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Background. In Malindi, rural populations face challenges in accessing skilled birth services. Consequently, the majority of women
deliver at home and only seek help when they have complications. This paper reports part findings from a study conducted to
assess health priority setting process and its implication on availability, access, and use of emergency obstetric care services in
Malindi. Methods. The study utilized qualitative methods to collect data from health personnel and maternal health stakeholders
including community members. Source and method triangulation was used to strengthen the credibility of study findings. Data
was categorized manually into themes around issues relating to utilization of skilled birth services discussed in this paper. Findings.
Various barriers to utilization of skilled birth services were cited. However, most were linked tomwenye (the husband) who decides
on the place of birth for the wife. Conclusion.Husbands are very influential in regard to decisions on skilled birth service utilization
in this community.Their lack of involvement inmaternal health planningmay contribute as a barrier to utilization of skilled care by
pregnant women.There is need to address themwenye factor in an attempt to mitigate some of the barriers cited for nonutilization
of skilled birth services.

1. Background

About 830 women die from pregnancy or childbirth related
complications around the world every day. Maternal mortal-
ity ratio in developing countries in 2015 was 239 per 100,000
live births versus 12 per 100,000 live births in developed coun-
tries. There are large disparities within countries, between
women with high and low income and between women
living in rural and urban areas [1]. A key component of
the strategy to reduce maternal morbidity and mortality has
been to increase the utilization of skilled birth attendance
and facility-based childbirth.While global skilled birth atten-
dance rates increased by 12% in developing regions over the
past two decades, almost one-third of women in these regions
deliver without a skilled birth attendant (SBA) [2].

In many developing countries, the majority of births still
occur at home, with the mother being assisted by a family
member or traditional birth attendants (TBAs) who are not
trained to manage obstetric complications [3]. In Sub-Sahara
Africa, there is wide variation in antenatal care (ANC) atten-
dance and women often do not receive the recommended
ANC [4, 5]. Although 71% of pregnant women attend formal
ANC at least once, only 44% attend ANC four or more times
[5]. Pregnant women attend clinics but do not seek skilled
birth services when they are due for delivery. Women attend
ANC to monitor the progress of their pregnancy, to check
the position of the unborn child, to identify problems during
pregnancy, and to get the medicines provided during ANC
to ensure the health of the pregnancy and the development
of the baby. Another reason for attending is that ANC is
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viewed as a normal part of pregnancy and is often considered
compulsory, a result of the authority of health staff or the
notion of it being the “law.” In Kenya, obtaining an ANC
(or “birth”) card motivates attendance. These cards contain
details of ANC attendance without which one can encounter
problems should there arise a need to deliver at a health
facility, as she can be denied care [6].

Increasing the proportion ofwomendelivering in a health
facility is challenging, as it requires comprehensive efforts
to overcome sociocultural, economic, geographical, and
infrastructural obstacles to reaching facility-based care [7].
Furthermore, it requires effort to improve both the coverage
and the quality of care provided to women at health facilities,
including women’s rights to dignified and respectful care
[8]. In Sub-Sahara Africa, women continue to face limited
access to services due to lack of decision making authority
to seek help [9] as their decision making power regarding
reproduction and sexuality is limited [10]. Because patriarchy
investsmenwith the power to determinewhat their wives can
do or not, men often have control over women’s access to and
utilization of maternal health services [11]. Men have social
and economic power and have tremendous control over their
partners. They decide the timing and conditions of sexual
relations, family size, and whether their spouse will utilize
available health care services [12]. Men’s knowledge about
the importance of maternal health services increases with
active participation, which in turn makes them more likely
to encourage and support their wives to use them [13–15].
In Kenya, maternal mortality ratio stands at 488 per 100,000
live births, and the proportion of skilled birth attendance
remains below 50% [16]. The government phased out TBA
services for pregnant women in favor of skilled care delivery.
However, TBAs remain highly utilized by the rural women
during pregnancy and childbirth [17].

This paper reports part findings of a study conducted
to assess health priority setting process and its implication
on availability, access, and use of emergency obstetric care
(EmOC) services in Malindi. The paper depicts the role of
mwenye in the utilization of skilled birth services.

Mwenye is an acronym originating from the word
“mwenyewe,” a Kigiriama (local dialect) and Kiswahili word
thatmeans owner, in this case the husband.Thewordmwenye
came into usage because for every decision that has to be
made by the local women, the word “mwenyewe” has to be
invoked. The local women cannot make decisions regarding
their health unless mwenye has been consulted. Mwenye has
the last say on the place of birth for his wife.

2. Methods

2.1. Study Design. This study utilized qualitative methods for
data collection. Source andmethod triangulation was used to
strengthen the credibility of study findings. This included in-
depth interviews (IDIs) and focus group discussions (FGDs)
to collect information from the study population.

2.2. Study Area and Setting. This study was conducted in six
health facilities inMalindiDistrict (nowMalindi Sub-county)

in the coastal region of Kenya between November 2012 and
April 2013. During the time the study was conducted, the
study site comprisedMalindi andMagarini, which have since
been split into Malindi and Magarini Subcounties. The area
had 105 public and private health facilities [18]. Six health
facilities from different sites were purposively selected with
the assistance of the then District Medical Officer of Health
(DMOH). Four were public health facilities (a health centre
in level three and three dispensaries in level two). In addition,
one faith based facility and one NGO run facility were
selected for the study. The six facilities were selected due to
the distance between them and the main referral facility in
Malindi which pose a challenge in accessing specialized care
whenever there is a childbirth complication. Additionally, an
NGO run facility within Malindi town was included in the
study to share their experiences as stakeholders in maternal
health making a total of seven facilities selected.

2.3. Study Population. The study population consisted of
in-charges of health facilities, reproductive health services
heads, private stakeholders who provide and support mater-
nal health services, and health facility committee members.
At the community level, women, married men, TBAs, opin-
ion leaders, and Community Health Workers (CHWs) were
included in the study.

2.4. Recruitment. The facility in-charges and heads of repro-
ductive health services were included in the study by virtue of
their positions at the facilities as providers of maternal health
services. Details of the stakeholders involved with maternal
health matters were shared at the district headquarters. The
stakeholders and private, faith based, and nongovernmental
institutions were included to share their views and experi-
ences on utilization of skilled birth services. Health facility
committee members were selected as community represen-
tatives and women seeking health services were invited to
give their views as end users. TBA group leaders, CHWs and
opinion leaders in the areawere identified and included in the
study to share their experiences on utilization of skilled birth
services.

Focus group discussions were organized and held with
marriedmen and women in the same age categories and sim-
ilar education background. The discussions were conducted
separately for men and women and were moderated by the
principal investigator. The men and women were recruited
to share their perspectives as family decision makers and
consumers of services, respectively. Additionally, an FGDwas
conducted with TBAs, who deliver the women at home.

2.5. Ethical Considerations. Approval to conduct this study
was granted by the Ethical Review Committee of Kenya
Medical Research Institute (Scientific Steering Committee
number 2288).The then DMOHMalindi granted permission
to conduct the study at the health facilities. Informed consent
was sought from individual participants.

2.6. Data Collection and Storage. Data was collected using
audio-recorders. Permission to record the interviews and
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FGDswas sought from the study participants. In total, 22 IDIs
and seven FGDs were conducted. IDIs were conducted with
facility in-charges, reproductive health services heads, stake-
holders, and health facility committee members. Women
seeking services at the facilities, TBAs, CHWs, and opinion
leaders were also interviewed. Three FGDs were conducted
with male members, three with women and one with TBAs.

Interview guides addressed maternal health issues in the
district and their local settings, preferred place of delivery for
the pregnantwomen, utilization of skilled birth services, what
they do when they have women with delivery complications,
and involvement of community members in planning for
maternal health services. Questions also included the kind of
services offered and any special arrangements in place with
the existing public health system in providingmaternal health
services. Interviews with community members were on their
experiences while seeking health services at the facilities and
challenges and decision making at the family level to seek
health services.

All participants were interviewed by the principal inves-
tigator at their respective places of work or at the health
facilities in their area. Women were interviewed at the health
facilities where they were attending ANC clinics or seeking
treatment services. One of the health personnel from anNGO
run facility was not available for interviewing due to her
busy schedule. Two committee members of the public health
facilities were not available, while two women declined to
participate because they did not have permission from their
husbands. FGDs were held at places that were convenient
for the participants. Data collection was concluded when the
target population had been covered.

Data from the audio-recorders was backed up in a laptop
and external disks. Transcribed data in word format was
stored in folders, secured by password, and backed up. Tran-
scribed data was given code numbers for anonymity.

2.7. Data Analysis. Data was analyzed thematically. Inter-
views were transcribed verbatim; and those conducted in
Kiswahili were translated into English. This data was then
explored to identify important and relevant themes of the
study. These were subsequently labeled according to their
relevance and a series of categories built up to explain the
events that were emerging from the study. This data was
categorized manually into themes around the core issues
relating to utilization of skilled birth services. Emerging
categories were merged to form core categories which are
discussed in this paper.

3. Findings

The findings reported here are on themes related to home
deliveries, the extent of the practice, reasons for nonutiliza-
tion of skilled birth services, and community participation in
maternal health planning.

3.1. Home Deliveries. The majority of the participants re-
ported that most women in the study area deliver at home
with TBAs and/or with other relatives. However, a few

informants reported that after experiencing loss of their
babies due to complications at home, they understood the
importance of seeking skilled care during delivery. After their
losses, they started utilizing skilled care during delivery.

I see that the women in the village like to try to
deliver at home first, then when things don’t go as
expected, they start looking for ways to get to the
facility (male FGD participant, facility 5).

During delivery they have decided theywill deliver
at home assisted by the TBA or by the mother in
law, thenwhen they get complications is when they
come to the facility (Reproductive Health Services
Head, facility 6).

I attend clinic; but I have delivered all my seven
children at home. But then I experienced a prob-
lem with my eighth born. When I came to the
health facility, I was told that if I had come earlier
they would have established the condition of the
baby, but it was too late. The baby came out when
it was already dead. So recently I got pregnant
again. That is why I am here. And I intend to
deliver at the health facility when the time comes
(pregnant woman, facility 2).

Once my wife also went to the TBAs for the
massage and when the time for delivery came, we
were forced to take her to the facility because she
was unable to deliver with the TBA. . . . the doctor
asked her to push, and it was not possible. She
continued trying and eventually the doctor real-
ized that the baby was dead. After this experience
when she got pregnant again, I told her not to go to
the TBAs so that we could observe the difference.
So when the time for delivery came, I brought her
to the facility and she delivered the baby without
much problem (male FGD participant, facility 1).

3.2. Extent of the Home Delivery Practice. Themajority of the
participants, including the community members, confirmed
that most women deliver at home for various reasons. The
facility in-charges reported that they easily lose mothers
because they do not seek services at the available health
facilities, which can handle all deliveries except when there is
a complication that requires a referral to the district hospital.

In maternal mortality we (Malindi) are at around
600 per 100,000 live births; and at the national
level it is around 488 per 100,000 live births.
So ours is higher than the national; and the
major cause is home deliveries. We are delivering
more mothers at home here assisted by TBAs;
so they end up with post-partum hemorrhage or
sometimes they have other complications like high
blood pressure, which actually if they come to the
hospital can be controlled (Reproductive Health
Services Head, facility 6).
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We used to have a single mother coming for
delivery (per month) and it’s because they had
some complication back at home. But nowadays
we get ten, eleven, twelve per month; of which is
still low. Because you can get up to fifty (50) new-
born babies being brought for BCG (vaccination).
And you deliver nine or ten; in a nutshell, that’s a
drop in the ocean (in-charge, facility 1).

They never come to deliver as we expect, we
usually get 180–200 delivering mothers within a
month bringing babies for vaccination. But those
who deliver here (facility) are like 19-20 permonth
(in-charge, facility 5).

3.3. Reasons for Nonutilization of Skilled Birth Services. Var-
ious reasons were cited for nonutilization of skilled birth
services, most of which could be observed on the ground.The
state of health facilities, with inadequate space and personnel,
distance to the facilities, costs involved, unpreparedness, and
lack of decision making authority were the main reasons why
the women did not seek skilled birth services.

3.3.1. The State of Health Facilities. This involved situations
where there was no suitable provision for labor and delivery
rooms in some of the facilities visited. In such cases, the
women shared the available space with other patients seeking
curative services at the facility, thereby lacking privacy and
raising issues of hygiene. It was common for patients to be
admitted for observation into space that was reserved as a
labor room.

When patients with a wound to be dressed come,
they are taken inside for cleaning and dressing as
the woman labors in the same room. Therefore, it
becomes difficult for the husbands to allow their
wives to come to the facility when they know that
they do not have privacy (male FGD participant,
facility 2).

And the other reason is that when the wounds are
being dressed there and by the same person that
is going to deliver them, they are uncomfortable
because they do not know what the wound is all
about, so they fear infection for the new born
(male FGD participant, facility 2).

3.3.2. Inadequate Resources. The inadequate resources are in
terms of personnel and supplies. Most of the facilities visited
operate with one health employee, who in some instances is
required to be at the district headquarters for meetings and
trainings or for some other reason, thereby leaving the health
facilities unattended to or attended to by unqualified staff.
There were shortages of basic supplies such as gloves and
disinfectant, making it difficult to render services to those
who need them.

Understaffing is a major challenge. And that’s not
just us, but the entire Malindi district. Most of

the facilities have like one or two staff (in-charge
facility 1).

There is only one nurse here who is responsible for
day and night. And there are patients all the time
(male FGD participant, facility 1).

And sometimes you find that they do not even
have gloves (male FGD participant, facility 2).

3.3.3. Distance to the Health Facilities. The health facilities in
ruralMalindi are unevenly distributed resulting in someusers
traveling long distances to seek services. However, there are
those who live near the facility but still deliver at home for
other reasons.

Sometimes there are problems because of the
distance. . . . In my opinion, the facilities should
be increased and the existing ones improved (com-
mittee representative 2).

. . . the distance to the facility, there are people who
come almost 20 km from here (in-charge facility
2).

3.3.4. Costs. These include the cost of travel to the facility
and delivery fees usually paid at the health facility. Maternity
services are supposedly free in public facilities, especially
dispensaries and health centres. However, due to supplies
shortage, the women are charged a standard fee which takes
care of the basic necessities. If the woman is taken to the
health facility by a TBA because she was unable to deliver at
home, the TBA is paid a small sum as a token of appreciation
for bringing in the woman. As most of the women in this
locality are stay-home mothers, the husbands have to meet
all the costs. So if mwenye does not have the money, or
something to sell, then the woman will have to deliver at
home.

‘Mwenye is not around and has to come and
give fare to go to the facility’ the women say
(Reproductive Health Services Head, facility 6).

If Mwenye is not financially good; he may refuse
to give approval for the woman to seek services
at the health facility (Head, Maternal Health
programme (stakeholder)).

3.3.5. Lack of Birth Preparedness. Many couples do not have a
birth plan for the baby and panic when the labor pains come;
like it is an emergency. When the time for delivery comes,
they are found completely unprepared, with no money put
aside for any eventuality, from fare to delivery fee.

Anyway, that is how the mothers are. They wait
until they are in labor; they behave as if they didn’t
know they were expecting a baby. They are so
unprepared for the baby. The fathers go looking
for so and so to borrow money and if they bounce,
the woman is still in pain and eventually delivers
at home. Preparing for the baby is a big problem
(Community Health Worker, facility 1).
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Our husbands do not prepare for the arrival of the
baby. So when a woman goes into labor and there
are complications, everyone gets confused (female
FGD participant, facility 5).

3.3.6. Decision Making at Family Level. In this community,
it is the husbands that make decisions, including where the
expectant woman will deliver. Even in a case where a woman
has a complication and requires urgent help, the husband has
to be the onemaking that decision, irrespective of whether he
is around or not. A programme officer shared an experience
where a nurse referred a woman in labor to the referral
hospital because she needed specialized care and organized
for an ambulance to take her there. The woman refused to
get into the ambulance because the husband was not around
to give permission for her to go to the referral hospital. The
husband was telephoned, and he asked to speak to the wife.
He scolded her for wanting to “compel” him to allow her to
go to Malindi. The woman walked away and did not get into
the ambulance.

In this community the man owns everything; they
call this mwenye, so if you listen carefully it’s
like the decision to go or not to go (to a facility)
lies with the mwenye. This business of taking
an ambulance should be between ‘you and you’.
Mwenye has to give permission for the wife to step
into the ambulance; now that is if he has goats and
chicken at home which she (the wife) takes care of
every day; and has no authority to decide to go to
the facility to save her life (Head,Maternal Health
programme (stakeholder)).

You get someone is in labor and you want to assist
her to go to the health centre, and she tells you her
husband is not at home.Meaning she cannot leave
until the husband comes back. The husband has
to give permission, even if on phone (Community
Health Worker, facility 5).

Everything it is the man to decide; the owner
of that woman is the mwenyewe . . . so Mwenye
doesn’t want, or he is not around, or he has to come
and make the decision for the woman to be taken
to the facility (ReproductiveHealth Services Head,
facility 6).

Male FGD participants accepted the blame for not advising
their women and for not putting their foot down when it was
time for decisionmaking onwhere their wives should deliver.

Let us just say that some of us are guilty of
not wanting to use the health facility because of
previous events. . . . We only come to realize the
importance of the facility when we have a problem
(male FGD participant, facility 1).

3.4. Involvement of Community Members in Maternal Health
Planning. Participation in healthmatters is through commu-
nity representatives who are nominated to the facility com-
mittees. However, the majority of the participants reported

that they do not know who their committee representatives
to the health facility committees are. And that they do not
know who selects the representatives to the committees and
what criteria is used to select them.They only get to hear that
the health facility committee members have been selected.

We do not know any committee representatives.
And we also don’t know what they discuss when
they have meetings (female FGD participant,
facility 4).

Maybe the education committee has tried to
involve the community members, but not the
health facility committee.They do their own things
(female FGD participant, facility 5).

We have dispensary committeemembers.They are
the ones who are responsible for presenting our
problems and grievances in their sittings . . . but
they do not have the power to push for action.
They can only air them to the person in charge of
dispensaries (male FGD participant, facility 2).

4. Discussion

This paper depicts the role of mwenye (the husband) in the
utilization of skilled birth services in rural Malindi. Findings
of this study indicate that the majority of women deliver at
home with TBAs or with a relative, usually the mother in law,
despite attendingANCclinics. A few informants who had lost
their babies due to complications at home recounted their
experiences and acknowledged the importance of seeking
skilled care during delivery. However, the majority cited
different barriers for nonutilization of skilled birth services.
On the face of it, all barriers can be observed on the ground.
However, a closer look into the barriers indicates that most
revolve aroundmwenye factor.

Although men play a key role in the family as the main
decision makers, interventions and programmes to improve
utilization of health services usually target women. Little has
been done to involve men in maternal health matters. Yet
studies have emphasized how men’s role can contribute to
better outcomes for their pregnant wives [19, 20]. Evidence
from diverse settings indicates that women often have only
partial, if any, autonomy over their reproductive and sexual
health [21–24].Their position in society is considered inferior
and has considerably less power than their male counterpart
in making household decisions [25]. Husbands can influence
maternal health care utilization by contributing to developing
a birth plan [15], a factor which has been shown to be lacking
in this study, as most women in Malindi wait upon their
husbands to cater for all their financial needs because they
have no means of their own to plan for the unborn child.

Men play a vital role in the safety of their female
partners’ pregnancy and childbirth [12] especially due to their
economic dominance and decisionmaking power. It has been
shown that some women’s access and utilization of Mater-
nal and Child Health (MCH) services depends upon their
partners [26]. For men to make the right decision for their
wives regarding place of delivery and professional attention,
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they need to understand the importance of maternal health
care utilization [27].There is therefore a need to strategize on
how to have men participate in designing and planning for
maternal health services at the level of need, the community
level. If men understand their role inmaternal health services
utilization, they are likely to ease some of the barriers cited
in this study by responding to the needs of their pregnant
women.

Reforms in the health sector of many countries have been
ongoing and have been associated with critical debates on
who should take an active part in making informed decisions
regarding setting priorities related to resource allocation and
service delivery. Of the issues usually discussed critically is
how to involve local communities in the reform processes
and the role of professionals in which case controversy arises
when some observers find the professionals downgrading
others considered to be lay persons in the priority-setting
process [28]. Calls for meaningful multisectoral partnerships
with communities recognize that collaboration is central to
ensure acceptable, appropriate, and effective responses to
begin to tackle entrenched rural inequities [29]. Harnessing
community capacity is integral to developing locally respon-
sive health services [30] and is in the interest of communities
and government as it draws together rural social capital, max-
imizes the innate, adaptive, inventive, and innovative nature
of rural people [31], and leads to empowered communities
capable of developing local solutions [32].

Ministry of Health (MoH) guidelines for health man-
agement committees [33] provide for participation in health
planning process through representation of community
members in order for them to represent community interests.
The said representation has been found to be inadequate,
as perceived by some of the in-charges of health facilities
in Malindi [34]. Besides most community members do not
know their representatives and do not discuss their needs
before the representatives attend meetings to represent them.
It is probable that the community maybe more receptive to
health services where they have been involved in some way.
A study conducted in Malawi found that a requirement for
men to accompany their wives to the health facilities in order
for the women to get services was perceived as punitive as
community was not consulted on the decision but were just
informed and had no power to question the authority [35].
As literature has portrayed men as reluctant users of health
care [36], getting men to participate in maternal health care
which is dominated by women could be even harder.There is,
therefore, the need to strategize on how to sufficiently involve
communitymembers and specificallymen inmaternal health
services as it entails social and behavior change. In Malindi,
male involvement was identified as one of the strategies
to improve maternal health service utilization. However,
no strategies were put in place to specifically target men.
One strategy suggested in the annual operations plan (AOP)
[37] was to sensitize community through barazas, a strategy
that is usually carried out by calling community meetings
under the local administration to address emerging issues
in the community. One of the weaknesses of this strategy is
that usually the men send their wives to such meetings to

represent them [34], thus leaving out the very people targeted
by the health planners.

The barriers cited for nonutilization of skilled birth
services in this study area can broadly be grouped into two
categories, those entrenched in the health system, for exam-
ple, the deplorable state of health facilities, long distances
to the facilities, inadequate personnel, and lack of supplies.
Other barriers are those that directly touch on the consumers,
for example, costs involved in seeking skilled care, unpre-
paredness for the unborn child, and lack of decision making
authority. While the consumers may not have a solution to
barriers entrenched in the health system, they can certainly
attempt to tackle the barriers that touch on them as users.
An attempt can be made to resolve some of the barriers
by involving men. In the case of costs involved, husbands
should be appropriately involved to understand maternal
health issues, in order for them to initiate saving plans with
their wives for the unborn baby or identify any other source
of funds like something to sell when the baby arrives. This
will take care of unpreparedness which has been reported in
this study. Unevenly distributed facilities, poor road network
with resultant long distances, and lack of public transport
have been identified as a problem in the area. The alternative
transport which is motor bikes has been characterized as
uncomfortable especially when the women are in labor. If
from the onset a man decides that his wife will deliver at
the health facility, then as soon as labor starts the woman
can organize to go to the health facility, affording the family
time to organize travel means of their choice, to alternatively
travel on the motorbike, which may be less uncomfortable in
the initial stage of labor. Regarding lack of decision making
power among women, if men are appropriately involved in
maternal health issues and understand the need to utilize
skilled birth services, should labor start in their absence, the
women can go ahead to the facility and the husbands can
follow. This will be possible because the couples already have
a saving plan for the arrival of the baby.

It is also probable that once the male members of the
community are involved, they can demand that the available
facilities be improved to a standard that they are comfortable
with for their spouses to use. Alternatively, if the facilities
are utilized to the maximum, the system may see the need
to improve on the facilities, and even involve the community
members in the improvements as communities in this area
have contributed in the past in health facility infrustructure
development and improvement.

4.1. Study Stength. This study was conducted at the first point
of contact for the service consumers and health providers,
therefore giving a clear reflection of what happens at the point
of need. It is highly probable that the current findings apply
more widely than Malindi Subcounty and that they are vital
in providing the newly created county governments in Kenya
with findings that might directly affect them.

4.2. Study Limitation. Most clients were interviewed at the
health facilities within their area, which is not a neutral
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ground to conduct interviews on health matters as this could
influence the responses of the interviewees.

5. Conclusion

Husbands are very influential in regard to decisions on skilled
birth service utilization in this community. Their lack of
involvement in maternal health planning may contribute as
a barrier to utilization of skilled care by pregnant women.
There is a need to address themwenye factor in an attempt to
mitigate someof the barriers cited for nonutilization of skilled
birth services. This can be done by intensively involving the
community members and particularly husbands in maternal
health planning at the various levels, beginning from the
community level (level one) to the subcounty planning
forums.
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