, that Kenyan young people’s ideas on veémaburages them to access a facility are
extremely heterogeneous, reflecting the wide rarigdaracteristics of youths in the country.
Some of them desire services at a distance fronm tdoenmunities, while others prefer
services closer to their home. Youth in the urbeeas prefer education from peers, while
those in the rural areas prefer to get informafiom people older than themselves (Erulkar,
2005). However, Erulkar stresses the necessitynjgement more quantitative studies in
order to classify the preferences of these youtireed at testing the impact of community-
based interventions to reach unmarried youths &4@dd 24 years, Erulkar conducted a study
in Kenya and Zimbabwe. Results showed that mangasmenerally considered crucial for
youth-friendliness are not as important to Kenyalol@scents. “Youth-only facilities, a
hallmark of youth centres, do not rate highly ie tervice preferences of adolescents, yet
considerable investment has gone into this modhil&ly, the involvement of peer
educators or the involvement of youth in runninggsams does not seem to be as high a
priority as is commonly thought” (Erulkar, 2005)n@he contrary, long waiting times, long
distances to clinics, inadequate provider-cliertenactions, and insufficient time spent for
consultation were raised as being the major probleherefore, they should be considered in

order to improve youth accessibility to facilities.

Erulkar et al also published a case-control study in 2004, nteygp the behavior change
evaluation of a Reproductive Health Program. Tleeaech aimed at measuring behavioral
changes associated with a culturally consisteroriptive health program for young people
in Kenya. The study was carried out in Nyeri Didtrivhere the Family Planning Association
of Kenya implemented the Nyeri Youth Health Prgj@ctommunity-based project for young
people, during a period when the atmosphere in Kemgs not favorable to supplying young
people with reproductive health education and ses/i The study concluded that;
“interventions that adapt to indigenous traditi@as be both acceptable to communities and
associated with significant changes in young pesflehavior (Erulkar et al., 200%4)

Despite the fact that some evaluation on the eWfecéss of programs targeting youth has
been made, the literature analyzing the commumnigyaict on youth access to health facilities

and, in general, on their reproductive health b&havs still lacking (Kesterton, 2010).

8 For a deeper description of youth friendly serviaed analysis of Nyeri Youth Health Project anctaesh see the chapter on Policies and
Programmes
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“There is a great need for more rigorous evaluatibprogrammes in this area. In particular,
further evaluation of individual components witldarmulti-component approach is needed to
elucidate the most effective interventions” (Kewter 2010). However, there is some
evidence highlighting the strong impact of commyumit women’s behavior, but still very
little concerning youths. Again, Kesterton highligthat there is wide concern; “in following
recommendation about mobilizing communities to gateedemand and community support,
and in recognition of the failure of approachesufiog solely on improving youth SRH
service provision (quality, availability, acceptiyj accessibility) or the supply side”
(Kesterton, 2010; WHO, 2006).

The interagency Youth Working Group in Youth Lempaort on reproductive health and
HIV/AIDS asserts: "Increasingly, youth projects a@v turning to a more holistic approach
that involves community members. [...] Clinics nosponsor outreach activities in
surrounding neighborhoods to generate demand arhagigrisk youth. Schools without
structured sex education programs welcome commibaised peer educators to fill the gap.
Faith institutions are training parents and mimste talk to youth about sexuality and HIV
prevention." The article raises the question camogrthe real impact of community in youth
programs and the correct way to evaluate it. Aesg\of an intervention employed in Nepal
in 2006 by Engender Health and the Internationalt€efor Research on Women (ICRW)
showed that "knowledge and use of services by yowogien increased more in the
community involvement arms for maternal health, eitifity, family planning, and
reproductive tract infections. Impact was greatedten issues related to traditional
community beliefs" (Pandet al,, 2006). In western Kenya, the involvement of camity in

the Frontiers program, supervised by the Populafionncil, where religious leaders, parents,
and community leaders were involved in discussiboua youths needs, was recognized as
crucial in "assuring that the interventions couddumdertaken and continued on a large scale”

(Interagency Youth Working Group, 2007).

In Kenya, as reported by the evaluation made by-tbatiers Program, the acceptance in the
community to create a supportive environment foutlioreproductive health is quite high.
Also, “communication of youth with their parentsigaased significantly in some sites” even

if the “impact of the intervention still remainsalear” (Kesterton, 2010).

In the work of A. Biddleconet al (2009), on the role of parents in adolescent aleactivity
and contraceptive use in four African Countriesrida Faso, Ghana, Malawi and Uganda),

it emerges that parents play important roles inlitiess of adolescents. Unmarried adolescents
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reported moderate to high levels of parental moimi¢po and low levels of parent-child
communication on sexual matters. In all countriadplescent males who reported low
monitoring had an elevated risk of sexual actiwitythe preceding year, as did their female
counterparts in three of the countries. Concergmgmunity involvement and the impact on
decisions of using health facilities for deliveringtephensonet al, (2006) reported
interesting results, showing that “the community which women live may shape their
decision on whether to give birth in a health iacithrough several different pathways; [...]
female autonomy, availability of health facilitiegrevailing fertility preferences and the
extent of the community’s economic development ralplay a role. This new information

can be used to design interventions to increaseamtsuse of facilities” (Stephenson, 2006).

What does ‘community’ mean in an extremely commertext such as Kenya, and what is its
role and influence in society and in youth educatioday? The concept of community,
especially in a very differentiated country likeri§@, is hard to identify. The community in

Kenya has changed its definition and identity whiktorical transformation, and therefore
changed its role. (Ahlberg, 1991). Consequentlyrater to implement inclusive policies, it is

not only necessary to assess the impact of comgnanityouth behavior and the willingness
of youth health reproductive programs involving coumities to understand the complexity
of youth groups in the Country and reach all ofnthéout also to recognize the role of
community in this context. Only by understanding #alue of the community in each context
Is it possible to tailor an effective program inwialy parents and communities, in order to
increase reproductive healthcare for youths. Qdgtaihaving a more inclusive and

influencing community may help: “building a stromgeommunity may help sustain an

intervention and build long-term investment in bethealth outcomes” (Interagency Youth
Working Group, 2007).

The youth maternal healthcare and reproductionmyecseand patterns have to be approached
by looking at the context of massive populationwgtg urban-rural transformation and
migration, and socio-economic mutations, sincecthraplexity of society hinders the view of

a clear pattern of change. There is a wide arrajtedhture which frames the reproductive
and social behaviors of adolescents and youthsBegsare today in Kenya, as a consequence
of the community’s loss of control, and the transsion of the so-called traditional values to
younger generations due to the intervention of aloadministrations. Beth M. Ahlberg
(1991), in her book on the impact of governmentgxed and reproductive behavior in Kenya,
shows how current patterns in reproduction andlifgrare the heritage of colonization ages
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first, and post-colonial family planning policieec®nd. Socio-political dynamics from the
past modified both the individual sphere of sexydincluded the women'’s role and control
in sexual life) and the community’s influence opnaduction, with a clear modification, and
most of the time loss, of habits and values hold&mgroduction control in the communities.
Ahlberg claims that; “the problem of high birtheatmay derive not so much from cultural
values and attitudes favoring high fertility, battrer from the breakdown of cultural systems
which previously regulated and controlled sexuadityl reproduction.” Resource scarcity, the
colonial and neo-colonial structures as a strormgastransforming force, and a new political
system are all factors which affect group structwspecially that of women. One of the
central functions of women groups in the past wa&scontrol of sex and reproduction. From
Ahlberg’s point of view, colonialism and the modeation process eroded the “control and
regulating systems” existing in the pre-coloniah,ewhich were able to create a social and
reproductive order, ensuring birth spacing, womestrol over fertility, and control of the
youth through the transmission of values and algi$uto be taken in pre-marital age. Ahlberg
continues by saying that with the introduction lo¢ tWestern family structure, and of new
habits in sex and reproduction, the social systemer&y women played a central role in
controlling and regulating sex and reproduction bhanged. In the pre-colonial fertility
model, among the Kikuyu, for example, there werec# social mechanisms, including
beliefs and practices (for example, long post-parsexual abstinence), taboos, prohibitions,
social sanctions and collective pressures commoséd to regulate sexuality and to avoid
conception and childbirth under certain circumsgsncHistorical, political and socio-
economic transformations have occurred in the egusince colonialism, including the
colonial settlements and land expropriations, theuMlau war for freedom followed by
independence, with the advent of a unique partytaen its openness to a multi-party system,

corruption, inefficiency, and patrimonialism leaglito massive social transformation.

However, the concept of traditional values, as waslithe parallelism between tradition and
modernization, does not have to be seen as a wlivamd direct flow, since even in pre-
colonial societies, values and precepts were nemtifollowing the transformation of the
society. Even in pre-colonial ages, the society ateat and was influenced by war and
migrations. Just as it does today, the modernizabip one side leads to a weakness in
traditional practices imposed on the other sidghva consequent need for adaptation by
societies, where most of the time, tradition anddempity live side by side. Therefore, in
order to understand behavior and the role of conitiesnon the education of young girls,

especially concerning sexuality and maternity,&lat the general context and the mutation
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factors is crucial. There is the need to keep imdnthe context of Kenya's rapid
transformation when analyzing the complex issue sekuality, with the advent of
international programs, the medicalization of pad, the introduction of new values by
churches, as well as the new population pattehesrise of proportion of young age classes,
and the demographic dynamics of mortality and Ilfertduring history. As well, teenage
sexuality, as a result, is considered a part afe¢hwoad transformations of society, with an
increase in teenage pregnancies, higher ratesodfiais and related complications, as well as
transmitted diseases. Abortions, prostitution, stlivopouts and so-called “sugar daddies,”
(slang term for a man who offers money or gifts @aoyounger person in return for
companionship or sexual favors) occur in large propns today in Kenya. More than 40%
of births in Kenya are unplanned; among adolescagesl 15-19, 47% are unplanned. Each
year, an estimated 316,560 abortions (both spoatsnand induced) occur in Kenya; that is

46 abortions for every 1,000 women of reproducége.

Adolescents most frequently cite the stigma ofdisirth outside of marriage, the inability to
support a child and the possibility of having tatgechool as reasons for having an abortion
(Guttmacher Institute, 2008). Moreover, studiesnfrGameroon, Kenya, Nigeria, and South
Africa find that young women exchange sex to getdfuto cover education-related expenses
and to gain connections in social networks (Bawked Rich, 1992; Kaufmaat al, 2001;
Meekers and Calves, 1997; Mensthal, 2001). Nzyukaet al (1997) conducted a study of
young women and men aged 15-19 in Kenya, suggetaigactors such as: older age, not
being in school, not living with relatives, fam#ienot owning cattle and land, belonging to a
larger family, not getting along well with parenésid scarcity of adequate food or clothing all
put young women at a higher risk of engaging imdextional sex. All these facts are
symptoms of the extreme vulnerability of the youwuds, of the necessity to survive in new
contexts of life, as in the “urban jungle”, andtbé unmet need access to resources. Just as
the community has to be understood within its cantso do adolescents and youths,
especially in Kenya, specifically the context of e young women grow up. This is a

necessary prerequisite, we believe, in order tlizeeauccessful intervention programs.
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3.2 Maternal health care among youth in Kenya: treds and characteristics

As widely discussed in the introduction of thisdstiand in the previous chapter concerning
youth as a special group, the youth age groupite garied, and its internal dynamics can be
very different.As already expressed in paragraph 3.1, about 43¥tedfenyan population is
under the age of 15 (World Bank, 2010), and 37%hefpopulation is between 15 and 24
(Government of Kenya, 2002), rising from a mere 1894969 (Gyepi-Garbrah, B., 1985).
Generally, education levels in the country haveroupd for all groups since the 1960’s due
to the post-independence Government Expansion gmagrducational levels among the 15-
25 age group has also faced a rapid growth sirieel@60’s, when only 18% of female and
37% of male adolescents aged 15-24 had ever beschtml. Ten years later, these figures
increased to 70% for females and 85% for males [{G@arbrah, B., 1985), also reporting a
consistent increase of males and females reactgngndary and higher education, until
reaching a rate of almost 35% of young males anthlies in 2008/9 having secondary or
higher education. Literacy rates for young femadassed from 80,7% in 2000 to 93,5% in
2009, while for males the rates rose from 79,89®18% in 2009, showing an inverted
pattern in the ratio of young literate females tales compared to the past relation.

The increase in educational attainment lead tsain the age of marriage in the country: the
average age at marriage in mid-60’s was around {8as, and in 10 years it rose to an
average age of 20 years (Gyepi-Garbrah, B., 1988)a from Kenya Demographic and
Health surveys from 1989 to 2008/9, however, shawslative stagnation in average age at
marriage for women aged 25-49 years, which staptlsden 18,1 years in 1989 and 20 years
in 2008/9 (KDHS, 1989-2008/9). Together with theuemtion spread in the country,
contraceptive diffusion, knowledge, and use aresicmmed highly correlated with the
reduction in fertility experienced in the last 28ays (Ainsworthet al, 1995). The use of
family planning methods has had a rapid escalaioce the mid 1980’s, when only 10% of
married women used a modern method of birth canirbis percentage passed to 18% in
1989 and then rose to 27% in 1993, and to 32% BB81&rom 1998 to 2003 there was,
however, a stall at around 33% in the use of suethaus, while in data from the 2008/9
KDHS revealed that almost 53% of all fertile womese a modern method of contraception.
As regards the use of all contraceptive methodasp#rcentage rises from 17% in the 1980’s
to 58% in 2008/9. Data from the 2008/9 KDHS sholat ©5% of women aged between 15
and 49 and 97% of men aged 15 to 54 who are sgxaetive, married or unmarried, knows

at least one contraceptive method. Concerning dinelam use by the youth population, the
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rates are still very low, despite a substantialease from 14% in 1998 to almost 40% in girls
aged 15-25 (World Bank, 2012). Moreover, the migraof a young and productive labor
force from rural to urban centres has increased thesyears, and it is considered to have a
negative impact on agricultural production, ancesponsible for the increase in food scarcity
and poverty of young people who move to the cif@@dhiambo, 2006).

During the period of adolescence, when girls arevéen 10 and 19 years of age, they
experience their first childbirth, and have an @asing risk of pregnancy complications or
physical and psychological immaturity. It is shotkat during the youth period, the exposure
of girls to social and economic vulnerability leadshealth insecurity (Zabin and Kiragu,
1998). The previously described demographic treexigerienced by Kenya in the last
decades brought youths to become the fastest ggosegment of the population, which
contributes to the highest fertility. With the féty transition experienced by the Country
since the early 1980’s (Cross al, 1991; Bongaarts, 2006; Westoff, 2006), trendieihlity
rates declined for all age groups (Table 3.1). paecentage of girls aged 15-19 years who
had children or were pregnant at the time of thevesuranked at 25,4% in 1998, then
decreased in the 2000’s and rose again in 2003:ewhstood at 23%; in 2008 it fell again to
17% (KDHS 1989; 2008/9). However, the age groupwéen 15-19 and 20-24 show a lower
reduction compared to the other age groups, the signsficant decline in fertility rates being

experienced by the highest age groups.

Tab. 3.1 Age-specific fertility rates (per 1.000man) and total fertility rates from Kenyan selecsedveys and
censuses: 1977-78 KFS; 1989 KDHS; 1993 KDHS; 19881K; 1999 Population and Housing Census; 2003
KDHS and 2008/9 KDHS.

1977-78 | 1989 1993 1998 2003 2003 2008/9 | % change
Age KFS' KDHS KDHS KDHS 1999 KDHS KDHS KDHS |1989-
group 1975-78 | 1984-89| 1990-93 1995-98Census 2000-02000-03 | 2005-08 2008/9
15-19 168 152 110 111 142 114 114 103 -32.0
20-24 342 314 257 248 254 241 243 238 -24.2
25-29 357 303 241 218 236 227 231 216 -28.7
30-34 293 255 197 188 185 193 196 175 -31.3
35-39 239 183 154 109 127 119 123 118 -35.5
40-44 145 99 70 51 56 55 55 50 -49.4
45-49 59 35 50 16 I 15 15 12 -65.7
TFR 8.1 6.7 54 4.7 5.0 4.8 4.9 4.6 -31.3

Sources: Kenya Demographic and Health SurveysH8Dand Population and Housing Census.

Note: Rates refer to the three-year period precetiagurveys. except for the 1989 KDHS. which @astge-year period.
and the 1999 census. which uses a period thatsvaiib the age groups used to make the correctlofExcludes the
northern part of the country. Sources: Opiyo, 2004.

Despite the fertility reduction, the state of refuotive healthcare and services utilization in
the country is still far from universal diffusiomeenagers and youth age groups do not seem

to differ consistently from the other age groups,health facility use of delivery and in
68



supervision by skilled attendants for antenatakddiab. 3.2). However, it is important to
highlight how parity is strongly correlated withlidation of services for reproduction, where,
for higher parities, the risk of seeking healthcdeereases. Therefore, the figures for home
deliveries and unskilled antenatal care for ad@etscand youths raise the greatest concern,
especially for those girls who are experiencingrthiest childbirth, and who should receive

proper assistance during pregnancy, delivery ated délivery.

Tab. 3.2 Antenatal care coverage and place ofelglifor Kenyan women aged 15-29 by age groups; /2008
KDHS.

Percentages of women who Percentage of women by
received, for their last birth, place of delivery of last
antenatal care from: birth:
Age no one or TBA| skilled attendant TotalAge home health Total
groups groups facility
15-19 12.5 87.5 255 | 15-19 49.2 50.8 254
20-24 7.2 92.8 1090| 20-24 51.5 48.5 1093
25-29 6.5 935 1071| 25-29 50.4 49.6 1078
30-34 6.7 93.3 792 | 30-34 50.9 49.1 798
35-39 11.6 88.4 457 | 35-39 60.3 39.7 458
40-44 13.7 86.3 211 | 40-44 64.1 35.9 217
45-49 23.3 76.7 90 | 45-49 67.7 32.3 93
Total 8.5 915 3966| Total 53.0 47.0 3991

Focusing on girls aged 15-25; the trends for repctde healthcare-seeking behavior in the 5
years preceding the 1989 Kenya Demographic andi8akvey are shown in Tables 3.3 and
3.4.

Except for a slight decline in the number of birdmssisted by doctors, and a consequent
increase in the number assisted by traditionahbattendants, the pattern of assistance at
deliveries has not changed significantly from 19894993. Data for all women aged 15-49
shows a shift away from doctors (28% in 1998 verk8% in 2003), towards nurses and
midwives (64% in 1998 versus 71% in 2003), for aatal care coverage from trained

assistants.
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Tab. 3.3 Trends of health facility deliveries akdled assistance at antenatal care
in Kenya for young women.

Percentage of women aged 15-25 wh
Year of KDHS Delivered last Received Total number
survey birth in a health antenatal care of women aged
facility for last birth by a 15-25
skilled attendant’
2008/9 48.6 92.1 1578
2003 48.1 88.3 166[7
1998 52.2 917 1592
1993 52.3 93.6 15583
1989 56.6 78.9 1606

Source: elaboration on weighted data from KDHS 91 $DHS, 1993; KDHS, 1998; KDHS, 2003;
KDHS, 2008/9; all data are related to last bitibkl in the 5 years preceding each survey;
* related to last births held in the 3 years pdicg the survey; North Eastern Province excluded.

** the elaboration of the variable concerning pladelelivery for 1989 KDHS is slightly differentdm the other

KDHS

Postnatal care for the mother is an unexploredl fadl researchand was not evi

considered a real issue until the end of the 190@dly as a reaction to the increas

maternal mortality ratios. As shown in Table 3.4l amFigure 3.1, taén from the 20C

KDHS report on Maternal Health, among home birthisdirls aged 135, as well ¢

for all women, postnatal care is almost nonexistent

Tab. 3.4 Trends of skilled assistance at posticata in Kenya for young women.

Percentage of women aged 15-25 years whp
Year of KDHS delivered at home and received postnatal care
Survey by a skilled attendant for last birth
2008/9+ 9.1 801
2003 9.4 849
1998 nd -
1993 nd -
1989 nd -

Source: elaboration on weighted data from KDHS,R0MDHS, 2008/9; data related to last births heldhe 5

years preceding each survey;
**calculated on women who delivered at home towlh comparison with 2003 KDHS data;

***|f she received PNC by a skilled attendant. Qims made only to women whose last birth was detige
outside a health facility since t is assumed tlediveries in any health facility will entail a goatal check before

mother is discharged.

? Professional skilled attendants are doctors, nurses and midwifes.
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Fig. Pdstnatal care among home births in Kenya, 200BI8D
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Looking at the characteristics of young women byamal health behavior (Tab.3.5), there is

not a wide difference between adolescents and youogen in place of delivery and
postnatal care, while there is more aptitude teik@cantenatal care in proper timing by girls
aged 20-25. Women living in urban areas have aehigitopensity to formal maternal
healthcare, as do women from Nairobi and CentraVipce, compared to other provinces.
Women with the highest levels of education are istestly more inclined to seek formal
healthcare, especially concerning delivery andnaiat care. The percentages of women who
receive proper healthcare from trained attenddatsgaow according to highest wealth index.

Tab. 3.5 Percentage of Kenyan young girls aged5SLyeéars who delivered their last birth in a health

facility, received antenatal care in the first 3nths of pregnancy and received first postnatal tgrel
skilled attendant (professional provider) by backmnd characteristics, 2008/9 KDHS

% who received

% delivered % received PNC by a skilled
Background in a health ANC in the first 3 | attendant (all Total girls aged 15-2p
characteristics facility months deliveries) years, 2008/9 KDHS
Mother's age
15-19 50.7 7.8 36.3 256
20-25 48.2 15.3 37.4 1323
Residence
Urban 67.5 17.2 52.0 361
Rural 43.0 13.1 32.7 1217
Province
Nairobi 84.2 15.6 68.4 95
Central 81.0 19.0 52.9 136
Coast 49.3 16.6 33.8 145
Eastern 59.8 9.3 45.1 204
Nyanza 49.( 14.0 30.9 350
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Rift Valley 33.6 14.4 34.6 437
Western 32.7 135 25.1 171
Northeastern 20.6 7.5 17.5 40
Education

No education 20.1 17.7 17.8 163
Incomplete primary 35.6 12.4 24.8 517
Complete primary 54.1 13.5 41.3 526
Secondary + 72.0 15.7 57.0 370
Wealth Index

Poorest 26.6 11.9 20.9 335
Poorer 35.5 9.6 27.3 293
Middle 49.1 10.0 37.7 281
Richer 54.1 17.1 43.1 341
Richest 76.4 20.4 55.8 328
Total 767 222 587 1578

Part 4 - From theory to model

This study, aimed at finding the determinants &productive healthcare in young women in
Kenya, intends to give a contribution to the ga#lshe vast literature, mainly belonging to
social statistics, which recently started to brattention to the influence of the context on
health-related behavior. These scholars also aiassess the extent to which health-related

behavior is homogenous within communities (Maga#éf9).

It is assumed that using a statistical approadtudy this topic implies a number of choices.
First, the choice of using statistical data, angarticular a sample dataset, can raise issues on
the reliability of the data, especially the datanir developing countri€S. Second, the
necessary summarization of the phenomenon requisedtatistical analysis necessarily
implies that we cannot study some of the more cem@nd variable realities of the
phenomenon. Third, the consideration of some facteuch as ‘explication’ variables of
reproductive behavior of young women instead of esatiers, which is mainly conditioned
by the availability of data. Fourth, the definitiof notions and the terminology used in the
study cannot always catch all the aspects of thaétye For example, when ‘married and

unmarried women’ are cited, there is no distincti@tween traditional types of marriage and

1% On limitation of data see part 5.
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modern types of marriage, since the sources ofigtte do not differentiate the information

from when it is asked and when it is recorded.

There is awareness that all these choices certadlyce the magnitude of the phenomenon in
analysis. However, one aim of statistical modelisg precisely the reduction of the
phenomena, in order to provide a better understgndf certain patterns and in order to

provide clear evidence for policy making and polityplementation.

Part 5 - Data and Methods

A general description of the topic of maternal Hezdre and reproductive behavior, as well as
the usage of health facilities by women in Kenyaswnade in this work in order to frame the
research problem. Several academic journals andksbd@ve been consulted for the
composition of the work, both specific statistiaald demographic journals, as well as African
socio-political science and historic journals. Alsdata, reports and analysis from
international organizations have been a major ufbe first part of this work aimed at
framing the research problem from a broader andidiskciplinary point of view, and in
order to do so, a wide-ranging study of the liter@atwas undertaken. Moreover, the study was
enriched by many interviews done during a periofledlwork in both urban and rural areas.
During one month of living in Kenya, | had the pbs#y to see the reality of young women
in rural and urban areas and their communitiesyels as to visit each level of healthcare
facility existing in the country, and to interviesome healthcare providers. Despite the fact
that the interviews cannot be systematized to giveomplete vision of the phenomenon
examined in the whole country, they can describalldnits of reality, and can surely provide
much information in order to better interpret thesults of the study itself. Indeed, a
demographic and social-statistical approach wassamoaiming at testing the research
hypothesis of the work. Therefore, a specific, sat@mographic literature was mostly used
as reference for the second part of this dissertati

The first section of this chapter provides a dggion of the data sets, as well as some

indication of their limitation. The second sectaescribes the statistical methods applied.
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5.1 The Data

The data used to develop this research projéxsgally of three types:

1. The 2008/9 Kenya Demographic and Health Surée®HS)™, which collects
individual data for each woman and household, aomieg women’s reproductive life and
socio-economic and demographic information for wontetween 15 and 49, as well as
household composition and possession. Specificdlyg, survey collects data on the
following: fertility levels, marriage, sexual aatiy, fertility preferences, awareness and use of
family planning methods, breastfeeding practicasgritional status of women and young
children, childhood and maternal mortality, matéraad child health, malaria and use of
mosquito nets, domestic violence, awareness andviwehregarding HIV/AIDS and other
sexually transmitted infections (STIs), and HIV yakence among adults. From this database
almost all the variables on reproductive behaviamily and reproductive background and
individual characteristics of young women of Ker(gged 15-25 years) were derived. This
survey used a stratified multistage cluster sandpkagn to collect nationally representative
samples of women of reproductive age (15-45 ye@sgstionnaires were conducted with all
eligible women in each sampled household; dataedilify, family planning, and healthcare
seeking during pregnancy were collected, in addit® demographic and socio-economic
data. (Full descriptions of the study designs carfdund at the Measure DHS Web site at

http://www.measuredhs.com

The sample for the country represents all womerepfoductive age covered in the national
survey that had given birth in the past 5 yearsaddition, the data set collected Global
Positioning System locators for each of the primaanpling units (PSUs, 400 cluster)
included in the samplé4.GIS data allow to georeference and locate intereewomen for
primary sample unit. The primary sampling units (busters) are data collection points
derived by the national master frame, which is usdulild a representative sampfedaving
the possibility to group women (and their charastes) into primary sampling units allowed
the construction of some ‘community’ variables, exsplly those concerning the
characteristics of groups of women living in thensaarea. Some community factors were

taken from the Demographic and Health Survey dhia;entailed averaging individual data

" Kenya National Bureau of Statistics (KNBS) and ICF Macro. 2010. Kenya Demographic and Health Survey 2008-09. Calverton, Maryland:
KNBS and ICF Macro.

2 Montana L, Spencer J. Incorporating Geographic Information Into MEASURE Surveys: A Field Guide to GPS Data Collection. Calverton,
Md: Macro International; 2001.

 For more information concerning the sample design see par. 1.8 of Kenya National Bureau of Statistics (KNBS) and ICF Macro, 2010,
Kenya Demographic and Health Survey 2008-09. Calverton, Maryland: KNBS and ICF Macro.
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to the PSU level (the PSU denotes the communitihig analysis), thus producing derived
community level factors.

2. A second approach was used to obtain commuatty. @ata on healthcare facilities
in the country, provided by the 2010 Kenya Senkeevision Assessment Survey (KSPA
2010) were used to build healthcare facility chemastics variables. They were then located
in several ranges of distance from the communi§U®), allowing enrichment to the analysis
of information on the quality of healthcare faddg at a certain distance from each
community. The KSPA was conducted on a represestaample of 440 health facilities
across the country, and covered all levels of ses/from clinics to hospitals, from public to
private and non-profit facilities. KSPA was condgthrough healthcare providers and client
interviews. It also includes supplier-customer adtagion observations, in order to collect
information about the quality of service providdde topics covered in the survey were:
infrastructure and resource services, child heddtimily planning, maternal health services
and services for infectious diseases. Specificgliyen the research question of this work,
information concerning quality of services for aratal care, delivery care and postnatal care
were employed in the models in order to assess itiftience as community characteristics
on young women’s reproductive behavior.

In order to allow a comparison between the commnyueitel variables from the two samples,
2008/9 KDHS and 2010 KSPA, and in order to consitier representativeness of each
healthcare facility in its territory, the variableencerning healthcare facility characteristics
and quality of services offered were weighted ushg sample weights. Using a weight for
each facility meant that each healthcare facilgggnpled also represents all the other existing
healthcare facilities, taking into account the rdatribution of the HF. This assumption
implies that all the healthcare facilities reprasednby the sampled one have the same
characteristics. Therefore, by extension, the degafrom each PSU to each sampled
healthcare facility is also assumed to be the damihe represented health facilities.

3. The last two data sources used for the creatictommunity variables were two
complete lists of Kenyan healthcare facilities. TKenya Medical Research Institute
(KEMRI) Welcome Trust Research Program providesmaplete list of healthcare facilities,
divided by types of facility. This list provides ggraphic information about Kenyan Health
Facilities for 2005, allowing geo-referencing ore tterritory and the confrontation with the
position of PSUs. This list has also been mergetth @i second complete list, the Kenya

Health Facility List, from the Kenya Ministry of ldkth
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(http://www.kenyahealthfacilities.netf) which gives details about services offered byheac

healthcare facility. Given all this information,mse other community variables concerning the

services offered by healthcare facilities wereudeld in the models.

5.2 Limitations of data

“Much has been written about the lack of reliabdéadon maternal healthcare, and the use of

health facilities for maternal healthcare in depatg countries” (Grahanet al. 2006).

Major obstacles hindering the amelioration of pulblealth services especially in developing
countries are considered to be the “weak routirfermmation systems, inadequate vital
registration, and reliance on periodic household imadividual surveys as the main sources
for population-based data.” (Save the Children 2@0fou Zahr 2003; Godleet al, 2004 in
Graham,et al. 2006). Moreover, reliability on the responses a@iwven on sensitive topics
such as reproduction and utilization of contraseptimethods is also an issue concern,
especially in situations where the independendh®fresponses by women can be doubtful.
These weaknesses also affect the monitoring ofrpssgtoward the MDGs. Initiatives for
improved health surveillance is thus urgently nded€MH 2002); “It is impossible to
determine whether many of the patterns apparertberwed, especially at a cause-specific
level, are real or are artifacts of the measurempetess” (Graharat al, 2006).

In order to better understand maternal healthcadetae utilization of healthcare facilities,
many aspects are not considered in this study, time® due to lack of data, and sometimes
due to some choices in analysis. For example, tisen® information in KDHS concerning
the postnatal complications of women and their ncgdo seek medical care. Moreover, there
is a lack of information concerning the timing nesary to reach a healthcare facility for each
woman, and information of distance from healthdaodities at PSU level only is considered.
Also, the complete list of healthcare facilitieoyided by the Ministry of Health did not
provide geographic locations, so not every serdffered by healthcare facility could be
tested, only the specific services for maternaltheare considered fundamental.

The relatively small sample size given by the cadi focus on the age group from 15-25
years of age did not allow the specification of tiedel models for all groups, in the models

divided by groups of regions. Indeed, in orderdst tthe hypothesis of this study, the age

" For further information see the Master Facility List - Implementation Guide on
http://www.kenyahealthfacilities.net/
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group 15-25 was chosen and defined as ‘young gBkstause of number scarcity, however, it
was not possible to divide this age group betweenagers and young girls. Moreover, in
order to better understand the propensity of youtegnagers to seek maternal healthcare, it
would be indispensable to design specific survelgsessed to younger girls, starting at least
from the age of 10.

As well, all the multilevel models employed in thealysis consider two levels: the
individual level and the primary sampling unit levim order to better understand how the
context influences reproductive healthcare, th&ididevel would have been an appropriate
level to consider. However, given the sample desigdDHS, district variable could not be
used in the analysis since it is not representatixoreover, even data at province level was
not employable in this analysis as a third leveice there would have been too few units.
There are 8 provinces (or regions) in Kenya, amdu#tilevel modeling theory requires, as a
number of units at last level, at least 10 or 2@sym@nd at least two intra-cluster units; e.g.:
first level units in second level (Rabe-Hesketh 8kdbndal, 2012).

The bias created by the not self-weighting sampfdsDHS and KSPA is minimized by the
introduction in the models of variables used in glmg designs, such as place of residence

and province (Madiset al,, 1999).

5.3 Statistical Methods

The statistical models used in this study includmwtilevel linear model and multilevel
logistic models. Most of the data analyzed in stisdy is hierarchical in nature; hence the
multilevel models are used to take into accountda structure. Also, in the case of the
determinants of the late initiation of antenataleckor young women, the description of the
phenomenon was also developed by a multiple carrelgnce analysis. Moreover, one of the
objectives of this study is to establish the contak determinants of usage of healthcare
facilities during pregnancy, delivery and the pasah period. Therefore, in this study, the
context is also considered as the geographic baakgrwhere a young girl (unit of analysis)
has grown, as, for example, the availability oft@erkinds of healthcare services. In order to
take into account the geographic aspect, some goee available in ArcGis software (ESRI)
were employed in order to create contextual vaemlising, as data sources, the 2010 KSPA
and the Country Lists of Health Facilities providegthe Ministry of Health. These models

and the procedures are described in the followaogi@n.

15
For more information concerning the sample design see par. 1.8 of Kenya National Bureau of Statistics (KNBS) and ICF Macro, 2010;
Kenya Demographic and Health Survey 2008-09. Calverton, Maryland: KNBS and ICF Macro.
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5.3.1 Multilevel Models

To test the research project hypotheses, statistiodeling is used. Using multilevel models
(given the hierarchic structure of the data), thBuence of individual, household and
community variables on young women'’s reproductiebdvior is estimated. Many kinds of
data, such as the 2008/9 Demographic and Healthe$suhave a hierarchical or clustered
structure. For instance, children born to the sammther tend to be more alike in both
physical and genetic characteristics. Similarlynven living in the same locality are likely to
exhibit relatively similar behavior, since they shahe same values and are likely to
experience similar conditions relating to the aaaility and accessibility of healthcare
services within the community. To ignore this riglaship among the various units grouped at
different levels risks overlooking the importandegooup effects, and may render many of the
traditional statistical analysis techniques used $tudying data relationships invalid.
Therefore, the population structure, as in the aaséhis study, is composed by women
grouped in communities, and is seen as an effeshggument for explanation of the

phenomenon studied in itself (Goldstein, 1999).

5.3.2 Multilevel linear models

A simple single-level regression model is expressed

Yi=Bo+ B x;Tei

Where:y is the response variable; subsciipefers to tha!" unit; B, is the interceptp; is

the slope of the regression linejs the explanatory variable; aegdis the residual for th&"
unit.

If the level 1 units are nested within level 2 gnds in the case of the first model employed in
this study analyzing the risk of a young women déte initiation of antenatal care where
level 1 units are the 15-25 years old women nestecbmmunities which are the second

level, we can describe simultaneously the relahigossfor several level e units, as:

Yij=Boj+ B1j xijteij
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Whenever an item has &hsubscript it varies between level 1 units withilewel 2 unit, and
where an item has jasubscript only, it varies across level 2 units ba$ the same value for
all level 1 units within a level 2 unit.

This is called random intercept model, where omig tntercepts and not the slopes are

allowed to vary randomly at level 2 and it is sfiedi as follows:

Boj = Bo + u;
than

Yij=Bo + B1xij + (uj+ ejj)

Where:

var (u]) = 0y, var él]) = O'ez

In the case of random intercept model, the totaliamae is divided in two units,
corresponding to the levels employed in the mddeing so, the correlation existing between
the level 1 unit clustered in the same level 2 imtonsidered and, therefore, is corrected. In
this way it is possible to establish what part afiability between women is given by the
community and what part is given by the women thedwes. This can be measured by the
Intra class correlation Coefficient (ICC) which @& indication of the correlation of the
observation of women belonging to the same commumjtin other words, it is an indication
of the dependency of the women within the commaesitirhe ICC is defined as the variance
between communities divided by the total variandegre the total variance is the summation

of the variance between communities and the vagianthin communities.

p= oz + o2
Where:

p measures the degree of homogeneity within leuglit;
g2 is the total variance at level 2;

a2 is the total variance at level 1.
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Hence, the smaller the variance within communities,greater the ICC because it means that
women belonging to the same community have verjlairoharacteristics so their correlation
is high. Therefore, when the within group variamceninimized the between group variance
iIs maximized and the ICC is greatest. (Goldsted99).

“In a multilevel analysis a correction is made foommunities which means that the
information provided by a women belonging to theneacommunity does not five 100 per
cent new information but less. The magnitude of tieev information provided by each
individual women depends on the magnitude of thkainlass correlation coefficient (ICC).
The higher the ICC the less new information progitly a women belonging to the same
community.” (Twisk, 2006).

In the case of many covariates in the model thatau can be expressed in matrix notation

as following:

vij = Xij B + Zjju + e

Where:

yi; is the response for th& level 1 unit in thg™ level 2 unit;

Xi; is the matrix of covariates corresponding toitfidevel 1 unit in thgt" level 2 unit;
B is the associated vector of fixed parametemeses;

Z;; is a matrix of covariates (usually a subseffy) the effects of which vary randomly at
level 2;

is a vector of level 2 random effects;

uj

e;j is the random effect associated with the levehitsu

The multilevel linear regression models are useth@éanalysis of late antenatal care visits

presented in Chapter 6.
5.3.3 Multilevel logistic model
The models developed in Chapter 7 and Chapter 8masgshat the response variable is

dichotomous, since the aim of the second and thiodels is to describe factors associated
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with the risk for a young Kenyan women to delivarya health facility and the risk of being
visited by a professional health care after delivé&s in many other cases concerning social
statistics, in these two cases we deal with caiegjoresponses, and multilevel logistic
regression models are therefore employed.

The 2 level random intercept logistic model istoé form:
lOgit (T[ij) = X{]ﬁ + Uj u]""N(O, 0'-5)

Where:
m;; is the probability of an event occurring for 8 level 1 unit in thg*" level 2 unit;

Xj; is the matrix of fixed (observed) covariates esponding to thé" level 1 unit in thg®" level
2 unit;
B is the associated vector of parameter estimatebéoeffects of fixed covariates;

u; is the vector of level 2 random effect, which resgrets unobserved level 2 characteristics.

The multilevel analysis are developed using MLwibftware (Multilevel Modeling for
Windows).

Concerning the estimation procedures, the methodgloyed by MLwiN are used: the
iterative generalized least squares (IGLS) estonaéind the restricted iterative generalized
least squares (RIGLS). The IGLS estimation may peedbiased estimates especially when
the sample size is small while the RIGLS estimaisonnbiased (Goldstein, 1999).

The estimation procedure for categorical responsdets in multilevel analysis is based on
two approximation to be done as linearization efélquation (Twisk, 2006).

There is the possibility to choose between the dirder approximation, which is simplest and
more robust type of linearization, and a seconeoegpproximation, which is more accurate
in estimates. Moreover, for the prediction of thelability (r;;) in a multilevel logistic
model, as in the case of model 7 and model 8 af shudy, it is more suitable to use the
predictive quasi likelihood — PQL, which is moreaate than the marginal quasi likelihood
— MQL estimation type. Following the indication ®Wisk (2006) and Hox (2010) for the
correct procedure of estimation for multilevel kstig model in this study a second order

approximation with the predictive quasi likelihoedPQL approximation are employed.

'® For more details about estimation procedure and multilevel modeling methods see Goldstein, 1999; Snijders
and Bosker, 1999; Twisk, 2006; Hox, 2010.
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Significance tests used in the linear multileveldels are based on Wald test (Z statistics
whereZ~N (0,1) )for hypothesis testing separately for each patarand on likelihood ratio
test. Still following Twisk (2006) wald tests areerfprmed to test the significance of
coefficients of multilevel logistic models. In thesudy the results are presented by odds ratios

and confidence interval at 95 per cent of probgbii 90 per cent where necessary.

5.4 Geographical Methods

All the maps included in this work, unless thoseihg different references, have been
created using ArcGis 9 (Gis by ESEI)

Analyses of proximity have been mostly employedider to calculate and create all the
variables concerning distances between PSUs anith hieailities, and through multiple
buffer rings, the count of healthcare facilitiesarcertain range of distance from each PSU
was possible. Network Analyst tools and Spatial Igstatools have also been employed as a
preparatory analysis for this study, even if onlfea results are shown in this dissertation.
Network Analyst has been employed in order to er¢la¢ road network of Kenya, and some
exercises were performed using the Spatial Andiysiparticular Euclidean Distance and
Kernel density) in order to understand what coutdthe best path from communities to
healthcare facilities, or which could be the belstcg to locate a new healthcare facility.
While these experiments did not fit the aim of thigrk, they could, of course, result as new

areas of analysis in the future.

5.5 Multiple Correspondence Analysis

Chapter 6 aims at investigating the factors assatiavith late antenatal care for young
women in Kenya. The aspects to consider when deésgrivhat is considered good practice
of antenatal care, starting from the guidelinethefWHO, together with the services offered
by the healthcare facilities are many, and the weha are widely differentiated. In order to
better understand the pattern of this phenomenoongnyoung girls, in the focus of this

study, a method of reduction of data has been gragland applied on the sample. Given the

7 For details concerning general statistic methagipkee Cicchitelli, 2008.

18 For every information and details on ArcGis 9 noeth employed see the tutorials on
http://www.esri.com/software/arcgis/index.htrahd
http://webhelp.esri.com/arcgisdesktop/9.3/indexZfwpicName=welcome
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many variables observed and their power of explanmain various dimension of the
phenomenon investigated, a multidimensional teckigas used, able to synthesize the
information deduced from the entire data matrix.

A Multiple Correspondence Analysis (MCA) was conigul; with the aim of identifying the
underlying factors to the data structure. It waseréfore, possible to summarize the
intertwining relationships of "interdependence"vibetn the variables in a restricted number
of variables (factors of the MCA).

Correspondence analysis is an investigative tecenigshich intends to describe and
synthesize a matrix of data (cases by variabledaiag this matrix to a fewer number of
latent factors which express the combinations betwariables. MCA elaborates a new table
whereChi? measures the distance and analyze the relatitwsde rows and columns.

The results give information that allow to expldiee structure of categorical variables
included in the table. The main aim of this reduttprocedure is to find few new variables
able to reproduce the major part of variance ptssbthe original variables with a reduced
number of factors expressing the combination ofitliteal modalities of the variables. The
variance in the case of MCA is called ‘inertia’, ialin is a measure of dispersion.
Correspondence analysis also aims at represefgnterrelationships of categories of row
and column variables on a two dimensional map.ddoge the factors are individuated, the
modalities of variables or the cases can be repredeon a two dimensional map using the
factor coordinates.

Considering the position of points relative to thees and the distances between the points,
the structure of relationships between variablesr(odalities) and between such factors can
be deduced. The higher the distance of the paamt the origin, the higher its contribution to
the formation of the axis; and the greater the ijpndy between two variables (or modalities),
the greater their interdependence (Di Franco, 201li)can be thought of as trying to plot a
cloud of data points (the cloud having height, Wjdhickness) on a single plane to give a
reasonable summary of the relationships and vanatithin them.” (Phillips, 1995). The
final goal of correspondence analysis is to findotetical interpretations for the extracted
dimensions. Consequently, women with the same behaw antenatal care will be
represented closer on the two-dimensional schenudtigié correspondence analysis (MCA)
may be considered to be an extension of simpleespandence analysis to more than two

variablest®

Y For a comprehensive description of this method, computational details, and its applications refer to
Greenacre (1984), Benzecri (1992), Greenacre (1993), Di Franco (2011).
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Part 6 - Factors influencing antenatal care amongaguth in Kenya

‘Antenatal care should be redirected to giving

health education to women, their families and
communities on the signs of obstetric

complications and how quickly these can lead to
death, and making contingency plans with women
to access emergency care if required.” (Berer and
Ravindran, 1999)

6.1 Contextual effect on antenatal care and determants of a safe
behaviour during pregnancy

Regular antenatal care is not only crucial in ordeprevent maternal complications and to
decrease adverse birth outcomes, but it is alwmessary in order to establish confidence
between the woman and her healthcare provider. eweldping countries like Kenya,
antenatal care coverage is not yet universaligespread, especially when estimating the
proportion of women who have the recommendachber of visits with the right timing in
order to have a safe pregnancy (minimum of 4 amdéknasits commencing in the first
trimesterf’.

Moreover,given the huge disparities by which Kenya is chiar@med, not all women can
access healthcare: “Kenya is characterized by Inigenal differences, and many women
endure a lifetime of poor health as a direct coneage of societal, cultural, political, and
economic factors.” (Magadet al, 2003) However, in general, the proportion of veom
having at least one visit is quite high. Therefaitee challenge for policy makers is to
recognize the different necessities of each gragpta direct their goals in several directions.
They must first of all address their interventidnsincreasing access for all, especially for
marginalized women, such as young women, and edpethiose living in remote rural areas
or in very poor conditions. Secondly they shouldu® on improving the quality of services,
making the services more attractive and comfortaédpecially for addressing the special

%% The antenatal period presents opportunities farhieg pregnant women with interventions that mayibed to their health and wellbeing

and that of their infants. WHO recommends a minimafrfour antenatal visits commencing in the firitnester based on a review of the
effectiveness of different models of antenatal céfelO guidelines are specific on the content oéaatal care visits, which should include:
blood pressure measurement; urine testing for biagee & proteinuria; blood testing to detect syjEh& severe anemia; and weight/height
measurement (optionat}tp://www.who.int/reproductivehealth/publicatiomsternal_perinatal _health/effective_antenatal_pédfe.

84



needs of young girls, in order to individualize liegoromotion messages and to allow a

broader view of healthcare.

Given the broad disparities in availability of aactess to antenatal care, there is the necessity
to conduct a deeper analysis for the understandinfigctors influencing the utilization of
antenatal care, and leading to safe and correcbdaptive behavior. Additionally, as is
affirmed in many studies (Magaei al, 2000; Kravdal, 2002; Ngomt al, 2003; Clementst

al., 2004; Stephenscet al, 2006; van Eijket al, 2006; Ochaket al, 2011) it is crucial to
include community factors and spatial variationghie examination of antenatal care.
Moreover, despite the fact that all these works airassessing the contribution of individual
and community factors on health behavior, unexplimaspects still emerge. Concerning
young women’s utilization of antenatal care, ainadfinding contextual determinants of
access and utilization of health services, theltesi the investigations are still partial, since
they only focus on restricted geographic areasroparticular issues. (Ngomt al, 2003;
Magadi, 2004; Birunget al., 2011) Therefore, in order to contribute to tlssessment of
determinants for safe reproductive behavior dupregnancy, this work also aims to measure
how certain types of services impact upon the aeakss of young women to antenatal care

services.

Examining some relevant factors influencing thepprtsity to seek antenatal care by Kenyan
women, Gage (1998) highlights how the increasingepa of unwanted births, despite the
decrease of total fertility rates occurring in Karngince early 1980’s, negatively influences
reproductive behavior and leads to an under-utibmaof healthcare facilities for maternal
healthcare. Gage also asserts that the “lack aofapaecare is documented as a major reason
why adolescents have a poorer health outcomesoldanwomen.” (Gage, 1998)

Moreover, in contemporary Kenya, one of the reasonsidered among the causes for
unwanted births in adolescents is the “unsanctiotiecbmstance” of childbirth (such as
premarital pregnancy) which means disapproval ftbemwoman’s family, community and
school, and consequently leads to a lower propetsiseek antenatal care. Marital status,
indeed, is reported as influent in the timing aflgag prenatal care, where unmarried women
are more likely than married women to delay prdnezdee (Le Grand and Mbacké, 1993). A
premarital birth, especially if it is unwanted,negatively correlated with early initiation of

antenatal care (Gage, 1998).
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Media exposure in Kenya, especially radio and neysp influences women’s and men’s
knowledge and use of contraceptives and reprodudiralthcare. (Westoff and Bankole,
1997) As Westoff and Bankole suggest, the exposunmmedia information for unmarried
Kenyan women aged 15-24 varies considerably amtae of residence, and the effect of
family planning information heard on the radio @sjive on knowledge about contraception,
but negative on the desired number of children.

The study held in rural areas of western Kenyadny Kijk et al., 2006 aimed at assessing the
provision and use of antenatal services and dglivare among women, in order to determine
whether women were receiving appropriate care.rébalts revealed that “services provided
by the various ANCs were not optimal, with a lowvemge of intermittent preventive
treatment with sulfadoxine-pyrimethamine, and sepmntation of iron and folic acid.”
Moreover, despite the fact that 9 out of 10 womed at least one antenatal care visit, only
two-thirds of them went for ANC during the firstimrester, and only 50% had the 4
recommended visits during the whole pregnancy defitie study also stresses the relevance
given by women to the information and advice reeeiduring visits, where the main topics
discussed were pregnancy care and newborn healtbrtUnately what is also highlighted is
the lack of supplies and coverage of these additisarvices, recognized to be fundamental
for maternal healthcare and for correct behaviorndupregnancy; “Few women attended a
health talk (14%), and other essential topics aagiplace of delivery, making an individual
birth plan, family planning, malaria, and HIV/AIDSevention received little attention. Late
attendance was associated with a perceived lademices at the ANC.” (van Eijkt al,
2006) In a very different situation, however, woniem three private clinics (Marie Stopes
Clinics) for maternal health in Nairobi were intiwed in a survey held by University of
Southamptor!

Only women with at least primary and, most of fineet secondary education, aged at least 20
years old, and with a middling to high wealth ssatwere observed to access the clinics.
These women declared that the main reasons to ehblasie Stopes Clinics concerned
quality of services offered, confidentiality ancoagmity.

Some relationships between antenatal healthca@vimerand contextual characteristics, such
as distance from a health facility, may result asyeto understand; however, some studies
highlight the fact that not all women with the saacmaracteristics choose to go to the closest

health facility, and this is due to other barriargl beliefs that still need to be measured and

2t University of Southampton, Characteristics of Users of Reproductive Health Services in Kenya: Who Are We Serving?,
Opportunities and Choices Factsheet 28, University of Southampton, Southampton, 2 pp.
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investigated. (Magadi, 2000) This variation betwe&gmen’s behaviors might also depend
from the different approaches used by these fasliin offering ANC services, especially

those addressed to young girls.

6.2 Trends and dynamics concerning ANC in Kenya

Antenatal care coverage in Kenya has a wide ddfugan the country, and today it is almost
universal. The World Health Statistics 2011 (WHO12), mostly taken from KDHS data,
asserts that 92% of women had at least one vismglpregnancy. In any case, the pattern of
ANC visits during the last twenty years has up daodn spikes. Rising from a percentage of
77% in 1990, the percentage of women who had at e ANC visit showed rapid growth
in 2000, when it hit around 92%. A decrease, howewas reported in 2003, with 88%.
(Statcompiler-ICF Macro, 2011, measures DHS, GRSal, 2004) Almost all pregnant
women, also, receive ANC from medical personnel slaled attendants. Among all women
surveyed in 2008/9, 91.7% received ANC from a doot®9%) or other healthcare
professional (63%), while in 2003 the percentage 8800. Moreover, since 2003, there has
been a shift away from the use of nurses and mesv(from 70% in 2003 down to 63% in
2008/9) to the use of doctors (from 18% in 2003a1@9% in 2008/9). However, in 1993, the
percentage of antenatal visits held by doctor dteskpersonnel was 94.7%, indicating an
important decrease from 1993 to 2003. Despite tlue wliffusion of antenatal care in the
country, there is concern regarding the frequemdy/taning of these visits. The number and
timing of antenatal care visits is considered tdrbportant in preventing adverse pregnancy
outcomes: “Antenatal care is more beneficial invpreing adverse pregnancy outcomes when
it is sought early in the pregnancy and is contihtierough delivery. Early detection of
problems in pregnancy leads to more timely referial the case of women in high-risk
categories or with complications; this is particlylarue in Kenya, where three-quarters of the
population lives in rural areas and where physizatiers pose a challenge to health care
delivery?” (Obonycet al, 2010)

Based on the WHO and health professional’s recordatéms for antenatal care coverdge

antenatal care visits must be made monthly fofitee7 months, fortnightly in the"8month,

*? The antenatal period presents opportunities farhieg pregnant women with interventions that mayiked to their health and wellbeing
and that of their infants. WHO recommends a minimafrfour antenatal visits commencing in the firitnester based on a review of the
effectiveness of different models of antenatal cfelO guidelines are specific on the content oéaatal care visits, which should include:

87



and then weekly until birth. If the first visit made during the third month of pregnancy, this
schedule translates to a total of about 12 or &i8svi“‘A woman without complications should
have at least four antenatal care visits, the 6fsivhich should take place during the first
trimester.” (Obonyeetal., 2010) Among women who had their most recenhhbirtthe last 5
years preceding the KDHS survey, the percentageoaien who had at least 4 visits during
pregnancy rose from 29% in 1990 to 43% in 2009, dw@r, during these 20 years, the
proportion of women who had only one ANC visit rdsam 2.6% to 5% in 2009.

Comparing trends since the 2003 KDHS, the analgb®ws a continuing decline in the
proportion of women who make four or more antensisits, from 52% in 2003 to 47% in
2008-09. Certainly, in order to receive 4 antenaislts and in order to have them be
effective, it is necessary to commence seeinglglattendant as early as possible, possibly
during the first three months of pregnancy. AnalgzP008/9 data for timing of antenatal
care, the median number of months of pregnancysatvisit is 5.7, a figure not far from the
1990’s data, when the median month for the firseaatal visit was 5.9. Most women do not
receive antenatal care early on in the pregnamy,caly 15% of women obtain antenatal
care in the first trimester of pregnancy. More th#®o of pregnant women in 5 years
preceding the 2009 DHS had a first antenatal caitat sixth months or above, and around
48% had the visit at sixth months and above ormdithave any antenatal visit at all. (Stat
compiler-ICF Macro, 2011; Obonyt al, 2010)

Within the country, however, there are huge disgariin distribution of coverage and usage
of ANC services. The distribution of antenatal caowerage by background characteristics
for Kenyan women surveyed in 2008/9 for their laisth is reported in Table 6.1. There are
marked regional variations in antenatal care caesravith over one-quarter of women in
North Eastern province not getting any antenated @ all. Women in Western and Nyanza
provinces have low use of doctors for antenatad campared with their use of nurses, while
for Coast and Central provinces the reverse is #umeong places of residence, even if the
percentage of women receiving ANC from a skilledvder is not very different between
urban and rural areas (96% in urban and 90% inl)ruwade disparities subsist among
healthcare providers. In urban areas, 41% of wonaeha visit from a doctor and 55% from a
nurse or midwife, while in rural areas only 26% &eeen by doctors and 64% by nurses or
midwives. Mother’s age at birth is not statistigatbrrelated with ANC provision for women
aged 15-49 in the KDHS survey (Obomgtal, 2010), and the pattern of distribution by age

blood pressure measurement; urine testing for hagee & proteinuria; blood testing to detect syjgh& severe anemia; and weight/height
measurement (optionat}tp://www.who.int/reproductivehealth/publicatiomsternal_perinatal_health/effective_antenatal_pédfe.
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groups mostly depends on birth order number, stheehigher the parity, the lower the
propensity to seek antenatal care.

A positive relation is registered when looking fa percentage of women receiving antenatal
care from a skilled provider, along with the motheeducation level. When considering
antenatal care coverage by wealth index quintileye exclude the two extreme quintiles
(lowest and highest), which consistently deviatarfrthe middle quintiles in percentage of
women who received care from skilled personnel,08in®3% of women from the middle
quintile of wealth received ANC from a doctor, rersr midwife. However, from a study
conducted in 2003 by Magaet al reporting the urban poor utilization of antenatale
compared to the rural areas’ utilization, it isllighted that in Kenya, among the urban poor
less, than 10% of the women receive antenatalinahe first trimester by a skilled attendant.
“While sources of modern antenatal care are phigicauch closer to most members of
urban population than to most of their rural coyaets and the former can better afford to
use them...” there is no significant difference betwerban poor and rural women in using
antenatal care at early stage. (Magadi, 2003) ImyKethere is also a large inequality in the
early initiation of antenatal care between the arnpaor and the other-urban people, where the
percentage of women starting ANC in the first tratee among urban poor is 6.9%, while
among other-urban it is 20%. (Magadi, 2003)

Tab 6.1 Percent distribution of women age 15-49 whd a live birth in the five years
preceding the survey, by antenatal care providendwpregnancy, for the most recent birth
and by percentage receiving antenatal care frohilladsprovidenr, for the most recent birth,
according to background characteristics, Kenya ATD8

Percentage

receiving | Number
Background Doctor | Nurse/ CHW TBA Other No one | Missing | Total ANC from | of women
characteristic midwife a skilled
s provider
Mother's
age at birth
<20 29.9 58.7 0.6 1.0 0.0 9.9 0.0 1000 885 564
20-34 29.0 64.3 0.1 0.7 0.0 5.7 0.1 10g 933 2,883
35-49 27.2 57.5 0.2 1.1 0.7 133 0.0 100 847 526
Birth order
1 33.8 58.7 0.4 0.5 0.0 6.7 0.0 100 924 847
2t03 325 61.3 0.2 1.1 0.0 4.8 0.1 10q 937 1,531
4t05 26.8 66.9 0.0 0.3 0.1 5.9 0.0 10q 937 829
6+ 18.6 64.9 0.2 1.2 0.5 14.4 0.2 1000 835 766
Residence
Urban 405 55.3 0.6 0.6 0.0 3.0 0.0 100 958 823
Rural 25.9 64.5 0.1 0.9 0.1 8.4 0.1 100 903 3,15
Province

89



Nairobi 38.3 58.1 0.2 0.1 0.0 3.3 0.0 100 96.4 269
Central 58.0 34.7 11 0.0 0.0 6.0 0.2 10d 92.7 371
Coast 49.4 45.1 0.0 0.2 0.0 5.3 0.1 10d 94.5 330
Eastern 254 68.1 0.0 0.0 0.5 6.1 0.0 100 93.4 630
Nyanza 20.5 73.2 0.0 1.2 0.0 5.2 0.0 10( 93.6 733
Rift Valley 25.9 62.5 0.3 0.9 0.1 10.2 0.1 100 88.4 1,103
Western 15.6 75.9 0.0 2.8 0.0 5.6 0.2 10( 915 442
North 3.5 66.0 0.3 0.2 0.0 28.9 1.0 100 69.5 97
Eastern

Mother’s

education

No 21.0 51.4 0.2 15 0.9 24.7 0.4 100 72.4 441
Education

Primary 24.7 66.0 0.1 1.3 0.0 7.8 0.1 100 90.7 1,262
incomplete

Primary 29.9 65.2 0.4 0.2 0.0 4.2 0.1 100 95.0 1,225
complete

Secondary+ | 36.1 60.2 0.1 0.7 0.0 3.0 0.0 100 96.3 ,0451
Wealth

quintile

Lowest 19.9 63.7 0.0 1.0 0.5 14.6 0.3 10d 83.6 843
Second 23.3 69.5 0.4 15 0.0 5.2 0.1 100 92.7 764
Middle 28.6 64.6 0.0 0.9 0.0 5.9 0.0 100 93.2 742
Fourth 33.2 59.5 0.5 0.4 0.0 6.4 0.0 10(Q 92.7 765
Highest 39.2 56.4 0.1 0.3 0.0 4.0 0.0 10d 95.6 859
Total 28.9 62.6 0.2 0.8 0.1 7.3 0.1 100 915 3,973
Note: If more than one source of antenatal caremastioned, only the provider with the highest figations is considered
in

this tabulation.

Skilled provider includes doctor, nurse, or midwife

Source: KDHS, 2008/9

“The general content of antenatal care includesvgmive, curative and educational
components. The first visit usually includes blotsts (for hemoglobin levels, malaria
parasites, HIV virus, etc.), reproductive and oipstehistory, height measurements, in
addition to the routine checks on blood pressuckwame. The preventive services, usually
given at particular stages during pregnancy, ireltetanus toxoid injections (given to
mothers to prevent neonatal tetanus, which prelyauas a major cause of infant mortality),
iron/folate tablets, and some vitamin supplemenitsrhproved maternal and perinatal health.
In addition to these services, antenatal care geerd to provide health education on a
variety of issues relating to maternal and chil@ltie” (Magadi, 1999) If the diffusion of
health facilities offering antenatal care is wittegse same healthcare facilities do not have the
same spread of services offering counseling angl&gpto improve antenatal care services,
in order to provide a better quality of care. Thaps below show the distribution of the

primary sampling unit from KDHS 2008/9, identifyigomen’s community sampling; red
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crosses indicate the location of all types of he#dicilities in the country. The gray areas
represent the diffusion of antenatal care facditdfering essential supplies for antenatal care
from the Kenya Service Provision Assessment 20if) @1), and of antenatal care facilities
with all items for quality counseling, from KSPA D (Fig. 6.2). The dimensions of the areas
are proportional to the diffusion of the servicéeodd, since the data reported is derived from
a weighted sample. In Fig. 6.1, essential suppbeANC can range from 0,1 to 5,5 health
facilities offering that service, while in Fig. 6.2ervices for counseling range from 0,1 to 11.
Antenatal care facilities with all essential supplifor basic ANC include the availability of
iron and folic acid, tetanus toxoid vaccine, blgodssure apparatus and a foetoscope. ANC
facilities with all items for quality counselingsal provide visual aids for health education,

guidelines on pregnancy and delivery healthcare aaclient card/record of each visit.

Fig. 6.1 PSUs and ANC facilities with Fig. 6.2 PSUs and ANC facilities with
essential supplies for ANC, counselling services for ANC,
Kenya DHS 2008/9, KSPA, 2010 Kenya DHS 2008/9, KSPA, 2010

+ HF 2010
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The available studies on antenatal care in Kenggest that services relating to healthcare
education on breastfeeding and lactation are aftadequate. (Askewet al, 2004; Askew

and Humphres, 2007) Today, international orgaromnatiand the government of Kenya talk
about providing a package of antenatal care. “ta&s emphasized that ANC should include

individual birth plans, education on danger sigo@mplication readiness, family planning
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counseling, prevention of mother-to-child transmaiss(PMTCT) of HIV, nutrition, and
skilled and timely interventions to avoid adversatennal and neonatal outcomes. This forms
the basis of Focused Antenatal Care (FANC), in Wwhaaninimum of four quality visits are
recommended.” (Musiktal., 2011)

Many women are used to getting visits from TradiéibBirth Attendants. The TBA’s role
and impact on women’s health and pregnancy outcasngtdll controversial (Izugbaret al,
2009), since, on the one hand, they are not rezedras having professional skills, while on
the other hand, they are much closer to women fgohysical point of view, as well as an
empathic one. These are the main reasons, togeitiecost, for why TBAs are preferred.
However, it is widely recognized that TBAs are liack in many types of professional
training, and do not have all the supplies neededrder to make proper visits, nor do they
have a proper level of hygiene or quality for parfing antenatal care and, even less so, for
deliveries. Yet, it is also true that many timesytinefer pregnant women facing complications
to hospitals. For example, in the case of a youognan during her first pregnancy, the
referral to a hospital is compulsory, and is esaefdr the woman and her child. Midwives
operating in very critical areas, such as the Nmistums, also report HIV/AIDS as a major
problem, especially for young women, interferinghnsafe pregnancy and a positive outcome
(from an interview with Mrs. Margareth, a TBA ligrand operating in the Kibera East Slum;
Birungi, 2011).

Map 6.3 reports, using gray areas, the distribuabTBAs in the catchment area of each
healthcare facility, sampled by the 2010 ServicevBional Assessment for Kenya. The
dimensions of the areas are proportional to thugldn of the traditional birth attendants,
since the data reported is derived from a weigls@aiple. The TBAs diffusion can range
from 0,1 to 28 healthcare facilities offering trsmrvice. Reporting this kind of information
together with the information concerning a womaringereferred to hospital by TBAs
working with each facility, the survey aims to assthe role of attendants in the communities
and their relationship to the proper healthcardifi@s, given the large proportion of pregnant
women utilizing TBAs. North Eastern region and tleethern part of Rift Valley, which are
less furnished with hospitals and clinics, presemertain number of active TBAs. Central
region and Nairobi have no TBAs, while a large neméif midwives and community health

workers operates in these regions (maps in App. 6).
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Fig. 6.3 PSUs and health facilities and traditional birth
attendant presence in catchment area,
Kenya DHS 2008/9, KSPA, 2010
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Concerning youth access and usage of antenatabgdrackground characteristics in Kenya,
in order to describe patterns of antenatal carerame in the country, results from a multiple
correspondence analysis, applied using 2008/9 KD&t&,reported here. Given the high
number of variables and modalities contributingléscribe the antenatal care behavior, as an
additional way of describing the phenomenon in gsigala multiple correspondence analysis
has been employed. The aim of this procedure, ssusled in the ‘Data and Methods’
Chapter of this study, is to synthesize the infdromaof the matrix of data into a smaller
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number of factors deriving from the structure af thata. In this way it is possible to discover,
through the extraction of factors, the interdep&icde existing between the variables and the

modalities, and to give a better understandingnefghenomenon in analysis.

In Multiple Correspondence Analysis (MCA) it is pdde to distinguish between active
variables, which contribute to the formation ofttas, and illustrative variables, which help
to interpret factors and to discover legacies wittmem, given their position on the factorial
axes. The following table shows the list of activariables, with modalities, and the

supplementary variables inserted in the procedure.

Tab. 6.2 Active variables of multiple correspondene analysis for young girls
in Kenya, KDHS 2008/9

Assistance at pregnancy (yes; no)

Place of antenatal care: home

Place of antenatal care: government structure

Place of antenatal care: private structure

antenatal visits (1 visit; 2-4 visits; 5-10 visifist+; no visits)

Month of first visit (at less than 4 months; 4-6mtlg 7+; no visits)
Pregnancy visit: weighed (yes; no)

Pregnancy visit: Height (yes; no)

Pregnancy visit: blood pressure (yes; no)

Pregnancy visit: urine sample (yes; no)

Pregnancy visit: blood sample (yes; no)

Pregnancy visit: told about complications (yes; no)

Tetanus toxoid injections before birth (yes; no)

Info about AIDS during pregnancy (yes; no)

Took something for malaria during pregnancy (yes; n

Took iron tablets or syrup during pregnancy (yes; n

lllustrative variables

Region (Nairobi, Central, Coast, Eastern, Rift ¥glINyanza, Western, North
Eastern)

Type of place of residence (Rural, Urban)

Multidimensional poverty index (multidimensionajppor, not poor, at risk of
poverty)

In this Multiple Correspondence Analysis, run inS& the first two factors explain 11.5% of
total variability, the first factor reproduces 8.68b total variability, and the second factor

reproduces 2.9%. So, with the first two factoris ipossible to describe 11.5% of variability
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from the sample of young women (without revalugfidnEach variable accounts for a

different weight to the composition of each fact®ome variables give a large contribution

and some others only a small contribution. In otdeunderstand the meaning of the factors,
the variables which most contribute to their forimatare considered. Despite the fact that the
variability resulting from this procedure is extrely low, the results shown attempt to

contribute to the description of the antenatal gdmenomenon.

The first factor represents a major discriminatorgasure for variables: ‘had assistance at
pregnancy,’” ‘number of antenatal care visits,” &mding of first antenatal care visit,” so it
describes the propensity towards an assisted pnegn#o correct health-seeking behavior,

and also to access to healthcare facilities anginanecy services.

The second axis is mostly constructed by the ‘nurobantenatal care visits’ and ‘timing of
first antenatal care visit,’ as well as by someitioithl information received during visits:
‘told about pregnancy complications’, ‘informatiabout AIDS during pregnancy’ and ‘place
of antenatal care: governmental hospital or pricéitec’. The first axis represents the general
access to antenatal care, while the second axisore related to specific services offered,
mostly concerning counseling on additional infonmatabout pregnancy. By analyzing the
contribution to the constitution of each factorisitpossible to evaluate which modalities are
better represented on the axes. The joint plot aiegory points represents the graph
containing all the modalities of the variables gmatl, and it is possible to create trajectories
to interpret this data. The two dimensions allewta interpret the variables in terms of the
distances between them. Women who gave the sameats the survey and who had the
same behavior during pregnancy are located clasénegraph, since they obtained the same
scores in the factors. At the same time, the mbesliof variables belonging to the same

women are adjacent.

On the first axis (Dimension 1) all the modalitesncerning the antenatal care behavior and
the guidelines for a correct pregnancy care areesgmted, such as high number of visits
during pregnancy, with the first visit held at fewban 4 months. These women are also
women who have access to private structures fatsyiand who can be visited by doctors,

and who also received much information on pregnaetated complications, and obtained

complete visits, including blood and urine examespt pressure measurements, height and
weight, and drugs for positive birth outcomes. Gménsion 1, mostly between -1 and 1, are

* Benzécri, J.P.,1979, Sur le calcul des taux d'ieétans I'analyse d’un questionnaire. Cahiers Aedlyse
des Données, IV(3): pp. 377-379.
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also associated various explicative variables cworeg place of living, regions and wealth
status (multidimensional poverty index) of youngmem reporting correct antenatal care
behavior. They mostly live in urban areas, esphcial Nairobi and Central provinces, and

are not multi-dimensionally poor.

Continuing on the positive side of Dimension 1,th# categories related to women who do
not take any antenatal care visit neither assistdncing pregnancy and which, consequently,
do not receive any additional information neithear@ and support for a safe pregnancy are
shown. Still on this axis, it is valuable to notiheven other regions considered less wealthy
and developed comparing to Nairobi and Central,l@cated not far from the leading two.
Coast, Nyanza and Western provinces, concerningdbess to general antenatal care and the
behavior of young women, are in the cloud of theke had visits in healthcare facilities, but
are closer to categories related to governmenttsirel and farther from all the additional

services offered for antenatal care.

On the second axis, representing all the additiseaVices supporting quality of antenatal
care, such as information about complications atins or drugs dispensation, the positive
availability of those services are mostly represémrin the negative side of the diagram in
Nairobi, Central, Eastern and Coast regions, whergeneral, young women have the
suggested number of antenatal visits and at time tigne, especially in private structures. Of
concern is the cloud located on the extreme pesifinst dimension, which represents all
young women not having any antenatal care visitd vehich consequently do not receive any
medication or suggestions for a safe pregnancys eggeme are those groups being assisted

by TBAs, parents, or friends at home.
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Fig. 6.4 Multiple correspondence analysisaiotenatal care behaviour of young girls in
Kenya-Join plot of category points
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6.3 Multilevel modeling and summary of factors infuencing late initiation
of antenatal care among young women in Kenya

In order to contribute to the study of the phenoameim question for young girls, results from
the 2-level linear model of timing of first antealtare visits are reported. It models the risk
for a young woman (15-25 years old) in delayingeasco, or never attending, antenatal care
services for her last pregnancy (held in the 5gy@aeceding the 2008/9 KDHS Survey). The
dependent variable is a continuous variable, meagtie month the girl had her first visit. It
is centered on the mean number of visits 5. This grtho did not have any visits are also
included in the analysis, and the category ‘nat\isirecoded as being the tenth month of the
first visit, since it is assumed that the timelwod first visit is the time of delivery. Obviously,
the higher the month of the first visit, the wotke behavior of young girls with respect to
antenatal care.

Two levels are employed in the model: the firsieleg the mother’s level, while the second
level is the Primary Sampling Unit (PSU) level apraxy of the community. A multilevel
modeling technique was employed to account fotkearchical structure of the data, and to
facilitate the estimation of women and the commulatel influences on delaying antenatal
care visits. The sample size for women 15-25 at thst birth (in the 5 years preceding the
survey) is of 1661 women, while the Primary Sangplunit is 376. The model is developed
using Multilevel Model for windows (Mlwin) software

Before reporting the results of each model, theviddal and community variables used for
modeling are listed. Several variables have bestedebefore arriving at the complete model
with all the variables. The first step was to tést significance of the two levels considered in
the model: women as the first level and Primary @arg Unit as the second level, in order to
assess the necessity for modeling for both lewagld, for estimating the two variances. Since
the model results in a significant second levelarfance, it means that part of the variability
for timing of antenatal care depends on the comtywmhere a woman lives and grows up,
and not just from the individual characteristics tbé woman herself. All the variables
employed at the second level have been createdsdti€el using different datasets, as
described in the table below. The table includesdbscription of the construction of each
individual and community variable with the souragasets. Not all of them are used in the
final models, since some of them have been testddtlaen removed because they are not

significant. Nevertheless, their description iduied.
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Tab. 6.3 Individual, Household and Community variables (Primary Sampling Unit) for Modeling of
timing of the first Antenatal care visit in Kenya (last birth from a women aged 15-25), 2008/9 KDHS

Individual and household

Variables

Age of mother at birth Continuous variable calculated on the self-reported age of
respondent and the age of the birth (KDHS, 2008/9). Used in the
15-49 aged model as a discrete variable: age 15-25 at birth, age
26+ at birth.

Age at first intercourse Self-reported age of respondent. Binary response variable on age
at first intercourse: at less than 16 (or 17) years or at more than
16 (or 17) years (V525, KDHS, 2008/9)

Place of residence Current place of residence: urban or rural (V025, KDHS, 2008/9)

Parity Self reported number of children ever born. The variable has

been used as continuous or as categorical (less than 3 children, 3
children or more). (V201, KDHS, 2008/9).

Religion Self reported membership to one religious group: Roman
Catholic, Protestant/other Christian, Muslim, no religion, other.
The variable has been divided by 3 main groups: any Christian,
Muslim, no religion or other (V130, KDHS, 2008/9).

Province The variable reports the de facto region (or province-
interchangeable) of residence. Kenya has 8 regions or
provinces: Nairobi, Central, Coast, Eastern, Western, Nyanza, Rift
Valley, Northern. (V024, KDHS, 2008/9).

Education of the mother Number of years of education of the mother calculated by two
variables: education in single years - recoded using the highest
education level attended - educational achievement. Education
in single years is divided by classes following the levels of
education (no education, between 1 and 7 years of education, 7
or more). Educational achievement recodes the education of the
respondent into the following categories: none, incomplete
primary, complete primary, incomplete secondary, complete
secondary, higher education. This has been recorded in new
classes: no education, primary (non completed and completed),
secondary (non completed and completed), higher. (V133 from
V106 and V149, KDHS, 2008/9).

Multidimensional Poverty Index The index, at household level, is used in the model as a
continuous variable and also as a binary variable (not
multidimensionally poor, multidimensionally poor) or as three
categorical variable (divided by 3 groups: not poor, poor, at risk
of poverty following the UNDP cut-off points). It is constructed
following the UNDP indication and using the KDHS 2008/9
variables. Technical notes about the Index are reported in Par.
2.2.4 ‘Health inequalities, health geography and the
multidimensional poverty index’.

Wealth Index ** The wealth index is a composite measure of a household's

** For additional information on the Wealth Index doustion and limitations see:
http://www.measuredhs.com/topics/Wealth-Index.;cfm

Rutstein, S.O., Johnson, K., 2008he DHS Wealth IndexDHS Comparative Reports No. 6, Calverton,
Maryland: ORC Macro.;

99



cumulative living standard. The wealth index is calculated using
easy-to-collect data on a household’s ownership of selected
assets, such as televisions and bicycles; materials used for
housing construction; and types of water access and sanitation
facilities. Generated with a statistical procedure known as
principal components analysis, the wealth index places individual
households on a continuous scale of relative wealth. DHS
separates all interviewed households into five wealth quintiles to
compare the influence of wealth on various population, health
and nutrition indicators. The wealth index is presented in the
DHS Final Reports and survey datasets as a background
characteristic. In this study it is employed with the usual
categories using quintiles (richest, richer, middle, poorer,
poorest) or divided by 3 categories (rich, middle, poor) where
central groups are aggregated. (V190, KDHS, 2008/9)

Media influence about family The variable reports whether women has heard about family
planning planning from any of the following sources in the last few
months preceding the survey: radio, TV, newspapers. The
variable is used as discrete (if she does heard or not). (V384A,
V384B, V384C, KDHS, 2008/9)

Family planning usage Ever use of a modern or traditional method is classified into
modern, and traditional methods as follows: modern methods
are pill, 1UD, injections, diaphragm/foam/jelly, condom, female
sterilization, male sterilization and Norplant. Traditional methods
are periodic abstinence (rhythm), withdrawal, and abstinence,
and any other country specific methods. If a respondent uses
both a traditional method and a modern method then the
modern method takes priority and she is coded as knowing a
modern method. In this study the variable is employed as binary,
using modern method or not using or using traditional method
(V302, KDHS 2008/9).

Ethnic groups Country specific ethnic group. The major ethnic groups in Kenya
are: Kikuyu, Embu, Kalenjin, Kamba, Kisii, Meru, Luhya, Luo,
Masai, Mijikenda, Swahili, Somali, Taita-Taveta. (V131, KDHS,

2008/9).

Type of wedding Arranged or chosen husband (arranged, chosen, no husband)
(S616A KDHS 2008/9)

Relationship of ages with first Relationship of ages with first partner (older, younger, about the

partner same age) (S616B KDHS 2008/9)

Partner 10+ years older If partner more or less than 10 years older (more than 10 years
older; less than 10 years older) (S616C KDHS 2008/9)

Money for sex If the in interviewed in the past 12 months was given or received
money/gifts for sex (yes or not). From variable S640A KDHS
2008/9

Knowledge of family planning Knowledge of any method is classified into modern, traditional

and folkloric methods as follows: modern methods are pill, IUD,
injections, diaphragm, condom, female sterilization, male
sterilization, implants, female condom, foam/jelly and lactational

RUTSTEIN, S.O., Macro International Inc. Calvert@908, The DHS Wealth Index: Approaches for Rural a
Urban Areas (English), Working Paper, October 200&cro International Inc. Calverton, Maryland, USA.
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amenorrhea. Traditional methods are periodic abstinence
(rhythm), withdrawal, and abstinence. Folkloric methods are the
category "other". If a respondent knows both a traditional
method and a modern method then the modern method takes
priority and she is

coded as knowing a modern method. Similarly, if a woman
knows a traditional method and a folkloric method, the
traditional method takes priority. In this study the variable is
used as categorical: does not know any method of
contraception, know only traditional methods, knows also
modern methods. (V301, KDHS 2008/9)

Place for family planning

Source of any method of contraception is formed from a
combination of responses. For current users of modern methods,
it is the source of that method. For women who are not currently
using any method, it is a source from which they know they can
obtain family planning methods, if they know any source. From
variable V379, KDHS 2008/9

How often have talked with
partner about FP

The question concerns the communication with partner about
family planning in the last year and it is asked to women who do
not use contraception. The categories used in this study are:
never talked with partner about FP, once a year, often, using
contraception. From variable $720B, KDHS 2008/9

Marital Status

Current marital status of the respondent. It is recoded as married
(married and living together) and not married (never married,
widowed, divorced, not living together) (V501, KDHS 2008/9)

Acceptability of media
advertisement about condom

It is asked to women if for husband/partner it is acceptable to
advertise condoms at the radio. From variable S648A, KDHS
2008/9

Age of women

Current age in completed years is calculated from the century
month code of the date of birth of the respondent (V011) and
the century month code of the date of interview (V008). Variable
V012, KDHS 2008/9

Employment of women

Whether the respondent works at home or away from home. It
is categorized in ‘not working’, ‘working at home’, ‘working
outside home’. From variable V721, KDHS 2008/9

Community Variables

Community Multidimensional
poverty index

Mean score by PSU of the UNDP multidimensional poverty index
divided by 3 groups: not poor, poor, at risk of poverty following
the UNDP cut-off points. See the individual level variable
‘Multidimensional Poverty Index’ in this table. (Elaboration from
2008/9 KDHS data)

Community level of female
education

Proportion of women in the PSUs with at least secondary
education. The variable is divided by quartiles or is employed as
a binary variable (less than 25% of women in the PSUs has
secondary or higher education and 25 or more). (Elaboration
from 2008/9 KDHS data)

Community level of fecundity

Mean number of children born in the PSUs. The variable is
divided by two classes: has up to 3 children; has more than 3
children. (Elaboration from 2008/9 KDHS data)

Community median age at

Median age at marriage in the PSUs (Elaboration from 2008/9
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marriage for female

KDHS data)

Community main religion

Whether at least 70 per cent of population is Christian, Muslim
or mix/no religion. (Elaboration from 2008/9 KDHS data)

Community distance to the
health facilities

Distance from each PSU to the closest HF (KEMRI list, elaborated
using ArcGis Software). The variable is used as a continuous
variable and as a categorical variable (less than 5km of distance
from the PSU and the closest HF, between 5 and 15km, more
than 50km).

Youth services availability in the
community

Availability of health facilities offering services addressed to
youth” in different range of kilometers from each PSU (5km,
10km, 15km, 30km). The variable has been created merging the
Health Facility List provided by the Ministry of Health (last
update at 14 February 2012) containing the indication for some
services provided by each facility, and the geographic indication
provided by KEMRI list. Elaboration using ArcGis software. The
variable is used in the model as continuous or as binary
(availability of the service in the range or not availability).

Partner approval of family
planning in the PSU

Proportion of men in the PSU who approves families using FP (if
less or more than 20% approves). From variable S720A, KDHS
2008/9

Partner education level in the
PSU

Proportion of men in the PSU with at least secondary education.
From variable V701, KDHS 2008/9

Community availability of
antenatal care services

The variable measures the availability of health facilities offering
antenatal care services in a range of 5km, 15km, 30km from the
PSUs. It has been elaborated using ArcGis software. It has been
weighted.?® From variable Q400 (SPA 2010)

Community availability of
antenatal care services with all
items for quality counseling

The variable measures the availability of antenatal care with all
items for quality counseling in a range of 5km, 15km, 30km from
the PSUs. It has been elaborated using ArcGis software after
having been weighted. (From SPA 2010, variables used: Q43154
Visual aids for health education; Q4315$1: guidelines; Q426: client
card/record)

Community availability of
antenatal care services with all
essential supplies for basic ANC

The variable measures the availability of antenatal care with all
essential supplies for basic ANC in a range of 5km, 15km, 30km
from the PSUs. It has been elaborated using ArcGis software
after having been weighted. (From SPA 2010, variables A430512
A430S13 Iron and folic acid; Q411 tetanus toxoid vaccine;
Q40852 blood pressure apparatus; A43051 foetoscope)

Presence of traditional birth
attendant in the community

The variable assesses the presence of traditional birth attendant
in catchment area of each health facility. The variable has been
elaborated in ArcGis and it measures the distance from each

5 “YFS are services that are provided in a manner that recognizes the special information and service needs of young people.

Characteristics of YFS include:

L] Provider training in YFS in RH issues and communication (at least one staff Nurse, Clinical officer, Medical Doctor)

Affordability of services

Stratify into:

Friendliness in attitude — being respectful and non-judgmental, Confidentiality and privacy
Service provision environment — comfortable and non-threatening, Convenience in time and location

Community involvement / support, Participation of the Youth

. Integrated Services: Services to the youth offered alongside other services
. Stand-alone Services: Separate building (Youth Centre) with provision of OPD services Comprehensive RH package and should have

recreational facilities e.g. games etc” (MoH, 2005 National Guidelines for Provision of Youth- friendly Services(YFS) in Kenya).

*® For the weighting procedure and rationale see the chapter on Data and Methods
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primary sampling unit to each facility with traditional birth
attendant in catchment area. The new variable has been then
employed as a binary variable concerning the presence of TBAs
in a range of 5Km from PSUs. It has been weighted. From SPA
2010, Q431A

The results for the multilevel model for delay aitenatal care visits for the last birth of a
young woman in Kenya are reported here. Lookingdividual level variables, and firstly at
the women’s demographic status, parity, maritalstand age of women are all determinants
for timing of antenatal care: in relation to parithe visits tend to start later for higher
parities. Married women tend to anticipate antdnzdee visits, in relation to non-married or
women without a partner. And on average an oldem&m have her first visit 0.05 months
later for each additional year of age.

Place of residence and province where young woinendb not seem to be correlated with
the timing of antenatal care when other variablesiatroduced in the model as a control.
This can mean that all the usual variability inesratal care behavior between urban/rural
areas and among provinces, which is widely verifiedthe literature, is, in this case,
controlled by other variables, such as women’s atioic, religion and distance from
healthcare facilities. In a model having only pladeesidence and province as independent
variables, women living in rural areas significgndiffer from those in urban areas, as do
women living in North Eastern province, startingefathe first antenatal check (See Model
Appendix 6.1.1). When controlling for other indivial variables, such as place for family
planning, wealth index, marital status, parity, @adtners’ approval of family planning, both
variables indicating place of residence lose sigaifce, even when maintaining the expected
sign of the estimate (Model Appendix 6.1.2). Addihg mother’'s education to the sign of
estimate of the category for North Eastern proviraeel comparing it to Central province, it
reverses and becomes significant when adding @&l dther individual and contextual
variables, such as knowledge of contraception aisthrttes from generic and specific
healthcare facilities (Models Appendix 6.1.3 andl.4). Introducing all women and
community variables, only residence in Coast Prowimnd North Eastern Province has
influence on the timing of antenatal care, but imothe expected way. In fact, the model
shows that on average women living in Coast or IN@&astern provinces tend to initiate
earlier antenatal care compared to women livingCenmtral Province, which is the most
developed and wealthy province. A possible explandor this result could be that women
from North Eastern and Coast provinces, when congdor all the other independent
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variables, (which means all the characteristicadpehe same for all women) would access
antenatal care earlier. However, this explicatisnnot supported by the literature or by

evidence.

The timing of antenatal care visit also varies gigantly between the different knowledge on
family planning. Women who have knowledge of modethods on average start antenatal
care earlier than those who do not have any kngele@oncerning the influence of family
planning on the timing of antenatal care, knowleddemodern methods increases the
propensity to access antenatal care services reaBiposure to media, acceptability of
programs talking about family planning, and discussvith one’s partner about this topic are
also crucial factors influencing timing of anteatare. On average, women who use to talk
with partner about family planning tend to startesuyatal care earlier in pregnancy comparing
to those who never talk about the topic. Moreotteg, employment of women also plays a
crucial role in the timing of antenatal care. Warkioutside home can be indeed seen as a
proxy of the degree of freedom and independenegaien, and well as a degree of openness
toward life issues: on average women working oet$idme have their first antenatal check

0,18 months earlier comparing to women who do markver work at home.

Considering community variables that determine nignof antenatal care for young women,
the average level of education and main religicaciiced in the community influences the
access to antenatal care. Women living in commesiwhere a high percentage of women
have at least a primary education receive the ASC visit at an average of 0.7 months
before women living in communities, where most aneducated (parameter estimate not
shown). Women living in a community where the maghgion is Muslim receive the first
visit at an average of 0.4 months later, compawegdmen living in communities of Christian
religion (parameter estimate not shown). Moreoviegking at the availability and
accessibility to general healthcare facilities dandspecific antenatal care services in the
community, it is shown that having a healthcaralifgcat more than 5 kilometers from the
community negatively influences the propensity ofiyg women to access antenatal care
early. Women living in places where a general hetdtility is even more distant, at (more
than 15 kilometers from their community), starteanatal care later in pregnancy than those

living closer.

In places where a traditional birth attendant ofgsran the community territory and is in
contact with neighboring healthcare facilities,)tlfienction as a reference, and their presence

increases the young women’s propensity to initeéenatal care visits at the right time.
104



Furthermore, women having facilities with specdittenatal care services and counseling for
pregnancy at a distance of less than 15 kilometargaring to those who have these services
farer, start antenatal care earlier, on averagen@®bths earlier. Counseling and additional
information on pregnancy are crucial aspects tlegtithcare facilities need to improve in
order to attract young women to seek maternal heade. Considering the low and unequal
diffusion of counseling services over the vastitiery of Kenya, and given the results of this
study, it is important for policies to focus on tmeroduction of such services, addressing

youth needs and facilitating accessibility.

Model 6.1 Multilevel modeling for the timing of antenatal care of a young women in
Kenya (births from women aged 15-25)
Parameter | Cl+ 95% Cl- 95%
Estimate
Fixed Part
cons -2,443 0,126 0,060
Parity 0,060 1,178 0,957
How often have talked with partner about FP (never)
Once -0,764 0,835 0,260
Often -0,802 0,807 0,249
use FP -0,911 0,740 0,219
Wealth Index (poor)
mean -0,192 1,082 0,630
not poor -0,427 0,989 0,431
Marital status (not married)
married -0,381 0,878 0,532
Mother's education (no educ)
1-7 years -0,101 1,327 0,616
7+ -0,239 1,000 | 0,562*
Acceptable to advertise condoms at radio (no)
yes -0,414 0,853 0,512
Place of residence (urban)
Rural 0,025 1,456 0,722
Knowledge of contraception (no methods)
only traditional methods 3,213 422,910 1,461
modern methods -0,771 0,712 0,301
Province (Central)
Nairobi -0,414 1,195 0,366
Coast -0,678 0,900 0,286
Eastern -0,203 1,353 0,492
Nyanza -0,124 1,400 0,557
Rift Valley -0,287 1,213 0,464
Western -0,407 1,112 0,398
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Northeastern -1,165 0,704 0,138
Age of women -0,055 0,990 0,905
Employment (not working)

works at home 0,089 1,394 0,857
works outside home -0,184 1,000 | 0,681*
Heard FP on radio last month (no)

yes -0,152 1,057 0,698
Mean level of educ in PSU (no educ)

primary -0,676 0,935 0,279
secondary+ -0,514 1,000 | 0,326*
Main religion in PSU (any christian)

Muslim 0,507 2,560 1,00*
mix or no religion 0,359 2,279 0,900
Distance to closest HF (less than 5Km)

less than 15km 0,606 2,894 1,161
15+ 1,342 7,614 1,923
If ANC counselling (15Km)

15-30Km 0,463 2,417 1,045
more than 30km -0,182 1,161 0,599
Presence of a TBA in PSU (at less than 10Km)

at more than 10Km 0,052 1,362 | 0,999*
Random Part

Level: PSU

Community level variability (S.E.) 0,022 (0,005)
Level: CASEID

Women level variability (S.E.) 0,209 (0,008)
-2*|oglikelihood: 6.856.975

Units: PSU 376

Units: Women 1661

*statistical significance at 90% (-p<0.1)

The Primary Sampling Unit-level variation and themen-level variation are both reduced
by the addition of contextual and individual fastan the complete model presented, against
the ‘only constant model’ (not shown), but they sti# significant. It means that there is still
some variation to be explained by other factorsh lad the individual and community level.
This implies that even after controlling for obssrle community factors relating to
availability and accessibility of services, andctommunity general behavior, there still exist

unexplained community factors that have a significzffect on the timing of antenatal care.
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Such factors could range from quality of care affdrdability of services at the existing

facilities, to cultural values and practices witspecific communities.

The cluster effect accounts for only 9.5% of th&ltanexplained variation in timing for

antenatal care; therefore, the intra-class coroglaginot shown) indicates that there is some

homogeneity among young women within the same comitynin timing for antenatal care.

In other words, 9.5% of the variation in timing fantenatal care can be attributed to the

community. Nevertheless the vast majority of thealality of the phenomenon is explained

by the woman’s variability and by her backgroundreleteristics.

Since the timing of antenatal care is strictly etated to the number of visits a woman can

have during pregnancy, some tests have been pa&dormorder to assess the determinants

influencing the number of visits during pregnanoy young girls aged 15-25 in Kenya. Still

using a linear two-level model, the results fogfrency of antenatal visits are presented in

Model 6.2. All women between 15-25 years old durthgir last pregnancy have been

included in the analysis, as well as women who wiid attend any visit (zero visits)

Preliminary analysis showed that the number of reattd care visits during a pregnancy

ranged from O to 18 visits, with a mean of 4,33 amdedian of 3.

Model 6.2 Multilevel modeling for the frequency of antenatal health care visits during pregnancy
of a young women in Kenya (births from women aged 15-25)

Parameter Cl+95% Cl- 95%
Estimate
Fixed Part
cons -1,861 0,652 0,037
Parity 0,140 0,965 0,784
How often have talked with partner about FP (never)
once 0,955 4,660 1,449
often 0,875 4,319 1,332
use FP 0,768 3,695 1,257
Marital status (not married)
married 0,369 1,848 1,132
Mother's education (no educ)
1-7 years 0,300 1,970 0,925
7+ 0,367 2,010 1,036*
Acceptable to advertise condoms at radio (no)
yes 0,487 2,100 1,261
Place of residence (urban)
Rural -0,044 1,333 0,687
Knowledge of contraception (no methods)
only traditional m 22,271 1,669 0,006
modern methods 0,378 2,097 1,015*
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Province (Central)

Nairobi 1,176 5,667 1,854
Coast 0,505 2,623 1,046*
Eastern 0,153 1,898 0,715
Nyanza -0,123 1,377 0,568
Rift Valley 0,013 1,622 0,633
Western -0,095 1,481 0,558
Northeastern 0,952 5,652 1,188
Age of women 0,104 1,161 1,061
Employment (not working)

works at home 0,132 1,458 0,893
works outside home 0,355 1,811 1,123
Has heard about family planning from TV (no)

yes 0,252 1,606 1,031
Wealth Index (poor)

mean 0,005 1,338 0,755
not poor 0,308 1,844 1,004
Presence of a community health worker in the PSU in range

of 5km (no)

yes 0,255 1,658 1,004
Mean level of educ in PSU (no educ)

primary 0,869 4,717 1,206
secondary+ 0,931 5,018 1,283
Main religion in PSU (any christian)

muslim -0,388 1,103 0,417
mix or no religion -0,121 1,374 0,571
Distance to closest HF (less than 5Km)

less than 15km -0,381 0,978 0,477*
15+ -0,949 0,741 0,202
If ANC counselling in the community (15Km)

15-30Km -0,620 0,798 0,363
more than 30km -0,058 1,289 0,691
Presence of a TBA in PSU (at less than 10Km)

at more than 10Km -0,281 0,961 0,593
Random Part

Level: PSU 0,209 0,074

Community level variability (S.E.)

Level: CASEID

Women level variability (S.E.) 3,447 0,133
-2*|oglikelihood: 6.851.491

Units: PSU 376

Units: Women 1660

*statistical significance at 90% (-p<0.1)
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The results, presented in Model 6.2, mostly comfthe tendency of behavior of women
highlighted in Model 6.1 on timing of antenatal&€aand it adds some interesting information
on the factors associated with the frequency odraatal care visits. Parity in this case results
to be statistically significant, showing a decreasthe number of visits for every additional
child born. All the variables concerning family prang knowledge, usage and acceptability,
perform in the same way as Model 6.1; women liim@amilies with a major acceptance of
family planning attend, on average, significantlgrevisits than those who never discuss on
family planning. Concerning community variabledereed to the healthcare facilities
existing in the primary sampling unit, the presemfemany types of specific services
(services for counseling and community health wirle the area) as well as the closeness to
generic healthcare facilities, shows a consistafiuence on the number of visits had.
Concerning the random variability, only 5% of tharigtion in timing for antenatal care can
be attributed to the community. Nevertheless thest vaajority of variability of the
phenomenon is explained by the woman’s variabditg by her background characteristics.

In general, the phenomenon of the number of visitsasily explicable by individual and
community variables, compared to the timing oftfascess to healthcare facilities. Therefore,
the variables inserted in the model are more tltegaate for the complexity of the event.
However, both the models confirm the presence afessndividual and community factors
influencing the timing of first visits for antenatare and the number of visits.

Despite the fact that the results show homogengitywomen-level characteristics in
explaining antenatal care behavior it might bentdriest to assess the differences between the
groups of women who performed at least one visisu® those who never had any visit
during pregnancy. Also, given the results of cqrogglence analysis showing how women
who never attended any visit, together with those welivered at home, highly differ from
the average, it can be useful to analyze the twopmg separately. A logistic two-level model
has been employed, aimed at assessing the prapaifia young woman to have at least one

antenatal care visit, against the risk of not hguany visit.

Model 6.3 Logistic Multilevel modeling for risk of attending at least one antenatal care visit
of a young women in Kenya (births from women aged 15-25)

odds Cl+ 95% Cl- 95%
Fixed Part
cons 0,065 0,899 0,005
Parity 0,993 1,220 0,808
Wealth Index (poor)
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mean 1,610 2,457 1,054*
not poor 2,759 7,338 1,038
Marital status (not married)

married 2,672 4,484 1,593
Mother's education (no educ)

1-7 years 2,181 4,239 1,123
7+ 3,607 7,582 1,716
Acceptable to advertise condoms at radio (no)

yes 1,728 2,728 1,095
Place of residence (urban)

Rural 0,762 1,665 0,349
Province (North Eastern)

Nairobi 1,435 8,845 0,233
Coast 1,870 5,243 0,667
Eastern 0,612 1,802 0,208
Nyanza 0,892 3,285 0,242
Rift Valley 0,656 2,248 0,192
Western 2,358 10,647 0,522
Central 0,281 1,117 0,071
Age of women 1,008 1,105 0,919
Employment (not working)

works at home 1,381 2,396 0,796
works outside home 1,835 3,233 1,041
If ANC with all essential supplies for basic ANC (15Km)

15-30Km 0,377 0,768 0,185
more than 30km 1,040 2,001 0,540
Presence of a Community health worker in the community

(at more than 2 km from PSU)

In a range of 2 km 1,895 3,332 1,077
Distance to closest HF (less than 5Km)

less than 15km 0,526 0,961 0,288*
15+ 0,323 0,833 0,125
Main religion in PSU (any christian)

muslim 0,715 1,929 0,265
mix or no religion 0,476 1,113 0,210
Mean level of educ in PSU (no educ)

primary 1,650 5,329 0,511
secondary+ 2,117 7,465 0,600
How often have talked with partner about FP (never)

once 3,235 9,046 1,157*
often 5,233 21,044 1,301
we use FP 2,718 6,295 1,174*
Random Part

Level: PSU 0,482 (0,236)
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Community level variability (S.E.)

Level: CASEID 1 0

Women level variability (S.E.)

Units: PSU 376

Units: Women 1661

*statistical significance at 90% (-p<0.1)

What is shown from the results of Model 6.3 is tiat the most part, individual-level factors
strongly influence the probability of having at deeone visit, as do some community
characteristics concerning the presence of heatthgarvices in the area. At the individual
level, together with family planning knowledge, geaand acceptability factors already
emerging from previous analysis, the mother’s lesekeducation strongly determines the
access to at least one antenatal care visit.

The wealth index also assumes a crucial role ierdehing the propensity to have at least
one visit: for the highest level of wealth indexyngared to the lowest, the probability of
having at least one visit is more than double. &hsrno evidence of the influence of the
place of residence or of province of residencehendvent of antenatal care visits; however,
there is a strong effect of community presence eondeness of healthcare facilities and
community health workers on having at least oneraattl care visit. Different from previous
analysis for antenatal care behavior concerningithimg of access to ANC and the number
of visits performed, the presence of healthcareices offering counseling about ANC does
not result to be statistically significant in exipiag this event, while the presence of services
offering all essential supplies for antenatal dafieiences the attendance of at least one visit.
As already discussed before, antenatal care peadsicalmost universally spread in the
country (only 7% of 15-25 year-old women did nateiwe any antenatal care visit for their
last birth), therefore the group of those women wbwoer had any visit is probably the most
disadvantaged group, living very far from any typdealthcare facility, and which primarily

seeks first aid in case of emergency, instead aerapecific services or counseling.

6.4 Discussion on antenatal care

The analysis of antenatal care has shown thatitiieg of antenatal care visits in Kenya is
associated with a range of socio-economic and deapbg factors, as well as with
contextual factors. However, these determinantsad@xplain all the variations in the timing

of use of such healthcare facilities, since sigaifit unexplained variations exist between
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women and communities. A statistically significaatiance might represent important factors
omitted from the models, either because they coatde quantified in a large survey or were
absent from the data set, or a significant varianight reflect the poor measurement of some
factors thought to influence the timing of firstcass to ANC services. The results suggest
that membership to a particular community explguast of the variation in the use of
antenatal services among women. After taking intcoant many covariates, there are
differences at the women-level in the initiationasitenatal care. Moreover, the vast majority
in the variability of the phenomenon is explaingdwmnmen’s variability and by background
characteristics.

The importance of the environment where a younigggows up is demonstrated by a number
of significant variables. It is common knowledgeattra high level of education in the
community can positively influence young girls usagf antenatal care. In the case of this
study, where the young women’s propensity to seely @ntenatal care is analyzed, the level
of education of the community is even more impdrthan the individual level of education
in influencing proper antenatal care. Moreover,esal studies have demonstrated a link
between religious affiliation and maternal heakdeldng behavior (Khasakhala, A. and
Ndavi, P.; 2007). In Muslim communities, women &ss likely to initiate antenatal care
early on in the pregnancy. This is mainly due te tbwer level of education of Muslim
women, as well as higher parities, less availaboit services, and lack of independence in
healthcare decisions (Tawiah, E.O., 2007). In Nd&#stern Province, for example, where
there is a prevalence of the Muslim population, ynariles often separate villagers from the
nearest health clinic, and only an estimated 40%hefpopulation has access to healthcare
services. After accounting for levels of educatind parities, as well as for place of
residence and wealth index in communities wherentlagn religion is Muslim, women in
these communities tend to access antenatal cararahe pregnancy.

This study confirms the importance of access tdtheare services, and demonstrates how
the proximity to healthcare facilities, as well @s specific services for antenatal care, is
crucial in anticipating the timing of access toeardtal care. Counseling activity, as a service
to support the quality of antenatal care, is deriratexd to be important in accessing antenatal
care for young women. This might be supported leyftct that, especially for young girls
who need special attention, the component of tnusand acceptability of providers is
fundamental when receiving healthcare service. Wewewhen analyzing the difference

between young women who never had access to aater@ae in pregnancy and those who
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perform at least one visit, essential suppliesaftenatal care seem to be more important than
counseling services.

Moreover, the presence of a traditional birth attert on the territory, linked to the health
facilities and who can refer the patients to thepitals, is also considered a fundamental
factor in facilitating access to proper antenatlecservices. The results suggest that these
workers may have a positive influence on young womenitiating antenatal care early on in
the pregnancy as well as in performing more visits.

Among the socio-economic factors considered, enmpéoyt of women and wealth status play
a crucial role in influencing in time antenatale#®ehaviors. The wealth index, measuring the
socio-economic status of the household through dtomld amenities and possessions, is
particularly important, influencing the timing ohtgnatal care visits. Whether or not the
correlation between high wealth status and propeeratal care is easily understandable,
since the vast majority of healthcare services aueessible under user fees, the relation
between an employment out of the home, and theshigtopensity to seek antenatal care in
time, can raise different interpretations. Workmg of the home can be equal to receiving a
salary and, consequently, to greater independeno®aking decisions in personal healthcare.
Moreover, working in a different environment fronorhe can allow contact with more
knowledge on healthcare, and an increase in thenghaf experiences with others. These
women are more likely to have greater knowledgeutippegnancy and childbirth, due to
freedom of movement outside the household. They tad to seek information on the
services available for pregnancy care during wetigher socio-economic status, together
with the empowerment of women, is crucial in orderenable them to access maternal
services.

Family planning knowledge, and the influence of itiedia broadcasts on family planning are
also fundamental determinants, acting positivelyearly access to antenatal care. Also, the
acceptability on the part of the husbands towaadasil{y planning, and his openness on the
topic, also increase the possibilities of the gmlseek proper access to antenatal care.

With respect to demographic factors, higher paitiave always been correlated to less use of
maternity services, and this study confirms thisoamtion. After controlling for parities,
younger women result to accessing antenatal cemetlean older women.

As previously discussed in this chapter, antenedad is almost universally diffused in the
country, even though differences in timing and @iexacy subsist. The unexplained variability
emerging from the results of this study can be @ated with individual and contextual

factors not considered in the model, that can lza@ to traditional health ways-of-life, or to
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a lack of awareness of the need for antenatal dareng pregnancy, as well as to the
impossibility of access to healthcare facilities fieonetary reasons or other kind of barriers
not measured by the source of data. Despite thettiat the majority of variability in the
timing of antenatal care is explained by individahbracteristics, some of the heterogeneity
between communities is attributable to factorsuded in the models, such as the distance to
the healthcare facilities, and the presence ofipeervices for antenatal care, which create

a link with the young women.
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Part 7. Individual and contextual factors of placeof delivery for a
young women in Kenya

‘About 53 million women in the South give birthh@ime annually,
most of the time by traditional birth attendantsBAS), most of
whom are not able to recognize, manage and prepergnancy-
related complications.” (WHO 1997; Sibley et al02D

7.1 Why place of deliveryis an important issue

Proper delivery care is important for both materaatl perinatal health, especially when
childbirth complications arise. It is convenierditimothers deliver their babies in a healthcare
facility, since suitable medical skills and hygientonditions can decrease the risk of
complications and infections which may cause deatserious illness to either the mother or
the baby. Delivery within a healthcare facility aith a skilled attendant is much less
common than antenatal care in Kenya, among all woara also among young women.
Even though almost all women in the country usdtheare facilities for antenatal care and
have many visits during pregnancy, the vast mgjaitthem deliver at home, and not in a
healthcare facility (Obonyet al, 2010). Furthermore, the KDHS data shows a st
improvement in antenatal care attendance in Kenga the last twenty years, while almost
no improvements have been observed in delivery. darehe 2008/9 DHS survey the
percentage of women who had antenatal care frorairretl medical provider for their most
recent birth was 92%, rising from 88% in 2003 amnomf 77% in 1989. However, the
percentage of women who delivered at home sinc& 183ges around 55-56% (Obongb
al., 2010). Anna M van Eijlet al, studying the use of antenatal services and elglicare
among women in rural western Kenya, found that pdesthe fact that 90% of the women
reported attending antenatal care, fewer than POigave birth in a health facility. This is
lower than the national estimate of 40% for Kenyd 89% for Nyanza Province”.

Delivering in a healthcare facility can also halpemergency obstetric care, where available,
in postpartum emergencies, and in newborn cardewdelivering at home with a traditional
birth attendant is not always a guarantee of theesaeatment. The TBA'’s role, however, is a
controversial issue in maternal healthcare studiese they are not as skilled and prepared as
nurses but, at the same time, are much closer tbarsoand more flexible (Izugbaed al,
2009). Two thirds of Kenya's maternal deaths aréated to postpartum hemorrhage (severe

loss of blood during or after labor), sepsis (baateinfection in the blood), eclampsia
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(hypertension during pregnancy) or a ruptured steall conditions that traditional birth
attendants are unable to deal with. On the othed h&BAs are still strongly recognized as
being very close to women, because of their acbédjpyaand availability, and thanks to the
sensitivity of their services to the cultural, ecomc and personal needs of the families,
households and communities.

Concerning the topic of this research, the utii@abf maternal healthcare for deliveries by
young women in the country reflects the generabdref all women’s utilization, where
between 55 and 71% of births in the last five ygaexeding the survey have been delivered
at home. However, it is widely recognized in therkture from previous studies on Kenya
and other African countries (Magaét al, 2006), that despite bivariate analysis, little
variation in maternal health care by age is showaiter controlling for the effect of
background factors in multivariate analysis, teemadiave poorer maternal healthcare than
older women with similar background characteristiBarity of births, also, has to be
considered as an important factor influencing isk of delivering at home, since there is a
natural propensity not to deliver in healthcardliées that rises with the number of children
had at birth.

Moreover, there is evidence that pregnancies inagers and young women have major risks
of outcome complications for either the mother @he child, especially when the girls’
background and context of where they live is notgutive towards them. The study done by
Magadiet al, for example, shows how Kenya is one of the coemtwith highest premarital
teenage births in the African continent. The prtiparof premarital teenage births is almost
36%. Marital status, as already discussed, is &@egrsial factor in teen life in Kenya, given
the wide differences among status and way of liaegyveen girls in rural and urban areas;
most of the time, giving birth out of wedlock isnggtom of insecurity and instability both in
urban and rural areas, and having children out edlack may influence the utilization of
maternal healthcare services.

In order to better understand how being a young aom Kenya impacts on the propensity
to delivering at home instead of giving birth irhealthcare facility, and how young women
are influenced by background and contextual facteosne preliminary analysis has been
conducted. Preliminary analysis of the data inctuale examination of the distribution of last
birth and healthcare facility deliveries, as wellabivariate analysis of the place of delivery

with each of the explanatory variables.
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7.2 Aim, Data and Methods

Considering the literature analyzed above, andrélselting determinants influencing home
delivery, the aim of this work is to investigateetfactors and determinants of place of
delivery for Kenyan young women (aged 15-25). Ideorto assess factors and determinants
of place of delivery for Kenyan young women, the H® data for 2008-09 has been
analyzed. Individual, community and geographicdegtare included in this study, and their
influence on place of delivery is tested.

Still much has to be explored concerning the factassociated with teenage and youth
reproductive behavior, especially in recognizingnthas a particular group to focus on. In
particular, given the role of community and contéxfiluencing the life of youths, it is
important to assess whether community factors f@astrategic role on maternal healthcare
behavior. Since the vast literature on maternaltheae has mostly focused on individual
factors leading to delivery at home, this work abmgive a contribution to the exploration of
community factors influencing reproductive behawdryoung women in Kenya. Also, this
approach gives a contribution to the explanationthef homogeneity of behaviors within
communities, giving an idea about the role of thetext in explaining the phenomenon. The
impact of availability for each community of spéciervices for reproductive behavior is
also tested in the models, an aspect which hasgusy been ignored by researchers and was

only recently introduced.

Individual data for each woman and household arpl@yed in the model. These variables
are proxy variables of young women’s backgrounds ttata is provided by the 2008/9
Demographic and Health Survey for Kenya. The DHSlects socio-economic and
demographic information for women between 15 angeirs of age. The DHS also collects
GIS (geographical information system) data, whibbmes us to locate interviewed women for
a primary sample unit (399 person cluster). Theil€tdn Recode (KR)” file from KDHS
2008-9 has one record for every child. The analgstonducted considering all the births per
woman occurring in the 5 years preceding the suritegontains the information related to
pregnancy, postnatal care, immunization and he@lik. unit of analysis (case) in this file is
each child per woman born in the last 5 years (0r8ths). Data of births in this dataset are
for births had from December 2003 to February 200& age group this work focuses on is
15-25 (also called young women) since this age misistatistically different from the over-
25 age group for maternal healthcare behavior.|Totths for 15-25 year old women are
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2487. The dependent variable is a binary variabéivery at home versus delivery in a
healthcare facility.

Contextual variables are created at the primaryptiam unit level. Some variables are
recoded using DHS variables, and others are bsifigua geographic information system.
Healthcare facilities’ data is taken from two maources. The Kenya Medical Research
Institute (KEMRI) Welcome Trust Research Programvptes a complete list of healthcare
facilities, divided by type of facility. This ligirovides geographic information about Kenya
Health Facilities for 2005. Geographical locatisnconsidered at the primary sampling unit
level. This list has also been merged with the kKeHgalth Facility List, Kenya Ministry of
Health (http://www.kenyahealthfacilities.net/), whigives details about services offered by
each healthcare facility. Geographic variablescaeated at PSU and district level, and used
as contextual variables. Geographical analysis agdopned with ArcGis 9.3 software,
employing Spatial Analyst and multiple bufferingol®. Some variables from the Kenya
Service Provisional Assessment (2010), relatedhéo availability of specific services for

delivery care, have also been tested in the model.

To test the research project hypotheses, statistiodeling will be used. A first descriptive
analysis, as well as a bivariate analysis of tlae@lof delivery with each of the explanatory
variables, will be made in order to represent tebkavior of young Kenyan women, and to
assess the factors associated with the phenom@&hen, in order to frame the backgrounds
of the young women, individual and contextual semmonomic characteristics will be used as
determinants of young women’s place of deliveryasédr in the country, and to ascertain the
existing territorial differences of the phenomenbising multivariate and multilevel models
(given the hierarchic structure of the data), thBuence of individual, household and
community variables on young women’s behavior iélestimated. The results of multilevel
model on the probability of a young woman (aged®2%p-delivering in a healthcare facility
will be reported in the following paragraphs. Thepdndent variable for the analysis is a
binary variable, representing the decision of alaoto deliver in a healthcare facility or at
home. The aim is to assess the relevance of thyssdor the age group (15-25); a
multilevel model for all women surveyed (15-49), igéh controls for age groups, is also

shown and commented on.
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7.3 Characteristics and factors associated with pte of delivery and the role
of community

7.3.1 Women’s characteristics and individual backgsund by place of
delivery

The literature concerning maternal healthcare apdoduction in Kenya highlights that the
place of delivery (in an urban or rural area), &l @as the region where a women lives, highly
influences the possibility of delivering in a héatire facility. After controlling for individual
variables, concerning socio-economic and cultuaakground, which is widely recognized as
factors influencing place of delivery, this workre to assess to what extent the community
plays a role in the reproductive behavior of yowmmen. Since the risk of home delivery
results quite high for young women, as does theaiomplications, the aim is to assess the
leading factors of home delivery, in order to cimite to the research for those who address
policies for adolescent and youth health-seekingabier. Factors and determinants of
maternal healthcare seeking behavior have beesseskén many studies. Demographic and
individual factors, as determinants of institutib(laealth facilities) deliveries versus home
deliveries, are many. Socio-economic factors hals® deen shown to be of greater
importance in determining healthcare service w@ilan than demographic factors
(Obermeyer, Potter 1991).

From an individual point of view, all women’s bac&gnd characteristics have to be
considered: education is recognized as one of th& rMmportant factors influencing place of
delivery. As Obermeyer states,” increased educaitiflnences service use by increasing
female decision making power, increasing awareoéseealth services, changing marriage
patterns, and creating shifts in household dyndm(it993). Place of residence, including
urban-rural differences, also has an impact. Kndgdeand use of family planning, wealth
index, household living conditions, and occupatiostatus are also very important in
explaining this phenomenon. Furthermore, the cb&ailities, the perception of poor quality
of care, and the abusive treatment that many woreeaive in a hospital setting are also
barriers for seeking assistance (lzugbataal, 2009); “Money was often mentioned as a
support or lack of it as a barrier for deliverynmodern health units. Other mentioned barriers
were distance to health units, lack of transpoushand being away from home, having
nobody to leave at home, labor starting at nighireexpectedly such that there is no time to
go to health units and poor quality of care in ¥aeious delivery sites” (Amooti-Kaguna B,
Nuwara F., 2000).

119



A descriptive analysis of the distribution of plamfedelivery among young women (aged 15-
25) in Kenya for the 5 years preceding 2008-09 resgnted in order to frame the
phenomenon and to find the factors influencing @laf delivery. All distribution of
characteristics by health facilities’ deliveriesdasignificance are reported in Appendix 7.
2,487 births occurred between 2003 and 2008-0®éssybefore the 2008-09 Survey) by 15-
25 year-old Kenyan women; more than half of thebg®r cent) took place at home. (Fig.1)
Parity is generally recognized as having an infagean the place of delivery. Generally, at
first birth, it is highly recommended being asdgistey a skilled attendant in a healthcare
facility instead of delivering at home (WHO, 2008Yomen with fewer children tend to use
healthcare facilities more often than women withrenchildren. A similar pattern occurs with
age at first intercourse, where women who expeeérfgst intercourse at a very young age
tend to deliver at home much more than women wipeesnced first intercourse at an older
age.

Looking at women’s behavior regarding antenataécéris possible to have an idea of the
general trend of healthcare facility utilizatiorr fmaternal healthcare by women. More than
80% of births from women who did not receive anyeaatal care were not delivered in a

healthcare facility.

Following the WHO recommendation for antenatal cdweing pregnancy, the number of
antenatal visits held, and the timing of the fiwiit characteristics have been tested in this
analysis. Among the women who experienced childpidr their last birth (data for ANC is
recorded only for the last birth), and who had m&ity, 18% of births were delivered in a
healthcare facility. Among women who had fewer tlgawisits (less than the minimum
recommended), 43% were delivered in a healthcaiétya The timing of the first visit also
shows a similar pattern, since the earlier the worhad their first visit, the higher the

probability of delivering in a healthcare facility.

An important set of variables, which could haveiafluence on place of delivery, is the
women’s media exposure, in particular as a velaldamily planning knowledge. There is
evidence from a number of studies that individua@gposure to mass media messages
promoting family planning influences contraceptbahavior (Piotrowet al. 1990, Bankolest

al. 1996, Westoff and Bankole 1997, Kincaid 2000nhuber of models have emerged from
different fields, identifying specific pathways behavior change and offering insight into
programs as they try to influence and change behaSeveral have been very influential in
explaining the effects of mass media campaignseotilify-related behavior (Guptat al,
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2003). Effective news media relations have many ebey complementing other
communication efforts. What people read, see, ar enews coverage can lend credibility
to family planning, and help to make it a legitimand familiar topic for public discussion.
News coverage can inform people about family plagmhoices and help them ask providers
the appropriate questions. Skill in media relatioas help avoid or dispel rumors, respond to
criticism, defuse controversy, and even turn adixets advantage. News coverage is crucial
to engaging policymakers' attention and earningniopi leaders' support. Also, because the
news media pays distribution costs, helping joust&lto cover family planning is a cost-

effective way to communicate (Population Informatlerogram, 1995).

7.3.2. Household multidimensional status and conté&xal variables by place

of delivery

Recent studies have analyzed the factors leadimgenao deliver at home. These studies
highlight the key role of community and context ightes as fundamental determinants
influencing the place of delivery (Stephensairal, 2005). In recent years, there has been a
growing recognition of the importance of contextuafluences on health outcomes; in
particular, several studies have found significaffects of community level factors on
reproductive health outcomes. Taking into acconatinteractions between the individual and
the community is a new means of studying the comtyignnfluence on health. Such studies
relate individual health outcomes to the socio-eooic characteristics of the community (for
example, levels of economic development, generadl lef education, maternal healthcare
behavior of the community) and the community’s treaifrastructure.

Preliminary analysis shows a correlation betweeelof delivery among young women in
Kenya for the year 2008/9, and some contextualabéas are considered in this analysis.
Among the community variables, of great interest @ire variables related to the services
offered by the healthcare facilities existing om tierritory. If the influence of individual
variables such as education, place of residence, use of family planning are already
recognized as being fundamental factors leadingdébvery in a health facility, the
availability of certain services as well as the tsosf these services have never been

considered in previous works.
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The Wealth Index levels show how the three loweshtdes of the indicator are positively
related to home delivery, and only the highestllésehest) is positively related to healthcare
facility delivery. Since the Wealth Index is coresiedd a poor proxy for measuring
consumption expenditure and socio-economic positigfowe et al, 2009), the
Multidimensional Poverty Index designed by the UNIE#3 been built for every household of
the KDHS dataset, and used in the models. Lookinthe household MPI distribution by
place of delivery, there is a clear difference tw multi-dimensionally poor household
behavior, and not-poor household behavior, wheré &8 births from women of poor
households were delivered at home, and 36% of thigges were delivered in a healthcare
facility. On the other hand, among the not multikdnsionally poor households, 58% of
deliveries were in a healthcare facility, and 42&evat home.

The relationship between the possession of a \eftiebde of transportation) and the place of
delivery is also tested. In general, among the élooisls with no car, 43% of births from
these households were delivered in a healthcargyawhile among households with a car,
64% of births were delivered in a healthcare ficilirhis might depend on the level of
Wealth Index they are in, since the groups of womvbn have a car are in the middle, richer

and richest Wealth Index levels.

Community behavior variables tested by place ofvdey are employed, considering the
context in which a young woman grows up. As alreatlpwn for a previous individual
variable describing the parity pattern, the higtiex average number of children born in a
community, the higher the percentage of birthsvéetid at home. In communities where the
median age at marriage was over 17, the percewnfageliveries in a healthcare facility was
much higher than in communities where the medianveas less than 17. With an increase of
the age at marriage, more women tend to delivex irealthcare facility, while for women
with an earlier age at marriage the most frequiatdepof delivery is home.

A significant correlation is also shown between éiverage number of years of education in
the community, both for women and their partnensl the place of delivery; the higher the
number of years of education, the higher the pe¢agenof women who delivered in a
healthcare facility. The same pattern is highlighby the strong positive correlation between
the numbers of women with secondary school educatial higher in the community, and the
percentage of healthcare facility deliveries.

Regarding the geographic distribution and avaiitighdf healthcare facilities on the territory,

contextual characteristics are also consideredabigs from clusters to healthcare facilities
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(different types) are also considered as a factso@ated with place of delivery. These
variables are tested with place of delivery, angliteas statistically significant where, for
greater distances, less women tend to delivethieadthcare facility. The variables considered
are: distance from the closest health facility {gfles), distances from the closest maternal
health facility or women’s specific needs addressatl counts of the number of health
facilities (all types and specific services) inaius of 5 Km, 10 Km, 15 Km and 30 Km.
Among many other reasons, women may decide for haeteery over of going to a hospital
because they do not have a mode of transportadimhthe hospital is too far away (42% of
all women who delivered at home, 44% of young woraet 45% of teenagers who delivered
at home)

Moreover, the availability of comprehensive emenyenbstetric care services and of services
addressed to youths in healthcare facilities 5 Kemfthe community is highly correlated to
place of delivery. In communities where there iaibility of CEMOC services and of youth
services, almost 60% of births were delivered irhealthcare facility. Certainly, the
availability of these services has a strong refetgp to the wealth status of the province
where they are established, and this kind of catial will be considered and controlled in

the models.

7.4 Multilevel modeling of all women (15-49) and ofa young (15-25)
women's decision to give birth in a Health Facilityin Kenya.

In order to determine the individual and contextelerminants of the propensity of young
women giving birth in a healthcare facility insteaidat home, multilevel models are run on
the probability for women (15-49), and for youngmen (15-25) to deliver in a healthcare
facility. The dependent variable for the analysis ibinary variable, representing the decision
of a mother to deliver her last birth in a healtiectacility or at home. Multilevel models for
all women are first of all reported, in order tooghthe determinants of the probability of
delivering in healthcare facilities, and to asd&snecessity of focusing on young women’s
reproductive behavior. Through the introductioraafage group variable, which divides the
sample between 15-25 year-old girls, and 25 and/gbthe differences in propensity of
delivering in healthcare facilities is shown, amds tjustifies the following focus on young

women. The tables below show the list of covariae=d in the models and the results of the
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multilevel logistic models of the decision to deliMast birth in a health facility in Kenya for

all women (aged 15-49) and for young women (age@3)5

The multilevel regression models estimated varianice place of delivery between the
mothers and between the communities. These vargatiepresent the unexplained variation
in the decision of the place of delivery that remsaafter accounting for the factors included
in the models. A significant variance might repredactors that influenced the delivery in a
healthcare facility that were omitted from the misdesither because they could not be
quantified in a large survey or were absent fromdhata set, or a significant variance might
reflect the poor measurement of some factors thioiagimfluence the choice to delivery in a
healthcare facility. The two-level model employed this chapter outlines the risk for a
woman (aged 15-49) to deliver her last birth in ealthcare facility, compared to the
probability of delivering at home. The sample dizewomen (aged 15-49) at last birth is of
4092 women, while the Primary Sampling Unit is 388. models are estimated using?2
order penalized quasi-likelihood, as recommendethéyiterature (see also, Twisk 2006) and
are developed using Mlwin software.

Before reporting the results of each model, theviddal and community variables used for
modeling are listed. Several variables have bestedebefore arriving at the complete model
with all the variables. The first step was to tést significance of the two levels considered in
the model, women'’s level as the first level, anidnBry Sampling Unit as the second level, in
order to assess the necessity for modeling for tbls and for estimating two variances.
Since the two-level model has a significant sedendl of variance, it means that part of the
variability for delivering in a healthcare facilitgstead of at home depends on the community
where a woman lives and grows up, and not just ftbenindividual characteristics of the
woman herself. All the variables employed at seclevel have been created at PSU level,
using different datasets, as described in the tablew. The table includes a description of
the construction of each individual and communityiable with the source datasets. Not all
of them are used in the final models, since somieh have been tested and then removed
because they are not significant. Nevertheless, diescription is included.
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7.4.1 Clustering structure

To determine whether is necessary to use a ranffect analysis, a two-level null multilevel
model has been employed, in Mlwin 2.24, level Ingeghe 2487 mothers, and level 2 being
the 376 women primary sampling unit. There areiaggnt variations between the mothers’
level and the PSU level - variability of the PSWderesults to be significant (var. 1,030; S.E.
0,128) - implying the necessity of decomposingttital variability of the ‘place of delivery’
phenomenon into mothers’-level variability and PB\el variability. In this way, it is
possible to consider the hierarchical structurethd data, and to study the impact of
community on women’s behavior. On the contrarynefeonsidering all the births occurring
in the 5 years preceding the 2008/9 KDHS from eaodmen 15-25 years of age in this
model, there is no significant variation betweerthbievel and mothers’-level, meaning an
overlap of these two levels. Consequently, the erstHevel has been chosen as the first level

of the model given.

7.4.2 Results and comments to multilevel modelingf @iving birth in a
health facility in Kenya (last birth from women aged 15-49 and all births in
5 years preceding the survey for girls aged 15-25)

The table includes the description of the consibacbf each individual and community
variable with the source datasets. Not all of tremused in the final models, since some of
them have been tested and then removed becauseigroticant. Nevertheless, their

description and source are reported.

Tab. 7.1 Individual, Household and Community variables (Primary Sampling Unit) for Modeling of
giving birth in a Health Facility in Kenya (last birth from women aged 15-49; all births in 5 years
before the survey from a women aged 15-25)

Individual and household

Variables

Age of mother at birth Continuous variable calculated on the self-reported age of
respondent and the age of the birth (KDHS, 2008/9). Used in the
15-49 aged model as a discrete variable: age 15-25 at birth, age
26+ at birth.

Age at first intercourse Self-reported age of respondent. Binary response variable on age

at first intercourse: at less than 17 years or at more than 17 years
(V525, KDHS, 2008/9)

Place of residence Current place of residence: urban or rural (V025, KDHS, 2008/9)

125



Parity

Self reported number of children ever born. The variable has
been used as continuous or as categorical (less than 3 children, 3
children or more). (V201, KDHS, 2008/9).

Religion

Self reported membership to one religious group: Roman
Catholic, Protestant/other Christian, Muslim, no religion, other.
The variable has been divided by 3 main groups: any Christian,
Muslim, no religion or other (V130, KDHS, 2008/9).

Province

The variable reports the de facto region (or province-
interchangeable) of residence. Kenya has 8 regions or
provinces: Nairobi, Central, Coast, Eastern, Western, Nyanza, Rift
Valley, Northern. (V024, KDHS, 2008/9).

Education of the mother

Number of years of education of the mother calculated by two
variables: education in single years - recoded using the highest
education level attended - educational achievement. Education
in single years is divided by classes following the levels of
education (no education, between 1 and 7 years of education, 7
or more). Educational achievement recodes the education of the
respondent into the following categories: none, incomplete
primary, complete primary, incomplete secondary, complete
secondary, higher education. This has been recorded in new
classes: no education, primary (non completed and completed),
secondary (non completed and completed), higher. (V133 from
V106 and V149, KDHS, 2008/9).

Antenatal Care

Number of visits for antenatal care held by the mother at her last
pregnancy. Women who did not see anyone for antenatal care
during the pregnancy are coded 0. The variable has been divided
by 2 categories: if had any visit or no visits at all.

And the type of person who gave prenatal care to the
respondent prior to the birth. This question has multiple coding
categories and each category is recorded separately in these
variables. For this study the categories have been merged (M14;
M2A-N, KDHS, 2008/9)

Multidimensional Poverty Index

The index, at household level, is used in the model as a
continuous variable and also as a binary variable (not
multidimensionally poor, multidimensionally poor) or as three
categorical variable (divided by 3 groups: not poor, poor, at risk
of poverty following the UNDP cut-off points). It is constructed
following the UNDP indication and using the KDHS 2008/9
variables. Technical notes about the Index are reported in Par.
2.2.4 ‘Health inequalities, health geography and the
multidimensional poverty index’.

Reason for delivering at home
(HF cost too much)

Reason for not delivering in a health facility. The variable is
divided by 3 categories: delivered at home because cost too
much, delivered at home for other reasons, delivered in a health
facility. (M65A, KDHS, 2008/9)

Media influence about family
planning

The variable reports whether women has heard about family
planning from any of the following sources in the last few
months preceding the survey: radio, TV, newspapers. The
variable is used as discrete (if she does heard or not). (V384A,
V384B, V384C, KDHS, 2008/9)

Family planning usage

Ever use of a modern or traditional method is classified into
modern, and traditional methods as follows: modern methods
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are pill, 1UD, injections, diaphragm/foam/jelly, condom, female
sterilization, male sterilization and Norplant. Traditional methods
are periodic abstinence (rhythm), withdrawal, and abstinence,
and any other country specific methods. If a respondent uses
both a traditional method and a modern method then the
modern method takes priority and she is coded as knowing a
modern method. In this study the variable is employed as binary,
using modern method or not using or using traditional method
(V302, KDHS 2008/9).

Ethnic groups Country specific ethnic group. The major ethnic groups in Kenya
are: Kikuyu, Embu, Kalenjin, Kamba, Kisii, Meru, Luhya, Luo,
Masai, Mijikenda, Swabhili, Somali, Taita-Taveta. (V131, KDHS,

2008/9).

Type of wedding Arranged or chosen husband (arranged, chosen, no husband)
(S616A KDHS 2008/9)

Relationship of ages with first Relationship of ages with first partner (older, younger, about the

partner same age) (S616B KDHS 2008/9)

Partner 10+ years older If partner more or less than 10 years older (more than 10 years
older; less than 10 years older) (S616C KDHS 2008/9)

Money for sex If the in interviewed in the past 12 months was given or received
money/gifts for sex (yes or not). From variable S640A KDHS
2008/9

Wealth Index®’ The wealth index is a composite measure of a household's

cumulative living standard. The wealth index is calculated using
easy-to-collect data on a household’s ownership of selected
assets, such as televisions and bicycles; materials used for
housing construction; and types of water access and sanitation
facilities. Generated with a statistical procedure known as
principal components analysis, the wealth index places individual
households on a continuous scale of relative wealth. DHS
separates all interviewed households into five wealth quintiles to
compare the influence of wealth on various population, health
and nutrition indicators. The wealth index is presented in the
DHS Final Reports and survey datasets as a background
characteristic. In this study it is employed with the usual
categories using quintiles (richest, richer, middle, poorer,
poorest) or divided by 3 categories (rich, middle, poor) where
central groups are aggregated. (V190, KDHS, 2008/9)

Marital Status Current marital status of the respondent. It is recoded as married
(married and living together) and not married (never married,
widowed, divorced, not living together) (V501, KDHS 2008/9)

Community Variables

Community Multidimensional Mean score by PSU of the UNDP multidimensional poverty index

%’ For additional information on the Wealth Index doustion and limitations see:
http://www.measuredhs.com/topics/Wealth-Index;cfm

Rutstein, S.O., Johnson, K., 2008he DHS Wealth IndexDHS Comparative Reports No. 6, Calverton,
Maryland: ORC Macro.;

RUTSTEIN, S.O., Macro International Inc. Calvert@908, The DHS Wealth Index: Approaches for Rural a
Urban Areas (English), Working Paper, October 200&cro International Inc. Calverton, Maryland, USA.
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poverty index

divided by 3 groups: not poor, poor, at risk of poverty following
the UNDP cut-off points. See the individual level variable
‘Multidimensional Poverty Index’ in this table. (Elaboration from
2008/9 KDHS data)

Community level of female
education

Proportion of women in the PSUs with at least secondary
education. The variable is divided by quartiles or is employed as
a binary variable (less than 25% of women in the PSUs has
secondary or higher education and 25 or more). (Elaboration
from 2008/9 KDHS data)

Community level of fecundity

Mean number of children born in the PSUs. The variable is
divided by two classes: has up to 3 children; has more than 3
children. (Elaboration from 2008/9 KDHS data)

Community median age at
marriage for female

Median age at marriage in the PSUs (Elaboration from 2008/9
KDHS data)

Community distance to the
health facilities

Distance from each PSU to the closest HF (KEMRI list, elaborated
using ArcGis Software). The variable is used as a continuous
variable and as a categorical variable (less than 5Km of distance
from the PSU and the closest HF, between 5 and 15Km, more
than 50Km).

Availability of CEMOC service in
the community

Availability of health facilities offering
Comprehensive Emergency Obstetric Care (CEMOC) services in
different range of kilometers from each PSU. The variable has
been created merging the Health Facility List provided by the
Ministry of Health (last update at 14" February 2012) containing
the indication for some services provided by each facility, and
the geographic indication provided by KEMRI list. Elaboration by
ArcGis software. The variable is used in the model as continuous
or as dichotomous variable (availability of the service in the
range or not availability).

Youth services availability in the
community

Availability of health facilities offering services addressed to
youth® in different range of kilometers from each PSU (5km,
10km, 15km, 30km). The variable has been created merging the
Health Facility List provided by the Ministry of Health (last
update at 14™ February 2012) containing the indication for some
services provided by each facility, and the geographic indication
provided by KEMRI list. Elaboration using ArcGis software. The
variable is used in the model as continuous or as binary
(availability of the service in the range or not availability).

Partner approval of family
planning in the PSU

Proportion of men in the PSU who approves families using FP (if
less or more than 20% approves). From variable S720A, KDHS
2008/9

Partner education level in the

Proportion of men in the PSU with at least secondary education.

28 “YFS are services that are provided in a manner that recognizes the special information and service needs of young people.

Characteristics of YFS include:

- Provider training in YFS in RH issues and communication (at least one staff Nurse, Clinical officer, Medical Doctor)

Affordability of services

Stratify into:

Friendliness in attitude — being respectful and non-judgmental, Confidentiality and privacy
Service provision environment — comfortable and non-threatening, Convenience in time and location

Community involvement / support, Participation of the Youth

. Integrated Services: Services to the youth offered alongside other services
. Stand-alone Services: Separate building (Youth Centre) with provision of OPD services Comprehensive RH package and should have

recreational facilities e.g. games etc” (MoH, 2005 National Guidelines for Provision of Youth- friendly Services(YFS) in Kenya).
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PSU From variable V701, KDHS 2008/9

Community presence of health The variable measures the distance from closest HF with fees for
facilities where the closest HF delivery from PSU. Among the health facilities with delivery
has fees for delivery service, it counts if the service has fees or not. The variable has

been elaborated by ArcGis software. It is used as a categorical
variable (has fees for delivery, no fees for delivery, no delivery
service). The variable has been weighted using SPA weight in
order to allow the employment of variable from a sample.
(variable Q509, KSPA, 2010).

Presence of community health The variable assesses the presence of a community health
workers in the community worker in catchment area of each health facility. It has has been
weighted using KSPA 2010 weights. The variable has been
elaborated in ArcGis and measures the distance from each
primary sampling unit to each facility with community health
worker in catchment area. The new variable has been then
employed as a binary variable concerning the presence of CHWs
in a range of 5km from PSUs. From SPA 2010, variable Q432.

The results from model 7.1 show the probabilitynaimen delivering their last birth in a
healthcare facility versus delivering at home. Tdlge reports the odds ratio of each variable
and the confidence intervals, generally with a 988ffidence level (p-value <0.05) and,

where necessary, with a 90% confidence level (pe/aD.1).

Model 7.1. Multilevel modeling of a women's decision to give birth in a Health Facility in Kenya (births from
women aged 15-49).

Odds Ratio C.I.95%
Fixed Part
Cons 82,187 (252,669; 26,581)
Region (Central)
Nairobi 0,483 (0,898; 0,259)
Coast 0,400 (0,640; 0,249)
Eastern 0,672 (0,968; 0,466)*
Nyanza 0,350 (0,532; 0,230)
Rift Valley 0,293 (0,448; 0,191)
Western 0,183 (0,285; 0,118)
Northeastern 0,528 (0,917; 0,304)*
Place of residence (Urban)
Rural 0,506 (0,702; 0,364)
Years of education of the mother (7+)
no educ 0,356 (0,491; 0,257)
1-7 years 0,488 (0,582; 0,409)
Has at least 1 ANC visit during pregnancy
(yes)
no ANC visits 0,117 (0,182; 0,075)
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MPI (not poor)

Poor 0,676 (0,820; 0,556)
Parity 0,887 (0,931; 0,844)
Deliver at home because service cost too
much (no)
Yes 0,715 (0,963; 0,532)*
deliver in a HF 0,932 (1,210; 0,782)
Age of mother at birth (less than 25 years)
25+ 1,369 (1,675; 1,117)
Distance of PSU from closest HF (less than 5
Km)

(0,988; 0,488)*
15km 0,694
15+ 0,358 (0,824; 0,155)

Percentage of women with at least
secondary school level per PSU (more than

75%)
Less than 25% 0,301 (0,574; 0,158)
25-50% 0,370 (0,691; 0,197)
50-75% 0,462 (0,876; 0,242)
Mean number of children in the PSU (less
than 3)

(0,957; 0,607)*
3 or more than 3 0,762
Has CEMOC service in a range of 15Km from
PSU (no)
Yes 1,385 (1,816; 1,056)

Hf with fees for delivery service in a range
of 5Km from PSU (no fees)

yes fees del 0,411 (0,977; 0,173)

no DEL service 0,342 (0,790; 0,147)

Random Part

PSU level variability B (S.E.) 0,437(0,073)
Women variabilita 1

ICC 11,74%

Units: PSU 398

Units: Women 4092

*statistical significance at 90% (-p<0.1)

The background socio-economic and cultural charaties of the woman and her household
appear to play a major role in delivery care. Tecation of the women also plays a leading
role, showing a consistent and significant decrdas@ealthcare facility deliveries with

decreasing levels of education. The average oddsafadelivering in healthcare facilities for
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women having up to 7 years of schooling is halfrdieon of the odds for women with more
than 7 years of education. Compared with women aatleducation, women with 7 years and
above have an average probability of deliverinch&alth facilities that is almost 3 times
higher. The socio-economic status of the househwmidasured by the Multidimensional
Poverty Index (household possession, amenities \aedlth dimensions), also plays a
significant role in delivery care. A higher socice@omic status (not multi-dimensionally
poor) is associated with a higher probability ofiviering in healthcare facilities. As expected,
healthcare facility deliveries are significantly radikely to take place in urban areas than in
rural areas, with an average odds ratio that isthal of an urban area. Delivery care also
varies significantly by region. All other regionseaassociated with significantly lower odds
of healthcare facility deliveries than Central prme. In particular, Western, Rift Valley and
Nyanza provinces are considerably more likely teehlaome deliveries, compared to Central
Province. One important association for the ainthaf work is the one concerning the age of
the mother at the birth of the child, and the mzgition of healthcare facilities for delivery.
After controlling for number of births (parity), ween who gave birth at an older age,
compared to the 15-25 age group, are more liketletiver in healthcare facilities.

Another important element of reproductive behaviloat appears to have a significant
influence on delivery care is the cost of deliveeyvice. Women for whom cost is a problem
have significantly lower odds of health facilitylderies than women who do not care about
the cost of services. Indeed, when considering itloévidual-level variable, where each
women who delivered at home was asked if the feéh service was the main cause for not
delivering in a healthcare facility, we see thattflose who answered “yes it was the cost the
main reason | delivered at home,” the probabilifydelivering in a healthcare facility
decreased by 30%. The general healthcare behalviwomen in reproductive matters also
appears to influence delivery care. Women who hageer had antenatal care during
pregnancy are almost 90% less likely to delivea ifacility than those who have had at least
one antenatal visit.

Also, community variables contribute to explain gfeenomenon, and are determinants of the
woman'’s behavior in terms of delivery. The commymtfect is likely to play a significant
role in delivery care. The delivery care of womeninfluenced by the availability and
accessibility of delivery care services within thbemmunity, as well as non-observable
community factors. Thus, it is important that thmalgsis takes into account both observable
and non-observable community effects on deliverse.cdhe significant variables in the

multilevel logistic regression analysis were sedddby a forward selection procedure.
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As reported in Model 7.1, all of the community adoles are significant, and the community
variability of Model 7.1 appears significantly reshad when compared to the community
variability of the null model. Even if still signifant, the second-level variability reduction
demonstrates the explanatory power of the secoreld@riables employed in the model.

The community where a woman lives, the environmérdgre she grows up, the distance from
healthcare facilities in general, as well as thstagdice from specific services, such as
Comprehensive Emergency Obstetric Care (CEMOC),amamfluence on delivery. Living
more than 5 Km away from the PSU to the closesithsae facility decrease the probability
of delivering in a healthcare facility, and livingore than 15 Km away from the closest
healthcare facility decreases the probability bys6%5aving facilities with CEMOC services
in a range of 5 Km from the PSU increases the pogiof delivering in a healthcare facility
by almost 40%. This also implies that the qualitytree healthcare facility and the services
offered matters in the decision to deliver in agdiiad. The cost of the services for delivery is
also very influent on place of delivery. In commniies where all the facilities in the range of
5 Km have fees for delivery services, the probgbdf women delivering there decreases by
60%.

Moreover, community background also includes theraye level of education of women,
and the average number of children born in the comiy In the primary sampling unit,
where the proportion of women with secondary schayohbove is up to 25%, women are
much less likely to deliver in a healthcare fagithhan for the PSU where 100% of women has
a secondary school or higher level of educationthénhcommunity where the average number
of births is greater than 3, odds for healthcacditg delivery is lower than for women living

in communities where the average number is less3ha

Concerning the variations in place of delivery bedw communities, a fairly large random
variance is observed between communities. This igapthat even after controlling for

observable community factors relating to avail&piind accessibility of delivery services,
and to general community behavior, there still exisexplained community factors, which
have a significant effect on place of delivery. ISdactors could range from quality of care
and affordability of services at the existing fa@hb, to cultural values and practices within
specific communities. The women’s characteristissuane a higher explanatory power on
delivery behavior compared to the community charastics, which explains 12% of total

variability (ICC).
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Since the ‘all women’ multilevel model for deliveg in a healthcare facility highlights a

significant difference among the 15-25, and 26 ahdve age groups of mothers at birth,

where, specifically, 15-25 year old women haveeatgr risk of not delivering in a healthcare

facility than older women, a model focused on tbhenger age group women is developed

and presented.

Model 7.2. Multilevel modeling of a young women's decision to give birth in a Health Facility in Kenya (births from

women aged 15-25).

Response odds ratio C.I1. 95%
Cons 13,681 56,104; 3,336
Type of wedding (own choice)

Arranged 0,656 0,894; 0,481
No husband 0,949 1,333; 0,678
MPI (not poor)

Poor 0,780 1,172 0,519
Region (Central)

Nairobi 0,569 1,540; 0,210
Coast 0,180 0,376; 0,086
Eastern 0,481 1,008; 0,230
Nyanza 0,319 0,617; 0,165
Rift Valley 0,153 0,314; 0,075
Western 0,137 0,275; 0,069
Northeastern 0,315 0,826; 0,120
Place of Residence(Urban)

Rural 0,468 0,733; 0,299
Age at first intercourse (17 and above)

less than 17 0,685 0,886; 0,530
FP usage (not using)

Using 1,581 1,992; 1,254
Media influence about FP (heard FP at radio)

no heard FP radio 0,787 0,966; 0,641*
Visit at pregnancy for ANC (doctor)

nurse/mid 0,849 1,164; 0,619
TBA/no one 0,193 0,328; 0,113
PV 0,650 0,918; 0,460
Parity 0,731 0,814; 0,657
Age of mother at birth 1,058 1,113; 1,005
Level of education of the mother (no educ)

Primary 1,206 1,770; 0,821
Secondary 1,028 1,636; 0,646
Higher 2,389 5,795; 0,985
Number of Hf with Fees for delivery servicein | 0,970 0,994; 0,948
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a range of 5Km from PSU

Youth services in a range of 5Km from PSU
(no)

Yes 1,370 1,826; 0,029*

Percentage of women with at least second
level per PSU (more than 25%)

25% 0,669 0,959; 0,466
Has CEMOC service in a range of 5Km from

PSU (yes)

No 0,651 0,951; 0,445
Distance of PSU from closest HF (less than 5

Km)

5-15Km 0,572 1,031; 0,317
15+ 0,141 0,458; 0,043
Community health worker in PSU (at less than

5Km)

at more than 5Km 0,780 1,045; 0,581

Random Part

PSU level variability B (S.E.) 0,831 (0,135)
Women variabilita 1

ICC 20%

Units: PSU 376

Units: Women 2487

*significance at 90% (-p<0.1)

The model is a two-level model with random intetceply. The covariates employed are at
the individual level (first level) and at the pringasampling unit level (second level, which

represents the community) since there is no sganmfi variation between birth-level and
women’s’-level, given the small number of birthsr pgoman. Women’s and primary

sampling unit’s variability are also controlled time random part of the model. The models
have been built at women’s-level. Level 2 is thdJRBvel, since the correlation between
women from the same community (hierarchical clustgrhas to be taken into account.

Estimates are elaborated usifij @&der PQL for nonlinear multilevel models.

In terms of individual variables, several factorse asignificantly associated with the
propensity to deliver in a healthcare facility. Téfere, the community has an impact on the
women’s decision as well. The table modeling fa& pinobability of delivering in a healthcare
facility for a young women (aged 15-25), versushaf risk of delivering at home, shows how

the place of residence of a woman is an essergtalminant for place of delivery: living in a
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rural area strongly decreases the risk of deligenma healthcare facility. The province also
plays an important role: except for Nairobi prownwhich is not significantly different from
Central province, living in one of the other sixopinces decreases the propensity of
delivering in a healthcare facility.

For girls having less than 17 years of age at festual intercourse, the probability of
delivering in a healthcare facility decreases byo3Bompared to girls who had a first

experience at 17 years or older.

Among young women aged 15-25 who already experceacehildbirth, those who generally
use family planning are 3 times more likely to detiin a healthcare facility than women who

have never used any type of contraception.

Concerning the influence of mass media on young evosreproductive behavior, there is an
impact of radio programs about family planning & fpropensity to deliver in a health
facility. In households where there is the pos#ibdf listening to family planning programs

on the radio, girls are 25% more likely to delirea healthcare facility.

Previous experience related to reproductive headttivior is also essential in determining
the place of delivery. Having had a visit for aratiah care by a skilled professional attendant,
such as a doctor, nurse or midwife raises the pigipeto deliver in a healthcare facility by
80%. Moreover, for every one more year of age efrttother at birth, births are slightly more
likely to be delivered in a healthcare facility théor younger women. Moreover, the higher
the number of births per woman (parity) the lowes probability of delivering in a healthcare

facility.

Despite the fact that marital status does not tesube a significant factor in the model,
except, perhaps, for the extreme variability ofiaion at this age group, having had an
arranged wedding (for those who are married) deesedhe risk of delivering in a health

facility.

Concluding with individual-level characteristicéiet education of the mother also plays an
important role in determining the probability oflidering in a healthcare facility. Employing
the continuous variable of years of education ef itiother, it is shown that for every one
more year of education, the probability of delingriin a healthcare facility rises by 15%;
consequently, the higher the level of educatioa,dreater the probability of delivering in a

healthcare facility.
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Community characteristics have a strong effect@iveries as well. Particularly, the distance
from the community to the healthcare facility imfgaon the decision of whether or not to
deliver in a healthcare facility. Living more th&n Km away from a healthcare facility
reduces the probability of delivering there by 5G#d living more than 15 Km away from a
healthcare facility decreases the probability myadt 90%.

Concerning specific services for delivery, the kmlity of comprehensive emergency
obstetric care in a range of 5 Km from the commuimtpacts on the women’s reproductive
behavior, increasing by more than 3 times the prsipg to deliver in a healthcare facility.
Moreover, in communities where all the healthcalities with delivery services in a range
of 5 Km charge a delivery fee, women tend, in \&@ightly different proportions, to deliver at
home.

Also, in the 15-25 age group Model, a variable eoning the availability of services
addressed to youths was employed. Where thereesado this type of specific service in a
range of 5 Km, there is a higher propensity forngagirls to deliver in a healthcare facility.
Women in multi-dimensionally poor communities aesd likely to deliver in a healthcare
facility; even if the index is not significant, tlsggn expresses a negative correlation between

poor MPI and delivering in a healthcare facility.

The mean level of education of the community comdirto be influent on individual

behaviors. In more educated communities (whereptbportion of women with secondary
education and above is higher than 25%) women are imnclined to deliver in a healthcare
facility.

The primary sampling unit level variation is reddidgy the addition of contextual factors in
the complete model presented, against the ‘onlystem model’ (not shown) but it is still
significant. It means that still there is some afoin to be explained by other factors. A large
random variance is observed between communities. iiitplies that even after controlling
for observable community factors relating to auvallty and accessibility of delivery services
and to community general behavior, there still sximexplained community factors which
have a significant effect on place of delivery. Sdiactors could range from quality of care
and affordability of services at the existing faimk to cultural values and practices within
specific communities.

Indeed, the cluster effect accounts for 20% ofl tetexplained variation in place of delivery,

therefore, the intra-class correlation indicatest tihere is high homogeneity among young
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women within the same community in delivery carbawor, even more than among 15-49
years women where the ICC was 12%. It means thae@ent of the variation in place of

delivery can be attributed to the community.

Following the development classification made bycku (J.O. Oucho, 2007) for the 8
regions in Kenya, three different models were @@ain order to show the determinants of
health facility deliveries by economic and devel@mn levels. Also, through this group
analysis, it is possible to demonstrate how diffefactors influence the delivery of young
mothers in the three groups of regions, and torate which has major or minor incidence
on the phenomenon by development level. As repdyeithe author: “Regional development
in Kenya may be classified into the four followingtegories, each one pretty elusive: ‘High
status’ category: Includes Nairobi and the neighgpiCentral province. ‘Medium status’
category: Includes the Coast and parts of EastednRaft Valley provinces. 'Low and very
low status’ categories: Made up of two western Kepgovinces of Nyanza and Western and
of North Eastern province” (J.0. Oucho, 2007). Lamd very low status categories have been
merged in this analysis.

Since this work aims to explain factors leadin@tgess to healthcare facilities for delivering,
and the phenomenon mostly occurs in the least dpedl provinces, and considering the
insufficient sample of young women in Nairobi anedn@al provinces, which does not allow
the implementation of a two level model for thi®gp of provinces, the ‘Medium status’ and
'‘Low and Very Low status’ groups are analyzed. Regar multilevel modeling of a young
women's decision to give birth in a Health Facilitythe three groups are reported in the
following three tables.

In general it is noticed that the model fits theviLand very low status’ group well. Therefore,
the variables employed describe the phenomenaihédower status provinces better than for
the other provinces. This indication emerges framhigh number of significant variables in
model 7.3. Also, the variability at PSU level islueed by the addition of contextual factors
in model 7.3 against the ‘only constant model’, paned to the variability reduction of model
7.4 against the ‘only constant model’. Howevertilie models’ variability is still significant.

It means that there is still some variation to bela@&ned by other unobserved and not-
observable factors. Giving a broader view to thelels in all of them family planning usage
and women'’s level of education are significant afaleés influencing delivery in a healthcare

facility.
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Starting with a discussion of the first model (M@d3) for the Nyanza, Western and North
Eastern provinces group, the distance from theeslosealthcare facility is particularly
important in explaining behaviors in less wealthd amostly rural areas. However, the
availability of particular services for maternalatth, and services addressed to youths, does
not seem to be relevant. This might be becausgdong women living in those areas, the
most important factor in order to access a facibtythe easy availability, whatever that is,
instead of quality of service. And this is partexly true where the average distance from a
village to a healthcare facility is more than 5 K@ther contextual variables describing
community behaviors’ influence on place of delivaeigo results as particularly relevant in
this group of provinces. The proportion of women RSU with secondary and higher
education has a positive effect on place of dejiviar every increase in proportional point of
education in the PSU, there is an increase in tbhbability of delivering in a healthcare
facility. Given this information, the community Bagound of young women results as being
particularly influent on place of delivery in terrag schooling, much more than for the other
groups of provinces.

Other variables concerning individual habits arsoabf remarkable importance for the
description of the analyzed phenomenon. Contramepise, type of marriage and relationship
of ages with partners, are particularly influenttlms area than in the others. This might be
explained by the characteristics of this area, wlgetraditional lifestyle still persist in some
places, and where, for example, the use of conitaves is less spread out than in other areas,
or the type of methods still ranges from very tiadial to very modern. Also, especially in
rural areas (the variable concerning urban/rurat@lof residence is significant only in this
model indicating that in these provinces livingarrural area or in a urban area makes the
difference) arranged marriages with much older rmenmore frequent that in other areas.
Even the personnel for antenatal care assistargedkevant factor here, much more than in
other places, since there is still a strong difiéstion between women who see a doctor and
those who receive care from traditional birth adt@mts or from no one. On the other hand,
between the other two groups of provinces, Meditatus group and High status group, other
aspects emerge as relevant in influencing the @gliin a healthcare facility instead of at
home. In the Medium status group, among other bbkasa the availability of services for
youths in a range of 5 Km from the community, ane &ccess to mass media broadcasting
family planning information (where all media typa® available) are significantly related to
the propensity of delivering in a healthcare fagililn a province of Medium status

development, the basic access to a healthcarg@yasiblmost assured, and the possibility of
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access to them (also from an economic point of yimamuch higher than in Low status
provinces. Therefore, young girls tend to seek nemecific services, geared towards being
able to understand and address their specific nédsts, a major proportion of the population
has access to all kinds of media sources (radeviston, and newspaper), so their influence
Is widespread within the environment. At communéyel, the average number of children
born in the community also has an influence. Tighéi is the number of children in the

community, the lower the propensity to deliver inealthcare facility.

Mod. 7.3 Multilevel modeling of a young women's Mod. 7.4 Multilevel modeling of a young women's
decision to give birth in a Health Facility in Nyanza, decision to give birth in a Health Facility in Rift
Western and North Eastern Provinces (births from Valley, Eastern and Coast Provinces (births from
women aged 15-25). women aged 15-25).

odds ci+95 ci-95 odds ci+95 ci-95
Fixed part Fixed Part
Place of Place of
Residence(Urban) + Residence(Urban)
Rural 0,514 | 0,911 | 0,289* Rural 1,231 2,593 | 0,585
FP usage (using) FP usage (using)
not using 0,511 0,735 0,354 not using 0,766 0,994 0,378
Type of wedding (own Type of wedding (own
choice) + choice)
Arranged 0,606 0,927 | 0,395 arranged 0,795 1,415 | 0,447
Visit at pregnancy for Visit at pregnancy for
ANC (doctor) ANC (doctor)
nurse/mid 0,524 | 0,938 | 0,291 nurse/mid 1,179 1,84 0,756
TBA/no one 0,124 | 0,314 | 0,049 TBA/no one 0,244 0,584 | 0,102
PV 0,511 | 0,938 | 0,277 PV 0,777 1,259 | 0,48
Parity 0,932 | 1,073 | 0,81 Parity 0,742 0,882 | 0,625
Wealth Index (poor) Wealth Index (poor)
rich 2,248 | 3,301 | 1,528 rich 1,848 2,866 | 1,191
Media exposure on FP Media exposure on FP
(NO media on FP) (NO media on FP) +
at least 1 media on FP 1,185 1,813 | 0,773 at least 1 media on FP 0,895 1,348 | 0,594
2 out of 3 media on FP 1,327 2,341 | 0,75 2 out of 3 mediaon FP | 1,07 1,923 | 0,596
all media on FP 1,192 1,964 | 0,722 all media on FP 1,781 3,059 | 1,037
Women's education 1,165 1,248 | 1,088 Women's education 1,11 1,181 | 1,042
Relationship of ages Relationship of ages
with partner (older) + with partner (older)
younger 0,855 5,568 0,13 younger 1,929 9,511 0,391
same age 1,763 3,032 1,022 same age 1,184 2,324 0,603
no partner 0,564 0,952 0,334 no partner 1,203 1,964 | 0,737
Age at first intercourse Age at first
(less than 17) intercourse (less than

17)

17 or more than 17 1,204 1,782 | 0,812 17 or more than 17 1,027 1,532 | 0,689
Youth service in a range Youth service in a
of 5Km (no) range of 5Km (no) +
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yes 1,004 | 1,856 | 0,542 yes 2,517 5,239 | 1,209
Distance of PSU from Distance of PSU from
closest HF (less than 5 closest HF (less than 5
Km)+ Km)
more than 5Km 0,819 0,938 0,714 more than 5Km 0,48 1,236 0,186
Proportion of women in 1,121 1,219 | 1,03 Proportion of women 1,013 1,164 | 0,881
PSU with secondary in PSU with secondary
educ or higher + educ or higher
Mean number of Mean number of
children in PSU (less children in PSU (less
than 2) than 2) +
2 or more 0,575 1,306 | 0,252 2 or more 0,613 0,993 | 0,377
Cemoc service in a range Cemoc service in a
of 5Km (no one) range of 5Km (no one)
yes 1,212 | 2,162 | 0,677 yes 0,783 1,453 | 0,423
Community health Community health
worker in PSU (less than worker in PSU (less
5Km) than 5Km)
at more than 5Km 0,676 1,145 | 0,398 at more than 5Km 0,846 1,319 | 0,542
Random Part Random Part
PSU level variability B 0,767 | (0,193 PSU level variability B 1,105 | (-0,25)
(S.E.) ) (S.E.)
Women variability 1 Women variability 1
ICC 18,90 ICC 25%
%
Units: PSU 131 Units: PSU 157
Units: Women 1130 Units: Women 1039

+ significant variables crucial in each model demonstrating the differences in group of
provincesin  determinant of place of delivery
*significance at 90% ( -p<0.1)

7.5 Discussion on place of delivery

The aim of this chapter was to assess the leadintprs of home deliveries in order to
contribute to the research in addressing polica@saidolescent and youth health-seeking
behavior. The analysis also aimed at assessinghé&d @xtent the community plays a role in
the reproductive behavior of young women. The aialgf individual and community factors
influencing health facility deliveries of all womem Kenya demonstrates how, among other
results, when controlling for parity, younger wonteve a much greater probability of home
delivery than older women. The analysis conceriyiogng women’s health facility delivery

attitudes has shown that the community where a wolivas, the environment where she

140



grows up, the distance from healthcare facilitiesgeneral, as well as the distance from
specific services such as Comprehensive Emergebsye@c Care (CEMOC), all have an
influence on delivery decisions. This also meas the quality of the healthcare facility and
the services offered matters greatly in the decitiodeliver in a hospital.

Indeed, the community variability of the model aggesignificantly reduced compared to the
community variability of the null model. Even thdugstill significant, the second-level
variability reduction demonstrates the explanatpower of the second-level variables
employed in the model. Concerning the variationplate of delivery between communities,
a fairly large random variance is observed betwaenmunities. This implies that even after
controlling for observable community factors, redgtto availability and accessibility of
delivery services and to general community behatimre still exist unexplained community
factors that have a significant effect on placedefivery. Such factors could range from
quality of care and affordability of services ae tbxisting facilities, to cultural values and
practices within specific communities.

The women’s characteristics assume a higher exjpigngower of delivery behavior,
compared to the community characteristics, andritia-class correlation indicates that there
is a high homogeneity among young women within $agne community in delivery care
behavior. After taking into account many covasatiere are differences at the women’s-
level in the probability of delivering in a healtre facility instead of at home. Older age at
first intercourse, utilization of modern methoddarhily planning, a higher level of education
of the mother, having attended antenatal caresvigspecially if performed by a trained
provider), and having heard information on familsirming by media sources all increase the
propensity to deliver in a healthcare facility. Mover, the province of residence of a young
girl particularly influences the probability of detring in a healthcare facility. The results of
the models performed by groups of provinces (grdumpe development status), support the
argument of widely differentiated conditions withtlre country, and of the necessity to build
separate approaches in intervention for improvigemmal healthcare.

For the ‘Low and Very Low status’ group of provisg@Nyanza, Western and North Eastern),
the availability of particular services for matdrimealthcare and services offering special
attention to youths does seem to be relevant, whderesence of any type of health facility
as close as possible plays a fundamental roledesacto formal healthcare. Nyanza, Western
and North Eastern provinces are, in fact, the proes where there is still a higher proportion
of home deliveries, of pregnancies often assistettdalitional birth attendants, of population

living in rural areas with lower levels of educatjoand where family planning are less
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diffused, all conditions influencing home deliveridMloreover, often there is a lack of basic
services for healthcare that women can easily acces

Conversely, results from Rift Valley, Eastern anoa§t Provinces model demonstrate how
the presence of specific services addressed thhy@itongly influences the young women’s
health facility delivery. Being ‘Medium status’ dsHweped provinces, basic access to a
healthcare facility is almost assured, and the ipii$g to access them (also from an
economic point of view) is much higher than in ‘Lastatus’ provinces. Therefore, young
girls tend to seek more specific services. Alsmagor proportion of the population has access
to all kinds of media sources (radio, televisiond amewspaper) so their influence is
widespread in the environment.
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Part 8 - Factors associated with postnatal care amg young
women in Kenya

‘There are some "crucial® moments when contact wita
formal health system during the postpartum perigdskilled
attendants could be instrumental in identifying aaesponding
to needs and complications after childbirth: thestfifew hours
after birth, between three to seven days, and »atwaeks.’
(Lawn and Kerber 2006; Narayanan et.al, 2004).

8.1 Postnatal care relevance in maternal health car determinants of
postnatal care and the role of community

Postnatal care for the mothers is the aspect raokinlg in maternal healthcare in Kenya, both
from the point of view of mothers seeking the wsifter delivery, and also from the point of
view of intervention and policies to strengthen thractice. Looking at the 2010 SPA
interviews of women with children less than 2 yeald, they report that “There was very
little reference to postpartum and postnatal sesjiand it seemed that women are not aware
of the importance of these services. In very lichircumstances individuals within the
discussion groups referred to going to the healtilify after a home delivery. Even then, this
was often to take the baby for immunisation ratthem specifically for the mothers own
health.” (KSPA, 2010; NCAPL[2t al, 2011) Indeed, data sources and literature carggr
the postnatal care behaviors are much more foamsethild care, including the timing of the
visit for the newborn child, the vaccinations held the facilities, and the suggestions
concerning nutrition, than on the mother’'s welllgeand check-ups. It is not clear whether
this lack concerns the scarcity of interventiond atress by policies on the topic, or whether
mothers are themselves less inclined to receive kamy of check after delivery. (MOH,
Population Council and University of Nairobi, 2006)early the two aspect are strictly
related, and it is especially mothers who delivemethome that do not seek postnatal care:
81% of women delivering at home do not receive stiatial check up, and only 12% of those
women who do receive postnatal care are seen wiilRimdays of the birth. (KDHS 2003;
CBSet al, 2004) During the last few years, the PopulaGauncil, within the context of the
Frontiers in Reproductive Health Program, is foregsin the sensitive topic of the importance
of postnatal care. In 2008, the Population Coumeiblished the reporStrengthening

Postnatal Care Services Including Postpartum FarRilgnning in Kenyawhere it reported
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the results of an experimental implementation @ioatnatal care package into one hospital
and four health centers in one district of the ¢oynn order to test the efficacy of the
package and the acceptability on the part of thehers, and its impact on their health
behavior (Mwangi and Warren, 2008). The postnatak package was idealized following
the new guidelines proposed by the Ministry of galhich recommends having at least
three assessments within the first six weeks aftédbirth; “feasibility and acceptability of
providing postnatal care at these times has nat bgaluated, however, and most providers
are not aware of this change in policy or how tplement it” (Mwangi and Warren, 2008).
Therefore, despite the large amount of evidencecarming the importance of receiving
postnatal care in order to reduce complicationsreskg (De Bernigt al, 2003; WHO, 2004,
Hunt and Bueno de Mosquita, 2007), policies andrugntions are still at an experimental
level, and still require better assessment. Mosttdeof mothers and newborns occur very
soon after delivery; over 60% of maternal deathsupan the first 48 hours after childbirth
(WHO, 2005). Therefore, the attention on postnatale has increased, and it is widely
recognized at international level that women shoetetive the first postnatal care visit during
the first 48 hours after delivery. Observing theitig prescribed by the Kenyan Ministry of
Health would reduce the risk for postpartum congtlans, allowing a prompt diagnosis.
(Mwangi and Warren, 2008) “PNC also provides anoopmity to counsel the new mother
on family planning and HIV/AIDS, to teach her how ¢are for herself and her newborn
during the postnatal period, to promote exclusirgabtfeeding, and to assess the newborn for
problems. Targeted PNC includes check-ups up toyeae after childbirth. Other elements
that support quality antenatal and postnatal careices include diagnostic capacity and

medicines to treat common infections.” (Godtaal, 2010)

There is, indeed, a correlation between receivinigratal care, the place of delivery and
postpartum and postnatal care. Women who receitenatal care often plan a follow-up
during the complete period of maternity, and mames$ are instructed on places to go or
things to do in case of complications. Howevers tBinot always the case. Many factors can
contribute to the propensity to seek postnatal,dasen individual and cultural factors to the
availability of and accessibility to healthcareiliies. Among those factors, the community
influence on maternal healthcare, as discussedeviqus chapters, highlights the importance
of including members of communities in the projeomed at increasing reliability and
awareness on postnatal care. “Community linkagestleagthened to create awareness about
the new postnatal consultations and services, divaduco-opting critical actors such as male

partners and mothers in law, community leaders &pdlth committees, community
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midwives, and community health workers.” (MwangdaWarren, 2008) The main activities
carried out by a community health worker (CHW) aincontributing to disease prevention
and improved use of healthcare services. By dadgabme time in public health activities
within its community, the CHW is a king of link lmeten people and healthcare facilities.
Community health workers also play a role as premsoodf health services and as teachers of
basic information on healthcare. (KSPA, 2010-NCABDal, 2011) This key role in the
community is definitely important for every level bealthcare, but it may result as crucial
when talking about young women, who often have éag®rience and are more vulnerable.

A matter of some debate is that of the role of camity midwives, in providing reproductive
healthcare and antenatal, delivery and postnatalssrvices. A program aiming at improving
the professional skills of community midwives irpreductive healthcare was implemented
by the Population Council’'s Frontiers in ReproduetHealth (FRONTIERS) in four districts
of Western Kenya. Some results by a study condunyddwangi and Warren (2008b) on the
implementation of the program show how the numlb@vamen attending postnatal care after
the training of community midwives considerablyre@sed. Since postnatal care is “among
the weakest of all reproductive and child healtbgpams [...] The utilization of skilled
midwives visiting the homes during the first wedteabirth has been recommended as an
opportunity to identify complications in the motteerd baby during a period which culturally
prevents women from leaving their homes duringfite¢ month after birth.” (Mwangi and
Warren, 2008b) Within the context of the ‘Scaling-wProgram, for improving skills of
midwives and also enabling them to perform dela®at home, after the new rise of maternal
mortality in the country shown by the data from tiesv survey for 2008/9, many doubts have
been raised on community midwives (Mohamed, 20kiYact, concerning young women
and, in particular, teenagers (who are generallhair first pregnancy) there are two major
aspects to consider: the physical immaturity ara@pmopriate or inadequate healthcare-
seeking behavior, and the socioeconomic and pallibarriers that influence young women’s
access to healthcare services and information. (\\2007)

8.2 Postnatal care: socio-demographic characteriss of young women and
postnatal care services availability

Postnatal care is strictly correlated with the pladiere women deliver their children, and, as
analyzed in previous chapters, the risk for yourmgnen of giving birth at home is high, and
mostly affects vulnerable women. Therefore, thegested practices for safe postnatal care

are not often followed by certain groups of youngnven, leading to negative consequences
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for the mother and the newborn. Among young womdéo Welivered at home, only 3%

received a postnatal care visit from a skilled rattant in the first 48 hours after delivery,
while among women who delivered in a healthcardifiathe percentage stands around 30%.
In total, 33% of all young women aged 15-25, asaded by the 2008/9 Demographic and
Health Survey, received proper postnatal care & dhggested timing and from skilled

attendants.

Analyzing the background characteristics of womém weceived proper postnatal care visits
as first visit after their last birth, (see Appen@i the provinces with a higher percentage of
women attending postnatal care in the first 48 da@iter birth and who receive care by a
skilled attendant are Nairobi, Central, and Easinovinces. Indeed, in urban areas, almost
50% of young women received proper postnatal ecande in rural areas only 29% received
the proper care. Also, more educated women with flean 3 children, with a knowledge of
family planning, and belonging to a wealth statesagally attend proper postnatal care in a
major proportion. In areas where the community dlase-by healthcare facility services, the
percentage of women who attend proper postnatalisdrigher. When the distance from any
kind of healthcare facility is less than 5 km, thercentage of women who have PNC is
around 35%, compared to 21% where the healthcai@yas further than 5 km, and a mere

5% when the closest facility is more than 15 kmyawa

Some correlations are also noted between the audajlaof specific services and attending
proper postnatal care: where postnatal care sandge in a range of 5 km from the
community, the percentage of attendance by youngewois 40%, versus 29% for women
living in communities where PNC services are furta@ay. Also the availability of services
addressed to youths seems to correlate with the &i@Gdance, reporting 38% of attendance
when a youth service is within 15 km of the comnymihile, if further away, only 27% of
young women receive the recommended postnatal ddozeover, the presence of a
professional doctor in the community, as well as phesence of a community health worker
in close range, is correlated to a higher percentdg/oung women attending postnatal care
in the first 48 hours after delivery, assisted skdled attendant. Services for postnatal care
reflect the distribution of maternal healthcarevgmss in the country. As reported by the 2010
Kenya Service Provision Assessment, “the proporbbracilities offering PNC increased
from one-third of all facilities in 2004 to six @very ten facilities in 2010.” (KSPA, 2010;
NCAPD et al, 2011) However, wide disparities still exist be tprovincial level. Figure 8.1
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shows the distribution of the primary sampling umyt province, and the distribution of the
healthcare facilities. The gray areas represendififigsion of the facilities offering service for
postnatal care. The dimensions of the areas aggogional to the diffusion of the service
offered, since the data reported is derived frowegghted sample. The diffusion of postnatal
care services in the country can range from 0,89@ healthcare facilities offering that
service. As it emerges from the map, some comnasdre not covered by these services,
and the average distance to the closest postratalservice can also reach more than 100

km, as, for example, in the northern parts of Eas®&ovince and Rift Valley Province.

Fig. 8.1 PSUs and health facilities offering PNC services,
Kenya DHS 2008/9, KSPA, 2010
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8.3 Aims of the analysis, data and methods

The following investigations aim to assess whetlard to what extent individual

characteristics influence postnatal-seeking behmasmong young women in Kenya, and
whether the community, defined both as the avditgland reachability of services, and as
some background characteristics of the place wiherevomen live, play a determinant role

in influencing postnatal care behavior.
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Following the recommendations concerning correstipattal care behavior, aimed at catching
the possible complications arising mostly during tinst few hours after delivering in time, a
2-level logistic multilevel model to assess thehadaility of having a visit from a skilled
attendant in the first 48 hours after deliveringdoyoung women in Kenya (women aged 15-
25) has been employed. All women aged 15-25 whiveteld their last birth in a healthcare
facility or at home have been considered in thdyaiga The sample is composed of 1660
women, who delivered their last birth at home orairealthcare facility, clustered in a
primary sampling unit of 376 women, which is coesa&ll a community in this study. The
aim of this analysis is, therefore, to discoverititdvidual and community factors influencing
the propensity of young women to follow the suggesjuidelines for postnatal care.

The following table lists and describes the depahdariables used to analyze the propensity
for young women to receive postnatal care visitsshkifled attendants in the 48 hours

succeeding the delivery. Also reported are allildependent variables concerning individual
and community characteristics tested and employdtde model, or tested but not employed

in final models.

Tab. 8.1 Individual, Household and Community variables for Modeling of receiving postnatal care
by a professional skilled attendant in the first 48 hours after delivery (last birth from a women
aged 15-25), 2008/9 KDHS

Dependent Variables

The variable is a binary variable where 1 stands for: professional
skilled attendant in the first 48 hours from delivery and 0 stands
for: not skilled attendant or after 48 hours. Professional skilled
attendant category includes: doctor, nurse, midwife; not
professional skilled attendant category includes: TBAs,
community/village health worker, no one. This variable is used in
models 8.1 and 8.2.

Probability to receive a postnatal
care visit by a skilled attendant in
the first 48h after delivery

Probability to receive a postnatal
care visit of a young women who
delivered at home

The variable is a binary variable where the categories are 1=yes;
0=no. This variable is employed in model 8.3.

Probability to receive a postnatal
care visit by a skilled attendant

The variable is a binary variable where the categories are 1=yes;
0=no. This variable is employed in the models of the province
groups 8.4.1, 8.4.2 and 8.4.3. It does not differentiate by the
timing of postnatal care in order to reduce the influence of place
of delivery which is not controlled in the models.

Individual and household
independent Variables

Age at first intercourse

Self-reported age of respondent. Binary response variable on age
at first intercourse: at less than 16 (or 17) years or at more than
16 (or 17) years (V525, KDHS, 2008/9)
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Place of residence Current place of residence: urban or rural (V025, KDHS, 2008/9)

Parity Self reported number of children ever born. The variable has
been used as continuous or as categorical (less than 3 children, 3
children or more). (V201, KDHS, 2008/9).

Religion Self reported membership to one religious group: Roman
Catholic, Protestant/other Christian, Muslim, no religion, other.
The variable has been divided by 3 main groups: any Christian,
Muslim, no religion or other (V130, KDHS, 2008/9).

Province The variable reports the de facto region (or province-
interchangeable) of residence. Kenya has 8 regions or
provinces: Nairobi, Central, Coast, Eastern, Western, Nyanza, Rift
Valley, Northern. (V024, KDHS, 2008/9).

Education of the mother Number of years of education of the mother calculated by two
variables: education in single years - recoded using the highest
education level attended - educational achievement. Education
in single years is divided by classes following the levels of
education (no education, between 1 and 7 years of education, 7
or more). Educational achievement recodes the education of the
respondent into the following categories: none, incomplete
primary, complete primary, incomplete secondary, complete
secondary, higher education. This has been recorded in new
classes: no education, primary (non completed and completed),
secondary (non completed and completed), higher. (V133 from
V106 and V149, KDHS, 2008/9).

Multidimensional Poverty Index The index, at household level, is used in the model as a
continuous variable and also as a binary variable (not
multidimensionally poor, multidimensionally poor) or as three
categorical variable (divided by 3 groups: not poor, poor, at risk
of poverty following the UNDP cut-off points). It is constructed
following the UNDP indication and using the KDHS 2008/9
variables. Technical notes about the Index are reported in Par.
2.2.4 ‘Health inequalities, health geography and the
multidimensional poverty index’.

Wealth Index® The wealth index is a composite measure of a household's
cumulative living standard. The wealth index is calculated using
easy-to-collect data on a household’s ownership of selected
assets, such as televisions and bicycles; materials used for
housing construction; and types of water access and sanitation
facilities. Generated with a statistical procedure known as
principal components analysis, the wealth index places individual
households on a continuous scale of relative wealth. DHS
separates all interviewed households into five wealth quintiles to
compare the influence of wealth on various population, health
and nutrition indicators. The wealth index is presented in the
DHS Final Reports and survey datasets as a background

% For additional information on the Wealth Index doustion and limitations see:
http://www.measuredhs.com/topics/Wealth-Index;cfm

Rutstein, S.O., Johnson, K., 2008he DHS Wealth IndexDHS Comparative Reports No. 6, Calverton,
Maryland: ORC Macro.;

RUTSTEIN, S.O., Macro International Inc. Calvert@908, The DHS Wealth Index: Approaches for Rural a
Urban Areas (English), Working Paper, October 200&cro International Inc. Calverton, Maryland, USA.
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characteristic. In this study it is employed with the usual
categories using quintiles (richest, richer, middle, poorer,
poorest) or divided by 3 categories (rich, middle, poor) where
central groups are aggregated. (V190, KDHS, 2008/9)

Media influence about family
planning

The variable reports whether women has heard about family
planning from any of the following sources in the last few
months preceding the survey: radio, TV, newspapers. The
variable is used as discrete (if she does heard or not). (V384A,
V384B, V384C, KDHS, 2008/9)

Family planning usage

Ever use of a modern or traditional method is classified into
modern, and traditional methods as follows: modern methods
are pill, IUD, injections, diaphragm/foam/jelly, condom, female
sterilization, male sterilization and Norplant. Traditional methods
are periodic abstinence (rhythm), withdrawal, and abstinence,
and any other country specific methods. If a respondent uses
both a traditional method and a modern method then the
modern method takes priority and she is coded as knowing a
modern method. In this study the variable is employed as binary,
using modern method or not using or using traditional method
(V302, KDHS 2008/9).

Ethnic groups

Country specific ethnic group. The major ethnic groups in Kenya
are: Kikuyu, Embu, Kalenjin, Kamba, Kisii, Meru, Luhya, Luo,
Masai, Mijikenda, Swahili, Somali, Taita-Taveta. (V131, KDHS,
2008/9).

Type of wedding

Arranged or chosen husband (arranged, chosen, no husband)
(S616A KDHS 2008/9)

Relationship of ages with first
partner

Relationship of ages with first partner (older, younger, about the
same age) (S616B KDHS 2008/9)

Partner 10+ years older

If partner more or less than 10 years older (more than 10 years
older; less than 10 years older) (S616C KDHS 2008/9)

Money for sex

If the in interviewed in the past 12 months was given or received
money/gifts for sex (yes or not). From variable S640A KDHS
2008/9

Knowledge of family planning

Knowledge of any method is classified into modern, traditional
and folkloric methods as follows: modern methods are pill, IUD,
injections, diaphragm, condom, female sterilization, male
sterilization, implants, female condom, foam/jelly and lactational
amenorrhea. Traditional methods are periodic abstinence
(rhythm), withdrawal, and abstinence. Folkloric methods are the
category "other". If a respondent knows both a traditional
method and a modern method then the modern method takes
priority and she is

coded as knowing a modern method. Similarly, if a woman
knows a traditional method and a folkloric method, the
traditional method takes priority. In this study the variable is
used as categorical: does not know any method of
contraception, know only traditional methods, knows also
modern methods. (V301, KDHS 2008/9)

Place for family planning

Source of any method of contraception is formed from a
combination of responses. For current users of modern methods,
it is the source of that method. For women who are not currently
using any method, it is a source from which they know they can
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obtain family planning methods, if they know any source. From
variable V379, KDHS 2008/9

How often have talked with
partner about FP

The question concerns the communication with partner about
family planning in the last year and it is asked to women who do
not use contraception. The categories used in this study are:
never talked with partner about FP, once a year, often, using
contraception. From variable $720B, KDHS 2008/9

Marital Status

Current marital status of the respondent. It is recoded as married
(married and living together) and not married (never married,
widowed, divorced, not living together) (V501, KDHS 2008/9)

Acceptability of media
advertisement about condom

It is asked to women if for husband/partner it is acceptable to
advertise condoms at the radio. From variable S648A, KDHS
2008/9

Age of women

Current age in completed years is calculated from the century
month code of the date of birth of the respondent (V011) and
the century month code of the date of interview (V008). Variable
V012, KDHS 2008/9

Employment of women

Whether the respondent works at home or away from home. It
is categorized in ‘not working’, ‘working at home’, ‘working
outside home’. From variable V721, KDHS 2008/9

Outcome of pregnancy

The variable measures whether last child was alive or dead
during the first 28 completed days of life (neonatal period)®. As
a proxy of delivery complication and maternal health care the
variable about the positive or negative outcome of the
pregnancy it is employed in the model. (Var B5501 and B6S01,
2008/9 KDHS)

Antenatal care

Number of visits for antenatal care held by the mother at her last
pregnancy. Women who did not see anyone for antenatal care
during the pregnancy are coded 0. The variable has been divided
by 2 categories: if had any visit or no visits at all.

And the type of person who gave prenatal care to the
respondent prior to the birth. This question has multiple coding
categories and each category is recorded separately in these
variables. For this study the categories have been merged (M14;
M2A-N, KDHS, 2008/9)

During ANC visit somebody told
where to go for pregnancy
complication

Told about pregnancy complications at the time of last antenatal
visit. The variable is used as categorical for the last birth had in
the 5 years preceding the survey. (Variable M43S$1, 2008/9
KDHS)

Community Variables

Community Multidimensional
poverty index

Mean score by PSU of the UNDP multidimensional poverty index
divided by 3 groups: not poor, poor, at risk of poverty following
the UNDP cut-off points. See the individual level variable
‘Multidimensional Poverty Index’ in this table. (Elaboration from
2008/9 KDHS data)

Community level of female
education

Proportion of women in the PSUs with at least secondary
education. The variable is divided by quartiles or is employed as

*® Health statistics and health information systems, WHO -
http://www.who.int/healthinfo/statistics/indneonatalmortality/en/
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a binary variable (less than 25% of women in the PSUs has
secondary or higher education and 25 or more). (Elaboration
from 2008/9 KDHS data)

Community level of fecundity

Mean number of children born in the PSUs. The variable is
divided by two classes: has up to 3 children; has more than 3
children. (Elaboration from 2008/9 KDHS data)

Community median age at
marriage for female

Median age at marriage in the PSUs (Elaboration from 2008/9
KDHS data)

Community main religion

Whether at least 70 per cent of population is Christian, Muslim
or mix/no religion. (Elaboration from 2008/9 KDHS data)

Community distance to the
health facilities

Distance from each PSU to the closest HF (KEMRI list, elaborated
using ArcGis Software). The variable is used as a continuous
variable and as a categorical variable (less than 5km of distance
from the PSU and the closest HF, between 5 and 15km, more
than 50km).

Youth services accessibility

Availability of health facilities offering services addressed to
youth® in different range of kilometers from each PSU (5km,
10km, 15km, 30km). The variable has been created merging the
Health Facility List provided by the Ministry of Health (last
update at 14 February 2012) containing the indication for some
services provided by each facility, and the geographic indication
provided by KEMRI list. Elaboration using ArcGis software. The
variable is used in the model as continuous or as binary
(availability of the service in the range or not availability).

Partner approval of family
planning in the PSU

Proportion of men in the PSU who approves families using FP (if
less or more than 20% approves). From variable S720A, KDHS
2008/9

Partner education level in the
PSU

Proportion of men in the PSU with at least secondary education.
From variable V701, KDHS 2008/9

Community availability of
postnatal care services

The variable measures the availability of health facilities offering
postnatal care services in different ranges of km. It has been
weighted® and elaborated using ArcGis software. From variable
Q400 (SPA 2010)

Community availability a
professional medical doctor
specialized

The variable assesses the presence of specialists or pathologists
assigned or employed in the facility around different ranges from
each PSU. From SPA 2010, variables from A10551-A105529 are
extracted and weighted to create the variable.

$1“YES are services that are provided in a manrerrécognizes the special information and servizss of
young people. Characteristics of YFS include:

= Provider training in YFS in RH issues and commutidca(at least one staff Nurse, Clinical officer,

Medical Doctor)

= Friendliness in attitude — being respectful and-pmiymental, Confidentiality and privacy
= Service provision environment — comfortable and-ttoeatening, Convenience in time and

location

= Affordability of services

= Community involvement / support, Participation o tY outh

Stratify into:

* Integrated Services:Services to the youth offered alongside other sesvi

e Stand-alone ServicesSeparate building (Youth Centre) with provisidrQiD services Comprehensive
RH package and should have recreational facil@gigsgames etc” (MoH, 2005 National Guidelines for
Provision of Youth- friendly Services(YFS) in Kenya

%2 For the weighting procedure and rationale seeltia@ter on Data and Methods
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Presence of community health The variable assesses the presence of a community health
worker in the community worker in catchment area of each health facility. It has has been
weighted using KSPA 2010 weights. The variable has been
elaborated in ArcGis and measures the distance from each
primary sampling unit to each facility with community health
worker in catchment area. The new variable has been then
employed as a binary variable concerning the presence of CHWs
in a range of 5km from PSUs. From SPA 2010, variable Q432.

8.4 Factors influencing postnatal reproductive behdors among young
women: results from multilevel modeling

A 2-level logistic model was first created, anahygythe propensity of receiving a visit
from a skilled attendant in the first 48 hours aftelivery for postnatal care of young women

in Kenya (women aged 15-25).

Model 8.1 Multilevel logistic modelling for risk of having a visit from a skilled attendant in the first
48 hours after delivering for Postnatal care of a young women in Kenya (births from women aged
15-25)

Response odds ratio Cl +95% Cl-95%
Fixed Part

cons 0,062 0,196 0,019
Region (Central)

Nairobi 1,366 2,799 0,667
Coast 1,553 2,856 0,844
Eastern 1,770 2,890 1,083*
Nyanza 0,665 1,136 0,389
Rift Valley 1,296 2,283 0,735
Western 0,660 1,190 0,366
Northeastern 1,495 3,683 0,607
Place of Residence (Urban)

Rural 1,153 1,798 0,739
Had ANC visit for last pregnancy (no)

Yes ANC 3,823 7,941 1,840
Education (no educ)

Educ:1-7 years 1,050 1,776 0,621
Educ:7+ 1,793 3,056 1,052
Employment (not working)

working 1,366 1,763 1,059
Parity 0,782 0,902 0,678
Wealth index (poor)

middle 1,586 0,980 0,790
rich 1,770 0,980 0,790
Heard FP on newspaper (no)

yes 1,398 1,854 1,054
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Age at first intercourse (less than 16 years)

more than 16 years 1,343 1,785 1,011
Told where to go for pregnancy complication (no)
yes 2,155 2,781 1,671
Baby died (no)
yes 1,533 2,318 1,014
Presence of a specialized doctor at 2km from PSU (no)
yes 1,387 1,922 1,01*
Has PNC service in a range of 5Km from PSU (less than 5km)

at more than 5km 0,763 0,994 0,586*
Has youth services in a range of 15km (at less than 15km)

at more than 15km 0,760 0,989 0,583*
Distance from closest HF to PSU (less than 5km)

Up to 15km 0,925 1,695 0,505
15+ 0,714 2,319 0,220
Community health worker (at less than 1 Km)

at more than 1Km 0,559 0,814 0,384
Proportion of women in PSU with at least secondary educ

(less than 25%)

25-50% 1,170 0,934 0,429
50-75% 0,830 1,326 0,520
75-100% 2,368 4,776 1,174
Partner approval of FP in the PSU (less than 20%)

more than 20% 1,553 2,907 0,829
Random Part

Level: PSU

Community level variability (S.E.) 0,312 (0,116)
Level: women

Women level variability 1 0

ICC 8,67%

Units: PSU 376

Units: women 1660

Looking at the results for Model 8.1, and startiragn a consideration of previous knowledge
and behavior of women concerning reproductive heate, it is highlighted that women who
attended some antenatal care during pregnancy laresta3 times more likely to attend
postnatal care within the time suggested, andtasdstsy a professional healthcare worker.
Also, if the women received information concerniagplace of reference in case of
complications during pregnancy, even during posinzdre, they are much more disposed to
seek healthcare visits. Women who have the posgibib acquire family planning

information from media sources, such as the newapage 40% more likely to receive
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postnatal care visits. Concerning women'’s individo@ckground, for women having more
than 7 years of schooling, compared to those withreducation, the probability of correct
behavior for postnatal care is 80% higher. For ywadditional birth the mother has, the

probability of receiving correct postnatal carerdases by 20%.

For women having had first sexual intercourse after age of 16, the propensity to seek
postnatal care in time increases by 35%, comparetbtnen who had first sexual intercourse
before the age of 16. When the pregnancy had aimegaitcome, the mother was two times
more likely to seek postnatal care than in the adsgregnancies with a positive outcome.
This variable may be a proxy variable for postnatathplications. Women who have any kind
of employment, in the family or outside the famifs well as women living in a wealthy

household, have a higher propensity to seek p@dtoate.

With reference to the context in which women ligad its impact on seeking postnatal care in
the proper allotted time and from the personnebeagby the guidelines, it is shown by the
model that, all the other characteristics beingagainere are no relevant differences among
provinces of residence, between urban and rurasam@r for distance from the community
where the women live to any type of healthcarelitgciThis might be explained by the
correction effected by introducing variables conasy the availability of specific services for
postnatal care and of professional healthcaredsdtds or community healthcare workers into
the model. Indeed, in communities where there d¢tae presence of community healthcare
workers, the propensity to seek postnatal careeasss; this propensity also increases where
there is an easy availability of specialized datoear the area. Moreover, for women living
in communities where postnatal care services arenooe than 5 Km away, the probability of
receiving correct postnatal care increases by 349%, having specific services addressed to
youths not far from the community increases thernadal care seeking behavior for young
women.

The primary sampling unit-level variation is redddsy the addition of contextual factors in
the complete model presented, against the ‘onlystem model’ (not shown) but it is still
significant. It means that there is still some &ion that can be explained by other factors.
This implies that even after controlling for obssme community factors relating to
availability and accessibility of services, andctmmmunity behavior in general, there still
exist unexplained community factors that have aifiant effect on postnatal care. Such
factors could range from quality of care and afédnitity of services at the existing facilities,

to cultural values and practices within specificnounities.
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The cluster effect accounts for 9% of total unexy@d variation in postnatal care; therefore,
the intra-class correlation indicates that theresasme homogeneity among young women
within the same community in postnatal care belravaven if the highest degree of
variability is explained by the individual-level a&tacteristics. Indeed, only 9% of the

variation in postnatal care attitudes can be atteid to the community.

Some territorial differences in the analysis of tmebability of young women receiving
postnatal care by any skilled attendant are alsnotdible regard (see Appendix 8, Models
8.4.1-8.4.3). Following the regional categorizatioleated by Oucho (2007)for Kenyan
provinces, three different models have been emplogealyzing the probability of young
women receiving postnatal care by a skilled attatjdgrouping the provinces as follows:
‘High status’ category: Includes Nairobi and thaghboring Central province. ‘Medium
status’ category: Includes the Coast and partsastdtn and Rift Valley provinces. 'Low and
very low status’ categories: Made up of two westeemya provinces of Nyanza and Western
and of North Eastern province” (J.0. Oucho, 2000w and Very Low status categories
have been merged in this analysis. Comparing thdteefor the three models, it emerges that
only for the lower status provinces, the exposaréhe media for information concerning
family planning is an important determinant infleery postnatal-seeking behavior.
Concerning the knowledge and usage of family plagnin these three provinces, the
differing behavior among young women regardingls#tipostnatal care is influenced by the
source of family planning: having only friends @memunity-based assistance as a reference
for family planning reduces the propensity to spe&tnatal care. The model also accounts for
the Wealth Index, significant in this model, thabws how, even in a very Low Status area,
wealth status diversity is relevant in seeking ijieal postnatal care. All these results
highlight how the more vulnerable groups of womenraostly disadvantaged.

Lastly, the age at first intercourse accounts fglaning differences in postnatal behavior
only in these three provinces: having first sexotrcourse at an age older than 16 raises the
possibility of having a skilled postnatal visit B§%. This might occur because in this group
of provinces, and especially in Nyanza and Westovinces, the average age at first
intercourse is about 1 year younger than in otmevipces (KDHS, 2008/9-KNBS and ICF
Macro, 2010), therefore, younger women in thesevipoes have a noticeably lower

probability of receiving postnatal care. Lookingthé ‘Medium status’ group of provinces,

* For a description of the categorization see chaptard ‘Oucho, J.0., 2007. Local / Global Encounter
Migration and Regional Development in Kenya Oudkenyan Regional Migration. American Economic
Review, 50(4), 88-93.’
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which includes Coast, Eastern and Rift Valley pnoes, the distances from specialized
healthcare services seems to count more in exptpigoung women’s postnatal care
behaviors. The distance from the community to aeganhealthcare facility results as
significant in both Low and Medium status provincddis is most likely because the
Medium status provinces’ access to healthcareitiasilis more widely spread than in Low
status provinces; in Coast, Eastern, and Rift Yadfeovinces the difference in postnatal care
is mostly due to the possibility of attaining highevel services, such as specialized doctors
and services addressed to youths. The partneri®egdpof family planning methods as well
as women’s education is a determinant, in this ,cmeskilled postnatal care for young
women. Looking at Nairobi and Central provincesugrémodel 8.4.3 in Appendix 8), despite
the small sample size, which does not allow usetfopm a 2-level model for the probability
of young women receiving a skilled postnatal caist,vsome remarkable results can be
highlighted. As for the Medium status provinces ugro the availability and the easy
reachability of high-level services in the communitcreases the probability of receiving
postnatal care services by skilled attendants. hewaet is important to underline that the
variability in young women’s behavior concerning thossibility of receiving postnatal care
by a skilled attendant may depend on individuaratiristics, such as economic factors, but
also by the concrete accessibility to these ses\acel by their presence in the territory.

When adding the place of delivery of the womenhe model, whether at home or in a
healthcare facility, this variable seems to be Kigorrelated with many others, and seems to
explain a large part of the individual-level vaiidl. Many of the individual characteristics
influencing the propensity towards seeking postnedéae are, indeed, determinants in the
possibility of delivery in a healthcare facilitysitead of at home. Nevertheless, some variables
still result as fundamental in explaining this parar behavior related to postnatal care.

Results from Model 8.2 are highly indicative.

Model 8.2 Multilevel logistic modelling for risk of having a visit from a skilled attendant in the first
48 hours after delivering for Postnatal care of a young women in Kenya (births from women aged
15-25)

odds ratio | Cl +95% Cl-95%

Fixed Part

cons 0,011 0,039 0,003
Region (Central)

Nairobi 2,477 5,065 1,211
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Coast 2,707 4,981 1,472
Eastern 2,309 2,890 1,084
Nyanza 1,161 1,943 0,693
Rift Valley 3,277 5,877 1,827
Western 1,660 3,036 0,908
Northeastern 2,020 5,094 0,801
Place of Residence (Urban)

Rural 1,336 2,110 0,846
Had ANC visit for last pregnancy (no)

ANC_bi_1 1,759 3,899 0,794
Education (no educ)

Educ:1-7 years 1,046 1,902 0,575
Educ:7+ 1,394 2,559 0,759
Parity 0,888 1,039 0,759
Wealth index (poor)

middle 1,177 1,855 0,747
rich 1,081 1,997 0,585
Place of delivery (home)

HF 27,495 40,851 18,506
Age at first intercourse (less than 16 years)

more than 16 years 1,178 1,628 0,853
Told where to go for pregnancy complication (no)

yes 2,266 3,034 1,692
Baby died (no)

yes 1,287 2,076 0,798
Heard FP on newspaper (no)

yes 1,088 1,494 0,792
Employment (not working)

working 1,326 1,687 1,042*
Has youth services in a range of 15km (at less than 15km)

at more than 15km 0,788 1,093 0,568
Distance from closest HF to PSU

15km 1,516 2,958 0,777
15+ 1,339 5,087 0,352
Community health worker (at less than 1 Km)

at more than 1Km 0,643 0,939 0,441
Proportion of women in PSU with at least secondary educ (less

than 25%)

25-50% 0,894 1,277 0,626
50-75% 0,656 0,978 0,440*
75-100% 1,562 3,157 0,773
Partner approval of FP in the PSU (less than 20%)

more than 20% 1,692 3,367 0,850
Presence of a specialized doctor at 2km from PSU (no)

yes 1,241 1,848 0,834
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Has PNC service in a range of 5Km from PSU (less than 5km)

at more than 5km 0,760 0,997 0,578*

Random Part

Level: PSU

Community level variability (S.E.) 0,054 (0,113)

Level: women

Women level variability 1 0

ICC 1,62%

Units: PSU 376

Units: women 1660

When controlling for place of delivery, all the ethcharacteristics for every woman in the
analysis being equal, some provinces result higidyificant in explaining the object of

analysis. It means that when taking into accourd thndamental difference between
delivering at home or in a healthcare facility, g®vince where a woman lives matters
greatly. And, irrespective of the place of delivarysome provinces, the propensity towards
receiving postnatal care in the first 48 hoursratfigivery, and by a professional attendant is
higher than in Central Province. A second aspebichvresults independently from place of
delivery, is the proportion of women in the commynwith at least a secondary level of
schooling; where the proportion is high, the prolitgbof seeking postnatal care increases.
Having received information about pregnancy and marations during antenatal care also
increases the propensity of seeking postnatal @sedoes employment. Concerning the
availability of services for postnatal care, ah@t characteristics being equal, and controlling
for the place of delivery, in communities whereveses for postnatal care are easily available

in terms of distance, the propensity to seek paéatieare is much higher.

Given the wide differences created by the placgetizery on the propensity to seek postnatal
care by young women in Kenya, and considering lthatng delivered a baby in a healthcare
facility increases the probability of seeking pasah care by more than 20 times, a separate
analysis has been performed, in order to studydlkimpact of factors influencing postnatal
care for women who delivered at home. Home dekgedaccount for 55% of total deliveries
and, as is widely analyzed in a previous chapter,performed in most disadvantaged and
vulnerable parts of the country. Among young woméro delivered at home, only 28% had
postnatal care visits (KDHS, 2008/9-KNBS and ICFckta 2010). Therefore, the following
model analyzes the factors influencing postnatak-saeking behavior by women who

delivered at home, and what determines the prababil receiving postnatal care versus not
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having any postnatal care visits, for women whaveeéd at home. Despite the small sample
of women aged 15-25 years who delivered their aniltthe 5 years preceding the survey, and
who delivered at home, the analysis still gives sonotable advice concerning the
phenomenon in analysis. In particular, the distadnee the community to the closest PSU,
and the presence in the community of a specialiloetor, highly influences the propensity of
young women to seek postnatal care. The secondVavability, which in the null model
justifies a 2-level logistic model (varG473; S.E.=0,178; not shown), loses its signiftegn
meaning that all the second-level variability o fsphenomenon is explained by the primary
sampling unit variables employed in the model. €fme, a one-level logistic model is
reported here, measuring the probability of recgpa postnatal care visit for a young woman
who delivered at home. Education of the commungyai significant influence on the
probability of women who delivered at home recejvpostnatal care. Moreover, the factors
influencing the probability of postnatal care camcthe distance between women and generic

healthcare facilities, as well as specialized dwcto

Model 8.3 One level logistic modelling for risk of having a visit for postnatal care of a young

women who delivered at home in Kenya (births from women aged 15-25)

Response odds ratio Cl +95% Cl-
95%

Fixed Part

cons 0,09 0,44 0,02

Region (Central)

Nairobi 1,39 5,84 0,33

Coast 2,17 6,60 0,72

Eastern 2,03 6,43 0,64

Nyanza 1,01 3,04 0,34

Rift Valley 1,94 5,76 0,65

Western 2,06 6,31 0,67

Northeastern 0,74 2,77 0,20

Place of Residence (Urban)

Rural 1,28 2,39 0,69

Had ANC visit for last pregnancy (no)

yes 1,39 2,34 0,83

Education (no educ)

Educ:1-7 years 1,08 1,77 0,66

Educ:7+ 1,07 1,85 0,62

Parity 1,04 1,22 0,89

Wealth index (poor)

middle 0,90 1,33 0,61

rich 1,17 2,48 0,55

160



Age at first intercourse (less than 16 years)

more than 16 years 1,25 1,77 0,89
Told where to go for pregnancy complication (no)

yes 1,24 1,78 0,86
Baby died (no)

yes 1,23 2,04 0,74
Heard FP on newspaper (no)

yes 1,09 1,70 0,69
Distance from closest HF to PSU

15+ 0,11 0,51 0,03
Has PNC service in a range of 5Km from PSU (less than 5km)

at more than 5km 1,51 2,56 0,89
Community health worker (at less than 1 Km)

at more than 1Km 0,76 1,28 0,45

Proportion of women in PSU with at least secondary educ (less
than 25%)

25-50% 1,09 1,64 0,73
50-75% 1,77 3,12 1,01*
75-100% 1,19 5,20 0,27
Partner approval of FP in the PSU (less than 20%)

more than 20% 1,40 2,87 0,69
Presence of a specialized doctor at 2km from PSU (no)

yes 1,63 2,54 1,04*
Units: women 859

8.5 Discussion on postnatal care

From the different analyses presented in this @rafitis possible to conclude that postnatal
care is strictly related to and depends upon tlaeepwhere a woman delivers her baby.
Therefore, the group of those young girls who dbreoeive any postnatal care or receive it
too late, when complications can arise, is a vampdgeneous group and holds very similar
characteristics. This group pertains to young gl delivered at home, for whom the
model presented does not completely explain theracteristics and the factors determining
their attitude towards receiving postnatal care.a¥Wkmerges from this study is the
importance of the presence of healthcare facilieshe territory of the community where the
young girls live, both generic healthcare faciitend specialized doctors who can face post-
delivery complications. The availability of thesengces may, indeed, also increase the
probability of accessing postnatal care for thoseing girls who delivered at home.
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Moreover, a crucial aspect influencing postnatakaeeking behavior in the time and way
suggested by the WHO and by the Ministry of Heélhthe first 48 hours after delivery and
by a skilled attendant), is the community’s levekeducation where, for communities having
more than 50% of women with secondary or highercatlon, the probability for young girls
who delivered at home to seek postnatal care isiderably higher, compared to those girls
who grew up in communities with lower levels of edtion.

Some other considerations emerge looking at thdysimaresults. Differently from the
antenatal care behavior of young women, and sirtoléine place of delivery habits, postnatal
care behavior highly differs by province of residenhighlighting how more vulnerable
groups living in less wealthy provinces are alssadvantaged in terms of accessing care.
Distance from healthcare facilities also has somlevance in explaining postnatal care
behavior; in communities where services for posinzdre are easily available, the propensity
to seek postnatal care is higher. The proximitg @bmmunity health worker to where young
women live also seems to produce a sort of bridgle proper healthcare facilities, perhaps
due to the relationship of trust created betweenvibrker and the girls, combined with the
easy access to these facilities. Together withftinelamental role of delivery in a proper
healthcare facility in facilitating postnatal categving attended some antenatal care visits
increases the propensity to seek proper postnata@, @specially when these visits also
include some general consultation on pregnancycantplications.

Therefore, it is crucial to identify further aspeeimed at catching peculiar characteristics of
this group of young women who delivered at homeoilder to better assess and address
policies and recommendations to this group, furtlesearch and analysis is necessary in
order to understanding this underestimated asgeepooductive healthcare, and in order to
find the determinants influencing their attitudevéwds delivering in a healthcare facility,

which is the major factor that leads to receivingtpatal care.
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Part 9 - Conclusion and Recommendations

Summary, Conclusions and Policy Implications

The overall aim of this study was to improve ouderstanding of the factors associated with
poor maternal healthcare and reproductive behadidhe particularly vulnerable group of
young women (aged 15-25 years old) in Kenya. Maeygualities exist in Kenya, at different
levels, including wealth, literacy, and place obkidence, and all these inequalities are
exacerbated when some other barriers decreaseos®bility of receiving adequate care
during pregnancy and delivery. Disparities amongngpwomen in Kenya are not only at an
individual level, such as the level of literacy.vém the influence of the community on the
young women'’s behavior, as well as the differerdilability of resources in each area, many
inequalities are observed at a territorial levelagddiet al, 2000; Magadiet al, 2006;
Family Health International, 2006). Moreover, youmgpmen’s feelings toward proper
healthcare facilities and skilled attendants catirand the role of traditional birth attendants
in taking care of maternal health in the commungystill highly debated (Gage, 1998).
Indeed, many factors influence the propensity afngpwomen to seek appropriate maternal
healthcare, and they all need to be considered w&hatyzing young women'’s reproductive

behavior.

This study aimed at contributing to the analysiscamning Kenyan teenagers’ and young
women'’s determinants on maternal healthcare-seddehgviors for the 5 years preceding the
2008/9 Kenya Demographic and Health Survey. It alsted at considering the influence of
the community (where young women grow up, and alsthe availability of general and

specific healthcare facilities in the communityaseand of the individual background of the
women on young women’'s propensity to seek antend&ivery and postnatal care. The
specific objectives were to: investigate the indial and contextual variables (social,
economic, cultural, community-oriented) that mayplain maternal healthcare habits;
measure the individual, household and communitgcefbn maternal healthcare attitudes in
young women; assess the link between young womelmésacteristics, such as literacy,
wealth status and place of residence, and the fulcibties for maternal healthcare; find a

relationship between young women’s behavior andctramunity where they live (such as
the impact of education in the community on themopensity to seek reproductive

healthcare); examine how the role of the local gmee of healthcare facilities influences
reproductive behavior, and if the specificity ofrsees offered by healthcare facilities,

including the services addressed specifically tatlys, affect their inclination to use
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healthcare facilities and measure the geograplfierences that influence the propensity to
seek appropriate maternal healthcare.

The first part of this work aimed at framing theearch problem from a broader and multi-
disciplinary point of view, and in order to do sowide-ranging study of the literature was
undertaken. Moreover, the study was enriched byyniaterviews done during a period of
fieldwork in both urban and rural areas.

In addition, in order to achieve the goals of gtisdy, several data sources have been used, as
well as statistical modeling. The main data souioekide two national surveys: the 2008/9
Kenya Demographic and Health Survey; the 2010 KeB8gavice Provision Assessment
Survey and two complete lists of Kenyan healthdacdities: The Kenya Medical Research
Institute (KEMRI) Welcome Trust Research Progrand éime Kenya Health Facility List,
from the Kenya Ministry of Health.

The statistical models used in this study were itleutl models. Most of the data analyzed in
this study has a hierarchical structure; hencentiodtilevel models are used to take into
account the data structure. Also, in the case efdbterminants of the late initiation of
antenatal care for young women, the descriptioth@fphenomenon was also developed by a
multiple correspondence analysis. Moreover, onehef objectives of this study was to
establish the contextual determinants of usage editincare facilities during pregnancy,
delivery and the postnatal period. Therefore, ia $itudy, the context is also considered as the
geographic background where a young girl (unitradlgsis) has grown, as, for example, the
availability of certain kinds of healthcare serd@cdn order to take into account the
geographic aspect, some procedures available iGiarsoftware (ESRI) were employed in
order to create contextual variables using the 208@A and the Country Lists of Health
Facilities from the Ministry of Health as data smes.

We performed three major analyses that concerreeththvidual and contextual determinants
influencing antenatal care (discussed in Parté)yery care (Part 7), and postnatal care (Part
8). Our results show that there is a significaniateon in antenatal, delivery and postnatal
care between communities, even if the majority afiability is explained by individual

characteristics.
The determinants of antenatal care

The analysis based on timing of antenatal careésvasid on the frequency of the visits, used
two-level linear regression models, while the asiglyoncerning the probability of receiving
at least one visit was based on a multilevel logistodel. The results showed that the timing

164



of antenatal care visits, as well as the frequenifcyisits for young women in Kenya, are
associated with a range of socio-economic and deapbg factors, as well as with

contextual factors.

The unexplained variability emerging from the réswaif this study can be associated with the
individual and contextual factors not consideredha model that can be related to many
individual factors, such as to the impossibilityamicessing healthcare facilities for monetary
reasons, or other kinds of barriers not measuredhbysource of data or related to the

limitation of data discussed in Part 5.

These results are coherent with those of previdudies investigating the determinants
influencing antenatal, delivery and postnatal car&enya. At the same time, our study has
many elements of novelty. First, it focuses onytheng women’s age group, highlighting that
they are particularly vulnerable in seeking mateh&althcare. Second, the use of multilevel
models better helps to explain the different levaiswhich various factors do influence
maternal healthcare-seeking behavior. Third, thegggphic component was fundamental in
order to assess whether and to what extent theemmesof some healthcare services,
especially those offering specific reproductive Itieare services and those addressed to
youths, played a role in young women'’s healthcatealior.

Among the socio-economic factors considered, enmpényt of women and wealth status play
a crucial role in influencing receiving antenatarec behavior on time. The wealth index,
which measures the socio-economic status of thesdimld-by-household amenities and
possessions, and is considered as a proxy varddlilee economic possibility of accessing
healthcare facilities, influences the timing arebsency of antenatal care visits, as well as the
probability of having at least one visit. Those wambelonging to households with a higher
wealth index receive more visits and in the projmeframe, increasing the propensity to
respect the suggested guidelines in order to hasafeapregnancy (minimum of 4 antenatal
visits starting in the first trimestéf)

Together with the socio-economic status, the empoeet of women (measured by the
employment of women outside home) is a determinafijencing the access to maternal

services. Typically, having employment outside llbene implies receiving a salary, and this

** The antenatal period presents opportunities farhieg pregnant women with interventions that mayibed to their health and wellbeing
and that of their infants. WHO recommends a minimafrfour antenatal visits commencing in the firitnester based on a review of the
effectiveness of different models of antenatal céfelO guidelines are specific on the content oéaatal care visits, which should include:
blood pressure measurement; urine testing for badee& proteinuria; blood testing to detect sylph& severe anaemia; and weight/height
measurement (optionat}tp://www.who.int/reproductivehealth/publicatiomsternal_perinatal _health/effective_antenatal_pédfe.
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increases independence in the decisions relatiométs own healthcare. Moreover, working
in a different environment from the home facilimtéhe acquisition of knowledge on
healthcare, and increases the sharing of expesgence

Family planning knowledge, and the influence of mdaroadcasts on family planning are
also fundamental determinants, acting positively early access to antenatal care.
Furthermore, acceptance of family planning by theband, and his openness to the topic
increases the possibility that the girls seek prageess to antenatal care.

Our results also suggest that membership in acpdati community explains part of the
variation in the use of antenatal services amongm&wo The importance of the environment
where a young girl grows up is demonstrated by anbmr of significant variables.
Concerning variables referred to the healthcarditfas existing in the community, the
presence of many types of specific services (sesvifor counseling, traditional birth
attendants and community health workers in the)aasawell as the closeness to generic
healthcare facilities, shows a consistent influermce the number of visits performed.
Counseling and additional information on pregnarmeg crucial aspects that healthcare
facilities should improve on in order to attractupg women to seek maternal healthcare.
Especially for young girls who need special attamtithe component of trust and
acceptability with providers is fundamental wheneiging healthcare service. However, it
emerges from the logistic model (assessing thegibty for a young women to receive at
least one antenatal care visit against the rigkobfeceiving any) that the presence in the area
nearby her place of residence of counseling sesvigdess important than the presence of
essential supplies for antenatal care. This resiggests that the group of women who never
had any visit is probably the most disadvantagedigr They might tend primarily to seek
first aid in case of emergency instead of more ifipeservices or counseling. Considering the
low and unequal diffusion of supplies for antenatak and of counseling services on the vast
territory of Kenya, and given the results of thisdy, it is important for policies to focus on
the introduction of such services addressing yomgteds and facilitating reachability.
Moreover, the presence of a traditional birth atgert or of a community health worker linked
to the health facilities and which can refer théigrds to a hospitals is also considered a
fundamental factor of facilitating access to propetenatal care services. The results suggest
that these workers may have a positive influencgga@amg women to initiate antenatal care
earlier, as well as to receive more visits. Howeitas important to highlight that the national
data sources used in this study surveyed only ttradéional birth attendants and community

health workers linked to and formally recognizedliy healthcare facilities.
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The determinants of delivery care

A further aim of our study (investigated in Partig)to assess the leading factors of home
deliveries and contribute to the research addrggsiticies for adolescent and youth health-
seeking behavior. The analysis also aimed at degegsswhat extent the community plays a
role in the reproductive behaviour of young womeEme analysis concerning young women'’s
health facility delivery attitudes has shown thiaé tcommunities where women live, the
environment in which they grow up, the distancerfrieealthcare facilities in general, as well
as the distance from specific services, such asp@aimnsive Emergency Obstetric Care
(CEMOC), have an influence on delivering. This aiseans that the quality of the healthcare
facility and the services offered matter in theganesity of delivering in hospitals. The results
of the models performed by group of provinces, gealiby development status, support the
argument of widely differentiated conditions withihe country, and of the necessity for
creating separate approaches for intervention pwase maternal healthcare.

Regarding the community’s influence on the probgbdf delivering in a healthcare facility
versus the risk of delivering at home, it emerded the community has a different impact
depending on the place of residence. In lower stptovinces (Nyanza, Western and North
Eastern provinces) it is more important for womeratcess any type of healthcare facility
than to have specific services addressed to youwtth&re counseling services also are
provided and privacy for young people is more resgze This is compared to medium status
provinces (Rift Valley, Eastern and Coast Provihcebere, likely, the basic access to
healthcare facilities is almost assured, and thssipdity of accessing them (also from an
economic point of view) is much higher than in letatus provinces. Therefore, young girls
in these provinces tend to seek more specific sesyicompared to women from lower status
provinces, who mostly seek basic healthcare sesvared for whom a higher level of
education in the community results as highly inficiag the health facility delivery, meaning
that, even in under-developed areas, the role wéabn is crucial.

Despite the fact that the community’s influenceveomen’s healthcare facility seeking for
delivery plays an important role, the women’s chtastics and backgrounds have a higher
power of explication of the phenomenon. In fackréhare differences at the women'’s level in
the risk of delivering in a health facility instead at home: older age at first intercourse,
utilization of modern methods of family planningglher levels of education of the mother,

having attended antenatal care visits, especiatigriormed by a trained provider, and having
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heard information on family planning from media sm@s increases the propensity to deliver
in a health facility.

The determinants of postnatal care

Following the recommendations of the WHO and Mhyistf Health concerning correct
postnatal care behavior, aimed at catching theilplessomplications arising mostly during
the first few hours after delivery on time, a 2dévogistic multilevel model for the
probability of having a visit from a skilled atteantt in the first 48 hours after delivery for a
young women in Kenya (births from women aged 154283 been employed. The results
showed how correct behavior concerning postnata isahighly dependent on the place of
delivery, where, for women who delivered their la$tild in a healthcare facility, the
probability of receiving postnatal care at the titfime and by a skilled attendant is more than
20 times higher than for those who delivered at énokhlowever, even after controlling for
place of delivery, and all the other charactersstior every woman in the analysis being
equal, some provinces result highly significanexplaining the object of analysis. It means
that when taking into account the fundamental diffiee between delivering at home or in a
healthcare facility, the province where a womamdimatters greatly. A second aspect that
results to be independent from place of delivemhésproportion of women in the community
with at least a secondary level of education. Whitie proportion is higher, then the
probability of seeking postnatal care increasewitgareceived information about pregnancy
and complications during antenatal care also isa®dhe propensity of seeking postnatal
care, as does being employed in a job. Concertiagavailability of services for postnatal
care, all the other characteristics being equatl eontrolling for place of delivery, in
communities where services for postnatal care aséyeavailable in terms of distance, the

propensity to seek postnatal care is much higher.

In addition to the significant results discussedasopthis analysis raises the important issue of
the strict relationship between delivery and propestnatal care. The group of young girls
who do not receive any postnatal care, or recative® late when complications can arise, is
a very homogeneous group and holds very similaracheristics. Therefore, a one-level
logistic model for the probability of having a poatal care visit for young women who
delivered at home in Kenya was employed. The mpdetented here does not completely

explain their characteristics and the factors deft@ng their attitudes towards attending
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postnatal care. However, we can reliably repott titna presence of healthcare facilities on the
territory of the community where the young girlselj (both generic health facilities, and
specialized doctors who can face post delivery dmaions), significantly influence
women’s propensity to seek postnatal care. Thisemee, indeed, might increase the
probability of accessing postnatal care also fars¢hyoung girls who delivered at home.
Therefore, the crucial issue raised by these esithat the behavior of this group of women
needs to be better investigated with more apprigpnmestruments and withd hoc surveys, in
order to assess the factors hindering their propetes deliver at home, which of course is
linked to postnatal care.

Moreover, antenatal care visits, as well as coasah during pregnancy, are revealed to
influence postnatal care attitudes for all womehisTimplies that the entire period, from
pregnancy to postnatal care, is strictly correledaad needs to be seen in a comprehensive
way by policy makers, and not as constituted byassp periods. Women, therefore, have to
be followed throughout the process of maternity.

It is also crucial to identify further aspects adn&t catching peculiar characteristics of the
group of young women who delivered at home. Toebedssess and address policies and
recommendations to this group, further research amalysis is necessary, that aims to
understand this underestimated aspect of reprodulcalthcare, and to find the determinants
influencing the women'’s attitude to deliver in hibahre facilities, which is the major factor
leading to receiving postnatal care.

In some parts of the country, where basic needsamee and where even the general health
facilities are difficult to reach, youth friendlgrrices or counseling services for maternity are
less used. This might also depend from other barrias reported by Dr. Mohammed,
Program Manager for Adolescent Sexual Reprodudtealth, Division of Reproductive
Health, Ministry of Health of Kenya, in an intervigeleased in April 2011: “Health facilities
are an issue: they are not many, not well locatetlwell equipped, is not always possible to
find a doctors available. Furthermore, what we say after so many years of work on that is
that also the attitude of the community mattersdividual choices. The most representative
case is the low utilization of maternal sheltersbuét for pregnant women, especially for the
poorest. If you have a look at the maternal shelteNorth Eastern region, many of them are
locked because of the very scarce utilization. Tikisictually the region with the highest
maternal mortality ratios. Because of the role aihven in the family and because of the
community behaviors during pregnancy and delivegytdo not go to the shelters. Women

are extremely important in the household; they gerghing, including housework and
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childcare. She cannot leave the house for an emirgh also because the community would
not approve it and would not help the family whiea imother is not there.”

The maternal shelters are places created by théstMirof Health and spread around the
country where mothers at high risk of having po@gmancy outcomes spend their last weeks
before delivery. As is highlighted by Dr. Mohammelde maternal shelters are not always
well perceived and so not used to their full cajyadiack of awareness of the shelter's
existence and its aim is one reason for not usimgnt The other is that husbands and
mothers-in-law refuse to grant pregnant women pssiom to stay at the shelters. Indeed, the
lack of social support plays a critical role in eraal mortality. Therefore, especially in these
cases, important aspects such as education, fapalgning knowledge diffusion, and
improvement of the general conditions of life hawdoe the priorities for policies. Especially
concerning young girls, the designed youth friendérvices, which intend to overcome
barriers in access to healthcare by involving yopagple in programming the services and
providing convenient opening hours, walking dises@nd privacy, are a starting point.
However, the percentage of healthcare facilitidsrofg these kinds of services is still very
low in all the eight provinces, and availabilityedonot always mean accessibility and use of
the services, since, as emerges from the resultiseofinalysis conducted in this study, the
individual characteristics of women play the majole in determining maternal healthcare

seeking behavior.

Economic barriers, distances and lack of transportashould also be considered when
assessing policies. Together with the expansioth@fmulti-sectoral approach for essential
healthcare, implemented since 2004 and providing titilization of motorbikes and

ambulances in order to increase access to thetHs crucial to stress both the availability
and accessibility aspects. A better reallocatiohedlthcare facilities to increase availability,
as well as the diffusion of knowledge of family mhéng leading to a higher empowerment
and awareness of women on their own healthcardatie crucial for the development of

appropriate intervention programs.

This study helped to elucidate the main factoro@ased with the reproductive healthcare
behavior of young women in Kenya. At the same tithe, study highlighted gaps in the
methodology and data sources. First, the youth gigap, as described in this study, is
composed of a variety of subgroups, including thdyeadolescent and the late-adolescent
groups, with the concept of youth overlapping edinsisting of late adolescence and early
adulthood. The data used in this study only surdeyemen from 15 to 49 years old, while
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for a better analysis on adolescence and youthdarvgample of young girls, starting from
age 10 (which is not available for the whole coynivould be essential. Second, further data
is needed on postnatal care in order to perforrebahalysis and evaluation: the survey does
not provide any information on delivery complicai$ and data on postnatal care has only
been recorded since the beginning of 2000. Thingrgthe results of this study, a specific
survey should be addressed only to women who néelerered in a healthcare facility, in
order to increase our knowledge on this particidaoup of women, and to help in
implementing a successful safe motherhood prograthé country. Fourth, the influence of
the costs for accessing healthcare facilities shbel considered with more attention, and be
better investigated. From a methodological pointietv, given the small size of sub-samples
used to study only the youth age group or onlywtbhenen who delivered at home, employing

two-level models was not possible.

Moreover, qualitative studies focusing on cultusalues and habits would help the
understanding of these issues, especially conagreihnicity and religious groups, which

were difficult to insert into the study because tbéir strict correlations with the eight

provinces. Furthermore, it is necessary to perfbatter investigation (also using qualitative
methodologies) at provincial and lower levels, sdacatch the variation and the complexity
of practices and behaviors in each province, atichalely to improve the design of more

appropriate programs that are as close as pogsilie communities. All these points remain
important objectives for future research.
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Appendix 6 - Table

Appendix 6.1 Mean, Standard deviation and median of independent variables by the timing of first

antenatal visit among young women in Kenya, 2008/9 KDHS

Mean Std. Median | N
Deviatio
n

Parity
1 5,44 1,78 5 710
2 5,40 1,77 5 494
3 5,41 1,56 5 241
4 5,78 1,86 6 89
5 6,22 2,03 6 32
6 5,79 2,30 5 8
7 6,00 0,00 6 4
Total 5,46 1,76 5 1577
Place for family planning
public 5,38 1,63 5 290
private 5,36 1,89 5 148
friends or CBd 5,50 1,77 6 1139
Total 5,46 1,76 5 1577
How often have talked with partner about FP (never)
Never 5,98 1,80 5,42 51
Once 5,20 1,70 5 197
Often 5,24 1,62 5 192
Using FP 5,52 1,78 6 1137
Total 5,46 1,76 5 1577
Wealth index
Poor 5,76 1,85 6 411
Middle 5,60 1,59 6 840
Not poor 5,12 1,81 5 410
Total 5,46 1,76 5 1577
Current marital status
not married 5,72 1,88 6 419
Married 5,37 1,70 5 1158
Total 5,46 1,76 5 1577
Years of education of women
no educ 5,85 2,33 5,53 164
1-7 years 5,54 1,72 5 517
7+ 5,34 1,64 5 897
Total 5,46 1,76 5 1577
Mean level of educ in PSU (no educ)
no educ in psu 6,66 2,34 6,72 7
primary 5,58 1,94 5 496
seconday+ 5,40 1,65 5 1074
Total 5,46 1,76 5 1577
Acceptable to advertise condoms at radio (no)
no 5,79 1,76 6 247
yes 5,40 1,75 5 1331
Total 5,46 1,76 5 1577




Type of place of residence

Urban 5,27 1,71 5 361
Rural 5,52 1,77 5 1217
Total 5,46 1,76 5 1577
Know contraceptive methods

no methods 6,50 2,37 7 67
only traditional methods 9,00 0,00 9 3
modern methods 5,41 1,70 5 1508
Total 5,46 1,76 5 1577
Main religion in PSU (any christian)

christian 5,41 1,71 5 1341
muslim 5,88 1,95 6 131
mix or no religion 5,63 1,97 5,5 105
Total 5,46 1,76 5 1577
Region

Nairobi 5,15 1,73 5 95
Central 5,30 1,89 5 137
Coast 5,45 1,88 6 145
Eastern 5,53 1,59 5 203
Nyanza 5,40 1,66 5 350
Rift Valley 5,58 1,83 6 436
Western 5,39 1,58 5 171
Northeastern 6,02 2,21 5 40
Total 5,46 1,76 5 1577
Distance to closest HF (less than 5Km)

S5km 5,40 1,72 5 1417
15km 5,92 1,89 6 140
15+ 6,61 2,14 6 20
Total 5,46 1,76 5 1577
Current age of respondent

15 7,07 1,89 7,14 3

16 6,42 1,74 6 36
17 5,51 1,74 5 43
18 5,65 1,49 6 76
19 5,64 1,74 5,47 96
20 5,79 1,87 6 187
21 5,11 1,87 5 178
22 5,32 1,78 5 266
23 5,26 1,54 5 214
24 5,48 1,77 5 247
25 5,47 1,72 5 231
Total 5,46 1,76 5 1577
If ANC councelling service in the PSU

less than 15KM 5,44 1,78 5 1198
15-30Km 5,78 1,72 6 136
more than 30km 5,37 1,64 5 244
Total 5,46 1,76 5 1577
Presence of a TBA in PSU

at less than 10 km 5,42 1,65 5 817
at more than 10 km 5,50 1,86 5 760




Total 5,46 1,76 5 1577
Employment

not working 5,44 1,81 5 742
works at home 5,57 1,71 6 428
works outside home 5,38 1,71 6 407
Total 5,46 1,76 5 1577
Heard FP on radio last month

no 5,69 1,69 6 511
yes 5,35 1,78 5 1067
Total 5,46 1,76 5 1577
heard FP on TV last month

no 5,56 1,78 5 1052
yes 5,26 1,70 5 524
Total 5,46 1,76 5 1576




Appendix 6 - Maps
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Appendix 6 - Models

Model Appendix 6.1.1 Multilevel modeling for the timing of antenatal care of a young

women in Kenya (births from women aged 15-25)

Parameter
Fixed Part Estimate Cl+95% Cl-95%
cons 5,131 257,856 111,008
Province (Central)
Nairobi -0,087 1,622 0,518
Coast -0,030 1,569 0,600
Eastern 0,202 1,982 0,756
Nyanza 0,013 1,575 0,652
Rift Valley 0,196 1,921 0,771
Western -0,084 1,480 0,571
Northeastern 0,549 2,963 1,012
Place of residence (urban)
Rural 0,407 1,996 1,131
Random Part
Level: V021
cons/cons 0,475 0,087
Level: CASEID
cons/cons 2,875 0,112
bcons,1/bcons,1
-2*|oglikelihood: 6.662.495
DIC:
pD:
Units: V021 376
Units: CASEID 1661

Model Appendix 6.1.2 Multilevel modeling for the timing of antenatal care of a young

women in Kenya (births from women aged 15-25)

Parameter
Fixed Part Estimate Cl+95% Cl-95%
cons 6,171 | 1020,002 224,627
Province (Central)
Nairobi -0,138 1,535 0,494
Coast -0,171 1,360 0,522
Eastern 0,122 1,819 0,702
Nyanza -0,094 1,412 0,587
Rift Valley 0,063 1,678 0,676
Western -0,205 1,304 0,509
Northeastern 0,275 2,306 0,752
Place of residence (urban)
Rural 0,124 1,580 0,811
Parity 0,030 1,119 0,949
Place for family planning (public HF) V379
private 0,324 1,860 1,027*

Vil




friends or CBd 0,224 1,770 0,884
How ofter have talked with partner about FP (never)

S720B_2 once -0,546 0,995 0,337
S720B_3 often -0,572 0,973 0,327
S$720B_999 we use FP -0,462 1,108 0,358
Wealth Index (poor)

mean -0,340 0,909 0,557
not poor -0,609 0,792 0,373
Marital status (not married)

¢394 1 married -0,247 0,982 0,621
Random Part

Level: V021

cons/cons 0,419 0,082

Level: CASEID

cons/cons 2,854 0,111
-2*|oglikelihood: 6.633.728

Units: V021 376

Units: CASEID 1661

*statistical significance at 90% (-p<0.1)

Model Appendix 6.1.3 Multilevel modeling for the timing of antenatal care of a young women

in Kenya (births from women aged 15-25)

Parameter
Fixed Part Estimate |CI+95% |Cl-95%
cons 6,741 1927,926 371,593
Province (Central)
Nairobi -0,165 1,485 0,484
Coast -0,287 1,213 0,464
Eastern 0,036 1,666 0,645
Nyanza -0,072 1,438 0,602
Rift Valley -0,001 1,571 0,635
Western -0,213 1,291 0,506
Northeastern -0,078 1,675 0,511
Place of residence (urban)
Rural 0,114 1,561 0,805
Parity 0,012 1,101 0,930
Place for family planning (public HF) V379
private 0,299 1,814 1,002*
friends or CBd 0,198 1,724 0,862
How ofter have talked with partner about FP (never)
S720B_2 once -0,556 0,985 0,334
S720B_3 often -0,584 0,960 0,324
S720B_999 we use FP -0,510 0,961 0,375*
Wealth Index (poor)
mean -0,248 1,001 0,608
not poor -0,502 0,889 0,412

Vil




Marital status (not married)

c394_1 married -0,277 0,953 0,603
Mother's education (no educ)

Educ:1-7 years -0,484 0,858 0,443
Educ:7+ -0,583 0,785 0,397
Random Part

Level: V021

cons/cons 0,403 0,081

Level: CASEID

cons/cons 2.843 0,11
-2*loglikelihood: 6.622.553

Units: V021 376

Units: CASEID 1661

*statistical significance at 90% (-p<0.1)

Model Appendix 6.1.4 Multilevel modeling for the timing of antenatal care of a young women
in Kenya (births from women aged 15-25)

Parameter
Fixed Part Estimate Cl+95% Cl-95%
cons 8,788 21164,489| 2030,262
Province (Central)
Nairobi -0,245 1,344 0,456
Coast -0,370 1,021 0,468
Eastern -0,167 1,341 0,534
Nyanza -0,066 1,427 0,614
Rift Valley -0,179 1,300 0,538
Western -0,229 1,248 0,507
Northeastern -0,854 0,785 0,231
Place of residence (urban)
Rural -0,031 1,337 0,703
Parity 0,087 1,182 1,006*
Place for family planning (public HF) V379
private 0,288 1,786 1,000*
friends or CBd 0,174 1,674 0,846
How ofter have talked with partner about FP (never)
S720B_2 once -0,564 0,968 0,334
S720B_3 often -0,586 0,950 0,326
S720B_999 we use FP -0,570 0,987 0,324
Wealth Index (poor)
mean -0,154 1,097 0,670
not poor -0,382 0,940 0,496*
Marital status (not married)
c394 1 married -0,291 0,938 0,595




Mother's education (no educ)

Educ:1-7 years -0,109 1,264 0,636
Educ:7+ -0,116 1,272 0,623
Heard FP at radio last month (no)

yes -0,167 0,992 0,722*
Heard FP on TV last month (no)

V384B_1 -0,193 0,975 0,697*
Acceptable to advertise condoms at radio (no)

S648A 1 yes -0,401 0,846 0,530
Knowledge of contraception (no methods)

only traditional m 2,054 104,485 0,582
modern methods -0,842 0,639 0,291
Age of women V012 -0,052 0,989 0,911
Distance to closest HF (less than 5Km)

less than 15km 0,587 2,720 1,189
15+ 1,205 6,187 1,800
Random Part

Level: V021

cons/cons 0,328 0,073

Level: CASEID

cons/cons 2.772 0,107
-2*loglikelihood: 6.554.221

Units: V021 376

Units: CASEID 1660

*statistical significance at 90% (-p<0.1)




Appendix 7 — Table

Appendix 7.1 Percent distribution of health facility deliveries for all births in the 5 years preceding the survey
by socio economic and demographic, reproductive health care behaviour and service accessibility

characteristics, 2008/9 KDHS

Factors Health facility Number of | Significance
deliveries (per cases
cent)
Region
Nairobi 82,70% 110
Central 79,20% 173 Hokk
Coast 43,30% 215
Eastern 51,00% 288
Nyanza 47,00% 553
Rift Valley 33,30% 630
Western 29,60% 267
North Eastern 21,30% 75
Place of residence
Urban 64,90% 462 ok
Rural 39,70% 1851
Marital Status
Never married 50,00% 320
Married 43,90% 1678 ok
Living together 42,60% 129
Widowed 34,40% 32
Divorced 16,00% 25
Not living together 52,00% 127
Final say on own health care
Respondent alone 46,20% 416 ok
Respondent and 45,70% 794
husband/partner
Husband/partner alone 39,40% 594
Earns her own money 48,13% 509
Religion
Roman Catholic 51,50% 491
Protestant/ other Christian | 45,50% 1496 *okk
Muslim 35,00% 226
No religion 17,40% 92
Other 100,00% 2
Ethnicity
Embu 69,20% 13
Kalenjin 41,20% 337
Kamba 44,40% 216
Kikuyu 77,10% 245 *Ex
Kisii 50,70% 148
Luhya 32,40% 376
Luo 48,10% 468
Masai 27,50% 51
Meru 82,20% 73
Mijikenda/ Swabhili 34,80% 155

Xl




Somali 28,00% 93
Taita/ Taveta 77,80% 9
Other 14,00% 129
Pattern of use of FP
Currently using 54,30% 751 ok
Used since last birth 54,30% 302
Used before last birth 45,20% 396
Never used 32,80% 864
Multidimensional poverty
index
not multidimensional poor | 57,70% 914 *xx
multidimensional poor 36,20% 1398
Educational attainment
No education 19,40% 304 Hokk
Incomplete primary 32,90% 796
Complete primary 51,10% 753
Incomplete secondary 59,20% 228
Complete secondary 85,30% 191
Higher 70,70% 41
Desirability of pregnancy
Then 45,60% 1295 Hokk
Later 41,00% 737
No more 51,00% 280
Age at first marriage
<14 24,70% 243
15-19 43,90% 1358 *Ex
20-25 56,80% 392
never married 50% 320
Parity
3 orless 47,80% 1999 *xx
More than 3 22,20% 313
Age at first intercourse
less than 14 years 36,80% 329
15-18 years 45,90% 1362 ok
more than 18 59,40% 357
at first union 28,50% 263
Assistance ANC
doctor 57,9% 337 *xx
nurse/midwife 49,5% 1085
traditional birth attendant | 31,0% 42
no one 18,3% 109
Place of ANC visit
home 0% 13
GVT hospital 60,8% 385 *Ex
Other public 42,10% 826
PVT hospital 73% 122
Other private 64,3% 112
No anc 18,30% 123
Wealth Index
Poorest 25,00% 573

Xl




Poorer 33,50% 445
Middle 48,00% 406
Richer 49,70% 489 rokx
Richest 76,10% 397
Exposure to radio for PF
no 33,90% 690 rokx
yes 49,20% 1620
Exposure to media for FP
TV or radio 49,50% 1639 Hokk
no media or newspaper 33,00% 673
Exposure to family planning
information
no media on FP 33,0% 669 Hokk
at least 1 media on FP 39,7% 899
2 out of 3 media on FP 54,4% 252
all media on FP 64,5% 490
Mean number of children in
PSU
less than 3 children per 55,90% 1202 *Ax
PSU
3 and above 32,50% 1110
Median age at marriage in
the PSU
up to 17 years 27,80% 453
more than 17 years 48,80% 1859 *Ax
Level of educ in PSU
no educ 0,00% 11
up to 7 years (primary 30,20% 854 *Ex
complete)
7 years and above 53,50% 1446
(secondary +)
Proportion of women with
secondary and above educ
in the PSU
up to 25% has secondary + | 32,10% 1139 *Ex
in the PSU
more than 25% has 57,30% 1149
secondary + in the PSU
Distance from closest HF
less than 5Km 47,80% 2049 Hokk
between 5 and 15Km 23,60% 225
more than 15Km 2,70% 37
Availability of CEMOC
no cemoc service in 5Km 38,70% 1613 Hokk
has cemoc service in 5Km 58,40% 699
Availability of youth services
no youth service in 5Km 39,90% 1827 *Ex
has youth service in 5Km 62,70% 485
Availability of a car
no car 43,60% 2210 Hokk
yes car 64,20% 53

X




Number of visits for ANC

no visits 18,30% 123 ookl
3 orless 43,50% 771
more than 3 59,20% 677

Timing of first ANC check
first 2 months 66,10% 59 *xx
between 3 and 6 months 53,20% 1119
7 or more 38,00% 285

Partner's education level
No education 16% 182
Primary 37,80% 1200 *Ex
Secondary 61,60% 549
Higher 84,40% 58

Respondent currently

working
No 43,90% 1130 *
Yes 45,20% 1167

Proportion of partners with

secondary + educ in PSU
Less than 20% 24,8% 540 Hokk
More than 20% 50,9% 1773

Proportion of partners

approving FP in PSU
Less than 25% 34,1% 1187 Hokk
More than 20% 56% 1126

Type of marriage
Own choice 47% 1691 *Ex
Arranged 27% 300
Not married 50% 320

Relationship of ages with

first partner
Older 44% 1822 ns
Younger 41% 17
Same age 43% 144

Partner has 10+ years older
Ten or more years older 36% 489 ok
Less than 10 years older 47% 1314

Received money/gifts for

sex
No 50% 2246 ok
yes 39% 63

Community health worker in

a range of 5Km from PSU
CHW not in 5Km 36,6% 1106 ok
CHW In 5Km 52,1% 1206

Note: *** -p<0.01 ** .p<0.05 * -p<0.1

XV




Appendix 8 — Table

Appendix 8.1 Percent distribution of proper postnatal care visits' by socio economic and demographic,

reproductive health care behaviour and service accessibility characteristics, 2008/9 KDHS

Factors Proper Number of cases Significance
postnatal care
(per cent)
Region
Nairobi 65,6% 96
Central 45,3% 137 Hokk
Coast 28,5% 144
Eastern 41,2% 204
Nyanza 25,1% 350
Rift Valley 32, 7% 437
Western 22,4% 170
North Eastern 15,0% 40
Place of residence
Urban 47,4% 361 el
Rural 29,1% 1217
Marital Status
Never married 35% 294 ns
Married 32,4% 1077
Living together 45,1% 82
Widowed 11,1% 18
Divorced 7,7% 13
Not living together 34,4% 93
Religion
Roman Catholic 39,7% 350
Prot(es.tant/ other 32 8% 1034 *
Christian
Muslim 27,6% 134
No religion 12,7% 55
Other 100% 2
Ethnicity
Embu 72, 7% 11
Kalenjin 34,3% 233
Kamba 32,6% 150
Kikuyu 51,9% 204 ok
Kisii 32,4% 108
Luhya 28% 260
Luo 28,7% 292
Masai 12,1% 33
Meru 50,8% 57
Mijikenda/ Swabhili 28,2% 99
Somali 19,2% 52
Taita/ Taveta 71,4% 7

! First postnatal care visit after delivery to be held in the first 48 hours by a professional skilled attendant

(doctor, nurse or midwife)
XV




Other 21,4% 70
Educational attainment
No education 13,4% 164 *okk
Incomplete primary 21,7% 517
Complete primary 37,6% 526
Incomplete secondary 42,4% 170
Complete secondary 62,7% 166
Higher 50,0% 34
Parity
3 orless 35,2% 1445 * Kk
More than 3 12,1% 132
Age at first intercourse
less than 16 years 32,2% 827
16 or more years 34,3% 752 *
Multidimensional poverty
index
Not poor 48,7% 314 *k ok
At risk of poverty 34,3% 370
poor 27,4% 893
Wealth Index
Poorest 29,9% 381 HokE
Middle 34,5% 783
Richest 34,1% 414
Outcome of pregnancy
Child alive 33,1% 1224 *
Child not alive 39,5% 354
Use of FP
Never 25% 561 Hokk
Only trad methods 33% 82
Modern methods 38% 934
Exposure to newspaper for PF
no 27,5% 1144 Hokk
yes 48,4% 432
Proportion of women with
secondary and above educ in
the PSU
up to 25% has 22,9% 278 *
secondary + in the PSU
more than 25% has 38,9% 1300
secondary + in the PSU
Distance from closest HF
less than 5Km 34,9% 1417 | ***
between 5 and 15Km 21,4% 140
more than 15Km 5,0% 20
Availability of PNC services
no PNC service in 5Km 29,7% 565 *xx
has PNC service in 5Km 39,8% 1013
Availability of youth services
no youth service in 27,4% 866 kol
15Km
has youth service in 38,1% 712

XVI




15Km

Has a specialized doctor in
community

Yes in 2km 49,2% 59 *xx
At more than 2km 30,2% 1119

Respondent currently working
No 32% 784 *
Yes 35,0% 786

Proportion of partners

approving FP in PSU
Less than 25% 27,9% 730 *xx
More than 20% 37,9% 847

Community health worker in a

range of 1Km from PSU
CHW not in 1Km 31,5% 1224 rokx
CHW In 1Km 39,5% 354

Note:

*** _n<0.05

* -p<0.1

ns: not significant

XVl




Appendix 8 — Models

Model 8.4 Multilevel logistic modeling for risk of having a visit from a professional
attendant for Postnatal care of a young women in Keya (births from women aged 15-

25)

odds Cl Cl-95%

ratio +95%
Fixed Part
Region (Central)
Nairobi 1,045 2,129 0,513
Coast 1,169 2,113 0,647
Eastern 1,448 2,571 0,815
Nyanza 0,555 0,937 0,329
Rift Valley 0,947 1,643 0,546
Western 0,437 0,780 0,245
Northeastern 1,550 3,544 0,678
Place of Residence (Urban)
Rural 1,049 1,612 0,683
Had ANC visit for last pregnancy (no)
ANC bi_1 2,965 5,413 1,625
Employment (not working)
working 1,412 1,858 1,073
Education (no educ)
Educ:1-7 years 0,986 1,594 0,610
Educ:7+ 1,744 2,852 1,066
Distance from closest HF to PSU
15km 1,051 1,816 0,608
15+ 0,448 1,381 0,146
Parity 0,880 0,980 0,789*
Wealth index (poor)
middle 1,516 2,174 1,057
rich 1,728 2,916 1,024
Place of family planning (government)
private 0,633 0,934 0,429*
friends or CBd 0,701 0,965 0,509
Community health worker (at less than 1 Km)
at more than 1Km 0,501 0,726 0,346
Proportion of women in PSU (less than 25%)
25-50% 1,061 1,469 0,766
50-75% 0,726 1,142 0,462
75-100% 2,046 4,152 1,008
Partner approval of FP in the PSU (less than 20%)
more than 20% 2,160 3,881 1,202
Age at first intercourse (less than 16 years)
more than 16 years XVl 1,301 [1,631 1,037*




Told where to go for pregnancy complication (no)

yes 2,164 2,776 1,687
Baby died (no)

yes 1,297 1,919 0,876
Presence of a specialized doctor at 2km from PSUdh

yes 1,483 2,165 1,016
Has PNC service in a range of 5Km from PSU (lessdh

5km)

at more than 5km 0,773 0,996 0,599*
Heard FP on newspaper (no)

yes 1,556 2,055 1,178
Has youth services in a range of 15km (at less than

15km)

at more than 15km 0,690 0,933 0,510
Random Part

Level: V021

cons/cons 0,259 0,104
Level: CASEID

bcons,1/bcons,1 1,000 0,000
ICC 7,3%

Units: V021 376

Units: CASEID 1660

Model 8.4.1 Multilevel logistic modelling for risk
of having a visit from a professional attendant

for Postnatal care of a young women in Nyanza,
Western and North Eastern provincegbirths

Model 8.4.2 Multilevel logistic modelling for risk of
having a visit from a professional attendant for
Postnatal care of a young women in Rift Valley,
Eastern and Coast provincegbirths from women

from women aged 15-25) aged 15-25)
odds | ci+ ci- 95% odds | ci+ ci- 95%
ratio | 95% ratio | 95%
Fixed Part Fixed Part
Place of Residence Place of Residence
(Urban) (Urban)
Rural 0,793| 1,508| 0,417 Rural 1,578,306 | 0,751
Had ANC visit for Had ANC visit for last
last pregnancy (no) pregnancy (no)
ANC bi_1 4,504| 16,160| 1,255 | ANC_bhi_1 2,335 5,256 | 1,037
Employment (not Employment (not
working) working)
not working 1,230, 1,938 0,781 working 1,342,027 0,890
Education (no educ) Education (no educ)
Educ:1-7 years 0,879 2,44% 0,314 Educ:1-7 years 431,2,079 | 0,629
Educ:7+ 1,401 3,889 0,505 Educ:7+ 2,174,072 | 1,157
Parity 0,972| 1,188 | 0,796 | Parity 0,870| 1,063 | 0,713
Wealth index (poor) Wealth index (poor)

XIX




middle 2,241| 4,123 | 1,218 | middle 1,077| 1,747 | 0,664
rich 2,678( 6,123 | 1,171 |rich 1,850| 4,322 | 0,792
Place of family Place of family planning

planning (government)

(government)

private 0,504 1,209/ 0,210 private 0,668,422 | 0,305
friends or CBd 0,543 0,942 | 0,313 | friends or CBd 0,883 1,428 | 0,547
Community health Community health

worker (at less than 1 worker (at less than 1

Km) Km)

at more than 1Km 0,5010,943 | 0,266 | at more than 1Km 0,43b0,848 | 0,223
Proportion of women Proportion of women in

in PSU (less than PSU (less than 25%)

25%)

25-50% 0,967, 1,596/ 0,585 25-50% 1,752,943 | 1,041
50-75% 0,708 1,467 0,341 50-75% 0,712579 | 0,321
75-100% 1,003 3,309 0,303 75-100% 2,171,022 0,471
Partner approval of Partner approval of FP

FP in the PSU (less in the PSU (less than

than 20%) 20%)

more than 20% 1,637V 4,244 0,632 more than 20% 2,23804 | 1,035*
Age at first Age at first intercourse

intercourse (less than (less than 16 years)

16 years)

more than 16 years 1,589,436 | 1,036 | more than 16 years 1,212,847 0,795
Told where to go for Told where to go for

pregnancy pregnancy complication

complication (no) (no)

yes 2,815/ 4,191 | 1,891 |yes 2,059 3,041 | 1,394
Baby died (no) Baby died (no)

yes 1,203 2,145| 0,675 yes 1,418,659 | 0,753
Presence of a Presence of a specialized

specialized doctor at doctor at 2km from PSU

2km from PSU (no) (no)

yes 0,712 1,512| 0,336 yes 1,778,049 | 1,034
Has PNC service in a Has PNC service in a

range of 5Km from range of 5Km from PSU

PSU (less than 5km) (less than 5km)

at more than 5km 0,828 1,378 0,497 at more than 5km 0,994| 1,661 | 0,595
Heard FP on Heard FP on newspaper

newspaper (no) (no)

yes 1,878 2,924 | 1,206 |yes 1,273 2,009 | 0,806
Region (Nyanza) Region (Coast)

Western 0,728 1,247 0,424 Eastern 1,0835023 0,579
Northeastern 2,9897,688 | 1,162 | Rift Valley 0,692| 1,205 | 0,397
Marital status (not Marital status (not

married) married)

Married 1,603| 2,424 | 1,060 | Married 0,631 0,984 | 0,404
KEMRI2008priv 0,868 | 0,995 | 0,756 KEMRI2008priv 1,010| 1,062 | 0,96*
Has youth services in Has youth services in a

XX




a range of 15km (at range of 15km (at less

less than 15km) than 15km)

at more than 15km 0,850 1,365 0,529 at more th&am15 0,664| 0,967 | 0,456*
Random Part Random Part

Level: V021 Level: V021

cons/cons 0,109 0,143 cons/cons 0,200 0,163
Level: CASEID Level: CASEID

bcons.1/bcons.1 1.000 O bcons.1/bcons.1 1.000 O
ICC 3,2% ICC 8%

Units: V021 131 Units: V021 157

Units: CASEID 700 Units: CASEID 701

Model 8.4.3 One level logistic modelling for risk bhaving a visit from a professional attendant for
Postnatal care of a young women in Nairobi and Ceéral provinces (births from women aged 15-25)

odds ratio | ci+95% | ci- 95%
Fixed Part
Place of Residence (Urban)
Rural 1,217 3,299 0,449
Had ANC visit for last pregnancy (no)
ANC bi_1 5,371 23,915 1,206
Employment (not working)
working 1,514 9,709 0,236
Education (no educ)
Educ:1-7 years 0,361 3,871 0,034
Educ:7+ 0,914 9,678 0,086
Parity 0,599 0,923* 0,388*
Wealth index (poor)
middle 0,494 9,893 0,025
rich 0,344 8,019 0,015
Place of family planning (government)
private 0,457 1,226 0,171
friends or CBd 0,399 0,960 0,166
Community health worker (at less than 1 Km)
at more than 1Km 0,375 0,755 0,186
Proportion of women in PSU (less than 25%)

XXI



25-50% 0,462 0,993 0,214*
50-75% 0,826 2,214 0,308
75-100% 1,861 5,857 0,591
Partner approval of FP in the PSU (less than 20%)

more than 20% 3,380 17,333 0,659
Age at first intercourse (less than 16 years)

more than 16 years 1,090 2,406 0,494
Told where to go for pregnancy complication (no)

yes 1,146 2,200 0,596
Baby died (no)

yes 1,306 5,070 0,336
Presence of a specialized doctor at 2km from PSUdh

yes 1,982 4,930 0,797
Has PNC service in a range of 5Km from PSU (lessdh 5km)

at more than 5km 0,306 0,630 0,149

Heard FP on newspaper (no)

yes 1,623 3,222 0,817
Has youth services in a range of 15km (at less thdrbkm)

at more than 15km 0,307 0,888 0,106

KEMRI2008priv 0,784 1,147 0,536
Marital status (not married)

Married 0,686 1,491 0,316
Units: V021 88

Units: CASEID 259

In red, the differences between models
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