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Abstract

More than half a million women die each year of pregnancy or pregnancy related conditions.
Most of these are in the third world countries. In Tanzania the Maternal Mortality Rate
(MMR) is presently 578 per 100,000 live births in Tanzania mainland and 377 per 100000
live births in Zanzibar. The single most critical intervention for safe motherhood is to ensure
that women receive care during delivery by skilled health personnel. However only 47% of
women in Tanzania deliver at a health facility. In Tanzania and especially Zanzibar we see a
dearth of research on maternal health and especially choices made by the users or potential
users of maternal health services. This study therefore aimed to find out the factors
influencing choice of delivery place among mothers in Zanzibar north region. It also
addressed the levels of patient satisfaction with services either in the health facility or at home
compared to the birth experiences of those who changed birth place in the last five years. The
methodology used was a cross sectional survey using a questionnaire with closed and open
ended questions which was administered to 300 respondents with the assistance of four
research assistants. Analysis was done by entering the data in spss program and generating
appropriate outputs for reporting and discussion. 56.7 % of the respondents delivered the last
born child at home. The factors affecting this choice were found to be spouse’s education,
parity, ward of residence and cost of delivery. Also significant were employment status,
mothers’ education, ANC attendance and marital status. The most common reason found for
health facility delivery was that the health facility is a safer place to deliver while the most
commonly stated reason for home deliveries were the cost of health facility delivery being too
high and the distance to the health facility being too far. Satisfaction with birth experience
was high both for those who delivered in the health facility and at home. For those who
delivered at home there were high satisfaction levels with the services provided by the TBA if
present. It is recommended that the government should provide sufficient delivery supplies to
the public health facilities so that delivery services can in reality be free. There should also be

continuing research on women’s perspectives regarding their needs.
g
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Definition of terms

Amenities of care:

MMR:

Parity:

Shehia;

Skilled health personnel:

Traditional birth attendant;

Xiv

In this study was taken to mean cleanliness of facility and toilets

and availability of water in the toilets.

Maternal Mortality Ratio is the number of women who die from
any cause related to or aggravated by pregnancy and childbirth
or within 42 days of termination of pregnancy irrespective of

the direction and site of the pregnancy for 100,000 live births.
The number of children that a woman has given birth to.
Equivalent of a ward in Zanzibar

An accredited health professional - such as a midwife, doctor
or nurse who has been educated and trained to proficiency in the
skills needed to manage normal (uncomplicated) pregnancies,
childbirth and the immediate postnatal period, and in the
identification, management and referral of complications in

women and newborns. (World Health Organization, 2004)

Traditional, independent (of the health system), non-formally

trained and community-based providers of care during
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pregnancy, childbirth and the postnatal period. (World Health

Organization, 2004)



1.0 INTRODUCTION
1.1 Background

Pregnancy and childbirth are natural processes but there are inherent risks involved (1). More
than half a million women worldwide die each year of pregnancy or pregnancy related
conditions. The age at which women begin or stop child-bearing, the interval between each
birth, the total number of lifetime pregnancies and the socio cultural and economic
circumstances in which women live all influence maternal morbidity and mortality. Although
approximately 90 per cent of countries have policies that permit abortion under varying legal
conditions to save the life of the mother, a significant proportion of the abortions carried out
are self-induced or otherwise unsafe, leading to a large fraction of maternal deaths or to
permanent injury to the women involved (2). Sixty to eighty percent of maternal deaths are
due to obstetric hemorrhage, obstructed labor, obstetric sepsis, hypertensive disorders of
pregnancy, and complications of unsafe abortion (3). Another 20 million suffer from long term
disabilities. Long-term consequences of pregnancy-related complications include uterine
prolapse, pelvic inflammatory disease, fistula, incontinence, infertility, and pain during sexual
intercourse. The consequences also affect the family of the woman since she is often the
primary caretaker of the family. In some developing countries, if the mother dies, the risk of

death for her children under age 5 is doubled or tripled (1).

In 1987 the World Bank, in collaboration with World Health Organization (WHO) and United
Nations Family Planning Association (UNFPA), sponsored a conference on safe motherhood

in Nairobi, Kenya to help raise global awareness about the impact of maternal mortality and



morbidity. The conference launched the Safe Motherhood Initiative (SMI), which issued an
international call to action to reduce maternal mortality and morbidity by one half by the year
2000 (4). The International Conference on Population Development (ICPD) held in Cairo also
emphasized the need to reduce maternal mortality and morbidity, these goals were reiterated
by the Millennium Development Goals (MDG’s) which set out to reduce by three quarters the

maternal mortality ratio and achieve universal access to reproductive health by 2015 (5).

The single most critical intervention for safe motherhood is to ensure that women receive care
during delivery by skilled health personnel — a doctor, nurse or midwife — with the necessary
skills to handle normal deliveries safely, to recognize the onset of complications beyond their
capacity and to refer the mother for emergency care as needed. The gap between the potential
and actual benefits of health care is large in the area of reproductive health. Cultural and
educational factors may obscure the recognition of illness and the potential benefits from
health care, while economic constraints may suppress utilization, even if benefits are

recognized (4).

In Tanzania the MMR has remained fairly constant for the past ten years and is presently 578
per 100,000 live births in Tanzania mainland and 377 per 100000 live births in Zanzibar .This
is despite the government focus on reproductive and child health services, exemption policy
for pregnant women and public health campaigns to encourage antenatal clinic attendance.
With the antenatal clinic attendance being 94% for at least one visit, delivery at a health
facility is still only 47%. Out of the 53% of deliveries which take place at home, 31% are

assisted by relatives, 19% by traditional birth attendants and 3% have no assistance .There are



marked variations among regions. In Zanzibar North for instance less than one-fourth of

children are delivered in health facilities (6).

One of the reasons for low rate of health facility deliveries is the poor quality of care,
exemplified by shortage of qualified staff, low staff morale, lack of quality control and patient

management.

The quality of maternal care services in Tanzania is still unsatisfactory and improvements are
very slow. Prospective mothers have to endure rude health workers, dirty or uncomfortable
environments in health facilities, lack of equipment and inadequately trained or unskilled
health care. Privacy is considered unnecessary to mothers during labour and delivery and so
they sometimes have to bear the indignities of vaginal examinations without privacy. As
women become more knowledgeable they demand higher quality care and may choose to
deliver at home without skilled care perceiving that to be of higher quality than the care she
gets in the health facilities. Making a decision to g0 to a health facility means that the client

has to perceive that care as necessary or desirable at that time or for that condition.
1.2 Problem statement

Maternal mortality in Tanzania is one of the leading health problems evidenced by a maternal
mortality ratio that has remained high in the past five years and is currently 578 per 100,000
live births (6). The leading cause of death is haemorrhage which can be reduced by attendance
by skilled health personnel in a supportive environment. However, only 47% of women

deliver at a health facility.




The reasons for low utilization include poor quality of care at the health facilities, and poor
accessibility which includes cost as well as distance .Skilled attendance at home deliveries is
lacking and therefore health facility attendance is necessary for proper care and management
of obstetric complications. Expectations by expectant mothers of obstetric care provided at

health care facilities are not met leading to delivering away from health care facilities.

There are few studies in which the views of mothers are presented concerning their choice of

delivery place and their perception regarding quality of care,

There is a gap in local studies which describe the mothers’ labour and delivery experience
from their point of view. We need to know what influences acceptance and use of health care

services and hence delivery in health facilities by expectant mothers.
1.3 Rationale of the Study

The best way to reduce maternal mortality is to increase attendance by skilled health
personnel. The high and constant maternal mortality ratio and low rate of deliveries at health
facilities suggests a problem with utilization. Even with the advent of the exemption system

for pregnant mothers there has been little improvement in the rate of health centre deliveries.

In Zanzibar especially, we see a dearth of research on maternal health and especially choices
made by the users or potential users of maternal health services. On an island with a
population of less than one million and health facilities within 5 km of every citizen we would
expect health facility deliveries to be very high. This is not the case however, and this study

aimed to find out the reasons for this.



The results from this study can then add knowledge of maternal choices in Zanzibar which can
eventually guide policy makers on the best ways to tackle the problem of high number of
home deliveries despite high antenatal clinic attendance by addressing the factors uncovered

by this study and to plan appropriate interventions.

1.4  General objective
To assess birth experiences of mothers in Zanzibar north region.
1.5 Specific objectives

1. To measure the proportion of women who delivered at home in the past five years in

Zanzibar north region.

2. To identify the reasons for choice of place of delivery in the last pregnancy among

women in Zanzibar north region.

3. To determine the level of client satisfaction among those delivering in health

facilities and those delivering at home in Zanzibar north region in the last five years.

4. To compare birth experiences of last two consecutive deliveries among women in

Zanzibar north region in the last five years.



2.0 LITERATURE REVIEW

Only two thirds of hospitals and less than ten per cent of all facilities have signal functions in
emergency obstetric care as defined for the averting maternal death and disability project in
Tanzania. These have been deemed necessary to decrease the maternal mortality by ensuring
skilled attendance (7). Where health care is available, the quality is often severely deficient.
leaving its effectiveness well short of potential efficacy .If the available health care is of poor

quality, it is not surprising to find there is little demand for it.

Donabedian (1993) defines acceptability as “conformity to the wishes, desires and
expectations of patients and responsible members of their families.” He further divides this
definition into five parts: accessibility, patient practitioner relationship, amenities of care,
patient preferences regarding effects risks and costs of care and what patients consider to be

fair and equitable (8).
Accessibility

Tanzania is a developing country with a large part of its population living below the poverty
line. The income of the household, the charges made for health care, and costs incurred to
reach health services are therefore key determinants in the choice of place of delivery. Poverty
is associated with poorer education and poorer access to health services in terms of both
distance and cost thus increasing the disadvantage associated with poor socio economic status
(9). Socioeconomic disparities in health care utilization are large in most developing countries.
Constraints are determined by the income of the household, the charges made for health care,

and costs incurred to reach health services. Maternal costs, especially when complications



oceur, can be very expensive. In a study in Ghana (10) one of the respondents stated that... ¢/
delivered at (health facility B) because it is cheaper. If I had money I would have delivered
somewhere else because of my previous experience at (health facility B) I lost my baby’ (v 38),

while in Mpwapwa in a study conducted by CARE International (11) one woman said

“the costs involved in one day of giving birth are different from those involved in nine
months of attending clinic. The cost of that one day is like 12 months or more ! You
could go to give birth and you are told to pay 15000 and you don’t have that money in

your pocket”(p8).

A recent review by WHO found that the direct costs of maternal health care range between one
and five percent of total annual household expenditures, rising to between five and thirty four
percent if the woman suffers a maternal complication . Cost is also related to distance; the
further the health facility is the more a woman has to spend on transport. In the rural areas
where the condition of the roads is poor, time and effort used to reach the health facility is also
daunting (12). In a study done in Mpwapwa by CARE International (11) one woman said

the road is bad , so transport is a problem and my husband doesn’t have money. I would have

liked to give birth in hospital " (p7).

Problems in accessing health care are felt most acutely by rural women, older women, women
with larger families; divorced, separated, or widowed women; and women not working for
cash. The major perceived barriers to women’s access to health services are lack of money (40
percent), the distance to a health facility (38 percent), and having to take transport (37 percent)

(6).In Kenya some women were found to prefer delivery at home with the TBA due to lower



costs and ease of paying (13). One interviewee reported that ... . “You have to pay them but
they are not as strict at the hospitals. You can also build a good relationship by buying her

some sugar, flour or something small for use in the house once inawhile” (p 52).

A study done in Malawi shows that cost was a factor limiting access to care in a mission run
hospital which was seen to have better quality of health care . Government run hospitals also
expect women to buy delivery supplies like cotton wool, oxytocin, a plastic sheet etc. Informal
out of pocket payments are very common in public health care facilities; these increase the
socioeconomic differences in health care utilization (1).The women interviewed stated that it
was found that Traditional Birth Attendants (TBA’s) also charged a small fee. A study done in

Kenya showed that TBA’s were considered less skilled but easily accessible especially at night
(13).

In Zanzibar, reproductive health services were provided at cost and user charges were widely
reported to be collected at most public health facilities. Over 86% of respondents interviewed
said they paid for reproductive healthcare services. Reproductive health services charged
include those related to purchase of surgical gloves and other hygienic supplies needed during
delivery at health facilities. Other payments related to child registration cards, laboratory

services, admission at Mother And Child Health (MCH) wards etc (14).

The choice therefore becomes which is the most cost effective health service available rather

than the optimum choice for delivery.



‘Socio cultural factors

In societies where health care is widespread, women’s status may not affect their access to
reproductive health care services. In other societies however, increased empowerment of
women is likely to be associated with increased ability to seek out and use health services to
better meet their reproductive health needs (6). It has been found that in Tanzania women with
at least secondary education are 2.6 times more likely to deliver at a health facility than those

with no education and eleven times more likely to deliver by caesarean section than those with

no education (9).

Culture plays an important role in pregnancy and motherhood in most African cultures,
Education however has been shown to down play the role of culture with mothers from a
higher education background paying less heed to cultural constraints or dictations. Low
demand for modern health interventions often derives from deep-rooted attitudes that reflect

culture and social norms (3).

Gender attitudes and roles are particularly important determinants of health seeking behavior
(15). Cultural norms in some societies restrict the movements of women. In Zanzibar the
culture favors male dominance in decision making and- women spend more time indoors only
going out with permission from their husbands (16). In a study in Malawi of the women who
delivered at home, 13% said that they did so because they had either been forbidden to go to
the health centre, or advised to stay at home by an older female relation (11). In Bolam’s study

in Nepal reasons for institutional delivery were not explored the authors focusing only on
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reasons for choosing home delivery, nor how the decision process was made within the

household (18).

Recognition of illness and the potential benefits of treatment are prerequisites for health care
demand .Before a woman seeks care she must recognize the signs of illness. A lack of
educational opportunities and poor understanding of health related matters mean that a lot of
women are not familiar with the signs and symptoms of different diseases especially those

associated with the reproductive organs (16).

In Nepal multiparity as well as poor maternal education was more likely to result in a home

delivery (18).
Perceived quality of care

A detailed survey in a rural region of India found very low use of public health facilities
despite these being in principle, free. The reason is the very poor quality of care, although the
private sector alternatives are also of dubious quality (15).In a study in Ghana (10) one woman
reported “the attendants were angry with me when I was in labour. They were impatient with
me” (p 37). In Tanzania women also report barriers to obtaining health care that are associated
with quality of care: 14 percent of women report that unfriendly providers are a big problem
and 8 percent cite the concern that there may not be a female provider (6). Clean toilets and
surroundings, distance to the toilet and presence of water are amenities that contribute to
perception of quality of the health services (8).The absence of facilities for providing food are

also a deterrent to delivering at health facilities. In a study done in Mtwara (p 19) one of the
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respondents had this to say.....”going to hospital creates the problem of carrying food and I

don't have anyone to leave my family with.”(p 868)

A study in rural Tanzania showed that health system factors such as staff attitudes also had an
impact on the choice of delivery. Poor staff attitude was perceived to exist in many health
facilities including abusive language, denying women service, lacking compassion and

refusing to assist properly (11).

We encounter many problems during delivery . For example, I gave birth but I had a
tear, and my father said they should stitch me up, they answered yes, but we do not
have a needle or thread. You must give us money so we can go and buy them at the
pharmacy... Similarly I did not have the rubber mat for delivery and they asked me for
money. I gave them money and shortly after, the rubber mat arrived .| wondered, did

they really buy that from the pharmacy? (p7)

In Kenya (13) one woman was reported as saying “You are told to move to make space for

another” (p 60).

Lengthy admission procedures, inefficient referral system and long waiting time are also very
tedious and confusing for the clients (13). A surprisingly large percentage (21%) indicated that
they delivered their children at home because their own experience or that of others had shown
that certain midwives were very unkind to mothers during labour (20) .One of the women in a
study in rural Tanzania (11) said “To be honest, for now, hospitals are not good. For example
when requesting assistance from nurses, they ask you what kind of help do you want? At the

time you had sex you felt pleasured. Now why are you complaining?”(p12)
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Also there is no individualized treatment at the hospital due to many patients and not enough

health workers to cater to all of them. As one woman interviewed in Kenya (13) said,

There are so many people in the hospital that the doctor is not able to concentrate on
you at all. He is called from all sides. It will now force the relatives who have brought
you to keep vigil so that the moment they see the [baby’s] head, they call him to attend
to you. In fact you end up delivering alone and wonder what the use of having him
there with you was. And you still have to pay him some money for services he did not

render (p 69).

The number and quality of health care staff is also limited as evidenced by one woman in
Tanzania (11) who said “our health centre should also have experts like the hospital, where
we are attended by people wearing white or blue uniforms, but at our health centre they wear

orange.”(p 5)
Patients’ perceptions of risk or benefits of care

In Nairobi’s informal settlements a qualitative study was done and one respondent indicated
that she preferred delivering in hospitals because they have the necessary equipment and there
are medical staff who know how to do surgery, medicines etc; another woman indicated the
presence of blood for possible transfusion and drips when she got weak as advantages of
delivering in hospital (13). In Malawi when the expectant mothers were asked to give the
reasons for wanting to deliver at the health centre, 90% of the respondents indicated that they
could be referred to hospital much more quickly from the health centre (17). One mother in a

study in Ghana (10) stated that */ delivered at (health facility 4) because this is my first child,
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If you delivered anywhere else and you develop a complication they would refer you th
u there

eventually and so I decided to go there as a first choice’ (p38)

Some women see hospital deliveries as a threat to their health or culture as a woman in
Malawi (17) said “You see some of the mothers who die and lose their babies are as a result of
the action of the nurses. If it had not been for the other nurse, my baby could have dropped to
the floor and anything could have happened" (p72). While another woman in the same study
had this to say *“those who have an operation, they get fluids and blood which is a threat fo

our culture’ (p74).
Emotional support

Traditionally most women during delivery and labour at home had a female companion to
support them and give them moral and physical support. This was essential due to the nature
of the whole process of childbirth which is painful, risky, and uncomfortable. For the news
expectant mother it is more so as it is a new and strange experience (16). Emotional support
has been shown to decrease duration of labour, increase satisfaction: increase chances of
spontaneous delivery. Women who receive continuous, one-on-one support during pregnancy
are less likely to have regional or any analgesia / anaesthesia, an operative vaginal birth and a
caesarean section. The positive effects of support are stronger in women who have no other
source of support and in settings where epidural anaesthesia and electronic fetal monitoring

are not used routinely (21).
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Patient satisfaction

Patient satisfaction occurs when patient expectations are fulfilled. In other words, it is the
overall level of contentment with a service/product experience (22). Satisfied patients are more
likely to use the service in question again therefore this guarantees continuity of care and
attendance at the health facility. They are also more likely to comply with treatment guidelines
either prescription instructions, diet restrictions etc (23). Patient experience is associated with
contact with human and physical resources, cognition i.c. the level to which the client
understands what is happening to her and why, the respect and dignity of care and the

emotional support she receives during labour and beyond (24)

Another strong indicator of a patient's satisfaction with her experience delivering a baby at a
health facility is being willing to recommend that facility to others. When asked about their
recommendations one woman in Ghana (10) said that “J will recommend that facility because
the providers were caring” (p 41), while another said ‘7 will recommend the facility to others

because if you have any problem with your delivery, that is where You will be referred to” (p
0
40) .

Women who have delivered a child in a health facility are the most likely to continue to deli
iver
future children in health facilities (6). In a study in Ghana (10) one mother interviewed stated
state
that “I will go there again because even though one of the nurses was unfiiend|] d
ndly an

impatient, the other was very accommodating and I pray I will meet so meone Lke b
er anytime

1 have to go there” (p38).
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Antenatal care

Presently, it is acknowledged that the ability to discriminate between women at high and |
ow

risk in all formal risk-scoring systems is poor, however the significant effect of prenatal care

points to the role that care during pregnancy has in informing women of the benefits of

institutional deliveries and in connecting women to appropriate services (24)

Antenatal clinic attendance is relatively good in Tanzania with 94% attendance for at least e
visit. However for the recommended four visits attendance is still low (6).Over 80 percent of
pregnant women in Zanzibar attend clinic for antenata] care, but trained personnel deliver only
about 40 percent while TBAs attend the rest. Attending antenatal clinic more than three times
was associated with greater odds of delivery in a public facility in a study done in India (24).
While in Nigeria findings of a study showed adequate ANC attendance during pregnancy did

not significantly influence hospital delivery (25).

No studies were found which assessed the womans reason for choice of place of delivery and
her satisfaciton with the services either in the health facility or home. This study theref:
: ore

aimed to fill that gap.

Most studies have used the etic perspective in studying the preferences of women;the emi
: mic

perspective is rarely presented. This does not do justice to the population concerned i.e th
.e the

wnaman whnee vnicec are nat haina haned
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3.0 METHODOLOGY
3.1 Study design

A descriptive cross sectional household survey was used.
3.2 Study area

Zanzibar archipelago comprises the islands of Unguja (also called Zanzibar) and Pemba with a
number of islets adjacent thereto. It is part of the United Republic of Tanzania but
administratively there is an autonomous government for matters that are not part of the union

agreement.

The island of Zanzibar, also called Unguja, is separated from the mainland of East Africa
(Tanzania) by a channel which is at its narrowest part 36 km (22 1/2 miles) across. It lies
between latitudes 5° 40" and 6° 30" South; and longitude 39° East, It is about 85 km (53 miles)
in length and 39 km (24 miles) in breadth at its broadest point. Its area is about 1 660 square
km (640 square miles). It is the largest island on the east coast of Africa. Zanzibar has five

administrative regions and 10 districts:

Kaskazini Unguja (Zanzibar North) Kaskazini A (North A)
Kaskazini B (North B)

Kusini unguja (Zanzibar South) Kati Unguja (Zanzibar Central)
Kusini Unguja (Zanzibar South)

Mjini Magharibi (Urban West) Mjini (Zanzibar Urban)
Magharibi (Zanzibar West)

Kaskazini Pemba (North Pemba) Micheweni
Wete

Kusini Pemba (South Pemba) Chake Chake

Mkoani
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Zanzibar population is 984,625 (2002 census) .Fifty percent are below 50 years. The annual
growth rate is 3.1%. The population density is 400/sq.km. The life expectancy is 48 years. The
infant mortality is 83/1000 and under 5 mortality is166/1000. The maternal mortality ratio is
377/100000.A hundred percent live within 10 km of Health care facilities and ninety percent
within 5 km. There are 127 Primary Health Care Units, 4 Primary Health Care Centres, and 3
regional Hospitals in Pemba with capacity of 80 to 100 beds and a 400 bed referral hospital in
Zanzibar Town. There are 100 private clinics, 3 private hospitals, 66 pharmacies and 206 OoTC

shops .The population per physician ratio is estimated at about 11,000

Although the Health care portfolio for Zanzibar is not a Union Government matter, there is
considerable collaboration with the mainland on health matters, The Ministry of Health and

Social Welfare remains the responsible agency for health services in Zanzibar

Zanzibar north

Zanzibar North was chosen for the study due to having one of the highest rates of home
deliveries in Tanzania. In Zanzibar north the total population is 136,953 with 67093 males and
69860 females. Zanzibar is divided into five administrative regions, three in Unguja and two
in Pemba. Each region is subdivided into two districts, which make a total of ten districts for
the islands and two sub-districts. The districts are subdivided into 50 constituencies, 32 in
Unguja and 18 in Pemba. The lowest government administrative structure at the community is

the shehia level. The whole of Zanzibar has 296 shehias, 198 in Unguja and 98 in Pemba,



18

The distribution of population between North A and North B is as foll
ows;

District Males Females Total No. of

0.0 No. per

households househ
. 1d

Nf)rth A' [ 40,721 43,627 84,348 3
District 3 R 4.9
North 'B' | 26,372 26,233
District Siat 10,602 5.0

In North A district there are the following constituencies (majimbo) Chaani, M
atd : ; 1, Matemwe,

Mkwajuni, Nungwi, and Tumbatu and in North B there are the following constituenci
uencies

Bumbwini, Donge, and Kitope. These are divided into shehia

Physical Infrastructure

There is only one good tarmac road that connects the district with Zanzibar t N
: own, :

Matemwe and Mkokotoni. There are also small ferryboats linking Mkokotoni and T ungwi,
1 and Tumbatu

Island. Bicycles, ox-carts and small buses are used not only to transport goods but al
also people.

Economic Activities
The most important crops include cloves, coconuts, paddy, cassava, sweet PoEiloss B
: ; ? otatoes, banana
sorghum, maize, pigeon peas and sea weed; with cloves dominating the people’ : i
e’s economy and

lives.
There are few small-scale industries in the distri :
e district, like ¢
( arpentry, masonry and li
ime

extraction.
Livestock are kept at household level with some houses keeping one or t
: . or two
chickens, ducks, goats and guinea fowl cows, a few
There are 114 registered fishing cooperatives alth
ough some are inactiv ;
e. The income from

fishing varies from month to month and place to pl i
place. The fish is sold as far i
as Zanzibar town
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Tumbatu is an island located on the north-western part of Unguja Island known for its
historical significance and home to the Watumbatu ethnic group. Transport to the main island
is by small boats used by fishermen or motored boats used by visitors to the island. There are
no cars in Tumbatu. There is also no electrical supply apart from generators owned by schools
some government offices and mosques.

Mahonda is a village located in the northeast of the island, seven kilometers to the west of

Kinyasini and 20 kilometers northeast of the capital, Zanzibar City.

3.3 Study population

The study population constituted all women who delivered a child in the past five years. This
group was chosen as they have been using health services for labour and delivery or have

delivered at home.
3.4  Sampling procedure

There are two districts in Zanzibar North with eight constituencies and 62 shehia. Five
constituencies were randomly chosen from these two districts whereby a list of all the
constituencies was used as a sampling frame and then one shehia was randomly selected from
each of these constituencies. These were Pita Na Zako, Fujoni, Mahonda. Tumbatu Gomani
and Donge Mchangani At the shehia level a random starting point was chosen and all eligible
women chosen until the required sample size of 60 women per shehia was achieved. 60

respondents were therefore interviewed from each ward.



35 Study variables

Dependent variables

1. Choice of place of delivery

2. Patient satisfaction

3. Attendance at delivery

Independent variables

Demographic Economic status Accessibility
characteristics

Age Employment status Distance from home
[evel of education Level of income Cost of delivery
Marital status

Parity

Spouses educational level

Ward of residence

Amenities of care Indicators of patient satisfaction

Presence of companion during labor and Plan for delivery in subsequent pregnancy
delivery

Privacy Recqmmcndalmn of health facility to a
relative or friend.

Cleanliness of toilet

Cleanliness of surroundings
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Facility factors contributing to patient
satisfaction

Perceived competence of staff at health
facility

Timely assistance during delivery

Presence of a companion during labour and
delivery

3.6  Sample size estimation

The sample size estimation was calculated using the following formula by Kirkwood and
an

Steve (2003).
n = 2'p(100-p)
&

Where n = the required minimum sample size

T ‘|

(TDHS, 2004-5)

¢ = margin of error on p (set at 5%)
z = standard normal deviate corresponding to 95% confidence level (=1.96)
Substituting these figures in the formula gave
n=272

When you add 10% for non respondents you get 299 women



S
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3.7 Data collection procedure
Recruitment and training

Three research assistants were recruited from clinical officers who had recently graduated
e

from Mbweni College in Zanzibar. They were given one day orientation on the stud
study

objectives, methodology and questionnaire. Emphasis was on collection of accurate dat
ata,

client confidentiality and establishing rapport with respondents

Data collection tools

The data was collected using a structured questionnaire with closed and open ended questi
stions.
Thies quesbAEIn: Pas constructed in English and translated into Kiswahili which is tl
is the
national language. It collected information on the socio demographic characteristics of tl
e
respondents, the information on previous birth experience including satisfaction and reas
'easons
for choice of delivery place.
3.8  Pre-testing of the study tool
The study tool was pre tested in Zanzibar urban area on thirty women. This was used to check
the flow and logic of the questions and whether the questions were easily understood. Slight
) . Sligh

modifications were made. A few questions were added and some questions rephrased to mak
¢ 0 make

them clearer. Also options in some of the closed ended questions were added
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3.9 Limitations

Calculation of the income per month of the study participants was difficult due to the nature of
the occupations of most of the women being small scale subsistence farmers with varying
incomes depending on the season and the crops as well as vagaries of the weather. Most of the
crops harvested were for home use rather than for sale which made it difficult to estimate their
value. Moreover many of the women depended on their husbands for a living so their income
status was not representative of their economic status. This affected the results pertaining to
socioeconomic status of the women. We tried to minimize this by enquiring about the spouses

as well as the woman’s income and calculating by using the market value of the crops

Views from the women were mainly positive contrary to expectations and to previous reports
Whether this was due to fear of reprisals if criticism was voiced was difficult to ascertain. The
women were assured of confidentiality and the identity of the researcher and purposes of the

research were made clear.
3,10 Ethical considerations

Ethical clearance was obtained from the research and publication committee of the Muhimbili
University of Health and Allied Sciences (MUHAS). The permission to conduct the study was
obtained from the relevant authorities at the district; constituency and shehia level. Written
informed consent was obtained from each of the participants prior to administering the
questionnaire. They were first assured of confidentiality of the information collected by telling

them that the information collected would be coded and their names would not be used
sed or

recorded anywhere.
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Some information for example concerning the labour and delivery process was sensitive and
confidential. To address this, the interview was arranged to take place somewhere where th
€

interviewee was not overheard by other people.
3.11 Data analysis

All questionnaires were coded before data entry. Data was entered in SPSS program. SPSS
program was used to generate outputs for data entered which were used for reporting and
discussion. Frequencies were produced for categorical variables and differences between
proportions were examined using X test. Continuous variables were summarized by
calculating means and standard deviations. Typical quotes were taken from the open ended

questions to emphasize the findings.



4.0 RESULTS
4.1 Description of study participants

h C ‘U]lb Of lhi. St i & C S 10S¢e
I e res stuay 1 i ('[(‘ 1 Y1 .(: char er t
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delivery experiences are also shown

Socio demographic ch isti
aracteri 1
stics include age, marital status, religion, ed
> , educational lev
el

em[)lO /ment status ¢ 1 f
) C dl]d l]l()nll]ly mcome tor th(_)se Vvho are eng 1 .
cage In an eCOnOn‘liC .Vl
acti lty

A total of 300 women were interviewed with a mean age of 30 years and an ager f
aars < . )€ range o ;
54 years. Most of the respondents were self employed (52.3%), but 42 7°E .
employment. More than three quarters (83.5%) had a calculated mon,tll i o
100,000 shillings .Majority were married (87.7%) and a large pro li' R
portion were Muslim

(98.0%). Table 1 shows the distributi i
1e distribution of the socio demographic characteristi
racteristics of the

respondents.
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Table 1. Socio Demographic Characteristics of Respondents in Zanzibar North Region.

2009

Socio demographic characteristics

Age Number Percent
14-23 66 22.0
24-33 139 46.3
34-43 83 27.7
44-53 11 3.7
54 and above 1 0.3
Total 300 100.0

Marital status

Married 263 87.7
Co-habiting 1 0.3
Widowed 5 1.7
Divorced 30 10.0
Single 1 0.3
Total 300 100.0
Religion

Muslim 294 98.0
Christian 6 2.0

Total 300 100.0
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Socio demographic characteristics Cont....

Educational level Number Percent
Not educated 83 27.7
Incomplete primary school 44 14.7
Completed primary school 59 19.7
Secondary school and above 114 38.0
Total 300 100.0

Employment status

Self employed 157 52.3
Employed 15 5.0
Not employed 128 42.7
Total 300 100.0

Monthly income in tsh

Less than 50000 70 38.7

50000-100000 81 44.8

100001-150000 17 9.4
7150001~ 200000 10 5.5
>200000 3 1.7

Total 181 100
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4.2 Predictors of place of delivery

56.7 % of the respondents delivered the last born child at home .Only 5 (1.7%) delivered in a
private health facility while 125 delivered in a public health facility. Table 2 shows that the
most commonly stated reason for home delivery was precipitate labour reported by 29% of the
mothers who delivered at home, while cost of delivery at health facility being high was the
reason with 11.2 % of the respondents. Other common reasons were the health facility being

too far (10.1%) and all the previous babies being delivered at home (10.7%).

Table 2: Reasons for home delivery

Reasons for home delivery Number Porcent
The health facility is too far 17 101
Cost of delivery at the facility is high 19 1.2
']mue hospital environment 4 24
The serv.ice was unsatisfactory at the health facility in 4 54
my previous pregnancy
[ trust the local birth attendant 9 53
[ was advised by my friend /relative 2 12
All my babies are delivered at home 18 10.7
I had precipitate labour 49 29.0
All my deliveries have been without complications 12 71
There was no one to leave my family with x5 24
Othes 30 17.8
Total 169 100.0
[
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The most common reason as shown in table 3 for choosing the health facility for delivery was
stated as “the health facility is a safer place to deliver” as stated by 80.8% of the mothers who
delivered at the health facility. The proximity of the health facility was also mentioned by

6.2%.

Table 3: Reasons for health facility delivery

Reasons for health facility delivery
Number Percent

The health facility was near 8 62

My friend recommended it 1 3
W attended antenatal clinic 7 54

The health facility is a safer place to deliver 105 80.8

All my babies are delivered at the health facility 5 3.8

[ was advised at the antenatal clinic g 73
T : .

Total 130 100.0
—
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The characteristics of those who delivered at home as opposed to those who delivered in a

health facility are shown in the following tables.
Place of delivery by socio demographic characteristics.

There was a strong relationship between spouse’s education and place of delivery. Increasing
level of education of the spouse was associated with the likelihood of health facility delivery

of the partner as seen in table 4.

Table 4: Place of delivery by spouse’s education

Home delivery Health facility

delivery
mks education Number | % Number | %
"No formal education 50 70.4 21 29.6
Wpﬁmary education 38 62.3 23 377
minmry education 50 57.5 37 42.5
"Secondary education 27 35.5 49 65.5
“Total - 165 55.0 130 45.0

?-19.7. p value 0.000
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Employment status was seen to be associated with place of delivery and the relationship was
seen to be strongly significant. The self employed were subsistence farmers of seasonal crops
like sweet potatoes, rice and cassava and some were engaged in petty business which was
selling of fish and sea products like clams, mussels and seaweed. The respondents who were
unemployed and the self employed were more likely to deliver at home while those in formal
employment had a higher proportion delivering in the health facility(86.7%).This is scen in

table 5.

Table 5: Place of delivery by employment status

X?=13.22, p value 0.001

[ Employment Home delivery Health facility Total
status delivery
Number % Number | % Number | %
Unemployed 70 54.7 58 453 128 100
Self employed 98 62.4 59 37.6 157 100
Employed 2 13.3 13 86.7 15 100
Total 170 56.7 130 433 300 100
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There is a significant relationship between mother’s education and place of delivery as shown
in table 6. Completing primary education seems to be associated with an increased tendency
for home delivery. Otherwise increased level of education is associated with increased

proportions of mothers delivering in the health facility.

Table 6: Mother’s education with delivery place

Delivery place
home delivery health facility
delivery Total

Education Number % Number | %

No formal education 63 75.9 20 24.1 83
Incomplete primary education |24 54.5 20 45.5 44
Complete primary education | 34 57.6 25 22.4 59
Secondary school and above | 49 43..0 65 §7.0 114
Total 170 56.7 130 433 300

“X7=21.13, p value 0.000



8]
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Place of delivery with antenatal clinic attendance

Only 9 respondents did not attend antenatal clinic and they all delivered at home. Conversely
increased attendance of antenatal clinic was associated with higher proportions of health
facility deliveries with those attending more than 4 times having a prevalence of health facility

delivery of 62.2%. This was seen to be statistically significant p<0.05.
Place of delivery with parity

Most women who had delivered for the first time did so in the health facility (70.2%) while
higher parity was associated with delivery at home as evidenced by a high proportion of those
who delivered for the fifth or more time doing so at home (66.4%). This difference was found

to be significant, p<0.05.
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Relationship between shehia of residence and place of delivery.

As seen in table 7, there were an equal number of respondents from each of five shehias. Of
these in Tumbatu the highest proportion of study participants (86.7%) delivered at home. This

was found to be significant p <0.05.

Tumbatu is an island off the coast of Zanzibar .The health facility there has only recently been
opened and is not equipped for deliveries .Pita na zako, Mahonda and Fujoni are served by
health centers. Donge Mchangani residents have to attend the health facility in the

neighbouring ward/shehia which is about 30 km away.

Table 7: Place of delivery with shehia of residence

W—lﬁmc delivery Health facility Total
delivery

| Number | % Number | % Number | %
Pita na zako 35 583% |25 41.7% 60 100
Fogom |19 31.7% | 41 68.3% 60 100
Tumbatu 52 86.7% |8 13.3% 60 100 |
“Donge mchangani 39 65.0% | 21 35.0% | 60 100
Mahonda 25 41.7% |35 58.3% 60 100
Towal | 170 56.7% | 130 43.3% 300 100

Y2=47.91,p value 0.000
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In table 8 mothers education was seen to have a significant association with attendance at
delivery. 78.3 % of those respondents with no education delivered with the assistance of a non

skilled attendant, this decreased to 48.2% for those who had secondary education and above.

Table 8: Attendance at Delivery by Mothers Education

Attendant At Delivery Total
— Skilled Non Skilled
Attendant Attendant
Number (%) Number (%)
"Education | No Education 18Q21.7) 65(78.3) 83
— | Incomplete Primary |
i 20(45.5) 24(54.5) 44
| Complete Primary
Education 25(41.4) 34(58.6) 59
Secondary School And
Above 58(51.8) 54(48.2) 112
mr/— 121 178 299

x2=21.9, p value 0.001
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Spouse’s education was associated with attendance at delivery as seen in table 9 where 71.8 %
of the respondents with no education delivered with non skilled assistance while only 42.1 %
of those with secondary education and above did so. This difference was found to be

significant.

Table 9: Attendance at Delivery by Fathers Education

Attendance at Delivery
Non skilled

Skilled attendant attendant Total
Fathers education Number (%) Number (%)
No education 20(28.2%) 51(71.8) 71
Incomplete primary education 25(41.0) 36(59.0) 61
Complete primary education 33(37.2) 53(61.6) 86
Secondary education and above 44(57.9) 32(42.1) 76
Total 122(41.5) 172(58.5) 294

Y2 =15.1, p value 0.019
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Table 10 shows that a higher proportion of respondents who delivered at a health facilit
ility
incurred comparatively greater costs than those who delivered at home. For example of th
! of those
who incurred costs less than 5000 shillings, 66% delivered at home. Of those who i d
. o incurre

costs greater than 15000 shillings, 94.2% delivered at a health facility. This was found to b
. o be

very significant.

Table 10: Cost of delivery and place of delivery

Cost of | Place of delivery
delivery
Home Health facility
Number % Number %
Less than 5000 | 66 9.5 17 20.5
5000-10000 89 68.5 41 31.5
10001-15000 12 36.4 21 63.6
>15000 3 5.8 49 94.2
Total 170 57.0 128 43.0

¥* =85.6, p value 0.000



Most of the payments for the costs of delivery were obtained from the spouse (80.7%). Other

sources of funds were from relatives (5.0%) and borrowing (3.9%) as seen in table 11,

Table 11: Source of money for delivery costs

mnt made from Number Percent
Salary 5 "

| Farm produce sales 8 55

' Spouse 226 80.7
ellive = 5.0

| Borrowed 11 ¥
m/ £ 5.7
Towl 220 100.0

Mean delivery costs for health facility delivery

Average delivery costs for health facility deliveries included transport to and from the health
facility, payments made at the health facility and money used to pay for delivery supplies.
Average costs for transport amount to 5274 shillings. health facility payments were 8198

shillings and delivery supplies cost 4903 shillings on average.
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Delivery costs for home deliveries

For home delivery the average cost included delivery supplies 2536 shillings ranging from 0 t
& 1 (0]

20000 shillings and payment of midwife or assistant was 3569 shillings also ranging 0t
rom 0

20000 shillings. The average costs were on the whole lower than those encountered by tl
y the

respondents who delivered in a health facility.
4.3 Patient satisfaction

Factors affecting patient satisfaction were taken as information given to the respondent during
labour and delivery. availability of basic amenities at the health facility, perceived competence
of staff, timely assistance at delivery and waiting time on arrival at the health facility
Questions were also asked directly concerning the level of satisfaction of the respondent with

the birth experience as well as satisfaction with the services offered by the birth attendant i
) ndant in

both home and hospital deliveries.

Information given concerning labour and delivery in health facility

52.4 % of respondents reported that they had received sufficient information on labour and
an

delivery. One respondent said that, “they would examine me and tell me that you still have 5
you ave 5 or

6 em 1o g0 (A 40 year old married woman). Another complained that, “they would e '
, / xamine

me then not tell me anything.”(26 year old woman with secondary education)
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0/, 3 a0 S i -
55.6 % of those with no formal education thought insufficient information had been gi
iven

. I‘hiS Dl ()h()lli()n hlls a lbndbl y (6] Cd i i 0
- o 3 *11C 1 (leC] case w ] 1
1th educatlonal lchl Wlth ()Illy 43.55 / Of th()SC

with secondary education and above saying they had received insufficient informatio
ion as

represented in table 12. This association was not statistically significant

Table 12: Sufficient information with level of education

Education

Sufficient information given

No formal education

[ —
Incomplete primary education

I
Complete primary education

I ——
Secondary education and above

Total

Total
Yes No

Number (%)
Number (%) Number (%)
8(44.4) 10(55.6) 18(100.0)
9(45.0) 11(55.0) 20(100.0)
14(53.8%) 12(46.2%) 26(100.0%)
35(56.5%) 27(43.5%) 62(100.0)%
66(52.4) 60(47.6) 126(100)

“X2=1.33, p value 0.7
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A high proportion of respondents who had delivered in a health facility reported that the health

facility was clean (95.2%), the toilets were clean (91.3%), and there was water available in the

toilets (95.3%). (Table 13)

Table 13: Reported availability of basic amenities at the health facility

Amenities Yes No Total

Number | % Number | % | Number | %

Cleanliness of facility 121 95219 4.8 | 130 100
m 117 91.3 | 12 8.7 | 129 100
Availability of water in the toilet 124 953 |6 4.7 | 130 100

L,”/'
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Some of the facility factors seen to affect patient satisfaction are seen in table 14. Most
facilities did not allow the presence of a companion during labour and delivery (75.6 %),
however competence of staff was perceived to be high (99.2%) as was privacy during labour

and delivery (91.8%).

Table 14: Reported presence of some facility factors contributing to patient satisfaction

Availability of Facility factors S:;ﬂb” % ‘Ij:g‘ber %
said yes said no
Perceived competence of staff at health facility 127 99.2 3 0.8
Privacy during labour and delivery 112 91.8 18 9.2
Timely assistance during delivery 110 88.0 |20 12.0
Presence of a companibn during labour and delivery 31 244 |99 75.6
A ———

Concerning presence of a companion during labour and delivery one woman said, “There are
onc S

atients and few workers therefore the relatives would help to relieve the workload.”( 26
many p s and.

ld woman with secondary education). A 22 year old woman said that, “when you re
year O

dy o deliver you are told to go to the area for delivery carrying your bag, your relative
ready 1C ;

could help you carry your bag.
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A large proportion of respondents perceived waiting time to be short on arrival at the health

facility (94.5%) as seen in table 15.

Table 15: Perception on waiting time at the reception

Clients perception Number Percent
Short 121 94.5
Reasonable 7 5.5
Long 0 0

Total 128 100.0

On being asked what their level of satisfaction with the birth experience was, 98.2% of those
who delivered at home and 92.8% of those who delivered in the health facility were satisfied

with their birth experience as seen in table 16. This association was seen to be significant.

Table 16: Level of satisfaction with birth experience by place of delivery

F’/ Level of satisfaction with birth experience
Place of delivery
Not Satisfied Very satisfied | Total
satisfied
T 3(1.8) 97(58.8) 65(39.4) 165(100.0)
R e~ T
Fealth facility 9(7.1) |91(72.2) 26(20.6) 126(100.0) ‘
e 12 188 91 291 |
|

X2 =1423p value 0.007
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In the open ended questions, on being asked about their satisfaction with the services offered
by the attendant during delivery one woman who delivered at home said that “she was

PIEPRERIS she was not rude and did not ignore me nor charge me a lot of money. "

One lady who delivered in the health facility stated that, “they did not listen to me or give me

any help until 1 delivered by myself.”
Other indicators of satisfaction with the services

Further indication of satisfaction with the health facility was considered to be planned delivery
in the same facility in the subsequent pregnancy and recommendation of the health facility to a
friend or relative. 8.4 % of those who delivered in a health facility indicated that they would
like to deliver the same health facility in the next pregnancy and 97.5% would recommend that

facility to a relative or friend.
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When asked what they would like to be different about their birth experiences 31.1%
es 31.1% stated

that they would like the services to increa
se.16.2% wanted the numb
er of health workers to

increase (table 17)

Table 17: Suggestions given for improvement of birth experience

Suggestions —— —_—
Services should increase 23

31.1
Number of health workers should increase. 11 I

4.9

Women should be allowed a companion during
Jabour and delivery. 9

12.2
There’s nothing to add B

16.2
Services and supplies should be given free 5 3
Delivery services should be brought nearer 6 8'1
Women should try to be cleaner when admitted
in hospital 5 6.8
Others 3 =
Total 74 T

S at(’ el v p pay' (A 3

sleeping two 10 @ bed.” (22 year old woman from Mahonda)
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4.4 Comparison of past two birth experiences

The reasons for change of delivery place in the mothers who had more than one delivery in the
past five years and who had changed the delivery place are highlighted in table 18. The most

common was that the delivery place was far from home (24.4%).

Table 18: If you delivered at a different place from the last birth why did you change

your choice of delivery place?

mn’/ Number Percent
mmith the services 4 5
The costs were 0o high ) 5%
It was far from home 10 T
I was advised by a friend /relative 5 s
[ had precipitate labour 5 s
[ had no one to leave with the children at home | 4 98
I had no problem in my previous pregnancy 3 7
It was my second pregnancy [ did not need to 5
deliver at the health facility. 4.9
Others 4 08
Total 41 100.0

35 respondents had changed delivery place in the last two consecutive pregnancies in the last

five years. 80% of these said that they had a better birth experience at the health facility when

compared 10 home.



47

25 respondents had delivered in the same health facility in the last two pregnancies. Of these
25 res s he

72%, stated that the services had improved.

One woman said that “At the health facility when you get a problem they can help you
ne wolldall s¢ : b j K

» (Y arried uneducated woman from Tumbatu)
prompily. (Young marrie :

While another woman said that delivery at the health facility was better because, ... afier
ile ¢ ) :

delivery 1 was given an injection and some drugs.” (45 year old woman from Donge
eliver 5 _

Mchangani.)
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5.0 DISCUSSION

This study set out to find the reasons for choice of birth place and the level of client
satisfaction with delivery place and birth experience. It was also comparing the birth

experiences of the past two deliveries in those who had delivered more than once in the past
five years.
5.1 Place of delivery

In this study the prevalence of home delivery in Zanzibar was found to be slightly higher than

the national prevalence which is 53% of all births or the Zanzibar prevalence which was 51%

However it was much higher than the estimate for Zanzibar North which was about a quarter

of all births (6). This discrepancy can be due to the absence of recent data on the prevalence of

home and health facility delivery in Zanzibar.

52 Reasons for choice of place of delivery

[ncreased educational level of the mother (respondent) and her spouse were each associated

with increasc in health facility delivery .Whether this was due to higher health literacy of the

more educated man or woman or perhaps the higher economic status associated with increased

education is not clear. Most of the mothers (82.3%) named the head of the household as the

husband and this supports the reasoning that educational level of the spouse is significant in

determining place of delivery of the mother. This is consistent with findings from studies in

Kenya and Nigeria (13, 25) which also found an association between spouses’ educational
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tus and health facility delivery. Many other studies in third world countries also indicate
status ¢ ¢ c \ 3

hat the mothers” education has a positive effect on health facility delivery (27. 26. 28).
that the ‘

I ssing parity of the respondent in relation to place of delivery it was found that those
n assess arity

hl than four children were more likely to deliver at the health facility than higher
with less the

n This may be because first time mothers are worried about possible
ssarous women. This may be because
aultiparous v
lications. One woman who had delivered her first child at the health facility admitted that
complice S.

I bsequent pregnancy she was planning to deliver at home as, “with the first child one is
in the subs 0 \

/ / ’I ' ( L.()”(/ 0ne 1‘.\' no l)’ ()[7/(."”‘ . Old(.l d“(l “l“hl Yarous “[()Ille['s hav]ngy d()h\/el-ed
”()}’1(( YUl e S 2
all t](..” bkll”L L“ ]l( 1

Y d n il ll C i'l 'll O ‘I oW i ll at n]l.lll.l])‘irOLlS ]ﬁ’,bs (.\(’hlcated women WeEre ltfsy l-]'(’ly 10
1've / once 1 1 l a als s 2
su C( 1

- er in a health facility and one of the reasons given for home delivery was a N——
deliver in a hee \

delivery (18).

Bolam in his study in India found that poverty indicators were not significant risk factors for
ola s stud)

delivery (18). Idris et al however did a study in Nigeria which showed that the
home deliver

1O I”L“l J[kllu-\ 0' th hUSl &“]dh was an ll]]pOI ldl l (Iet(ll’n]ln"] l r ] . ( )
Cn]] l( y ) e ‘

l lh > ¢l ]I ](’\’lncnl status was seen to be Si(’Il“lCdIll. Self elllploynlenl (f()nsisted l‘
1s study C NpPIo)
Il] lhlh : D,

line in fish. clams, mussels and subsistence farming and therefore leads to an
Sty trading o
pul)

- come due to seasonal crops and changes in tides which affect the fish trade. These
. agular inCO |
irregula
usually of a lower educational status. Employed men however are more likely to

men arc also

ave « I El ( dllOl] dl]d a hlgh > ncome dl[{l th‘)l'ef()l l 0 y ) f
> a 11¢ 1€ lL\L] )1 tdllL
hd / [§ ( &) ~

health facility dehivery.
(e
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[n Zanzibar the researcher found a significant difference in the costs of delivery in the health
facility and at home. High cost of health facility delivery was one of the major factors that led
to mothers delivering at home. The delivery costs included transport, health facility payments
and delivery supplies and ranged from no payment to 70000 shillings for health facility

payments. Health facility payments were mainly unofficial payments for delivery supplies

hich included gloves, plastic sheet. syringes and drugs (75.5%) while some health facilities
which &

Iso charged a registration fee (42%). Indeed in the open ended questions mothers complained
also ¢hé s o

bout the high cost of transport and delivery supplies some of which they bought at the health
abou 5

ility. As one mother said, “they should bring the health facility closer as transport is a
facility. A ’

hlem and is also very expensive.” While another respondent complained. “rhe supplies
-oblem $ ak .
proble

nould be given free as some of us have little capacity to pay or we may not he prepared.” And
shoulc ) .

deed Kruk in his study in rural Tanzania found that 73.3% of women who had facility
indee .

deliveries had 10 make out of pocket payments which amounted to 6272 Tanzanian shillings
eliverics i

Rajendra who did a cross sectional survey in India found that the lower the
averace. IKé C
on JVLI&\E d

Sle
CC()II(“

] il A,I-ll.l\\i l‘()lllld l]lLll cost was a Si(’niilcllnl l)«'ll‘l’it I t() lledltll facll]ly deliwcry. (] 7.
d 7 ( 1C 1 i o
S‘u ) (@)

theless no significant association between income level and place of delivery was
»vertneles: R =
22). Nevel

this study. Perhaps the difficulty in estimating the income level of the subsistence
- in this Y-
found 1

ho did not sell their produce contributed to this anomaly.

> 'S W .
farmers

. l\'()C'lli“" for skilled care dlll‘il‘lg pregnancy and childbirth as bCil]g imporla nt to
5 s ddVOLe =
W] [() 1S 8

MMR (1).This study found that skilled attendance at delivery was related to mothers’
C MMR (1), This stud)
reduce

fathers’ education and ward of residence. All the mothers who delivered at home
.ation, 1a :
Cdl,l(.«d



ttended by unskilled personnel who included TBAsS, relatives and neighbours. The level
were atte y ung

of skilled attendance:ai delivery in this study was found to be slightly lower than the level for
Zanzibar (46%) found in the TDHS (2004/5). Three of the wards sampled had health centres
less than five km from the residences while one of the wards was an island and the mothers
had to travel by boat at high cost and/or for several hours to get to a health facility while
another had to use the neighbouring wards health facility. This might explain the difference in

' f place of delivery between different wards as well as the differences in skilled
choice ol ple -

dance at delivery between the wards. Evidently distance is seen to be a barrier to health
attendance d \

il iveries as transport is a factor mentioned by a fifth of the respondents as the reason
facility deliveries a:

o o deliver at home. In Malawi distance to the health facility was also seen as a
of choosing

s onificant factor related to a high proportion of home deliveries (17).
significe z

his study the rate of antenatal attendance was very high (97%) and this was consistent with
[n this stud}

| estimates (94%0) as reflected in the TDHS 2004/5 (6). The antenatal clinic attendance
pational estimates

Iso seen to be significantly associated with the place of delivery though rate of health
was also sce

. verv does not reflect the high rates of antenatal clinic attendance.
facility deliver)

5.3 patient satisfaction

1‘ Lors were seen 1o lL‘ SiL‘l “lcllnl in d(.lel‘lllillill? l.h’ltielll SatiSfﬂLliOlL Illtse illcludv
‘1 : factors S b
Vall()llﬁ ¢ g}

o basic amenities, having a companion during labour and delivery and referring the
-esence of bas
pres

a T - relative among others.
. iy to a friend or relative i
facility to

& fents were almost equally satisfied with home and health facility delivery. This
‘he respondent: ¢ . 3
The respe

i (1'(, 1e lh'“ I"l[icnl Sillib‘ﬁlclim dld not 'dﬂ‘ecl lh(’ (‘hoi(. > CI‘ l ~ 1]'\, -
1 I ‘i ¢ «
1 thl mn )
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Basic amenitics in this study were mainly seen to be satisfactory, whereas most studies do not
asic & : )

take into account the presence or absence of basic amenities as a factor affecting
seem (o la ¢

patient satisfaction.

Presence of a companion during labour and delivery was one factor which was found to be
rese

deficient as the health facilities did not allow the women to have relatives or husbands
eficient as

ing her in labour. One woman said that “there are a lot of patients and few health
accompanying

X the relative (companion) would be able 1o help.” Providing support to women in
workers, ¢

b is essential from a humane point of view, and may achieve improvements in some
labour 1S €5:

~onancy outcomes and in mothers™ emotional well-being. As one mother said “the relative
1
pregl

1d calm you down and cncourage you.” However Langer in his study on effects of
would cd »

upport for women during labour also says that where resources are limited and
1 us s
continuo

ipeting needs interventions have to be compared in terms of their effectiveness
> qre con = i
there arc

. sd ac a1 me nract: ’)])
- o beine recommended as a routine practice (21).
.ost before being

l many studies indicate a dissatisfaction with the attitudes of health care staff in the
~ve 1gh mally ’
Even thot

ilities which deters women from seeking services there .this study found high level
acilities '
health fac

- otion and praise of health workers™ behaviour when dealing with the expectant
- gatisfaction « '
Of Si.ltl.

A qualitative study done in Ghana had mixed accounts with women in the focus
(Ui ¢ ) 7

rs .

mothe

ions expressing indignation and distress at their treatment at the hands of the
iscussions ¢ L €

up disct

gro

- the health facilities while some voiced praise (10). Because of the qualitative
Awives in ¢
midwiIves

“(hat study it is difficult to know the proportions of those who expressed satisfaction
o )1 thalt S J :
naturc ¢

{f )pp()\‘cd to those who were dissatisfied moreover the statistical significance
e as ( .

. th‘ Sl&l «

with
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{ be known. .However Sitzia and Wood say that “dissatisfaction is only expressed when
canno o

treme negative event occurs”(27). This raises concern as to the high levels of satisfaction
an extre £

d by the respondents in this study also considering the fact that a high proportion of the
reported DY § g

fents delivered at home. As some of the respondents reported in the open ended
respondent:

] s that “we are ’/“l”kllll /(.”' a S(I/(.’ (/L'li\'(’l'}" that is all that matters.” This might indicate
G ns th . : {
(]LlLbllO

heir expectations are low having never been exposed to any better services.
that their €

her indication of satisfaction was considered to be planned delivery in the same facility or
Further mdic

\dation of the health facility to a friend or relative .Ambruoso in Ghana found that
recommendz

nade recommendations based on positive attitudes of one or more providers (10). In
women e

his indicator showed high level of satisfaction as most women stated that they
my study the

| to deliver in the same facility in the next pregnancy. Although on explaining their
rred 10

prcf'c

-on with the services of the health workers, the respondents seem to have negative
igfaction '
satisfac

ians and were plcus;mll\‘ surprised to find otherwise , “they were not rude nor did they
~pectations ¢ -
expec

" was a typical response .
i Sway ! was a typical resy
.yt me inany wa
insult

ions for improvements of birth experience
: «tions for improvements of birth ¢
4 Suggestion:
5.

I y quarter of the respondents said that they would like the quality of the services to
-c than a que
More th

{ the number of health workers as well. Further suggestions included, “they should
: ¢

. ~reasSe dnc

m(,ru |

her of workers because if the doctor is working at night we have no doctor

ease the num

incr

way in owr health facility” a woman from Donge Mchangani said. In the open
ing the ddy ' '

. this included training of the health workers on courtesy, and allowing
»6l1ONS . -

-d L]llLv\[“
end¢ : . y
sanions during labour and delivery. Some also said that they should have an

come A4S COmpx ¥ =
-atives 45
r(,,ld
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ambulance for transporting them to hospital because transport costs were very high. These
observations are confirmed by Mrisho who found that in rural Tanzania women in a focus

group discussion complained about the high transport costs needed to get to hospital (19).

5.5 Comparison of the past two birth experiences.

Some of the respondents who had more than one birth in the last two years (85.4%) changed
the delivery place due to various reasons key being the distance from the health facility being
too far. This corresponds with studies done which have identified distance and having to take
rt as the chief barriers to health facility delivery (13,25). But most of the respondents

transpo

reported having experienced better service at the health facility than home saying that “in the

health facility there were more services than at home” implying that mothers wish to deliver in
a health facility but are unable to do so due to distance or cost. As a young woman in Tumbatu

<aid “there are midwives who have knowledge. At home in case of any problem you have to

Jook for (ransport fo take you to hospital; the only problem is that the service in the health
Jacility is expensive.” A study done by Amoti_ kaguna in Uganda found that previous place of
delivery was significant in determining present place of delivery. Since most deliveries are
uncomplicated in nature it is likely that mothers who deliver at home with no problem will

deliver there again (28).
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6.0 CONCLUSION

This study found that the proportion of women who dclivered in the health facility (43.3%)
was much higher than the prevalence reported for Zanzibar north in 2004. but was still
unsatisfactory though it tallied with the national prevalence .Clearly more efforts need to be

put to increase this number.

Costs borne by the women were high and included delivery supplies, health facility payments
and transport costs for those delivering at the health facility. The cost of delivering at the
health facility was higher than the home delivery costs and this was one of the factors

associated with choice of delivery place.

Distance to the health facility was also key. Wards which were near to the health facility had a
signiﬁcantly higher level of health facility delivery than those farther from a health facility.
The educational status of the spouse and attendance of antenatal clinic were positively

associated with attendance of health facility for delivery as was lower parity of the woman

Satisfaction with birth experience was found to be high both for those who delivered in the
health facility and at home. Respondents expressed satisfaction with services offered by the
health care staff and TBAs as well as amenities at the hospital. They suggested that health care

staff should be increased and health facilities brought closer to their homes.

Comparisons of birth experiences between those who had more than one delivery in the past

five years showed that the women would prefer to deliver at the health facility if they could



overcome the constraints ol poverty and distanc :
§ \ istance. 80% said the
g 1ey had had a better bir

b er birth
experience at the health facility.
Accessibility therefore stands out as the main 1ss g .

S ) E at ssue associated with the decisi i
decision to deliver in a

health facility in this study.

6.1 RECOMMENDATIONS

There is an urgent need for the government to pr i ici i
g o provide sufficient delivery i
very supplies to the public
\ : ublic
health facilities so that delivery services can in reality be free
Local government lcaders at the shchia level can f i
] S can form an alliance wi
¢ with the communit
v
members to find a low cost means of transport for pr
S or pregnant mothers at ter
0 at term to the health
facility to ensurc even those with sudden onset of a
and short labour can e i
make it to the health
facility.

There should be disciplinary measures incorporated in the running of the health faciliti
g é acilities to

hold health workers responsible for misconduct.
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