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ABSTRACT 

FLORENCE CHERONO TONUI 

FACTORS PREDICTIVE OF HEALTH CARE PROVIDER MISTREATMENT  
OF MOTHERS DURING CHILDBIRTH IN A COUNTY OF KENYA  

 
DECEMBER 2014 

 
 The infant and maternal mortality rates continue to be a concerning factor in 

Kenya. The challenges of proper quality care, sufficient health care personnel, distance to 

the health care centers and shortages of supplies at the health centers continue to 

undermine the dire need for obstetric health care services. Apart from these challenges, 

expectant mothers look forward to the time their baby is born, unfortunately for some; 

they will experience mistreatment from the time of pregnancy until childbirth.  Even 

more disturbing is the fact that in some cases, mistreatment has come to be seen as a 

normalized part of the birthing process. Therefore, this study was conducted to determine 

the extent of childbirth mistreatment by health care providers and to examine factors 

predictive of mistreatment by health care professionals, as well as, the effects of 

mistreatment and its relationship to descriptive factors. Available literature and anecdotal 

evidence from the Kenyan main newspapers, corroborated by this study, evidently show 

that mistreatment still exists during childbirth. 

 The study employed observational design using quantitative research methods and 

a snowball convenience sampling technique of women residing in Kericho County, 

Kenya, who were eighteen years and older, and had delivered at least one child no matter 
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the outcome of the birth. There were 281 total participants through door-to-door as well 

as through electronic recruitment methods. The study was guided by empowerment 

theory, and hypotheses that were tested at the .05 level of significance. 

 Responses were entered into Statistical Package for the Social Sciences (SPSS). 

Several tests were conducted which included: Chi-Square, independent t-test, one-way 

ANOVA, nonparametric, and logistic regressions. The data analyses were conducted to 

identify the significant relationships and correlations between descriptive variables and 

mistreatment. The study discovered that mistreatment was/is still rampant in Kericho 

County.  Of all the 281 participants, 165 (58.7%) admitted to being mistreated during 

childbirth across five decades (1970s – 2010s). The participants reported being mistreated 

physically, subjected to non-dignified care / verbally, non-consented clinical care, 

abandonment, discrimination based on their unique attributes, non-confidential care, and 

detained for failure to make payments. The act of mistreatment has attributed to mothers 

losing their babies and/or their own lives, health complications e.g. excessive bleeding, 

obstetric fistula, brain dead of a child and other health effects on the child and/or the 

mother. The study also discovered that the soaring desire to deliver babies at home is 

ascribed to the fear of mistreatment, and suffering the childbirth related health 

consequences in a skilled health care facility. The results of the study indicated that the 

mother’s tribe, age, number of children, employment status, educational level, the 

number of prenatal care visits and the preferred health care center, were all predictors of 

mistreatment.  
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CHAPTER I 

 
INTRODUCTION 

 
The mistreatment of mothers by health care providers during childbirth, can cause 

severe stress, and harm to the mother, and her child. The mistreatment degrades women’s 

dignity, violates their rights, and is discriminatory against women (Bowser & Hill, 2010). 

The mothers may experience physical, emotional, and verbal mistreatment, violation of 

their privacy, and confidentiality rights, abandonment of care, and detention in health 

care facilities (Delva, Mutunga, Quaghebeur, & Temmerman, 2006; Malhotra et al., 

2006; Sande, Kaseje, Nyapada, & Owino, 2010; Turan, Miller, Bukusi, Sande, & Cohen, 

2008; Van Eijk et al., 2008;  Ziraba, Mills, Madise, Saliku, & Fotso, 2009). The abuse 

may occur as a result of minor violations like failure to make payments, failure to attend 

recommended prenatal visits, or getting pregnant at a younger age (Bazant, Koenig, 

Fotso, & Mills, 2009; Bowser, & Hill, 2010; Carter, Omar, Pido, & Karama, 2010; 

Izugbara, & Ngilangwa, 2010; Sande et al., 2010).  

Poor obstetric care is associated with high infant, and maternal mortality rates 

especially in Sub-Saharan Africa (Ziraba et al., 2009). Kenya is among those countries in 

the region that account for 40% of global maternal mortality rates (Carter et al., 2010).  

The available data shows that Kenya’s maternal mortality rates remain high ranging from 

488 deaths per 100,000 live births to 1,300 per 100,000 in some areas (Kenya National 

Bureau of Statistics, [KNBS] 2010; The Partnership for Maternal, Newborn and Child 

Health, 2012). The causes are directly associated with pregnancy, and childbirth 



2 
 

including complications like hemorrhage, infection, hypertensive disorders, obstructed 

labors, and unsafe abortion. Poor obstetric services have also been associated with 

shortage of qualified and specialized health care practitioners. According to WHO, 

Kenya has one doctor per 10,000 residents, a ratio that is below average for any African 

region (Bliss, 2013). Thus, the current coverage of skilled attendant-assisted delivery was 

well below the Kenyan national goal of 80% by 2010 (Cotter et al., 2006). 

 Additionally, the Centers for Disease Control and Prevention Foundation (2013) 

estimates that each year in Kenya, 7700 women die of complications related to pregnancy 

and childbirth, and 90% of these are preventable. That translates to 19 lives lost each day 

in Kenya. For each life lost, there are 20 or more who become disabled or injured (e.g. 

obstetric fistula), and 1 in 25 women sustain lifetime risks of dying due to pregnancy-

related causes (Center for Reproductive Rights [CRR] & Federation of Women Lawyers-

Kenya [FIDA], 2007;  United Nation Population Fund [UNFPA], 2012). In order to 

address this health concern, the WHO’s Millennium Developmental Goals 4 and 5, and 

the International Safe Motherhood Initiative have been launched to reduce infant and 

maternal mortality rates (Starrs, 2006; United Nations International Children's 

Emergency Fund, [UNICEF], 2004).  Despite these initiatives, there has not been much 

success in meeting the goals or objectives to this point. There is a lack of understanding 

and proper methods to measure mistreatment in health care facilities. Therefore, the 

intent of this study was to add context to the issue and provide a better understanding of 

the extent of mistreatment. The study also identified specific factors associated with 
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forms of mistreatment which are instrumental in advocating for, and creating initiatives 

to eliminate these behaviors, and create an environment conducive to childbirth. 

Purpose of the Study 

 The purpose of this study was to determine the extent of childbirth mistreatment 

by health care providers in a Kenyan county, and examine factors associated with, and 

predictive of mistreatment by health care professionals. The study investigated the effects 

of mistreatment and its relationship with descriptive factors. 

Research Questions 

 This study addressed the following research questions: 

1. What are the descriptive characteristics of Kenyan mothers who report 

mistreatment during childbirth? 

2. What are the most common forms of mistreatment reported by patients who 

received childbirth care in a Kenyan County? 

3. What are the complications reported by Kenyan mothers and families who 

have delivered with the assistance of health providers in Kenya? 

Hypotheses 

 The hypotheses for this study were as follows: 

1. There will be no statistically significant relationship between the descriptive 

factors of the women and the types of mistreatment reported as having occurred during 

childbirth. 
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2. Descriptive factors of the women will be neither predictive nor protective of a 

history of mistreatment by health care providers during childbirth. 

Delimitations 

 The study had the following delimitations: 

1. Kenyan women aged 18 and over who reside in the associated county and 

who have delivered at least one child, regardless of the birth outcome, are eligible to 

participate in the study. 

2. The study focused only on the labor, delivery and post-delivery phases of 

obstetric care. 

Limitations 

 The study had the following limitations: 

1. The results cannot be generalized to all health care centers in Kenya because 

the study utilized a snowball convenience sample focused on one county.  

2. The survey is a self-report instrument. Thus, recall bias may occur as a result. 

Assumptions 

 The study had the following assumptions: 

1. All participants will be able to understand and comprehend the survey 

questions.   

2. The participants will answer the questions accurately, honestly and to the best 

of their knowledge and ability.  
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Definitions of Terms 

Mistreatment (Abuse) – Deliberate denial of treatment or any action either physical or 

emotional or a combination of aspects that is committed intentionally to cause 

injury or harm (Drench et al., 2007). 

Obstetric care – A medical term used to refer to prenatal, antenatal (conception and fetal 

development), intrapartum (labor and delivery), and postpartum (post-delivery) 

care (London, et al., 2003). 

Traditional Birth Attendant (TBA) – A woman who assists the mothers during childbirth, 

who initially acquired skills by delivering babies themselves or by learning from 

other TBAs (Bergström & Goodburn, 2001).  

Importance of the Study 

 The results of this study will add to the limited information available on 

mistreatment of women during childbirth in a specific county of Kenya.  The 

identification of specific factors that foster mistreatment, create barriers and limit 

effective care of women during childbirth will allow for proper initiatives to be 

implemented to improve the quality and safety of care.  This will provide a stronger 

platform to advocate for proper and adequate obstetric care. The findings will also 

contribute towards the formulation of policy, planning, implementation, and management 

of programs that will prevent mistreatment of women during obstetric care. The results 

will also enhance the body of knowledge and training in the discipline of obstetric care, 

maternal and infant health, nursing care and health promotion. 
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CHAPTER II 

LITERATURE REVIEW 

The time of childbirth is one of the happiest moments for mothers and their entire 

families as they anticipate the arrival of their newborn. The process comes with mixed 

emotions, emanating mainly from expectations and surprises surrounding childbirth. An 

unfortunate and rarely discussed outcome for some pregnant women and new mothers is 

the mistreatment by health care professionals (HCPs) during labor and delivery. 

Mistreatment during childbirth can cause severe stress and adverse health complications 

for the mother, the fetus or the newborn. Mistreatment degrades women’s dignity, 

violates their rights, and is discriminatory against women (Bowser & Hill, 2010). The 

mothers may experience physical, emotional and verbal mistreatment, violation of their 

privacy and confidentiality rights, abandonment of care and unnecessary detention in 

health care facilities (Delva et al., 2006; Malhotra et al., 2006; Sande et al.,2010; Turan et 

al., 2008; Van Eijk et al., 2008;  Ziraba et al., 2009). 

Moreover, mistreatment of pregnant women tends to be more common in 

countries where women have fewer rights (Bowser & Hill, 2010). As such, women in 

these countries are vulnerable as they are even less likely to be able to protect themselves 

from mistreatment. In fact, these women may not even be aware that they have patient 

rights that entitle them to quality care. Kenya is a country where mistreatment during 

childbirth has been documented for decades (Carter et al., 2010). According to Bowser 
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and Hill (2010) and Carter et al. (2010), mothers admitted to experiencing physical 

mistreatment, non-dignified care, verbal mistreatment, non-consented care, abandonment 

of care, discrimination based on age and social-economic status (SES), non-confidential 

care, and unnecessary detention at the health care centers (HCCs). Corroborating the 

existence of mistreatment at various HCCs across Kenya is anecdotal evidence from 

major Kenyan newspapers (e.g. The Nation and The Standard) featuring some cases of 

mistreatment (Table 1). As a result of the HCP’s mistreatment, pregnant women endure 

otherwise preventable complications with some resulting in the death of the mother 

and/or the baby (Centers for Disease Control and Prevention Foundation [CDCF], 2013). 

Specifically, mistreatment is believed to be one of the underlying risk factors of 

infant mortality and maternal mortality. To date, few studies have evaluated mistreatment 

during childbirth, making it more difficult to clearly estimate the exact proportion of 

incidents and their correlation with mistreatment. There is also lack of methods for 

accurately measuring the mistreatment by HCCs in Kenya as existing methods prove 

ineffective in monitoring patterns of mistreatment during childbirth (Gething et al., 

2007).Therefore, the aim of this study is to identify types and prevalence of mistreatment 

by HCPs during childbirth and make recommendations for preventing such actions in the 

future. 

Sub-Saharan Africa Infant Mortality and Maternal Mortality 

 Poor obstetric care has been associated with high infant mortality and high 

maternal mortality rates, especially in Sub-Saharan Africa. According to the United 
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Nations (UN, 2013), one in nine children die before the age of five years; this is more 

than 16 times the average rate of mortality for developed regions. The maternal mortality 

rate is estimated at 1,000 maternal deaths per 100,000 live births (Ziraba et al., 2009). In 

addition, a woman dies every minute due to complication during childbirth, amounting to 

an average of approximately 529,000 deaths each year. One in 16 mothers is at risk of 

dying from complications during pregnancy or childbirth in Sub-Saharan Africa 

compared to the rate of one in 4,000 risks in developed countries (United Nations 

International Children's Emergency Fund [UNICEF], 2004; Van Eijk et al., 2006). 

Similarly, according to the World Health Organization (WHO, 2012), about 800 women 

around the world die each day from preventable causes related to pregnancy and 

childbirth, and 99% of those preventable deaths occur in developing countries such as 

Kenya. 

In order to address this problem, the WHO’s Millennium Developmental Goals 

(MDG) (goals 4 and 5) along with the International Safe Motherhood Initiatives were 

launched to reduce infant mortality and maternal mortality rates (Starrs, 2006;UNICEF, 

2004; Van Eijketal.,2006).  Despite these efforts, there has been little success in meeting 

the goals or objectives up to this point. In order to achieve the goal of reducing the 

number of women who die during pregnancy and childbirth by three-quarters between 

1990 and 2015, an annual decline of 5.5% was necessary. Unfortunately, the decline 

between 1990 and 2005 was only 0.5% (Ouma et al., 2010). 
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Accordingly, in developing countries, there have been efforts to increase the 

number of skilled personnel to ensure manageable workloads for HCPs and improve the 

quality of services offered at HCCs. Despite an increase of personnel from 55% in 1990 

to 66% in 2011, of the 135 million live births in 2011, 46 million women delivered alone 

or with inadequate care (UN, 2013). Inadequate care also translates into expectant 

mothers failing to make the recommended antenatal care visits to ensure the proper 

development of the fetus and the health of the mother. The WHO recommends at least 

four antenatal care visits that should include vaccinations, screening, and treatment for 

infections as well as identifications of warning signs during pregnancy and intermittent 

malaria treatment in countries where the disease is endemic (UN, 2013). As part of the 

antenatal care visits, a test for HIV is also administered (UN, 2013). For a pregnant 

woman who is HIV-positive, antenatal care also includes necessary help and guidance in 

preventing the transmission of the virus from mother to unborn child. In reality, only half 

of all pregnant women in developing countries make the four recommended visits (UN, 

2013). 

Another factor to consider in the high rate of infant and maternal mortality in sub-

Saharan Africa is the young age of the mother. Some hindrances to achieving the MDG 

goals in the region are due to the rate of teenagers bearing children and child marriages. 

The practice of child marriage is still prevalent in some parts of Sub-Saharan Africa. The 

young mothers face numerous barriers in accessing health services such as birth control. 

A lack of access to birth control is the primary reason this age group has the highest birth 
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rate in sub-Saharan Africa (UN, 2013). Furthermore, the number one killer of 15-19 year 

old girls worldwide is pregnancy and childbirth related complications (United Nations 

Population Fund [UNFPA], 2013). 

Kenya Infant Mortality and Maternal Mortality Rates 

 Among the African countries which account for 40% of the global maternal 

mortality rates, Kenya, which is located in East Africa, is among the leading countries 

with huge regional disparities and mortality rates as high as 1,300 per 100, 000 (Carter et 

al., 2010).  Even after 20 years of Safe Motherhood Initiatives in Nairobi, Kenya, every 

year about 3.3 million babies are stillborn, and more than 4 million newborns die within 

28 days of their birth (Islam & Yoshida, 2009). In addition, 536 women die suddenly 

during pregnancy, childbirth, and post-delivery as a result of unaccounted for reasons 

(Islam & Yoshida, 2009). According to Green (2013), the US Centers for Disease Control 

and Prevention (CDC) has described this crisis as the country’s “stagnating health 

status”.   

Health indicators show that the Kenyan slums of Nairobi as well as the rural areas 

of Kenya are consistently affected more by high infant and maternal mortality than other 

parts of the country. Poverty accounts for this variation by region as it is a major 

contributing factor associated with negative maternal health outcomes (Izugbara et al., 

2009). What’s more, a collection of narratives from a study in one of the poorest areas in 

Kenya, revealed a relationship between poverty and the high mortality rate of women in 

the slums (Bazant, Koenig, Fotso, & Mills 2009; Fotso, Ezeh & Essendi, 2009; Izugbara 
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& Ngilangwa, 2010; Ziraba, Mills, Madise, Saliku, & Fotso, 2009). Living in poverty 

means a higher risk of death for women because of a lack of attention needed for 

women’s wellbeing, survival during pregnancy and postpartum periods (Fotso et al., 

2009; Izugbara & Ngilangwa, 2010). As is common in the U.S., the most impoverished 

socio-economic areas of Kenya are also challenged by a shortage of HCPs (Gross et al., 

2010; Izugbara et al., 2009; Siringi, 2001). In Nairobi slums, the mortality rates of 

children under the age of five years is 151 per 1,000 deaths compared to 84 per 1,000 

deaths in urban areas (Ziraba et al., 2009). Nairobi slums are comparable to rural areas in 

Kenya, where there are 113 deaths per 1,000 children under the age of five years (Ziraba 

et al., 2009). According to African Population and Health Research Center (APHRC) and 

The World Bank (2006), the maternal mortality rate in Nairobi City slums is one of the 

highest in the country at 706 deaths per 100,000, almost doubling the national rate. 

Countrywide, maternal mortality rates range from 488 deaths per 100,000 live births to 

1,300 per 100,000 in some areas (Kenya National Bureau of Statistics, [KNBS] 2010; 

The Partnership for Maternal, Newborn and Child Health, 2012).  

The National Coordinating Agency for Population and Development (NCAPD, 

2010) reported the following as major causes of maternal deaths: hemorrhage (25%), 

sepsis (15%), hypertension (12%), unsafe abortion (13%), obstructed labor (8%), other 

direct causes (7%), and indirect causes (20%). Other causes include increased perinatal 

mortality, prolonged/mal-presentation, eclampsia, prematurity, and premature rupture of 

the membranes (Weiner et al., 2003). Additionally, the CDCF (2013), estimates that each 

http://www.google.com/url?sa=t&rct=j&q=APHRC&source=web&cd=1&cad=rja&ved=0CC0QFjAA&url=http%3A%2F%2Fwww.aphrc.org%2F&ei=CWj9UdDbHsnlrgGRhoGgCQ&usg=AFQjCNGa3HqM9ARLuF3LP2t1xlOHkg8n2w&bvm=bv.50165853,d.aWM
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year in Kenya, 7700 women die of complications related to pregnancy and childbirth and, 

of those deaths, 90% were preventable. That translates into 19 Kenyan deaths each day 

that could have been prevented. For each life lost, there are 20 or more women who 

become disabled or injured (e.g. obstetric fistula), and one in 25 women sustain life-

threatening risks due to pregnancy-related causes (Center for Reproductive Rights [CRR] 

& Federation of Women Lawyers-Kenya [FIDA], 2007;  UNFPA, 2012).  

 In sum, although there is evidence that mistreatment occurs during childbirth 

(Bowser & Hill, 2010; Carter et al., 2010; CRR & FIDA), the mistreatment of women 

during childbirth in Kenya is often unreported. Part of the problem is a lack of available 

methods to understand and measure mistreatment at HCCs (Carter et al., 2010). Thus, it 

is a challenge to evaluate the high mortality and morbidity rates in Kenya in line with 

HCP mistreatment. 

Mistreatment of pregnant women and new mothers is in the public eye, though, 

with at least one case of mistreatment at HCCs published in the local newspapers almost 

every other day (Table 1). A few articles, selected from August 2007 through February 

2014, offer a snap shot with descriptions of the mistreatment at HCCs in Kenya. 

Examples of mistreatment include women who were detained at the hospital for failure to 

make payments, and husbands who lost their wives and/or newborns due to neglect 

during childbirth. Non-dignified procedures such as treatment / surgery performed 

without a patient’s consent and/or medical procedures that were unprofessionally 

conducted were among the circumstances resulting in the loss of lives.  
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Table 1 
 
Selected Newspaper Articles on Mistreatment during Childbirth in Kenya from August 2007 through February 2014 

 

 
Date 

Newspaper & 
Author 

 
Title 

 
Type of mistreatment 

 
Location  
 

August 9, 2007 
 

Center for 
Reproductive 
Rights by 
Megan Battle. 

Women suffer decades of 

abuse in Kenya’s health 

facilities, according to new 

fact finding report. 
 

 Verbal attacks 
 Sexual assault 
 Flagrant neglect 
 Filthy conditions 
 

Health care 
facilities 

 

October 28, 
2007 
 

Women’s e-
news 
International 
by Zoe Alsop 
 

Kenya maternal wards deliver 

abuse with babies. 

 
 

 Turned away because they could not 
pay and some died. 

 Patients did not bring supplies, so 
they were stitched without 
anesthesia and their private parts 
mutilated. 

 

Public 
Hospital, 
Nairobi 
County 
 

July 22, 2010 
 

The STAR 
 

Dying to give birth: Rate of 

maternal deaths in Kenya 

worrying. 

 Verbal insults 
 Unprofessional caesarian section 

that caused internal bleeding leading 
to death. 

Thika 
Hospital, 
Embu 
County 
 

September 20, 
2010 
 

Daily Nation 
by Agnes 
Odhiambo 
 

Giving birth should 

henceforth cease to be a 

death sentence for our 

women. 

 Abandonment for long periods due 
lack of enough health care workers 
and insufficient quality services. 

Dispensary 
(name not 
specified). 
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Table 1, Continued 
 
 

 
Date 

Newspaper & 
Author 

 
Title 

 
Type of mistreatment 

 
Location 

 
July 2, 2011 
 

The STAR  
by Justus 
Ochieng' 

 

Nurses neglecting us, claim 

Nyanja patients. 

 

 

 Neglect 
 Patients ignored 
 Caretakers of those admitted 

harassed, and thrown out 
 

New 
Nyanza 
Hospital, 
Kisumu 

 
October  05, 
2011 
 

The East 
Africa  
by Sophie 
Akinyi 

Caesarean section on the rise 

in Kenya. 

 

 Mocked 
 Ridiculed 
 Fear factor 
 Low self esteem 

Kokotoni 
Dispensary 
in Kinango, 
Kwale 
County. 

 
March 7, 2012 
 
 

Daily Nation 
by Daniel 
Nyassy  & 
Winnie Atieno 

 

Society insists nurses’ strike 

still on. 

 

 

 Neglect to attend to a bleeding 
mother, and newborn leading to 
their death at the gates of the 
dispensary.  

 
 

Hospitals 
in general. 
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Table 1, Continued 
 

 
 

Date 
Newspaper & 

Author 
 

Title 
 

Type of mistreatment 
 

Location  
 

October 9, 
2012 
 
 
 
 
October 30, 
2012 

Alijazeera  
by Catherine 
Wambua-Soi 

 
 
 

Standard 
Digital  
by Lucy 
Maroncha 

 

Forced sterilizations stroke 

Kenyan anger-HIV+ women 

plan to sue doctors who 

allegedly performed the 

procedure without consent. 
 

Making childbirth a matter of 

joy not pain. 

 

 Forced sterilization 
 Uterus removed without the 

consent of the patient or her 
husband so that she won’t bare 
any more children. 
 

 Verbal e.g. screams and obscene 
insults 

 Physical abuse. 
 

Nairobi and 
Western 
Kenya. 

 
 
 

Public 
Hospitals 

 

December 14, 
2012 
 

Associated 
Press  
by Jason 
Straziuso 

 

Kenya hospital imprisons 

new mothers with no 

money. 

 

 Detained for failure to pay the 
bills. 

 Beaten by guards when they try 
to leave. 

 

Pumwani 
Maternity 
Hospital, 
Nairobi 
County 
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Table 1, Continued 
 

 
 

Date 
Newspaper & 

Author 
 

Title 
 

Type of mistreatment 
 

Location  
 

February 15, 
2013 
 
 

The STAR by 
Jesse Mwangi 

 

Kenya doctors removed 

woman’s womb ‘without 

her permission’. 

 

 Non-consented procedure i.e. the 
patient’s uterus was removed 
without her permission 

 

Kiriani 
Mission 
Hospital, 
Muranga 
County. 

 
May 3, 2013 
 

The STAR 
 by Barry Salil 

 

Kenya: Kapsabet hospital 

asks patients for water. 

 
 

 Pregnant women were only assisted 
if they bring 20 liters of water on 
admission. 

 
 

Kapsabet 
District 
Hospital, 
Nandi 
County 

 
May 5, 2013 
 

Daily Nation 
by Rebecca 
Okwany 

 
 
 
 

Man to sue hospital after 

patient’s s death. 
 Negligence that resulted into the 

death of the mother, and the unborn 
child. 

Coast 
General 
Hospital, 
Mombasa 
County. 
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Table 1, Continued 
 

 
Date 

Newspaper & 
Author 

 
Title 

 
Type of mistreatment 

 
Location  
 

May 7, 2013 
 

Jambo News 
Pot by 
Administrator 

 

Sonko rescues 107 new 

mothers detained in 

hospital, treats orphans. 

 

 Detained for failure to pay 
maternity fees 

Mama Lucy 
Hospital & 
Pumwani 
Maternity 
hospital. 

 
May 29, 2013 
 
 

Standard 
Digital by 
Dann Okoth 

Bloody trail of neglect 

that’s KNH accident and 

emergency unit. 

 Filthy conditions i.e. waiting rooms 
filled with blood, vomit and urine 
splatter all over the floor. 

 

Kenyatta 
National 
Hospital 

 
June 3, 2013 
 

Daily Nation 
by Anthony 
Kitimo 

 

Baby dies after birth 

alleged maternity fees 

apathy. 

 Negligence causing the death of the 
newborn. 

 

Coast 
General 
Hospital 

 
June 3, 2013 
 
 

The Standard 
by Isaiah 
Lucheli 

 

Doctor who left woman’s 

belly opens deregistered. 
 Patient operated and belly left open 

by a drunk doctor. 
 Negligence 

Nairobi 
Women’s 
Hospital, 
Nairobi 
County. 
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Table 1, Continued 
 
 

 
Date 

Newspaper & 
Author 

 
Title 

 
Type of mistreatment 

 
Location  
 

June 3, 2013 
 

Jambo News 
Pot by 
Administrator 

 

Pumwani discharges 93 

news mothers without 

charging maternity fees. 

 

 Detained for failure to pay for the 
obstetric services. 

Pumwani 
Maternity 
hospital. 

 
July 19, 2013 
 

Standard 
Digital 
 by Jeckonia 
Otieno 

 

Where women shun 

hospitals for midwives 

after losing babies. 

 

 Neglected up to three and a half 
hours. 

 Episiotomy procedure without 
consent. 

Kenyan 
Hospitals  

 
 
 

July 25, 2013 
 

Standard 
Digital  
by Rawlings 
Otieno 

 

Medics slapped with Sh 

900, 000 fine for 

negligence, but victim not 

amused. 

 

 Non-dignified and non-consented 
care.  

 Physician performed an operation 
without pre-operative assessment 
which led to the child’s death. 

 

Victory 
Hospital, 
Umoja. 

 
 

July 28, 2013 
 

Standard 
Digital  
by Mercy 
Kahenda 

Woman dies in childbirth 

with husband as 

‘midwife’. 

 

 Home delivery by the husband as a 
midwife without training lead to the 
death of his wife. 

 

Njoro’s 
Chebitete 
Village in 
Nakuru 
County 
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Table 1, Continued 
 
 

 
Date 

Newspaper & 
Author 

 
Title 

 
Type of mistreatment 

 
Location  
 

September 4, 
2013 
(Several media 

outlets 

featured the 

incident) 

 
 

Standard Digital 
by Robert 
Wanyonyi 

 
 
Nairobi Wire  
by Ken 

 
 
 

African Spot 
light 

 

The Sick Hospital: Mother 

forced to deliver on the floor 

in Bungoma (All caught on 

video). 

 

SCHOCKING VIDEO – 

Pregnant Bungoma woman 

delivers on the floor, as 

nurses slap and insult her. 

 

Woman slapped, beaten by 

nurses for giving birth on 

Kenyan hospital floor (Video 

included). 

 

 Neglected for so long. 
 Baby delivered on the cold 

floor. 
 Slapped for messing the 

floor. 
 Verbal Insults. 
 Ask to walk to the ward to 

finish the delivery process 
there. 

 Neglect led to baby’s hand 
being disabled because of 
bacterial infection. 
 
 

 

Bungoma 
District 
Hospital 
Bungoma 
County  

 
 
 
 

February 5, 
2014 
 

Standard Digital 
by 
Maureen 
Odiwuior   
 

I want my child, mother 

pleads after baby disappears 

from hospital ward. 

 

 Baby stolen from the 
hospital ward. 

 

Kombewa 
District 
Hospital  
Kisumu 
County 
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Despite the anecdotal evidence and personal accounts concerning the mistreatment by 

HCPs, there has been little empirical research conducted to identify the factors associated 

with this phenomenon (Bowser & Hill, 2010; Carter et al., 2010).  

Health Policies in Kenya 

The Kenyan Health Policy’s main goal, which includes Penal Code and Tort 

Principles of Common Law, is to attain “the highest possible standard of health in a 

manner responsive to the needs of the population” (Ministry of Medical Services [MMS] 

& Ministry of Public Health & Sanitation [MPHS], n.d., p.15).  The Penal Code 

criminalizes assaults on persons, while Tort Principles of Common Law grants patients 

the opportunity to bring legal claims of injury against their practitioners (CRR & FIDA, 

2007). Though these laws are in existence, poor regulation, enforcement, lack of 

awareness of its existence, and appropriate malpractice laws, since most of these were 

created through judges, has somehow compromised health care services (CRR & FIDA, 

2007).  

 The ministry’s continuous goal to attain the highest possible standard of health 

includes access to quality obstetric care for women. It is imperative that this goal be met 

and maintained to the utmost ability of the government and medical personnel. To attain 

an optimal standard of healthcare for women is a social and an economic endeavor as 

well as a humanitarian concern. According to The Center for Rights Education and 

Awareness (CREAW, 2010), women’s health requires social and economic rights such as 

equitable access to information and health services as well as access to birth control 
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methods, and pre and postnatal care. The ability of a woman to survive pregnancy and 

childbirth is an expression of her right to life. This can be realized if women and their 

families have access to high quality reproductive healthcare, know their rights and can 

advocate on their behalf, be free of social, cultural, economic and legal discrimination 

and have autonomy over decisions relating to their reproductive rights and sexuality 

(CREAW, 2010). Continuing to neglect even one of these factors will not only make the 

Ministry’s goals moot but will also result in the abject failure of the healthcare system for 

the country, overall.  

The government’s National Hospital Insurance Fund (NHIF) was created by the 

Kenyan Government to facilitate access to health care.  Although it was developed to 

increase access, the NHIF allocates funds to employed persons, one spouse, and their 

children only (Mucai-Kattambo, Kabeberi-Macharia, & Kameri-Mbote, 1995). The fund 

is therefore, discriminatory and does not effectively increase access to reproductive care, 

in the sense that it does not cover unemployed single women, married women with 

unemployed husbands, and additional wives in the case of polygamous marriages 

(Mucai-Kattambo, Kabeberi-Macharia, & Kameri-Mbote, 1995). The NHIF requires that 

one lists only one spouse, and children as beneficiaries. In polygamous marriages, a 

tradition that is still practiced by some communities in Kenya, the working husband can 

list additional wives independently, and make payments separately known as special 

contributions (Mucai-Kattambo, Kabeberi-Macharia, & Kameri-Mbote, 1995). This extra 

payment requirement can burden the families who are struggling financially. An analysis 



 

22 
 

by Chuma and Okungu (2011), of Kenyan health system efforts to  address the needs of 

the poor and the vulnerable, promote equity, and efficiency through universal coverage, 

and move away from the more heavily out-of-pocket payments, concluded that this has 

not been successful. Chumo and Okungu (2011), suggested that the solution to the 

troubling health financing reforms, was through the country’s adaption to systematic 

approach. 

The government has also failed to protect women from nonconsensual procedures 

such as sterilization or tubal ligation. According to the Kenyan penal code (Cap.631), 

tubal ligation should be treated as a surgery and should be conducted professionally by a 

medical expert, meaning it should only be performed when the patient has consented to it 

(Mucai-Kattambo et al., 1995). Yet, there are reports of cases where patients have been 

sterilized without their consent (Table 1). Likewise, the literature regarding women’s 

awareness concerning health policies as well as their awareness of confidentiality 

protecting women’s rights to privacy at the health care facilities contribute to continuing 

mistreatment. 

Phases of Obstetric Care 

Pregnant women go through three phases of obstetric care:  antepartum,  

intrapartum, and postpartum (Olds, London & Ledewig, 2002). Antepartum is the period 

from conception to fetal development (Old et al., 2002). During the antepartum phase, 

expectant women go through physical and psychological changes as their bodies adjust to 

their new status. According to Wong, Perry and Hockenberry (2002, 181), a gravida, a 
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woman who is pregnant, goes through a series of adaptations that protect her 

physiologically, help her meet metabolic demands that pregnancy imposes and provide 

for her needs for the growth of the fetus. Hormones present during pregnancy and 

mechanical pressures, arising from the enlarging uterus and other tissues, contribute to 

these adaptations (Wong et al., 2002). 

 During the antepartum phase, expectant women start to seek antenatal care to 

ensure the health of the mother and infant is maintained (Ouma et al., 2010; Siringi, 

2001). Unfortunately, many women often fail to seek obstetric care as long as they 

perceive their pregnancy to be normal (Izugbara et al., 2009). In fact, among the required 

12 visits before the birth of the child, some expectant mothers attend only half or a 

quarter of the required visits (UN, 2013). Women in Kenya decide to seek antenatal care 

based on its affordability, accessibility, and the quality of services offered for the care. 

Along with these considerations, husbands play a vital role in approving or disapproving 

of any required prenatal doctor’s visits.  The husband’s role in the decision-making 

process regarding antenatal care is crucial for women in Sub-Saharan Africa. 

Intrapartum is the phase between labor and delivery (Olds et al., 2002). There are four 

stages of labor.  The first three fall under intrapartum, and the last stage falls under 

postpartum. The first is the stage between the onset of true labor and the final 10 cm of 

contraction, which begins with regular uterine contractions and ends with a complete 

effacement of full cervical dilation (Wong et al., 2002). This is considered the longest 

stage when compared to the second and the third stages combined.  
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The second stage of intrapartum, the first stage of labor, contains three phases: 1) Latent 

phase, which is the onset of regular contractions up to 3cm of dilation and can last from 

one to four hours; 2) Active phase, where the contractions are between 3-4 cm to 7-8 cm; 

and 3) Transition phase, which is reached when the contractions are 8 cm to 10 cm, the 

complete dilation of the cervix (Wong et al., 2002).   

An aspect of care at HCCs that can become problematic is the technique taught 

and used by HCPs during the second stage of labor. The second stage begins with the 

cervix at full dilation (10cm), and complete effacement (100%), and ends with the baby’s 

birth (Wong et al., 2002).This stage is sometimes referred to as the ‘pushing stage’. 

During this stage, some midwives and obstetricians use the directed pushing technique or 

Valsalva maneuver. In practice, this technique involves deep breath-holding and bearing 

down by forcibly exhaling against a closed glottis (Perez-Botella & Downe, 2006).  The 

technique of directed pushing dates back to the 18th century and is still being practiced by 

some for its perceived benefits, despite the growing evidence to the contrary. There is a 

lack of real benefit in using this technique, and it is also considered harmful to both 

mother and baby. According to Perez-Botella and Downe (2006), this practice can lead to 

physiological changes that include increased intra-thoracic pressure, a drop in cardiac 

output and blood pressure, reduced blood supply to placenta and fetus, and rebound 

hypertension. However, spontaneous pushing, where the woman is allowed to follow her 

own instincts and push of her own volition does not put the mother or the fetus at any 

adverse risks (Chalk, 2004). In lieu of directed pushing, the purpose of the midwife 
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during this phase is to empower women to adopt their own pushing techniques and obtain 

a comfortable position while encouraging upright positions, fetal rotation, and descent 

through the maternal pelvis (Chalk, 2004). 

The third stage of labor begins immediately after delivery of the infant and ends 

with the delivery of the placenta (Perez-Botella & Downe, 2006).  The main goal at the 

management of this stage is to prompt separation and expulsion of the placenta, and to 

ensure that separation and expulsion is achieved through the easiest and safest of all 

manners (Wong et al., 2002). Gulmezoglu et al. (2009) warns that this is a risky period 

because the uterus may not contract immediately after birth therefore the mother may 

encounter a heavy loss of blood. The doctors can manage the situation using Active 

Management Third Stage Labor (AMTSL), a preventive intervention, or ‘expectant 

management’, which is a hands-on style used when AMTSL is withheld (Gulmezoglu et 

al., 2009).  AMTSL consists of three components: administration of an utero-tonic soon 

after delivery of the baby; control of cord traction by clamping; and massage of uterus 

after the delivery of the placenta (Gulmezoglu et al., (2009).  AMTSL reduces the 

occurrence of severe postpartum hemorrhage by approximately 60-70% (Gulmezoglu et 

al., 2009).   

According to several studies, this intrapartum phase is when women are most 

vulnerable; therefore, it is also the phase during which mistreatment by HCPs has been 

reported the most (Bowser & Hill, 2010; Carter at el., 2010; CRR& FIDA, 2007). At this 

stage, the main goal of HCPs is to explain the situation to the mother-to-be, what is 
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expected of the birth, and what can be done about the psychological process, and 

indicators of health (Danziger, 1979). During intrapartum, family members and friends 

are not allowed into the delivery wards or rooms (Bowser & Hill, 2010). The visitation 

hours are restricted, so the expectant mothers are alone with the HCPs during this time, 

thus, making them more vulnerable because they are dependent on others to assist with 

their personal needs. Mistreatment during the period of laboring might involve verbal to 

physical abuse, and this is when medical records might be compromised (Bowser & Hill, 

2010; CRR & FIDA, 2007). 

The postpartum period begins at the fourth stage of labor and continues for 

approximately 6 weeks or until the body has returned to a near pre-pregnancy state (Olds 

at el., 2002; Wong et al., 2002). This stage is considered a period of recovery because the 

woman is stabilized, cleaned, receives vital signs checks, and her fundus, lochia, bladder 

and perineum are monitored. According to Wong at el. (2002), the postpartum phase 

serves as an important period for observation for complications like abnormal bleeding, 

thromboembolic disease, postpartum infections, sequences of childbirth trauma, and 

psychological complications such as loss and grief.  

This final phase is also termed ‘maternal homeostatic stabilization stage’ as well 

as the emotional stage because the mother and the baby start to bond (Wong at el., 2002).  

A new mother has to make necessary adjustments to adapt both physiologically and 

psychologically for herself and the newborn in her life. The mother and her baby should 

be in a comfortable, private, quiet, and warm environment in order to succeed in making 
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these adjustments. According to Fry (2007), a warm environment can facilitate maximum 

oxytocin that will reduce catecholamines. If women do not produce enough oxytocin, 

they run a greater risk of producing catecholamines, which can increase the risk of 

postpartum hemorrhage. The postpartum stage should be monitored vigilantly in that the 

experience of anxiety, fear, cold, and bright lights during this stage are known to increase 

maternal catecholamines, thus leading to hemorrhage (Fry, 2007). Since this is also a 

time for bonding between the mother and baby, the two should be kept together, maintain 

skin-to-skin contact, and eye-to-eye contact; these factors combined promote the release 

of oxytocin (Fry, 2007). According to Marchant et al. (2006), this is the most neglected 

stage of childbirth as postpartum morbidity is correlated with women experiencing 

complications like vaginal blood loss or uterine infections, sepsis and hemorrhage, which 

are important factors contributing to maternal wellbeing after childbirth. 

Factors Affecting Obstetric Decisions 

Expectant women are faced with a myriad of challenges as far as how, when, and 

where they seek obstetric care. They are faced with the challenge of a shortage of 

obstetric services, formidable travel to the HCC, expensive services, and a lack of 

knowledge concerning pregnancy and childbirth. Studies on obstetric services identify 

the main challenges as a shortage of staff, a lack of access and quality health care centers, 

a lack of proper and appropriate training for emergency services, and the lack of available 

medical instruments and supplies (Chege et al., 2003; Izugbara, & Ngilangwa, 2010; 
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Ziraba et al., 2009). These have become the major barriers preventing women from 

seeking obstetric care from an equipped facility with skilled HCPs. 

One of the factors that women consider in making their decision is the type of 

services provided at the HCC. According to Carter et al. (2010), pregnant women seek 

obstetric care in different types of HCCs, depending on the services they need and how 

comfortable they are with that HCC and its HCPs. In many instances, mothers may 

choose to seek prenatal care in a nearby clinic but will opt to deliver the baby at home 

with a TBA (UNFNA, 2010). Gravidas prefer a healthcare facility for fear of 

complications because a TBA may lack the ability to handle emergencies. Regardless of 

this risk, gravidas often deliver at home due to a lack of transportation and the long-

distance travel required to get to the HCC because they have no choice but to deliver at 

home (UNFNA, 2010).This problem is more prevalent in semi-arid areas because as the 

rain washes the main roads out, the hospitals become nearly impossible to travel to. This 

problem could be mitigated by better public infrastructure, but this solution is not 

available at this time. 

Due to a lack of infrastructure, location becomes another important factor 

challenging women who are seeking obstetric care. The proximity of the hospital to one’s 

residence is a determining factor in deciding whether women will seek care. Therefore, 

the closer in proximity the HCC is to their residence, the higher the probability women 

from the same area will seek services.  According to Cotter, Hawken, and Temmerman 

(2006), the distance required to travel, the frequency or absence of transportation or how 
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organized transportation is as well as the cost of transportation are some of the logistic 

barriers as to why skilled attendant-assisted delivery is low in some areas. 

Accordingly, socio-economic factors play a major role in whether women seek 

obstetric care at HCCs. Women are faced with a number of socio-economic factors that 

they must consider when making obstetric decisions (Fotso et al., 2009). For most 

women, the most crucial factor when deciding whether to seek obstetric care is 

affordability. Typically, the HCCs have the philosophy of ‘pay as you go’ or ‘pay before 

the services are rendered,’ a concept that is implemented upon meeting the patients, and 

patients are reminded of it when they seek care (Siringi, 2001). The hospital may be only 

a few miles away but if women or their families cannot afford to pay for their services, 

some women will seek medical services in another HCC in the hopes that it will be less 

expensive, which adds to the cost of travel.  

Along with the socio-economic barriers, a woman’s autonomy in decision making 

is also one of the greatest challenges for the majority of Kenyan women (Fotso et al., 

2009). Because women defer to their husbands, boyfriends or significant others to 

approve or disapprove of necessary visits to the health care centers, cultural barriers are 

at play even if the need for medical attention is practical and apparent. These barriers to 

treatment are exacerbated by a lack of knowledge, long-held cultural beliefs, cultural 

customs, religion, a division of power in the family, as well as a lack of resources for 

women in Kenya (Bazant et al., 2009; Carter et al., 2010; Chege et al., 2003; Fotso et al., 

2009). 
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Essential to the purpose of this study, fear of mistreatment is also a major barrier 

for women when deciding whether to seek prenatal, antenatal, or postpartum care. This is 

a silent factor that has not been studied much, yet women in Kenya are well conversant 

on the topic. The fear of possible mistreatment by HCPs is perhaps the most devastating 

discovery by Bowser and Hill (2010). During their studies, which explored the abuse of 

Kenyan women in HCCs, they found that HCP training is harsh, punitive, and encourages 

a culture of social distance between providers and patients, which thereby normalizes and 

justifies inhumane practices. Nurses often graduate with minimal training on 

communication skills and may lack the competency to relate to women (Bowser & Hill, 

2010). The institutionalized idea of training nurses to perceive themselves as apart from 

their communities can be traced back to the colonial period, especially for those regions 

colonized by the British such as South Africa and Kenya. Because of the indifference 

bestowed on laboring women by nurses, some expectant women have termed their care as 

being “roughed up” (Bowser & Hill, 2010). The Kenyan society is aware of the 

mistreatment and mishandling of patients at the HCCs, but because it has become 

normalized, it is considered part of the delivery process (Bowser & Hill, 2010; CRR & 

FIDA, 2007). The abuse is sometimes retaliatory and may occur as a result of minor 

violations such as failure to make payments, failure to attend recommended prenatal 

visits or failure to abstain from getting pregnant at a younger age (Bazant et al., 2009; 

Bowser, & Hill, 2010; Carter et al., 2010;  Izugbara & Ngilangwa, 2010; Sande et al., 

2010). 
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Mistreatment at HCCs has become a cautionary tale for women in Kenya. One 

learns about this phenomenon through cultural communications, where the experienced 

women counsel younger women and first-time gravidas to expect such treatment should 

they fail to follow the orders dictated by a HCP (CRR & FIDA, 2007). Because these past 

experiences are shared among women, the recounting of their experiences may frighten 

new and young mothers from seeking basic care services such as antenatal care. Thusly, 

new mothers may only build up enough courage to seek help once they experience 

complications and have no other options. This is an unfortunate and untenable situation 

for the women because it may be too late by the time they get to a skilled health facility. 

Therefore, the delay in getting necessary care can result in debilitating childbirth-related 

complications. These complications may cause obstructive labor, fistula, lead to the birth 

of a stillborn infant or the loss of the mother’s life. Even though physical abuse and 

neglect are reasons women do not seek medical attention, the failure to seek prenatal care 

or attempt to visit the health care center when it is almost delivery time has also been 

associated with verbal mistreatment as HCPs release their frustrations on patients 

(Bowser & Hill, 2010). 

Types of Mistreatment 

Mistreatment and abuse can manifest in many different ways, affecting women in 

vulnerable stages of pregnancy and childbirth. The mistreatment of women during 

childbirth plays a vital role in the higher infant mortality and maternal mortality rates in 

Kenya (Ziraba et al., 2009).  According to Bowser and Hill (2010), Chege et al. (2003), 
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Turan et al. (2008), and Ziraba et al. (2009), there are seven categories of mistreatment:1) 

physical mistreatment, 2) non-consensual clinical care, 3) non-confidential care, 4) non-

dignified care (e.g. verbal abuse), 5) discrimination based phenotypically on the personal 

attributes of patients, 6) abandonment of care, and 7) unnecessary durations of detention 

in facilities. There is a broad range of manifestation of mistreatment which means one 

type can fall into more than one category. In sum, the categories overlap and are not 

mutually exclusive. 

Physical Mistreatment 

Of the seven categories of mistreatment, physical mistreatment has been reported 

the most among women receiving care during labor and delivery (Bowser & Hill, 2010; 

Chege et al., 2003; Turan et al., 2008). Researchers have noted that women who have 

experienced physical abuse admit to being beaten, slapped, punched, pinched, kicked, 

bitten, restrained or tied down. One example is the HCP pushing forcibly on the patient’s 

back as she goes to the bathroom or pushing forcibly on her abdomen in order to 

accelerate the delivery process (Bowser & Hill, 2010; Chege et al., 2003). If expectant 

mothers are unable or refuse to push, they may encounter mistreatment because it appears 

as if they are not compliant. In some instances, without the mother’s consent, nurses 

apply excessive force on the pregnant women’s stomach in order to push the baby out 

(Bowser & Hill, 2010). Unnecessary or nonconsensual surgery is another form of 

physical abuse. Women experienced physical mistreatment, including unnecessary 

extensive episiotomies, which are sometimes financially motivated, along with post-
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partum suturing of vaginal tears or the suturing of episiotomy cuts without anesthesia 

(Bowser & Hill, 2010; CRR & FIDA, 2007).  

Negligence on the part of a healthcare provider is another form of physical abuse 

documented in studies of Kenyan HCCs. This kind of mistreatment includes incidents in 

which mothers would need stitches after deliver but were not sutured. When neglected in 

this way, the new mothers were left to nurse their wounds in the best way they knew how 

based on their knowledge of wound care. The prevalence of women left to care for their 

wounds is a major health concern because a festering wound is opportunity for infections 

because the mother’s knowledge of how to properly administer wound care is 

understandably lacking. Women have also reported they were not cleaned up for up to 

four hours post-delivery (Bowser & Hill, 2010). Out of desperation, these women have 

built a sense of community with the other mothers in the HCCs in which they ask for 

assistance from other patients or often from a visiting relative when visitors are allowed 

into the maternity wards (Bowser & Hill, 2010; NCAPD, 2010).  

Sexual abuse is also a form of physical abuse in the HCCs. There are a few cases 

in which women report the occurrence of sexual abuse during childbirth. The incidence 

of sexual abuse may occur more than studies suggest because these types of cases may be 

underreported due to the victim’s fear of social stigmatization and the subsequent 

abandonment of husbands or boyfriends. Further contributing to the silencing of women 

is the fact that if they disclose sexual abuse, the victims are framed and accused of 

facilitating the contact should they make the incident public (CRR & FIDA, 2007).  
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Non-Dignified Care/Verbal Mistreatment  

Dignity and respect may vary from culture to culture, but non-dignified care is 

consistent with verbal mistreatment or abuse. Bowser and Hill (2010) and Chege et al. 

(2003), define non-dignified care as the intentional humiliation, blaming, rough 

treatment, scolding, and shouting. The description of non-dignified behavior may vary 

between cultures of the world because gestures such as a hand shake and eye contact may 

mean respect in one culture but are perceived as very undermining in another culture. The 

women who experienced non-dignified care recounted being yelled at with harsh words 

along with an unkind and uninviting tone of voice when being addressed by HCPs 

(Bowser &Hill, 2010; Chege et al., 2003). Mothers have also reported being treated 

coarsely, disrespected, and being threatened by harm of either the mother directly or 

towards her baby.  

Lack of professionalism is another aspect where the care can become defined as 

non-dignified. These behaviors extend to a poor attitude on the part of the staff, 

inappropriate and undeserved reprimand from HCP to patient, a lack of empathy for the 

patient’s pain or situation, hyperbolically threatening the patients with the inevitability of 

unfounded poor health outcomes, insulting the patient, and degrading the patient with 

comments regarding personal hygiene such as odor and the need for a shower before they 

will assist the patient (Bowser & Hill, 2010; Izugbara et al., 2009). Mothers have also 

reported that the person who accompanied them, such as a family member or a friend, 

also experienced non-dignified or verbal mistreatment for their association with the 
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patient. There have also been reports of cases in which women have witnessed other 

expectant mothers in the maternity wards being addressed unprofessionally and/or treated 

without dignity. 

Non-Consented Clinical Care  

A patient’s lack of autonomy or absence of requisite consent before a decision is 

made regarding major procedures is another issue plaguing women regarding 

mistreatment within the HCCs.  Non-consented care includes testing and operating on 

women without consent. This kind of mistreatment is evident with tests such as Human 

Immunodeficiency Virus (HIV) tests, and with procedures such as surgically removing 

the uterus without the patient’s knowledge or consent (Izugbara et al., 2009; Sande et al., 

2010; Turan et al., 2008). Because of the aforementioned mistreatment, mothers admit to 

opting to deliver at home because they did not want to be forced to undergo the HIV test 

at the HCCs and were afraid of procedures performed without their consent (Izugbara et 

al., 2009). The non-consensual surgeries were reported in cases where obstetricians 

performed hysterectomies, terming them as methods of ‘sterilization’ or ‘cleaning of the 

uterus’ (Bowser & Hill, 2010). There are some cases of obstetricians conducting tests 

without consent on gravidas and, upon the realization that they were HIV positive, the 

obstetricians would ‘sterilize’ them. The nonconsensual surgeries take away the mother’s 

autonomy in decision making and sterilize her so that she cannot have any more 

‘infected’ babies (CRR & FIDA, 2007). Many of the women who reported this form of 
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abuse did not realize their uterus was removed at the time of delivery, only discovering 

this later when they could not conceive. 

Aside from sterilization, abuse during procedures is often financially motivated to 

save time and increase revenue. In some cases, women reported being forced to undergo 

undue caesarian sections without the justification of the mother and/or the unborn child 

being in any imminent danger or suffering from complications, which is usually the 

reason caesarians are performed (CRR & FIDA, 2007).  This is because HCCs, especially 

the private hospitals, prefer caesarean for financial reasons. According to Wanyonyi and 

Karuga (2010), caesarean-section deliveries generate more revenue for the HCC than a 

normal vaginal delivery. Therefore, obstetricians are becoming more concerned about the 

increasing rates of primary cesarean section worldwide, with the inclusion of developing 

countries, because the majority of cesarean sections performed have been profitable but 

not medically necessary.  

Other nonconsensual services and procedures, according to Bowser and Hill 

(2010), include unnecessary episiotomies, blood transfusions, and augmentation of labor 

to name a few. These procedures are often done without the patient’s knowledge or 

consent. The failure to communicate these procedures to patients is indicative of a 

communication breakdown between HCPs and their patients (Bowser & Hill, 2010). A 

lack of staff and time may also be contributing factors as HCPs do not have enough time 

to explain the reasons for such tests and procedures or why they are necessary in order to 

give patients an opportunity to make informed decisions. These non-consented to 



 

37 
 

procedures are toxic for interpersonal relationships between the HCPs and their patients. 

Unfortunately, expectant mothers entrust their lives to the care of HCPs who may not 

have the best interest of the patient in mind when making decisions that are convenient 

and beneficial to the bottom line (CRR & FIDA, 2007).  

The concept of a patient’s consent to testing and procedures is also a challenge for 

women who want accountability for their care and to hold the HCP responsible for the 

non-consensual services (Bowser & Hill, 2010; CRR & FIDA, 2007). There have been 

incidents in which women signed consent forms without understanding or 

comprehending what they were consenting to at the time they signed the forms. Some of 

the cases culminated in patient signatures without any explanation of the information in 

the document or the meaning of the technical language. Unfortunately, once the consent 

form is signed, the HCPs are covered whether the forms were signed willingly or through 

coercion (CRR & FIDA, 2007). A major concern is the fear and intimidation that 

underline women signing consent forms against their will or without a clear 

understanding of the intent. The HCPs are viewed as authority figures, so when they hand 

a consent form to the patient, she may feel obligated to sign without voicing questions or 

concerns about the content of the document. In some Kenyan cultures, inquiries are 

considered disrespectful especially when people in authority are involved. Therefore, the 

patient may not exercise her right to know and understand the purpose of tests and 

procedures to which they are consenting. 
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Abandonment of Care  

Women have reported incidents of abandonment of care during all stages of labor 

and delivery. Mothers have been abandoned while in waiting rooms or in delivery wards 

or even immediately after delivery (Cotter et al., 2006; Izugbara et al., 2009). Some 

examples include lack of response for hours to calls for pain management (Bowser & 

Hill, 2010; Cotter et al., 2006). Most Kenyan hospitals are not equipped with call buttons. 

Thus, walking to the nurses’ station, which could be in another building, may be the only 

solution to get the HCP’s attention. Though some may attempt to reach the nurse’s 

stations, they may be ignored and have to patiently wait for up to four hours regardless of 

the urgency of their needs (Bowser & Hill, 2010; Cotter et al., 2006).  

As a result, abandonment during delivery means expectant women reported being 

alone and delivering their babies in the waiting rooms, maternity wards, or on benches 

outside the wards while waiting for help (Bowser & Hill, 2010; CRR & FIDA, 2007).  

Women have also been left unattended after delivery without the monitoring of post-

delivery recovery. Neglect and abandonment at these stages results in undue risks, since 

mothers and/or their newborns can develop potentially life-threatening conditions while 

no one is monitoring their recovery (Marchant et al., 2006; Wong et al., 2002). Although 

the HCP’s workload can be overwhelming, it has been reported that a shortage of staff is 

not necessarily the cause of delay in services (Bowser & Hill, 2010). To mitigate the 

problems associated with abandonment, women in the maternity wards normally build up 
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relationships and assist one another when HCPs do not provide care for extended periods 

of time. 

A lack of supplies also contributes to the neglect of care in HCCs, with some 

pregnant women being asked to bring their own supplies to the HCC. There are incidents 

where women were turned away because they did not purchase or bring their own 

birthing supplies such as gloves, cotton and wool (CRR & FIDA, 2007; UNFPA, 2004). 

In some cases, expectant mothers who failed to bring the supplies were not admitted at 

all, so they ended up sitting at the gates of the HCCs, delivering their children with no 

privacy, and no medical assistance. Since they could not travel home nor make it to 

another HCC in their laboring condition, they were resigned to deliver at the gates of the 

HCC because they were denied admission (Table 1). Given the serious circumstances 

with minimal to no care, most of the women lose their babies, their own lives or both. 

 Abandonment or negligence can compromise the health of the mother and child 

because they risk missing out on typically required procedures and treatments critical to 

their health. Of all deaths related to childbirth, 50% occur within 48 hours of delivery 

(Cotter et al., 2006; UNFPA, 2012). Another concern with lack of care is HCPs may fail 

to appropriately assess the health of new mothers and their infants, testing for 

complications, infections or any health concerns before discharging them from the HCC. 

In some healthcare facilities, partographs or process reports which contain detailed 

information on fetal, labor and maternal process during labor, were not regularly updated 

to show the process of the patient (Dangal, 2007). A survey conducted by the 
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Demographic and Health Survey between 2008 and 2009, revealed that only 42% of 

women received postnatal checks within two days of delivery, while more than half of 

the women surveyed did not receive any  postnatal checkups (Kenya National Bureau of 

Statistics [KNBS] & ICF Macro, 2010). These are areas where the HCPs have failed their 

patients, and by extension, this is where the government has failed its residents. 

Discrimination Based on Patient Attributes 

Discrimination is also a barrier for many women, keeping them from getting 

proper medical attention. Usually, discrimination stems from the patient’s perceived 

socio-economic status (Izugbara et al., 2009). There are several indicators that can link a 

patient to her socioeconomic status. The HCPs can tell if an expectant mother is from 

either a low or high socioeconomic status simply by her ability to make payments or 

payment arrangements.  

Race, ethnicity or tribes also play a role in services being offered. There are some 

stereotypical beliefs associated with specific tribes, places of origin or residential 

locations. Kenya has 43 different tribes, which speak different tribal languages and live in 

different geographical locations in the country (WHO, 2012). Every Kenyan speaks at 

least two languages; the tribal language and Swahili, which is the common language 

among all tribes. Kenyans who have gone through the standard educational system, can 

also speak the third language, English, which is considered the language of instruction. If 

a gravida cannot speak Swahili or English, and is from a tribe other than that of the HCP, 

that alone can lead to some form of mistreatment because of discrimination. The 



 

41 
 

language deficiency, to some, means she is uneducated. This factor alone is associated 

with a lack of education and the low socioeconomic status leads to mistreatment (CRR & 

FIDA, 2007). 

There are cultural beliefs, customs, and preferences that have also led to 

discriminations against patients. According to Bowser and Hill (2010), and Chege et al., 

(2003), the discrimination against patients can be caused by poor interpersonal behavior 

from some HCPs, who may not have been trained to respect other cultures, indigenous 

populations or patients of another race. In some areas of Sierra Leone, certain cultures 

believe that obstructed labor is caused by infidelity (Bowser & Hill, 2010). This belief 

caused some HCPs, who should be attending to the patient, to insist on a patient’s 

confession, so they could address the woman’s past immoral behavior. There are some 

cultures in Kenya (e.g. the kalenjins of the Rift Valley) that still practice Female Genital 

Mutilation (FGM) as a culturally valuable rite of passage for girls as they embark upon 

adulthood (Banks et al., 2006; Livermore, Monteiro & Rymer, 2007). There are cases of 

HCPs making derogatory comments about women who have undergone FGM, which is 

especially harmful given the extreme nature of the original abuse and absolute lack of 

control they had over the mutilation. 

Within the HCCs, age is another predictor of abuse especially among younger 

expectant mothers (Bowser & Hill, 2010). Mothers have been discriminated against 

because they were considered too young to be mothers. In some cases the HCPs failed to 

find out the most crucial information (e.g. whether the expectant teenager was raped) in 
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order to assist them legally and psychologically with their pregnancy (CRR & FIDA, 

2007). Some of the abusive HCPs acted on the assumption that the younger mothers were 

to blame for their pregnancies, and therefore deserved to suffer even during childbirth 

(Bowser & Hill, 2010). 

Patients who are HIV/AIDS positive are generally stigmatized, and openly 

discriminated against by some HCPs (Izugbara et al., 2009). The stigma for these patients 

worsens as HCPs communicate with the infected patients loudly and without regard to 

privacy. There have even been cases where patients with HIV/AIDS have been denied 

obstetric services or access to delivery rooms (Bowser & Hill, 2010). Sometimes the 

HCPs would don up to 12 gloves in order to deliver babies of HIV/AIDS patients, and the 

demonstration of this excess further stigmatizes the patient (Bowser & Hill, 2010). Other 

attributes that have led to discrimination, include having more than five children, 

belonging to a certain religion, intermarrying with other tribes, and failure to make all the 

required prenatal care visits (Bazant et al., 2009; Carter 2010; Chege et al., 2003; Fotso et 

al., 2009; Izugbara et al., 2009). 

Non-Confidential Care  

Non-confidential care disregards another’s right to privacy and confidentiality 

during childbirth. Reports have indicated that a woman’s HIV status, age, marital status, 

medical history, and socioeconomic status, have been shared with others who have no 

justifiable reason to have access to that information (Bowser & Hill, 2010). HCPs betray 

their patients’ trust when they compromise their medical records (Banks et al., 2006; 
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Hollander, 2003; Ouma et al., 2010; Parise et al., 2003; Van Eikj et al. 2006).  Mothers 

who have suffered non-confidential care have been forced to undress in public and were 

examined in front of other women or were required to deliver without any privacy 

(Bowser & Hill, 2010; CRR & FIDA, 2007). A high admission rate coupled with a lack 

of enough facilities or supplies has resulted in some HCCs, especially the ones sponsored 

by the government, requiring patients to share beds (Siringi, 2001). The hospital beds are 

normally twin size beds therefore having two expectant mothers or two new mothers and 

their infants share such a small bed after delivery is degrading, dehumanizing, disgusting, 

and extremely uncomfortable for patients. These circumstances also increase the risk for 

cross contamination, infections, and create safety concerns for the newborns. 

A study by Kiptoo et al. (2009), and Ziraba et al. (2009), extensively described 

why expectant women infected with HIV/AIDS were afraid to seek obstetric services; 

they feared being stigmatized and discriminated against once their status was exposed. 

According to Bowser and Hill (2010), confidentiality is extremely important especially in 

HIV settings where disclosure of a woman’s HIV status will increase the chances of 

discrimination against the woman, not only in the facility, but also within the entire 

community. The exposure of an HIV positive status may completely quell a woman’s 

consideration of seeking facility-based obstetric services (Hollander, 2003). The health 

care system and HCPs in some cases have failed to protect the patient’s rights by not 

enforcing privacy laws, which would ensure the confidentiality of the patient’s medical 
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records, and thereby ensure that her records were released only with the patient’s consent 

and/or when legally allowed to do so. 

Detention in Health Care Facility 

Some HCCs have detained mothers who could not afford to pay for the care 

received and were only discharged when they paid the medical bill (Bowser & Hill, 

2010). Detention can come in various forms. The HCC either detains the mother but 

allows the family to take the baby home or detains the baby, forcing the mother to make 

frequent visits to the HCC to breastfeed the baby (Bowser & Hill, 2010).  The detention 

of the mother is the most prevalent form of detention by HCCs that charge fees for 

obstetric services. As a consequence, this practice overcrowds the hospitals as more and 

more mothers or babies are detained for failure to make payments (CRR & FIDA, 2007). 

Studies  by Bowser and Hill (2010), CRR & FIDA (2007), and Tarmini, (2010), showed 

that the mothers who could not afford to pay for medical services rendered were detained 

at HCCs and were made to work for the hospital (e.g. cleaning utensils, toilets etc.) to 

offset the cost of their hospital bills. This practice extends to the deceased as when death 

occurs during childbirth, the dead bodies are also detained until the families of the 

deceased pay for the services that were provided, so they can take the deceased for burial 

(Bowser & Hill, 2010; CRR & FIDA, 2007).  

The Effects of Mistreatment 

The experience of mistreatment at the HCC or even the awareness of the 

possibility of being mistreated causes psychological trauma and depression for mothers-
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to-be and PTSD for mothers who have already experienced mistreatment (CRR & FIDA 

2007). The trauma caused by the mistreatment devastates women, and is a determining 

factor in decision making when considering future obstetric visits. Since this is a negative 

behavior that has been normalized, mothers have learned to passively live with the 

mistreatment (Bowser & Hill, 2010; CRR & FIDA 2007; Izugbara et al., 2009). This 

practice, therefore, causes silent depression in women, which when it accumulates can 

lead to other health issues. 

Mistreatment has been known to cause loss of life for mothers or their newborns 

or sometimes both (CRR & FIDA, 2013). Mothers have lost their newborns because they 

were not assisted on time or because a skilled HCP was not present at the time of 

delivery. The experience of death is not only devastating to the mother or her husband but 

for the entire community at large. The shoes of the death mothers, especially when they 

have other children, have to be filled by others in the community in order to care for the 

children left behind. This crisis contributes to a huge burden the community must bear. 

The loss of lives is also associated with procedures performed by non-skilled providers. 

In some cases the obstetricians are overloaded, so they delegate their duties to assistants 

like a nurse or clinical officer (Siringi, 2007). As previously mentioned, injury or death 

may occur as a result of pregnant women not being admitted or assisted because of an 

inability to pay upfront for services. However, there has been a reprieve recently for 

financial burden of these women when the new government abolished all maternity fees, 

mandating all health centers to offer obstetric services free of charge (Green, 2013). 
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Though this is a relief for women and a much welcomed venture for all Kenyans, it gave 

rise to yet another concern that the government seems to have no feasible plans in place 

to curtail the number of admitted patients at the HCCs. Because of the newly mandated 

free services, the centers have become overloaded with no plans to expand facilities as 

well as an increasingly heavy workload for doctors and nurses with no new staff on the 

way. As a result, the quality of care will likely deteriorate to a level worse than before the 

surge of newly admitted patients. 

Fear is another result of mistreatment at the HCCs (Izugbara et al., 2009).Women 

share childbirth experiences when they are alone with their inner circle of friends and 

relatives. These mothers share their mistreatment experiences with expectant women, so 

that they will know what to anticipate during childbirth. Therefore, the past traumatic 

experiences scare other women away from the HCCs for fear of going through the same 

negative circumstances.  The concept of experiencing extreme pain while being on the 

receiving end of mistreatment at the same time will cause many to avoid HCCs in the 

future, which have the equipment as well as skilled personnel. Instead, they may seek 

assistance from TBAs which have a reputation of being accessible, affordable and offer 

their services with care and compassion (Carter et al., 2010; Cotter et al., 2006; Kruske & 

Barclay, 2004). Although they may be gentler, loving and caring, they may not be in a 

position to handle emergencies and complications. The complications can cost lives, 

especially with untrained TBAs. Cotter et al. (2006), found that the fear of mistreatment 

has led to a low turnout at health care facilities with skilled attendants, especially in rural 
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Kenya. The low turnout at the skilled facilities or assistance with a trained HCP is 

detrimental in achieving Millennium Development Goals (MDGs) 4 and 5 as well as all 

the Safe Motherhood Initiatives implemented to reduce infant mortality and maternal 

mortality rates. 

The delay of services or abandonment of care can lead to birth-related injuries 

such as obstetric fistula (OF), especially in younger women. OF is a condition associated 

with obstructed labor that causes injury to the birth canal (CRR & FIDA, 2007; UNFPA, 

2004). Women are suffering from OF may feel chastised, ashamed, isolated, 

marginalized, and in some extreme cases, chased out of their matrimonial homes by their 

husbands (Weston et al., 2011). Studies indicate that young mothers are at an especially 

high risk for developing obstetric fistula since they are still undergoing physiological 

development (Weston et al., 2011). There are also other birth-related injuries like 

mutilation of genitalia; the occurrence of this was reported more from those who are HIV 

positive than from those who were not. In addition, some procedures were performed 

without following the aseptic protocol, causing infection and disease in the patient, which 

is often fatal.  

Mistreatment has also caused infertility in women who have had hysterectomy 

without their knowledge or consent (Cotter et al., 2006; CRR & FIDA, 2007). This non 

consented procedure by practitioners can cause a long-lasting and devastating 

psychological effect on women. It is unconscionable for a woman to discover from her 

gynecologist or obstetrician long after she has given birth, that she cannot conceive 
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because she no longer has a uterus. Any medical procedure performed without a patient’s 

consent is a crime, unethical, illegal and deserves to be indicted in the court of law, to 

prevent such cases in the future. Unfortunately, very few women pursue this legal battle 

and rarely do they succeed in indicting those who committed the unconsented medical 

procedures (CRR & FIDA, 2007). 

Places of Obstetric Care 

In Kenya, mothers seek obstetric care from four types of health care settings, 

including public or government health centers, private or NGO health centers, mission or 

faith-based hospitals, as well as traditional settings in the home of a TBA or in the home 

of expectant women (Izugbara & Ngilangwa, 2010;  KNBS, 2010). The care offered 

through the aforementioned HCCs (excluding the TBAs) varies in that some are clinics, 

dispensaries, Voluntary Counseling and Testing Centers (VCTC), nursing homes, district 

hospitals or referral hospitals. These clinics offer few services to out-patients, while the 

dispensaries offer a few more services than clinics. Sometimes the terms ‘dispensaries’ 

and ‘clinics ‘are used interchangeably. Although both clinics and dispensaries offer some 

services to out-patients, they are considered the lowest level of public health, but the first 

point of contact between the patients and healthcare providers (Muga, Kizito, Mbayah, & 

Gakuruh, 2008). The VCTC setting was established to address the continued burden of 

HIV/AIDS cases that have challenged the Kenyan health care system for a long period of 

time. The VCTCs provide comprehensive and standardized voluntary counseling and 

testing for HIV/AIDS (National AIDS and STD Control Programme, 2001).  These 
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centers also seek to empower persons who are HIV positive. The referral hospitals 

provide all health care services and are mainly used as learning institutions for medical 

professional training. The national referral hospitals provide sophisticated diagnostic, 

therapeutic, and rehabilitative services (Muga et al., 2008). Hospitals are the largest 

facilities of the HCCs in Kenya. They offer almost all medical services, from palliative 

care, obstetric care and surgery to any specialty care.  

Even though there are many healthcare settings to choose from, those specializing 

in obstetric care are difficult to find. According to CRR (2010), in 2003, out of the total 

number of qualified medical personnel, only 42% were skilled health personnel 

specializing in obstetric care. Likewise, only 15% of the healthcare facilities provided 

basic obstetric care and only 9% of the healthcare facilities were qualified to provide 

comprehensive and essential obstetric care during emergencies (Chege et al., 2003; 

Izugbara, & Ngilangwa, 2010; Ziraba et al., 2009). According to Bliss (2013), the 

government claims more than 5,000 healthcare facilities. However, the shortage of 

physicians and nurses continues to be a concern as the country’s trained HCPs leave the 

country for greener pastures elsewhere (Siringi, 2001). According to WHO, Kenya has 

one doctor per 10,000 residents, a ratio that is below average for any African region 

(Bliss, 2013).  Thus, the current coverage of skilled attendant-assisted delivery is well 

below the Kenyan national goal of coverage of 80% by 2010 (Cotter et al., 2006). 

 

 



 

50 
 

Public/Government Sponsored Health Care Centers (GHCCs) 

The public or government health care centers (GHCCs) are owned or sponsored 

by the Kenyan government. According to Bliss (2013), the GHCC oversees 41% of all 

5,000 HCCs. The GHCCs offer a wide range of services from basic healthcare services to 

major, sophisticated medical procedures. The government owned GHCCs include clinics, 

dispensaries, sup-district, district hospitals, provincial, regional, referral and national 

hospitals, which are open to the public (Muga et al., 2008). GHCCs incur the highest rate 

of patient admissions because their services are affordable to many, and this alone, can 

overburden these HCCs. In fact, according to KNBS and ICF (2010), GHCCs saw an 

increase in admission of new patients from 26% in 2003 to 32% in 2008-09.  

There have been some attempts to make these centers affordable for Kenyans. 

Some services are provided for free and some of the upfront costs can be mitigated via a 

payment plan, which means a small fee for the patient, called 50-50 co-pay through the 

National Hospital Insurance Fund (NHIF) (APHRC & The World Bank, 2006; Green, 

2013; Muga et al., 2008). The 50-50 co-pay is an insurance plan where the government 

and the patient share the payments, equally (CRR & FIDA, 2007). The fee also depends 

on the services provided as well as their insurance coverage plan. Historically, most of 

the services were provided free of charge. But, as years went by, the government started 

struggling economically, so the centers began to charge an affordable fee in order to 

manage the costs of the GHCCs, passing the costs to the patients. Recently, however, a 

mandate was issued by the new Jubilee Government in June of 2013 that stated all public 
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HCCs will waive the obstetric care fees (Green, 2013). Because the mandate was 

implemented recently, it is still too early to assess the success of the new mandate as far 

as how or whether free services will affect the level of obstetric care offered to patients. 

In addition, due to the continuous high admission rates due to affordable services 

and presently the proposed free maternity services, the ratio of HCPs to patients remains 

high, potentially challenging the efforts to improve the care and attention for the patients 

(Bliss, 2013). The patient to HCP ratio is a determining factor for the level of care at the 

centers. According to Siringi (2001) and UNFNA (2010), district hospitals are especially 

understaffed. One district hospital that had planned on hiring 200 nurses ended up100 

nurses short, operating with only 50% of its requisite staff (UNFNA, 2010). Here again, 

the region in which the hospital resides plays a part in whether it is fully staffed. The 

areas that seem to be suffering the most from staffing shortages are rural areas in which 

one nurse is forced to carry the load of what four or five nurses would normally handle 

(UNFNA, 2010). The shortage of skilled staff has led to the closing of some district 

hospitals. Some hospitals have hired nurses to split duties meaning one nurse could be 

attending to a woman in labor and busy with the outpatient or inpatient clinics at the same 

time (Cotter et al., 2006; Green, 2013). District hospitals are unable to deliver optimal 

obstetric care because of their inability to cope with the high demand for services which 

is worsened by a chronic shortage of medical personnel and supplies. Additional 

impediments include, erratic water and electricity supply, and the poor emergency, 
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transport and disposal systems, which compromise both the quality of service and 

capacity of the institutions (Green, 2013; Siringi, 2001). 

All these factors combined have impacted the level of care at the GHCCs, 

resulting in the current crisis in which they have the most reported cases of healthcare 

mistreatment, especially as it pertains to those seeking obstetric care (APHRC & The 

World Bank, 2006; Bowser & Hill, 2010; CRR & FIDA, 2007). The PHCCs or GHCCs 

have therefore received the highest rate of criticism when compared to other HCCs 

(Green, 2013). 

Private/Non-Governmental Owned Health Care Centers (NGHCCs) 

Another option for patients in Kenya is to seek care at a private or non-

governmentally owned health care center or NCHCC. These are sponsored by individuals 

or non-governmental organizations. According to Bliss (2013), NGOs run 15% of these 

healthcare centers, and the private sector operates about 43% of them. These NGHCCs 

can either be for profit or non-profit. NGHCCs are known to mostly operate nursing 

homes. According to Muga et al. (2008), the private sector contributes more than 40% of 

nursing homes in Kenya, offering mainly curative health services and very few 

preventative services. All services provided at NGHCCs are paid for either by the patient 

or through the patient’s insurance company. The NGHCCs are more expensive than 

centers sponsored by government and if the insurance does not fully cover the services 

provided, the patient is then entirely responsible for paying for them. The patients from 

higher socio-economic statuses are known to seek services in such HCCs. They can 



 

53 
 

afford the expensive services, and they expect to receive the highest quality care. 

According to Muga et al. (2008), there has recently been a sudden expansion of private 

hospitals due to the demand of the rising middle class. Therefore, NGHCCs are currently 

investing in expansion projects in order to accommodate the demand of private services. 

These NGHCCs have given the public the impression that the higher the costs, the better 

the quality of health care services. This conclusion is not entirely accurate because even 

though the cost is higher, patients of NGHCCs admit to receiving poor service and 

mistreatment as well (Bowser & Hill, 2010).  Although there seems to be a higher 

demand for NGHCCs, the proportion of births taking place in NGHCCs declined from 

14% in 2003 to 10% in 2008 – 2009 (KNBS, 2010). 

Mission or Faith-Based Health Care Centers (MHCCs) 

For many seeking obstetric care, there are mission healthcare centers or MHCCs, 

which are faith-based. These HCCs are owned or sponsored by mission or faith-based 

organizations such as churches or missionaries. Several faith-based organizations have 

realized that in order to address the spiritual concerns of the people successfully, they 

have to consider the health of a person, holistically. Missionaries pioneered the very first 

MHCCs due to the astonishing number of deaths caused by preventable diseases. 

MHCCs charge a small fee, sometimes a large fee, depending on the organization and the 

services required by the patient. By comparison, these HCCs offer better services than the 

GHCCs. Moreover, the MHCCs are also known to provide more advanced healthcare 

services. In addition, they have mobile clinics and a number of community healthcare 
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workers. A study by Nzuve and Mwarey (2013), on faith-based hospitals, found that 

MHCCs also face the shortage of personnel but have a unique approach to mitigate this 

problem. For instance, they apply alternative staffing methods, which include alternating 

shifts, calculating the staff entry-and-exit projections and tending to the needs of 

personnel via an employee satisfaction surveys as well as documenting exits interviews 

(Nzuve & Mwarey, 2013).  These initiatives play a significant role in increasing the 

retention of the staff and enhancing productivity at MHCCs. MHCCs are the most 

preferred centers by most Kenyans; nevertheless, there are mothers who have admitted to 

being mistreated at these centers as well (Bowser & Hill, 2010). 

Home with Traditional Birth Attendants (TBAs) 

Another route for women seeking obstetric care in Kenya is at home with a 

Traditional Birth Attendant or TBA. Traditional delivery occurs in the home of the 

expectant mother or that of a TBA. A TBA can be either an older woman, someone who 

may or may not have been trained by MOH, GTZ or AMREF, or she is sometimes a 

female relative or neighbor (UNFNA, 2004). In some rare occasions, husbands have also 

served as TBAs if they decide not to take their wives or girlfriends to the hospital or do 

not want to involve the village TBAs. According to UNFNA (2004), TBAs are becoming 

prominent in Kenya, delivering approximately 70% to 80% of all newborns. Recently, 

however, there was a slight decrease in the usage of TBAs from 59% in 2003 to 56% in 

2008-09 (KNBS, 2010). 
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Demographical information indicated that in-home births are more prevalent for 

older women, births of higher order, or those with low or a lack of education. According 

to NCAPD (2010) and KNBS (2010), an estimated 56% of pregnant women delivered at 

home without assistance from a trained HCP compared to approximately 43% of 

pregnant women who delivered at a health care facility. Of the 56% of in-home 

deliveries, 28% were assisted by a TBA, and 21% were assisted by untrained relatives or 

friends, whereas 7% delivered with no assistance (NCAPD Policy, 2010). The preference 

of TBAs over healthcare centers for these women can be credited to the practice of pre 

and post massages, better postpartum care, use of hot water, and herbal medicine to treat 

pain (Carter et al., 2010; Cotter et al.,2006; Izugbara, Ezeh, & Fotso, 2009). Additionally, 

women may prefer the care and attention of a TBA because they are considerably gentler 

than skilled HCPs (Carter et al., 2010). 

 Bedside manner was also a determining factor as the majority of the community 

also expressed strong appreciation for TBAs’ interpersonal and compassionate 

demonstrations of care (Chege et al., 2003; Izugbara et al., 2009). According to a report 

by UNFPA (2004), nurses were abusive and neglectful of women during childbirth as the 

reports alleged the nurses were preoccupied, reading newspapers or knitting while 

ignoring the patients, telling them to wait to push. The fear of possible mistreatment at 

skilled facilities may explain the increasing rate of women seeking childbirth services 

with the assistance of a TBA. 
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The other reasons more expectant women are seeking TBAs’ services are due to 

the fact that TBAs are easily accessible and readily available within the village and in 

neighboring villages (Carter et al., 2010). Expectant mothers do not have to travel far to 

find TBAs as some even make home visits. During heavy rainfall seasons in some areas, 

the main roads to the hospital are often not passable; therefore, TBAs become a viable 

alternative. TBAs also offer affordable services. Some TBAs charge a small fee 

compared to the fee of a skilled HCC, thus they are quickly becoming a preferred method 

for those who are of a lower socio-economic status (UNFPA, 2004). A TBA charges 

based on a sliding scale that is determined by the services sought and the patient’s ability 

to pay (UNFPA, 2004). Payments are made to TBAs through tangible gifts of the same 

monetary value, accepted and appropriate according to the community. 

The tribal culture also plays a major role in the rate of preference for a TBA. 

Some tribes mandate that TBAs provide delivery services for women of their tribe. One 

example of this phenomenon is the Pokot people’s practice. They believe that the first-

born child should be delivered at home and, according to O’Dempsey (1988) and UNFPA 

(2004), the Pokots prefer TBAs for this reason. The culture also plays a part in the 

decision to seek healthcare services in that laboring women in Kenya prefer a female to 

assist them in delivery. Since the majority of TBAs are female, they remain in demand. In 

fact, the cultural reasons for seeking one kind of care over another takes precedence over 

all other factors in the decision making process. This is either due to a lack of information 

disseminated regarding the importance of skilled care during childbirth or due to 
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generational/cultural transmission that influences the younger pregnant women or both. 

For some, the knowledge and process of childbirth is a domestic enterprise, where 

women believe that previous generations, friends, and relatives were able to deliver at 

home, therefore they can do the same (Cotter et al., 2006).  

Culturally also, a minority of women believe that complications during home 

delivery are caused by witchcraft. Since TBAs understand the origin of these beliefs, they 

are better equipped to intervene when complications arise (Cotter et al., 2006). In some 

cultures, women believe that they only should deliver at a skilled facility if they are 

anticipating complications. However, majority of women seek prenatal care with a skilled 

HCP but prefer delivery with the assistance of TBAs when the time comes. According to 

Izugbara et al. (2009), women are comfortable seeking antenatal services in preparation 

for home delivery. Expectant mothers believe that during prenatal care, they can ascertain 

whether they should anticipate a difficult delivery.  If they should anticipate 

complications, then they go to the HCC for delivery. However, if prenatal screening does 

not indicate any reason for alarm, these women believe that there is no need to pay the 

high costs associated with intrapartum services. They, therefore, seek the inexpensive 

assistance of a TBA (Izugbara et al., 2009). In addition, others also believe that if they 

have had successful deliveries in the past, then chances are all their deliveries will be 

successful in the future as well (Izugbara et al., 2009). 

 Because newborns have gone missing at HCCs, suspicion creates yet another 

barrier between women and these services. In particular, gravidas prefer TBAs over 
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hospitals. This preference is based on the well-founded fear that their baby’s security will 

be compromised or worse, that the HCC will steal their baby. According to Izugbara et al. 

(2009), women have reported that HCCs took their baby, and in some cases, had their 

babies switched for either a girl or boy or worse yet for a stillborn. This abhorrent 

practice is believed to be conspired by HCPs and rich couples who cannot conceive 

(Izugbara et al., 2009). As a result, the HCPs reap the reward of a large sum of money 

paid for a stolen baby immediately after delivery (Izugbara et al., 2009). 

TBAs are also preferred for delivery because of their valued status in the 

community as well (Izugbara et al., 2009). The social role of TBAs is well recognized 

and respected therefore their assistance takes precedence as the first option for expectant 

mothers (Cotter et al., 2006). Mothers who have been assisted by TBAs shared their 

personal experiences portraying HCC nurses as negligent in their care. They alleged that 

nurses tend to leave laboring expectant mothers alone as opposed to TBAs, who tend to 

stay with them until they deliver (Cotter et al., 2006). In general, TBAs gained their 

midwifery skills through observing older TBAs as they assisted women. In this culture, 

observation is the main mode of traditional pedagogy in passing knowledge from one 

generation to the next. Because this kind of care doesn’t require any formal training, 

TBAs may not be apt to handle complications or any unforeseen emergencies because 

they lack the skills necessary to deal with novel situations, access to necessary medical 

supplies and/or resources (Deadman, 2011; Kruske & Barclay, 2004). In sum, the 

services provided by TBAs are beneficial to women, but they can also be detrimental to 
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them if an emergency occurs. Their practices can also be to the detriment of the United 

Nations International Children’s Emergency Fund’s two MDG, 4 and 5, goals as well, 

which specifically focuses on reducing infant mortality and maternal mortality rates 

(UNICEF, 2004). 

Gaps in the Literature 

There is a dire need for more research on the mistreatment of women during 

childbirth, specifically female-conducted research, as indicated by the gaps in the 

literature on this subject (Carter et al., 2010). Moreover, there is a lack of validated and 

reliable methods to measure mistreatment during childbirth. The few methods mentioned 

in the literature (e.g. Health Management Information System [HMIS]) are poorly 

managed, resulting in skewed data that cannot be used to make proper policy decisions 

(Gething et al., 2007). There are no clear guidelines of the quality of care being measured 

at the HCCs. Specifically, there are no published articles concerning patients ‘exit 

surveys or satisfaction of care reports. The patients do not have proper channels to report 

their grievances to the right people. Currently, there are also no articles published on how 

to ensure patients know their rights or mechanisms in place to help them redress 

violations. Patients at HCCs who have experienced mistreatment lack the wherewithal to 

empower themselves to make providers accountable. They may feel helpless and 

powerless and believe that addressing the management of the hospital would be an 

exercise in futility. 
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Furthermore, articles on systematic evaluation and analysis of contributing factors 

to mistreatment are scarce. It is possible that these cases are underreported because 

currently there is no evidence of properly managed surveillance programs to collect such 

data. There is also a lack of studies which evaluate the impact of interventions designed 

to reduce disrespect and abuse or promote a respectful atmosphere for childbirth. Because 

the published information is so slight, one could hastily assume that there is no program 

in place to curb the mistreatment at various HCCs.  

Theoretical Framework 

This study utilized a quantitative design, which assessed power relations by using 

the four dimensions of empowerment theory (Table 2) as it pertains to a marginalized 

population. Empowerment theory centralizes on gaining power, gaining access to 

resources, and taking controls of one’s life, thereby attaining the ability to achieve one’s 

highest personal and collective aspirations and goals (Robbins, Chatterjee, & Canda, 

1998).  Empowerment theory addressed cognitive, psychological, economic, and political 

factors of a marginalized population. This study, which was guided by these four 

dimensions, provided a deeper and broader understanding as to why all types of 

mistreatment may be occurring. The multidimensional lens of empowerment theory also 

identified interventions that are currently underway to deter certain forms of patient 

mistreatment.  
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Table 2 
 
Empowerment Theory 

 

Levels Of Empowerment 
Components/ 
Strategies 

Intrapersonal 
(Micro Level) 

Interpersonal  
(Mezzo )  

Institutional/Political 
(Macro Level) 

 
Cognitive 

 
 Personal 

awareness 
 Self-knowledge 
 Patient’s rights 
 Clear process of 

channeling 
complains 

 

 Group 
awareness 

 Patient’s 
charters 

 Women groups 
organization 

 Self-knowledge 
 Legal awareness 

 Action oriented 

Psychological 
 

 Self esteem 
 Self-perception 
 Self-control 
 Learned 

helplessness 
 Stereotypes  
 Self-blame  

 
 

 Group 
consciousness 

 Isolation 
 Feelings of 

shame 
 Embarrassment  

 Patient’s rights  
 Enforcement of 

laws - clear 
mechanism of 
redress 

 HCPs badges & 
their position 
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Table 2, Continued 
 
 

Levels Of Empowerment 
Components/ 
Strategies 

Intrapersonal 
(Micro Level) 

Interpersonal  
(Mezzo )  

Institutional/Political 
(Macro Level) 

 
Economic  Financial 

autonomy 
 Dependency 

on others 

 Income 
generating 
projects 

 Male 
dominance 

 Mobilize 
resources 

 Commonality 
 

 IGP funds design 
and implementation 

 General funds 
 Property laws  

Political   Individual 
awareness 

 Grassroots 
organizations 

 Small-scale 
projects  

 Small cohesive 
groups 

 Mother’s clubs 
 
 

 Education 
 Advocacy groups 
 Representation of 

women in policy 
and power 
positions. 

 

Source. Busch & Valentine, 2000; Stromquist, 1995 & Napier, n.d. 
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Along with the aforementioned four dimensions, empowerment theory also 

consists of three levels of empowerment: micro, mezzo and macro. The micro dimension 

consists of intrapersonal power, which created a strong foundation for building other 

levels; interpersonal (mezzo) empowers the person, so that he/she can work with others in 

subverting oppression on a broader level; and institutional or political (macro) empowers 

the person to advocate for an overhaul of current policy (Busch & Valentine, 2000; 

Stromquist, 1995; Napier, n.d.). The theory focused on the processes by which 

individuals or groups gain power, gain access to resources including quality healthcare 

and therefore control over their lives (Stromquist, 1995).  Empowerment theory argues 

that power resides in individuals, who can learn to address their oppression and the plight 

of socio-economic stratification, creating equality within their society. Respectively, it 

empowers women to take on four roles: catalyzing (resource role), which links them to 

resources; enabling (sensitizer role), which enables them to gain knowledge and identify 

their strengths; priming (teacher role), which encourages education and problem solving; 

and linking (cooperator role), which, when coupled with self-efficacy, empowers  women 

to connect with others with the same histories, issues, and barriers. The theory has been 

recently expanded to address economic power, which is also fundamental to making 

proper health decisions (Busch & Valentine, 2000; Napier, n.d.). Working toward the 

goals implicit in this theory provided an understanding as to why mothers may have 

lacked a voice, the knowledge, and/or the power to prevent mistreatment they 

encountered during childbirth.  
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Conclusion 

 Mistreatment during childbirth indelibly mars what was supposed to be an 

exciting moment for mothers, turning it into a devastating moment. The expectant 

mothers in Kenya can seek obstetric services in public government hospitals, non-

governmental and private organizations, mission or faith-based HCCs or at home with a 

trained or non-trained TBA. The decision of where to go depends entirely on availability, 

accessibility, affordability, quality of obstetric services, as well as the comfort of the 

HCC. Most TBAs meet these qualifications except when it comes to emergencies and   

complications. For myriad reasons, most women prefer a skilled HCP during the prenatal 

period but prefer a TBA during labor, delivery, and postpartum. 

Even the HCCs with skilled HCPs have been reported to mistreat patients 

physically and verbally, conducting tests and procedures without patient’s consent, 

compromising confidentiality concerning patient information, discriminating based the 

patient’s attributes, neglecting them, especially during labor and delivery, and detaining 

them for failure to make payments. The HCCs have also refused patients because they 

could not pay for the services rendered or because they did not come with their own 

birthing supplies. These factors exacerbate already precarious conditions and are the 

underlying factors causing continued high infant and maternal deaths, depression, and 

obstruction of labor, fistula as well as low turn-out rates in the HCCs. Patients experience 

trauma every day that have been normalized in society as part of birthing process. The 

prevalence of mistreatment cannot be accurately ascertained because there is lack of valid 
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and reliable measurements, nor are there assessments available based on patient 

satisfaction, which could make recommendations how services can be improved. The 

implementation of patient feedback would ensure that their voices are heard and that their 

situation was taken seriously. Thus, it would assess whether an HCC is willing to 

improve its services and bedside manner. But, the lack of surveys or feedback of any kind 

leaves patients powerless and voiceless. Patients are not aware of their rights because 

they have not been educated about them via pamphlets, posters or other means as no 

information on the subject is currently displayed or handed out in HCCs.  

The MDG goals, 4 and 5, along with the Safe Motherhood Initiatives have been 

partially realized but are still a far cry from attaining the desired goals. In order to 

achieve the desired goals, there is a dire need for a collaborative effort from the HCPs, 

HCCs, the mothers who were victims of mistreatment, along with the entire communities 

where mistreatment is a problem. The HCPs must play their respective part in ensuring 

safe childbirth. The HCPs and HCCs’ management should continuously conduct 

surveillance monitoring and supervision to ensure that there are enough supplies and 

adequate personnel, who are professional and dedicated to patient care. Affected women 

and their families also need to be empowered to take an active role in preventing 

obstetric-related cases of mistreatments. Women can drastically reduce and even prevent 

mistreatment by taking on active roles such as catalyzing (resource role), enabling 

(Sensitizer role), priming (Teacher role) and linking (Cooperator role). Only through a 
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collaborative effort, can cases of mistreatment be eliminated, and the experience of 

childbirth can no longer be a death sentence for some women and their unborn children. 
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CHAPTER III 

 
METHODOLOGY 

 This study was an observational study which utilized quantitative assessment to 

determine factors associated with healthcare provider mistreatment and neglect of 

Kenyan women during childbirth.  

Setting for the Study 

 The study took place in Kericho County in Kenya, which is located in East Africa. 

Kericho County is one of Kenya’s forty seven counties which were originally referred to 

as districts until the year 2012, when the new constitution was implemented. According 

to Central Intelligence Agency (CIA, 2013), Kericho County has a population of 

approximately 758, 339 of which 50% of the population are females (CIA, 2013). Among 

the 50% females, 43.6% are ages 0 -12 years, 53.4%  are between 15 – 64 years old, and 

3% are 65 years and older (CIA, 2013). This study targeted women who were of 

childbearing age, 18 years and older, which constituted approximately 56% of the total 

population of females. Almost 90% of the natives of Kericho County are from the largest 

subset of the Kalenjin tribe called Kipsigis. This is one of the 43 tribes found in Kenya, 

and the fourth largest tribe, making up to 12% of the entire population in Kenya (CIA, 

2013). According to the Kericho County website, the county has 136 health care facilit ies 

and a ratio of one doctor per 15,000 residents (Kenya Mpya, 2012). 
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Population and Sample 

 All women, who are mothers or had at least one delivery, and reside in Kericho 

County, were eligible to participate in the study.  The study focused on determining if 

descriptive factors namely tribe, age, number of children, marital status, social economic 

status, religion, educational level, and the number of woman’s visits to prenatal care 

clinic, the setting or place of care, could be attributed to mistreatment.  

Sampling Procedures 

Participants were recruited from a snowball convenience sampling of mothers in a 

County of Kenya using recruitment flyers (Appendix B) placed at local churches, and 

community organizations. The participants were also recruited via door-to-door 

(Appendix F), and electronically through the email (Appendix E). The email addresses 

were obtained from personal contacts, Facebook, LinkedIn and from participants 

identifying other potential and willing participants (snowball sampling). Participants were 

also requested to forward study information to others who fit the criteria, and may wish to 

participate. Those who agreed to participate by completing the paper survey were given a 

consent form (Appendix C) to review prior to participation, a survey, and a self-

addressed stamped envelope for return of the completed surveys (Appendix D). Those 

who wished to participate by completing the online survey were sent an email (Appendix 

E) with the consent form (Appendix C), and a link at the end of the consent form to enter 

the survey on the PsychData site. Another link was provided at the bottom of the consent 

form to exit the site for those who did not wish to participate.  The online survey had 
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instructions with the following statement: “The return of your completed questionnaire 

constitutes your informed consent to act as a participant in this research”. The instrument 

used in the study was provided in English only.   

Human Participant Protection 

 This study was granted full Institutional Review Board approval by Texas 

Woman’s University (Appendix A).  Potential participants were provided with a consent 

form to review prior to participation (Appendix C). Participants who began the study 

were informed that they could choose to discontinue or opt out at any time regardless of 

the reason without penalty. 

Instrumentation 

The questionnaire was developed to meet the cultural sensitivity and competency 

of residents of a County in Kenya. The instrument took approximately 30 minutes to 

complete, and it contained 7 demographic items, 33 questions on mistreatment, and 11 

general questions (Appendix D). The demographic and general questions contained 

thirteen independent variables: tribe, age, number of children, marital status, employment 

status, religion, educational level, number of times to prenatal care, place or setting of 

care, preferred health care center, preferred gender, tribe of the health care provider, and 

failure to seek treatment based on fears of non-confidentiality.  

The dependent variables were the seven different types of mistreatment assessed 

using 33 question items.  The seven categories of mistreatment were physical (7 

questions), non-dignified/verbal mistreatment (7 questions), non-consented clinical care 
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(5 questions), abandonment of care (3questions), discrimination based on patient’s 

attributes (5 questions), non-confidential care (4 questions), and detention at the health 

care facility for failure to make payments (2 questions). The mistreatment was scored as 

no (0), and yes (1). The number of times was scored as none (0), minor (1-3), moderate 

(4-6), major (7 -10) and extreme (11 +). The years of occurrence were placed in five 

decades; 1970s, 1980s, 1990s, 2000s and 2010s.   

For the setting where mistreatment occurred, participants had four options to 

choose from. The settings were scored as Public/Government Hospital (A), Private 

Hospital (B), Mission or Faith-based (C), and Home with a TBA (D). The next 11 items 

were used for further evaluation: the long term effects of possible mistreatment and 

whether it was reported or not, and how it was handled by the respective authorities; 

patient’s usage of prenatal care; the preferred health care center, gender, and tribe of the 

health care provider. The last two questions were open-ended which gave the participants 

the opportunity to discuss the consequences of any mistreatment and make suggestions 

that will improve childbirth services.  

Face Validity 

The instrument was sent to 14 experts who were familiar with health studies, and 

creation of data collection instruments. After their review of the instrument, the necessary 

adjustments were made before actual usage for the study. The experts were given four 

questions as a guideline in evaluating the validity of the instrument. They were requested 

to judge the appropriateness, the breadth of the content area, format, language used in the 
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instrument, and to provide any suggestions for improving the instrument. There were 

seven responses. All experts agreed that the items on the instrument would cover the 

breadth of the content area, and that the questions were appropriate, simple, and easy to 

understand. Suggestions for improving the instrument included use of a likert scale for 

number of times the mistreatment occurred, interviewing women for deeper 

understanding, the need to address professional counseling since this might arouse past 

traumatic feelings, and incorporating culture, and men or husband’s role in pregnancy 

and childbirth.   

The items on how often the mistreatment occurred could not be changed to likert 

scale since the target population had low literary level. It was determined that giving 

participants the freedom to provide a numerical figure was more accurate, and could be 

better understood by the participants than the use of a scale. The suggestion to interview 

women for deeper understanding could not be carried out since it was outside the scope 

of the proposed methodology for this study. This suggestion is appropriate for future 

studies. The issue of addressing the need for counseling was already addressed in the risk 

section of the consent form (Appendix C) that the participants had to review prior to their 

participation in the study. Also included was a list and contacts of counselors (Appendix 

G) that participants would contact should they need professional counseling. The 

suggestion of addressing the husband’s role in childbirth, and in-cooperating culture were 

recommended for future research studies. 
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Data Analyses 

The data was analyzed using Statistical Package for the Social Sciences (SPSS). 

The descriptive analyses consist of frequencies, measures of central tendencies, ranges, 

and standard deviations.  Significant relationships between variables and mistreatment 

were analyzed using Chi-Square tests of independence, Independent t-tests, one-way 

ANOVA and Spearman. Logistic regressions were used to evaluate whether any of the 

variables are predictive of or protective of being mistreated during childbirth. The 

hypotheses were tested at the .05 level of significance. 

Summary 

 The purpose of the study was to get the women in Kericho County in Kenya, to 

share their experiences at childbirth by participating through online survey, or through a 

paper survey.  The study was to determine the extent of childbirth mistreatment and the 

descriptive factors that were predictive of mistreatment during childbirth. To determine 

these predictive factors, data analyses utilized Chi-Squared and t test, ANOVA, 

Spearman and logistic regression tests.  The open-ended items gave participants the 

opportunity to expound the consequences of mistreatment, and suggest ways of 

improving obstetric services, in order to prevent any future debilitating obstetric services.  
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CHAPTER IV 

RESULTS 

Data was distributed and collected both electronically and via door-to-door 

utilizing a convenience snowball sampling.  Five hundred surveys were distributed 

employing a door- to-door recruitment method; in addition requests were sent to potential 

participants who could participate electronically via email, Facebook and LinkedIn. In 

total there were 268 participants (door-to- door recruitment), and another 17 participants 

logged in electronically to the survey, but only 13 completed. The number of participants 

was therefore a total of 281, which is 93.7 % of the 300 anticipated number of 

participants. 

Descriptive Analysis 

Categorical Variables 

Tribe. As illustrated in Table 3, Kalenjin, who comprise the majority of the 

country’s populace, had the highest number of participants with 237 (85.1%), followed 

by the Luos (11; 3.9%), then Kisii (6; 2.1%), Kikuyus (4; 1.4%) and lastly the Masaai (2; 

0.7%). Eighteen participants identified their tribe as “other” (6.4%). Among the others, 

were Luyhas, Kambas, and Akamba with 3 additional participants not specifying their 

tribes (Table 3). 

Current age. The youngest of the participants was 18 years old, and the oldest 

was 99 years old. The ages were grouped into five categories: 18 to 25 years, 26 to 35 

years; 36 to 45 years, 46 to 55 years, and 56 years and older. The highest number of 
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participants came from the second category with 125 (44.5%) participants, followed by 

the third category with 55 (19.6%), while the first and fourth categories almost tied at 38 

(13.5%), and 37 (13.2%) consecutively. The group with the least participants was the 

fifth category with 24 (8.5%) (Table 3). 

 The number of children. Participants ranged from those who had no children, to 

one participant who admitted to having twenty six children. The number of children 

each participant had was categorized into six different groups (Table 3): 0, 1-2, 3-4, 5-6, 

7-8, 9 or more. The group with 3-4 children had the highest frequency (107; 38.1%), 

followed by those with 1-2 children (94; 33.5%), those with 5-6 children (44; 15.7%), 

those with 7-8 children (13; 4.6%), those with 9 or more children (11; 3.9%), and those 

with no children (8; 2.8%). 

Marital status. As shown in Table 3, 236 (84%) of the participants were married, 

while 31(11%) were not married or single, 7 (2.5%) were widowed, 3(1.1%) were 

engaged, and 3 (1.1%) were divorced. 

Employment status. The participants were distributed between four different 

levels of employment status: unemployed, self-employed, government employees and 

non-governmental organizations. The highest number of participants were unemployed 

(96; 34.4%), followed by self-employed (93; 33.1%), employed by the government (52; 

18.5%), and the lowest number of participants (36; 12.8%) were employed by non-

governmental organizations (NGO) (Table 3). 
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Table 3 

Frequencies and Percentages of Categorical Demographic Variables 

 

 n % 
Tribe 

Kalenjin 
Luo 
Kikuyu 
Kisii 
Masaai 
Other (Luyha, Kamba, Akamba, Not specified) 
 

 
239 
11 
4 
6 
2 

18 
 

 
85.1 
3.9 
1.4 
2.1 
0.7 
6.4 

 
Age 

18 –25 
26-35  
36-45 
46-55  
56+ 
 

 
38 

125 
55 
37 
24 

 
13.5 
44.5 
19.6 
13.2 
8.5 

Number of children 
None 
1 - 2 
3 - 4 
5 - 6 
7 - 8 
9+ 

 

 
8 

94 
107 
44 
13 
11 

 

 
2.8 

33.5 
38.1 
15.7 
4.6 
3.9 

Marital status 
Married 
Not married/Single  
Engaged  
Divorced 
Widowed 

 
236 
31 
3 
3 
7 
 

 
84.0 
11.0 
1.1 
1.1 
2.5 

 
Employment status 

Employed by the government 
Employed by a non-governmental organization 
Self-employed 
Unemployed 

 
52 
36 
93 
96 

 
18.5 
12.8 
33.1 
34.2 
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Table 3, Continued 
 

 

n 

 

% 

 
Religion 

Christian  
Islam 
None 
Other- JCC Redeemed 
 

 
271 

2 
6 
1 

 
96.4 
0.7 
2.1 
0.4 

 

Educational level 
Primary school (elementary & middle school) 
Some secondary Education 
Completed Secondary School (high school) 
Some college or polytechnic education 
Diploma  or Associate Degree 
Bachelor’s degree 

Master’s degree 
 

 
77 
35 
58 
42 
41 
18 
9 

 
27.4 
12.5 
20.6 
14.9 
14.6 
6.4 
3.2 

 
Prenatal Care Visits 

All the required number of visits 
Some of the required visits 
I did not attend any prenatal care 

 

 
188 
43 
28 

 
66.9 
15.3 
10.0 

Place of Mistreatment 
Public/Government HCC 
Private HCC 
Mission/Faith-Based HCC 
Home with a TBA 
 

 
113 
16 
17 
7 

 
73.9 
10.2 
11.1 
4.6 

Preferred HCC 
Public/Government HCC 
Private HCC 
Mission/Faith-Based HCC 

 Home with a TBA 

 
84 
83 
67 
27 

 
29.9 
29.5 
23.8 
9.6 

Note.  Frequencies not summing to n = 281 and percentages not summing to 100 reflect 
missing data. 

 

Religion. As there are numerous religions in Kenya, the participants were 

expected to come from a variety of religious backgrounds, with one report noting that 
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82.5% of Kenyans consider themselves to be Christians (CIA, 2013). Results from this 

study corroborate this finding, revealing that the highest number of participants (271; 

96.4%) identified themselves as Christian. Given that almost all participants identified as 

Christian, religion was not used in further analyses beyond the descriptive analysis. 

Educational level. The participants’ educational levels range from primary level 

(elementary & middle school) as the lowest level, to master’s degree as the highest 

educational level. The primary education group had the highest frequency of 77 (27.4%), 

followed by 58(20.6%) who completed secondary education, 42 (14.9%) who completed 

some college or polytechnic education, 41 (14.6%) who have a diploma or associate 

degree, 18 (6.4%) who have a bachelor’s degree, and 9 (3.2%) who earned a master’s 

degree (Table 3). 

Prenatal care visits. The participants were asked to indicate if they attended all, 

some, or none of the required prenatal visits during their past pregnancy/cies. 

Approximately two-thirds of participants (188; 66.9%), indicated they attended all the 

required number of visits, while 43 (15.3%) attended some of the required visits, and 

only 28 (10%) did not attend any of the required prenatal care visits (Table 3). 

Place of mistreatment. Of those who identified a place of mistreatment, a greater 

proportion of participants (113; 73.9%), identified public / government sponsored HCCs 

as the location of mistreatment, followed by mission / faith-based HCCs (17; 11.1%), 

private HCCs (16; 10.5%) and finally, home with the assistance of a TBA (7; 4.6%)  

(Table 3). Since this place of mistreatment is highly unbalanced, this variable will only be 
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used for descriptive and preliminary / bivariate analyses and not for logistic regression. 

Preferred HCC variable will be used for logistic regression. 

Preferred HCC. The participants were evenly divided on their preference of an 

HCC. Among the participants, 84 (29.9%) prefer public or government sponsored HCCs, 

83 (29.5%) prefer private HCCs, 67 (23.8%) prefer mission or faith-based HCCs, and 27 

(9.6%) prefer home with the assistance of a TBA (Table 3).This variable will only be 

used for the test of logistic regression. 

Continuous Variables 

As shown in Table 4, the average age of participants was 37 with a range of 18 to 

99 years. The age at the time of mistreatment was an average of 25 with a range of 13 to 

70 years (calculated if the participant identified the year of mistreatment, and an average 

was computed if multiple occurrences were reported). This variable was not used beyond 

descriptive since not all those who admitted to being mistreated identified the year(s) of 

mistreatment, while some identified multiple occurrence, but did not indicate the exact 

number of times that corresponds with a certain specific year. This made it complicated 

to figure out the exact ages for the participants during the occurrence of mistreatment. 

The other continuous variable, the number of children, had an average of 4 children with 

a range of 0 to 26 children.  
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Table 4 
 
Means and Standard Deviations of Continuous Variables 

 
      
 N Mean SD Min Max 
      
Current Age 279 36.85 13.093 18 99 

 
Age at Mistreatment 132 25.49 7.107 13 70 

 
Number of children 276 3.46 2.56 0 26 
      

 

Preliminary/Bivariate Analyses 

Relationship among Categorical Variables 

A series of crosstabulation tests were conducted in order to perform preliminary 

and bivariate analyses that will identify the relationships between categorical variables. 

For the sake of the analyses, several categories were combined because of low number of 

participants. The tribes identified as Luo, Kikuyu, Kisii, Masaai and other, were all 

combined to form one category identified as the ‘other’ tribe for analysis with the more 

prevalent Kalenjin Tribe. For marital status, the categories of not married/single, 

engaged, divorced and widowed were combined to form the category ‘not married’. The 

two groups were analyzed as not married versus married. Employment status was also 

coded into two categories. All those employed either by the government or NGO, and 

those who were self-employed were categorized as employed versus unemployed. The 

educational levels were also combined to form three categories. The primary school 

remained as primary education, while some secondary school education, and those who 
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had completed secondary school education were combined into ‘some / completed 

secondary education’. Those who had some college or polytechnic, diploma, bachelors, 

and master’s degrees were categorized into ‘some / completed college education’. 

 Tribe and other categorical variables. Crosstabulations using Pearson’s chi-

square and Cramer’s V tests were conducted to examine the relationships between 

affiliated tribe and several other categorical variables. As shown in Table 5, the 

relationship between tribe and marital status was significant, χ2 (2) = 4.43, p = .035, 

Cramer’s V = .126. A greater proportion of participants from Kalenjin tribe, were married 

(86.1%) compared to participants from other tribes (73.2%).  

The relationship between tribe and prenatal care visits was also significant, χ2 (2) 

= 7.21, p = .027, Cramer’s V = .167. A greater proportion of participants from Kalenjin 

tribe, attended all the required number of visits (73.3%) compared to participants from 

other tribes (67.6%). In contrast, a greater proportion from other tribes attended some of 

the required prenatal care visits (29.7%) compared to participants from the Kalenjin tribe 

(14.5%).   

 Marriage status and other categorical variables. Crosstabulations using 

Pearson’s chi-square and Cramer’s V tests were conducted to examine the relationships 

between marital status and several other categorical variables.  
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Table 5 

Frequencies and Percentages for Categorical Variables by Tribe 

 

  

 
Tribe 

 

  
Other 

 
Kalenjin 

  
  

    n %   n %   χ
2
 df p 

            
 

Marital Status  
    

 
   

4.43 1 .035* 

 
Not Married 11  26.8  33  13.9      

 
Married 30  73.2  205  86.1      

  
             

Employment Status         .009 1 .926 

 
Unemployed 14  34.1  82  34.9       

 Employed  27  65.9  153  65.1       
               
Education Level          2.46 2 .293 

 
Primary Education 10  24.4  67  28.2       

 

Some/Completed 
Secondary Education 

18  43.9  75  31.5     
  

 
Some/Completed College 13  31.7  96  40.3       

  
 

          
  

Prenatal Care Visits         7.21 2 .027* 
 All Required Visits 25  67.6  162  73.3       
 Some Required Visits 11  29.7  32  14.5       
 No Required Visits 1  2.7  27  12.2       

Place of Mistreatment 
        

3.70 3 
 
.295 

 
Public/Government  HCC 23  85.2  90  71.4       

 
Private HCC 3  18.8  13  10.3       

 
Mission/Faith-Based HCC 1  5.9  16  12.7       

 
Home With a TBA 0  .0  7  5.6       

________________________________________________________________________ 
Note.  *p < .05 
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As shown in Table 6, the relationship between marital status and affiliated tribe was 

significant, χ2 (1) = 4.43, p = .035, Cramer’s V = .126. A greater proportion of 

participants who were married, were from the Kalenjin tribe (87.2%) compared to 

participants who were not married (75.0%). In contrast, a greater proportion of 

participants who were not married were from other tribes (25%) compared to participants 

who were married (12.8%). 

The relationship between marital status and employment status was also 

significant, χ2 (6) = 16.10, p = .013, Cramer’s V = .178. A greater proportion of 

participants who were married, were employed (69%) compared to participants who were 

not married (47.7%). In contrast, a greater proportion of the participants who were  

not married, were unemployed (52.3%) compared to participants who were married 

(31%). 

 Employment status and other categorical variables. Crosstabulations using 

Pearson’s chi-square and Cramer’s V tests were conducted to examine the relationships 

between employment status and several other categorical variables. As shown in Table 7, 

the relationship between employment status and marital status was significant, χ2 (1) = 

7.39, p = .007, Cramer’s V = .164. A greater proportion of participants who were 

employed, were married (88.4%) compared to participants who were unemployed 

(75.8%). 
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Table 6 

Frequencies and Percentages for Categorical Variables by Marital Status 

 

  
Not Married 

 
Married 

  
  

    n %   n %   χ
2
 df p 

            
 

Tribe 
    

 
   

4.43 1 .035* 

 
Other 11  25  30  12.8      

 
Kalenjin 33  75  205  87.2      

  
             

Employment Status         7.39 1 .007* 
 Unemployed 23  52.3  72  31       

 
Employed  21  47.7  160  69       

  
             

Education Level          .194 2 .908 

 
Primary School 13  30.2  54  27.1       

 

Some/Completed 
Secondary Education 

14  32.6  78  33.1     
  

 
Some/Completed College 16  37.2  94  39.8       

  
 

          
  

Prenatal Care Visits         5.76 2 .056 
 All Required Visits 26  63.4  161  74.2       
 Some Required Visits 12  29.3  31  14.3       
 No Required Visits 3  7.3  25  11.5       
               
Place of Mistreatment 

       
2.22 3 .529 

 

Public/Government 
HCC 

18  75.0  94  73.4     
  

 
Private HCC 2  8.3  14  10.9       

 

Mission/Faith-Based 
HCC 

4  16.7  13  10.2     
  

 
Home With a TBA 0  .0  7  5.5       

               
Note. *p < .05 
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Table 7 
 
Frequencies and Percentages for Categorical Variables by Employment Status 

 

  
Employment Status  

  
Unemployed 

 
Employed 

  
  

    n %   n %   χ
2
 df p 

            
 

Tribe 
    

 
   

.009 1 .926 
 Other 14  14.6  27  15.0      
 Kalenjin 82  85.4  153  85.0      

  
             

Marital Status         7.39 1 .007* 
 Not Married 23  24.2  21  11.6       
 Married 72  75.8  160  88.4       

  
             

Education Level          34.20 2 .000* 
 Primary School 46  47.9  31  17.2       

 
Some/Completed 
Secondary Education 

30  31.3 
 

60  33.3 
    

  

 
Some/Completed 
College 20  20.8  89  49.4     

  

  
 

          
  

Prenatal Care Visits         15.05 2 .001* 
 All Required Visits 54  60.7  131  78.9       
 Some Required Visits 17  19.1  26  15.7       
 No Required Visits 18  20.2  9  5.4       
               
Place of Mistreatment 

       
13.09 3 .004* 

 
Public/Government 
HCC 

40  71.4  72  75.8     
  

 Private HCC 4  7.1  11  11.6       

 
Mission/Faith-Based 
HCC 

5  8.9  12  12.6     
  

 Home With a TBA 7  12.5  0  .0       
______________________________________________________________________ 
Note.  *p < .05 



 

85 
 

 

 
In contrast, a greater proportions of participants who were unemployed were not married 

(24.2%) compared to participants who were employed (11.6%). 

The relationship between employment status and educational level was also 

significant, χ2 (2) = 34.20, p < .001, Cramer’s V = .352.  A greater proportion of 

participants who were employed had some / completed college (49.4%) compared to 

participants who were unemployed (20.8%). In contrast, a greater proportion of 

participants who were unemployed had primary education (47.9%) compared to 

participants who were employed (17.2%). 

Also, there was a significant relationship, χ2 (2) = 15.05, p = .001, Cramer’s V = 

.243, between employment status and prenatal care visits.  A greater proportion of the 

participants who were employed attended all the required prenatal care visits, (78.9%) 

compared to participants who were unemployed (60.7%). In contrast, a greater proportion 

of participants who were unemployed, did not attend any prenatal care visits (20.2%) 

compared to participants who were employed (5.4%). 

Finally, the relationship between employment status and the place of mistreatment 

was also significant, χ2 (3) = 13.09, p = .004, Cramer’s V = .294.  A greater proportion of 

the participants who were employed, indicated public / government HCC (71.4%) as a 

place of mistreatment, compared to participants who were unemployed (12.4%).  In 

contrast, a greater proportion of participants who were unemployed indicated home with 

a TBA (12.5%) compared to none of the participants who were employed (.0%) 
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Educational level and other categorical variables. Cross tabulations using 

Pearson’s chi-square and Cramer’s V tests were conducted to examine the relationships 

between educational level and several other categorical variables. As shown in Table 8, 

the relationship between educational level and employment status was significant, χ2 (2) = 

34.20, p < .001, Cramer’s V = .352. A greater proportion of participants who had some / 

completed college, were employed (81.7%) compared to participants who had some / 

completed secondary education (66.7%), and primary education (40.3%).  

In contrast, a greater proportion of participants who had primary education were  

unemployed (59.7%) compared to participants who had some/completed secondary 

education (33.3%), and some / completed college education (18.3%).  

 The relationship between educational level and prenatal care visits was also 

significant, χ2 (4) = 23.39, p < .001, Cramer’s V = .213.  A greater proportion of 

participants who had some / completed college, attended all the required prenatal care 

visits (83.3%) compared to participants who had some / completed secondary education 

(71.6%), and primary education (58.8%). In contrast, a greater proportion of the 

participants who had primary education, did not attend any of the required prenatal care 

visits (25.9%) compared to participants who had some / completed secondary education 

(6.8%), and some / completed college education (4.9%). 
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Table 8 
 
Frequencies and Percentages for Categorical Variables by Educational Level 

  Educational Level 

  

Primary 
Education 

Some/Completed 
Secondary Education 

Some/Completed 
College 

    n %   n %   n % 
Tribe 

    
 

     
 

Other 10  13.0  18  19.4  13 11.9 

 
Kalenjin 67  87.0  75  80.6  96 88.1 

  
           

Marital Status           
 Unemployed 64  83.1  78  84.8  94 85.5 

 
Employed  13  16.9  14  15.2  16 14.5 

  
           

Employment Status           

 
Employed 31  40.3  60  66.7  89 81.7 

 
Unemployed 46  59.7  30  33.3  20 18.3 

  
 

          Prenatal Care Visits           
 All Required Visits 40  58.8  63  71.6  85 83.3 

 
Some Required 
Visits 11  16.2  19  21.6  12 11.8 

 No Required Visits 17  25.0  6  6.8  5 4.9 
             
Place of Mistreatment 

          

 

Public/Government 
HCC 

28  71.8  47  77.0  37 71.2 

 
Private HCC 1  2.6  7  11.5  8 15.4 

 

Mission/Faith-Based 
HCC 

4  10.3  7  11.5  6 11.6 

 
Home With a TBA 6  15.4  0  .0  1 1.9 

________________________________________________________________________ 
Note.  Tribe χ2 (2) = 2.46, p = .293.  Marital Status χ2 (2) = .194, p =.908.  Employment 
Status χ2 (2) = 34.20, p <.001.  Prenatal Care Visits χ2 (4) = 23.39, p < .001.  Place of 
Mistreatment χ2 (6) = 17.23, p = .008. 
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 Finally, the relationship between educational level and place of mistreatment was 

significant χ2 (6) = 17.23, p = .008, Cramer’s V = .238. A greater proportion of the 

participants who had some / completed secondary education, indicated public / 

government HCC (77.0%) compared to participants who had primary education (71.8%) 

and some / completed college education (71.2%). In contrast, a greater proportion of 

participants who had some / completed college education indicated private HCC (15.4%) 

as place of mistreatment compared to participants who had some / completed secondary 

education (11.5%), and primary education (2.6%). Also in contrast, a greater proportion 

of participants who had primary education, identified home with a TBA (15.4%) 

compared to participants who had some / completed college education (1.9%), and none 

at all for participants who had some / completed secondary education (.0%). 

Prenatal care visits and other categorical variables. Cross tabulations using 

Pearson’s chi-square and Cramer’s V tests were conducted to examine the relationships 

between prenatal care visits and several other categorical variables. As shown in Table 9, 

the relationship between prenatal care visits and the affiliated tribe was significant, χ2 (2) 

= 7.21, p = .027, Cramer’s V = .167. A greater proportion of participants with no required 

visits, were from the Kalenjin tribe (96.4%) compared to participants with some required 

visits (74.4%), and all the required visits (86.6%).  

 The relationship between prenatal care visits and employment status was also 

significant, χ2 (2) = 15.05, p = .001, Cramer’s V = .243. A greater proportion of 

participants who attended all the required prenatal care visits, were employed (70.8%) 
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compared to participants who attended some required visits (60.5%), and none at all 

(33.3%).   

 The relationship between prenatal care visits and education level was also 

significant, χ2 (4) = 23.39, p < .001, Cramer’s V = .213. A greater proportion of 

participants with no required visits, had primary education (60.7%) compared to 

participants with some of the required visits (26.2%), and all of the required visits 

(21.3%).  

 Finally, the relationship between prenatal care visits and place of mistreatment 

was significant, χ2 (6) = 16.37, p = .012, Cramer’s V = .238. A greater proportion of  

participants with some of the required prenatal care visits, indicated the public / 

government HCC (80.0%) as the place of mistreatment compared to those who attended 

all the required visits (73.2%), and none of the required visits (50.0%). In contrast, a 

greater proportion of participants with no required visits, indicated home with a TBA 

(25.0%) compared to participants who attended all the required visits (3.1%) and some of 

the required visits (2.9%). 

 Place of mistreatment and other categorical variables. Cross tabulations using 

Pearson’s chi-square and Cramer’s V tests were conducted to examine the relationships 

between place of mistreatment and several other categorical variables. As shown in Table 

10, the relationship between place of mistreatment and employment status was also 

significant, χ2 (3) = 13.09, p = .004, Cramer’s V = .294. 
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Table 9 

Frequencies and Percentages for Categorical Variables by Prenatal Care Visits 

 

  
    Prenatal Care Visits 

 

  

All Required 
Visits 

 

Some Required 
Visits 

 

No Required 
Visits 

     n %   n %   n %   
Tribe  

            
 

Other 25 
 

13.4 
 

11 
 

25.6 
 

1 
 

3.6 
 

 
Kalenjin 162 

 
86.6 

 
32 

 
74.4 

 
27 

 
96.4 

 
              Marital Status  

            
 

Not Married 26 
 

13.9 
 

12 
 

27.9 
 

3 
 

10.7 
 

 
Married 161 

 
86.1 

 
31 

 
72.1 

 
25 

 
89.3 

 
  Employment Status 

             Unemployed 54  29.2  17  39.5  18  66.7  
 Employed 131  70.8  26  60.5  9  33.3 

 
              Education Level  

            
 

Primary School 40 
 

21.3 
 

11 
 

26.2 
 

17 
 

60.7 
 

 

Some/Completed 
Secondary Education 

63 
 

33.5 
 

19 
 

45.2 
 

6 
 

21.4 

 
 

Some/Completed College 85 
 

45.2 
 

12 
 

28.6 
 

5 
 

17.9 
 

              Place of Mistreatment 
            

 

Public/Government 
Hospital 

71  73.2  28  80.0  6  50.0 

 
 

Private Hospital 13  13.4  3  8.6  0  .0 
 

 

Mission/Faith-Based 
Hospital 

10  10.3  3  8.6  3  25.0 

 
 

Home With a TBA 3  3.1  1  2.9  3  25.0 
 ____________________________________________________________________ 

Note.  Tribe χ2 (2) = 7.21, p = .027.  Marital Status χ2 (2) = 5.76, p = .056.  Employment 
Status χ2 (2) = 15.05, p = .001.  Education Level χ2 (4) = 23.39, p < .001.  Place of 
Mistreatment χ2 (6) = 16.37, p = .012. 
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Table 10 

Frequencies and Percentages for Categorical Variables by Place of Mistreatment 

 

  
  

  
Place of Mistreatment  

  

Public/ 
Government HCC Private HCC 

 

Mission/Faith
-Based HCC 

Home With  
a TBA 

    n %   n %   n % n % 
Tribe 

    
 

     
  

 
Other 23  20.4  3  18.8  1 5.9 0 .0 

 
Kalenjin 90  79.6  13  81.3  16 94.1 7 100.0 

  
              

Marital Status             

 
Not Married 18  16.1  2  12.5  4 23.5 0 .0 

 
Married 94  83.9  14  87.5  13 76.5 7 100.0 

  
              

Employment Status             
 Unemployed 40  35.7  4  26.7  5 29.4 7 100.0 

 
Employed 72  64.3  11  73.3  12 70.6 0 .0 

  
            

Note.  Tribe χ2 (3) = 3.70, p = .295.  Marital Status χ2 (3) = 2.22, p = .529.  Employment Status χ2 (3) 
= 13.09, p = .004.  Education Level χ2 (6) = 17.23, p = .008.  Prenatal Care Visits χ2 (6) = 16.37, p = 
.012. 
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Table 10, Continued 
 

Frequencies and Percentages for Categorical Variables by Place of Mistreatment 

 

 

             
 Place of Mistreatment 

 
Public/ 

Government HCC Private HCC  
Mission/Faith
-Based HCC 

Home With  
a TBA 

 n  %  n  %  n % n % 

Educational Level             
 Primary Education 28  25.0  1  6.3  4 23.5  6 85.7 

 
Some/Completed 
Secondary Education 

47  42.0 
 

7  43.8  7 41.2  0 .0 

 
Some/Completed 
College 

37  33.0 
 

8  50.0  6 35.3  1 14.3 

                
Prenatal Care Visits             

 
All Required Visits 71  67.6  13  81.3  10 62.5  3 42.9 

 

Some Required 
Visits 

28  26.7  3  18.8  3 18.8  1 14.3 

 
No Required Visits 6  5.7  0  .0  3 18.8  3 42.9 

               
Note.  Tribe χ2 (3) = 3.70, p = .295.  Marital Status χ2 (3) = 2.22, p = .529.  Employment Status χ2 (3) 
= 13.09, p = .004.  Education Level χ2 (6) = 17.23, p = .008.  Prenatal Care Visits χ2 (6) = 16.37, p = 
.012. 
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A greater proportion of participants who identified private HCC, were employed (73.3%) 

compared to participants who identified mission / faith-based HCC (70.6%), public / 

government HCC (64.3%), and home with a TBA (.0%). In contrast, a greater proportion 

of participants who indicated home with a TBA, were unemployed (100.0%), compared 

to public / government HCC (35.7%), mission / faith-based HCC (29.4%), and private 

HCC (26.7%). 

 There was a significant relationship, χ2 (6) = 17.23, p = .008, Cramer’s V = .238, 

between place of mistreatment and educational level. A greater proportion of participants 

who indicated home with a TBA had primary education (85.7%) compared to public / 

government HCC (25.0%), mission / faith based HCC (23.5%), and private HCC (6.3%). 

In contrast, a greater proportion of participants who indicated private HCC as a place of  

mistreatment had some / completed college education (50.0%) compared to mission / 

faith-based HCC (35.3%), public / government HCC (33.0%), and home with a  

TBA (14.3%) 

 Finally, the relationship between place of mistreatment and prenatal care visits 

was also significant, χ2 (6) = 16.37, p < .012, Cramer’s V = .238. A greater proportion of  

participants who indicated private HCC as the place of mistreatment, attended all the 

required prenatal care visits (81.3%) compared to participants who indicated public / 

government HCC (67.6%), mission / faith-based HCC (62.5%), and home with a TBA 

(42.9%). In contrast, a greater proportion of participants who did not attend any prenatal 

care visits identified home with a TBA (42.9%), compared to mission / faith-based HCC 
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(18.8%), public / government HCC (6.7%), and private HCC (.0%). 

Relationship Between Continuous and Categorical Variables 

 Tribe. Independent sample t-tests were conducted to compare the means of 

participants in the Kalenjin tribe to the participants of other tribes on age and the number 

of children. As shown in Table 11, independent sample t-tests revealed that participants 

in the Kalenjin tribe were significantly older (M = 37.84, SD = 13.18) than participants in 

other tribes (M = 31.41, SD = 10.72), t(63) = -3.42, p = .001. Results also showed that 

participants in the Kalenjin tribe had a greater number of children (M = 3.59, SD = 2.28) 

than participants in other tribes (M = 2.76, SD = 1.40),t(83) = -3.15, p = .002. 

 

Table 11 

Means and Standard Deviations for Continuous Variables by Tribe 

________________________________________________________________________ 

    n M SD t p U p (U)   

           Current Age 
    

3.42 .001 3316.50 .001 
 

 
Other 41 

 
31.41 10.72 

     
 

Kalenjin 237 
 

37.84 13.18 
     

           Number of Children 
    

3.15 .002 3841.50 .039 
 

 
Other 41 

 
2.76 1.39 

     
 

Kalenjin 234 
 

3.59 2.28 
     ________________________________________________________________________ 

  

 Marital status. Independent sample t-tests were also conducted to compare the 

means of participants who were married and participants who were not married on age 



 

95 
 

 

and number of children. As shown in Table 12, independent sample t-tests revealed that 

participants who were married had a greater number of children (M = 3.68, SD = 2.18) 

than participants who were not married (M = 2.32, SD = 1.84), t(273) = -3.87, p < .001. 

Results also showed that participants who were married (M = 37.13, SD = 12.86), and not 

married (M= 35.57, SD = 14.04), did not significantly differ by age, p > .05.  

 

Table 12 

Means and Standard Deviations for Continuous Variables by Marital Status 

________________________________________________________________________ 

    n M SD t p U p (U)   

           Current Age 
    

.73 .466 4494.00 .181 
 

 
Not Married 44 

 
35.57 14.04 

     
 

Married 234 
 

37.13 12.86 
     

           Number of Children 
    

3.87 < .001 3162.50 < .001 
 

 
Not Married 44 

 
2.32 1.84 

     
 

Married 231 
 

3.68 2.18 
     ________________________________________________________________________ 

 Employment status.  Independent sample t-tests were conducted to compare the 

means of participants who were unemployed to participants who were employed on age 

and the number of children. As shown in Table 13, independent sample t-tests indicated 

the participants who were unemployed (M = 37.76, SD = 16.03), and participants who 

were employed (M = 36.56, SD = 11.19), did not differ significantly by age, p > .05.   

Results also showed that participants who were unemployed (M = 35.57, SD = 14.04), 
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 and participants who were employed (M = 37.13, SD = 12.86), did not differ 

significantly by the number of children, p > .05.  

 

Table 13 

Means and Standard Deviations for Continuous Variables by Employment Status 

________________________________________________________________________ 

    n M SD t p U p (U)   

           Current Age 
    

.654 .514 8033.00 .373 
  Unemployed 96  37.76 16.03      

 
Employed 179 

 
36.56 11.19 

     
           Number of Children 

    
1.92 .057 7757.00 .255 

  Unemployed 95  3.85 2.70      

 
Employed 178 

 
3.26 1.84 

     ________________________________________________________________________ 

  

Educational level. One-way analysis of variance (ANOVA) tests were conducted 

to determine if participant’s age and the number of children differed on participant’s 

education. Results revealed a significant effect of participants’ education on age, F(2, 

275) = 4.94, p = .008. As shown in Table 14, participants who attended primary school 

were significantly older (M = 40.62, SD = 15.29) than participants who attended some / 

completed college (M = 34.68, SD = 9.58). Results also revealed a significant effect  

of participants’ education on the number of children, F(2, 272) = 28.65, p < .001. 

Participants who attended primary education had significantly more children (M = 4.81, 
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SD = 2.66) than participants who attended some / completed secondary education (M = 

3.42, SD = 1.87) and participants who attended some / completed college (M = 2.56, SD 

= 1.44). 

 

Table 14 

Means and Standard Deviations for Continuous Variables by Educational Level 

________________________________________________________________________ 

    n M   SD F p χ² p (χ²)   

            Current Age 
     

4.94 .008 5.10 .078 
 

 
Primary School 77 

 
40.62 a 15.29 

     

 

Some/Completed 
Secondary 
Education 

93 
 

36.28 ab 13.97 

     

 

Some/Completed 
College 

108 
 

34.68 b 9.58 

     
            Number of Children 

     
28.65 < .001 40.04 < .001 

 
 

Primary School 77 
 

4.81 a 2.66 
     

 

Some/Completed 
Secondary 
Education 

90 
 

3.42 b 1.87 

     

 

Some/Completed 
College 

108 
 

2.56 c 1.44 

     ________________________________________________________________________ 
Note.  Means with different superscripts differ significantly, p < .05. 
 

 Prenatal care visits. One-way ANOVA tests were conducted to determine if 

participants’ age and number of children differed on participants’ prenatal care visits. 

Results revealed a significant effect of participants’ prenatal care visits on age, F(2, 254) 
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= 7.77, p = .001. As shown in Table 15, participants who did not attend any of the 

required prenatal care visits, were significantly older (M = 45.70, SD = 13.69) than 

participants who attended some of the required prenatal visits (M = 37.19, SD = 16.49), 

and all of the prenatal care visits (M = 35.55, SD = 11.26). 

 

Table 15 

Means and Standard Deviations for Continuous Variables by Prenatal Care Visits 

________________________________________________________________________ 

    n M   SD F p χ² p (χ²)   

            Current Age 
     

7.77 .001 14.36 .001 
 

 

All Required 
Visits 

187 
 

35.55 a 11.28 

     

 

Some Required 
Visits 

43 
 

37.19 b 16.49 

     

 

No Required 
Visits 

27 
 

45.70 c 13.69 

     
            Number of Children 

     
15.83 < .001 19.12 < .001 

 

 

All Required 
Visits 

187 
 

3.21 a 1.75 

     

 

Some Required 
Visits 

42 
 

3.19 b 2.71 

     

 

No Required 
Visits 

26 
 

5.58 c 2.67 

     ________________________________________________________________________ 
Note.  Means with different superscripts differ significantly, p < .05. 
 

 Results also revealed a significant effect of participants’ prenatal care visits on the 

number of children, F(2, 252) = 15.83, p < .001. Participants who did not attend any of 
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the prenatal care visits, had significantly more children (M = 5.58, SD = 2.67) than 

participants who attended all the required prenatal care visits (M = 3.21, SD = 1.75), and 

some of the prenatal care visits (M = 3.19, SD = 2.71).  

 Place of mistreatment. One-way ANOVA tests were conducted to determine if 

participants’ age and number of children differed on participants’ place of mistreatment. 

Results revealed a significant effect of participants’ place of mistreatment on age, F(3, 

149) = 2.71, p = .048. As shown in Table 16, participants who indicated home with a 

TBA were significantly older (M = 42.43, SD = 12.95) than participants who indicated 

mission / faith-based HCC (M = 8.82, SD = 12.21), private HCC (M = 32.88, SD = 6.40), 

and public / government HCC (M = 32.79, SD = 11.87). Results also revealed a 

significant effect of participants’ place of mistreatment on the number of children, F(3, 

148) = 3.27, p = .023. Women who indicated home with a TBA, had significantly more 

children (M = 5.14, SD = 2.91) than participants who indicated mission / faith-based 

HCC (M = 3.47, SD = 1.51), public / government HCC (M = 3.01, SD = 1.93), and 

private HCC (M = 2.69, SD = 1.40). 

Relationship Between Continous Variables 

 Nonparametric Spearman’s rho correlations were conducted to examine the 

relationship between the continuous variables. As shown in Table 17, results revealed a 

significant positive correlation between the current age and the number of children, ρs, p 

< .001, suggesting that participants who score high on the current age, will also score 

high on the number of children. 
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Table 16 

Means and Standard Deviations for Continuous Variables by Place of Mistreatment 

________________________________________________________________________ 

    n M   SD F p χ² p (χ²)   

            Current Age 
     

2.71 .048 9.44 .024 
 

 

Public/Government 
HCC 

113  32.79 a 11.87 

     
 

Private HCC 16  32.88 ab 6.40 
     

 

Mission/Faith-
Based HCC 

17  38.82 bc 12.21 

     
 

Home With a TBA 7  42.43 cd 12.95 
     

            Number of Children 
     

3.27 .023 6.55 .088 
 

 

Public/Government 
HCC 

112  3.01 a 1.93 

     
 

Private HCC 16  2.69 b 1.40 
     

 

Mission/Faith-
Based HCC 

17  3.47 bc 1.51 

      Home With a TBA 7  5.14 c 2.91      
________________________________________________________________________ 
Note.  Means with different superscripts differ significantly, p < .05. 
  

Table 17 
 
Spearman’s Correlation Between Continuous Variables  

 

 
 

Number of Children 
 

Current Age .638** 
 

Note. *p < .05, ** p < .01 
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Relationship Between Dependent Variables 

 Nonparametric Spearman’s rho correlations were conducted to examine the 

relationship between continuous dependent variables. As shown in Table 18, results 

revealed a significant positive correlation between each of the variables, ρs, p < .001, 

suggesting that participants who score high on one variable will also score high on the 

other.  

 

Table 18 

Spearman’s Correlations Between Times Mistreated 

________________________________________________________________________ 

  1 2 3 4 5 6   

              2 .648 ** 
           

              3 .564 ** .441 ** 
         

              4 .536 ** .526 ** .452 ** 
       

              5 .560 ** .476 ** .452 ** .450 ** 
     

              6 .545 ** .535 ** .433 ** .523 ** .414 ** 
   

              7 .370 ** .268 ** .274 ** .289 ** .345 ** .380 ** 
 ________________________________________________________________________ 

Note.  * p < .05, ** p < .01.  1 = Times Physically Mistreated; 2 = Times Verbally 
Mistreated; 3 = Times Non-Consensual Care; 4 = Times Care Abandoned; 5 = Times 
Discriminated Against; 6 = Times Non-Confidential Care; 7 = Times Detained. 
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Relationship Between Demographic /IVs and DVs 

 Mistreatment and other categorical variables. Crosstabulations using Pearson’s 

chi-square and Cramer’s V tests were conducted to test the differences between  

participants who were mistreated and those who were not and the categorical variables. 

As shown in Table 19, the results indicated a significant difference between participants 

who were not mistreated, and those who were mistreated on educational levels χ2 (2) = 

14.57, p = .001, Cramer’s V = .229. A greater proportion of participants who were not 

mistreated, had some / completed college (47.4%) compared to participants who were 

mistreated (34.1%). In contrast, the greater proportion of participants who were 

mistreated had some / completed secondary education (42.1%) compared to participants 

who were not mistreated (20.2%). 

 The results also revealed a significant difference between the participants who 

were not mistreated and those who were mistreated on prenatal care visits χ2 (2) = 14.51, 

p = .001, Cramer’s V = .237. A greater proportion of participants who were not 

mistreated, attended all the required visits (80.4%) compared to participants who were 

mistreated (67.3%). In contrast, a greater proportion of those who were mistreated 

attended some of the prenatal care visits (23.7%) compared to those who were not 

mistreated (5.9%).  
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Table 19 

Frequencies and Percentages for Categorical Variables by Mistreatment 

________________________________________________________________________ 

  
Mistreatment  

  
No 

 
Yes 

  
  

    n %   n %   χ
2
 df p 

            
 

Tribe 
    

 
   

.843 1 .359 

 
Other 14  12.4  27  16.4      

 
Kalenjin 99  87.6  138  83.6      

              
Marital Status         .102 1 .749 
 Not Married 19  16.7  25  15.2     
 Married 95  83.3  139  84.8     
            
Employment Status         .013 1 .908 
 Unemployed 39  34.5  57  35.2       

 
Employed  74  65.5  105  64.8       

  
             

Education Level          14.57 2 .001* 

 
Primary Education 37  32.5  39  23.8       

 

Some/Completed 
Secondary Education 

23  20.2  69  42.1     
  

 

Some/Completed 
College 

54  47.4  56  34.1      
 

  
 

          
  

Prenatal Care Visits         14.51 2 .001* 
 All Required Visits 82  80.4  105  67.3       
 Some Required Visits 6  5.9  37  23.7       

 
No Required Visits 
 

14 
  

13.7 
  

14 
  

9.0 
     

  

Note.  *p < .05 
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Table 19, Continued 
 

 
Mistreatment 

 
  

 

 
No 

 
Yes 

 
  

 

 
n 

 
% 

 
n 

 
% 

 
χ

2 df p 

 
Place of Mistreatment         

234.07 4 .000 

 None 114  100.0  12  7.3       

 

Public/Government 
HCC 

0  .0  113  68.5     
  

 
Private HCC 0  .0  16  9.7       

 

Mission/Faith-Based 
HCC 

0  .0  17  10.3     
  

 
Home With a TBA 0  .0  7  4.2       

________________________________________________________________________ 
Note.  *p < .05 
  

Finally, the results indicated a significant difference between the participants who were 

not mistreated and those who were mistreated on places of mistreatment χ2 (4) = 234.07, 

p < .000, Cramer’s V = .916. A greater proportion of participants who were not 

mistreated, did not identify any location (100%) compared to participants who were 

mistreated (7.3%). In contrast, a greater proportion of those who were mistreated, 

identified public / government HCC (68.5%) as the place of mistreatment compared to 

none of the participants who were not mistreated (0%). There were no significant 

differences between mistreatment and other categorical variables, p > .05. 

 Tribe and other dependent variables. The nonparametric Mann-Whitney U test 

was conducted to test for differences between Kalenjin and other participants on times 

they were physically mistreated, verbally mistreated, received non-consensual care, care 
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abandoned, discriminated against, non-confidential care, and detained. As shown in Table 

20, results revealed a significant difference between Kalenjin and other participants on 

times they were discriminated against, U = 3602.00, p < .001. The mean ranks for 

Kalenjin participants were significantly less (MR = 135.07, Sum of Ranks = 32282.00) 

than the mean ranks for other participants (MR = 172.15, Sum of Ranks = 7058.00). 

Results also revealed a significant difference between Kalenjin and other tribes on times 

they were detained, U = 4288.50, p = .005. The mean ranks for Kalenjin participants 

were significantly less (MR = 137.52, Sum of Ranks = 32729.50) than the mean ranks for 

other participants (MR = 154.40, Sum of Ranks = 6330.50). There were no significant 

differences between Kalenjin and other participants on any of the other dependent 

variables, p > .05. 

 Marital status and other dependent variables. The nonparametric Mann-

Whitney U test was conducted to test for differences between participants who were 

married and those who were not married on times they were physically mistreated, 

verbally mistreated, received non-consensual care, care abandoned, discriminated against, 

non-confidential care, and detained. As shown in Table 21, there were no significant 

differences between the participants who were married, and those who were not married 

on any of the dependent variables, p > .05. 
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Table 20 

Means and Standard Deviations for Times Mistreated by Tribe 

________________________________________________________________________ 

    n M SD Mdn U p   

          Times Physically Mistreated 
     

4343.00 .175 
 

 
Other 41 

 
1.46 2.57 0 

   
 

Kalenjin 237 
 

1.54 4.08 0 
   

          Times Verbally Mistreated 
     

4350.00 .268 
 

 
Other 41 

 
4.61 11.01 0 

   
 

Kalenjin 234 
 

2.90 7.48 0 
   

          Times Non-Consensual Care 
     

4641.50 .385 
 

 
Other 41 

 
.34 .91 0 

   
 

Kalenjin 239 
 

.25 .93 0 
   

          Times Care Abandoned 
     

4602.50 .488 
 

 
Other 41 

 
1.34 2.01 0 

   
 

Kalenjin 239 
 

1.10 2.19 0 
   

          Times Discriminated Against 
     

3602.00 < .001 
 

 
Other 41 

 
2.22 7.03 0 

   
 

Kalenjin 239 
 

.79 3.98 0 
   

          Times Non-Confidential Care 
     

4653.50 .477 
 

 
Other 41 

 
.98 2.01 0 

   
 

Kalenjin 239 
 

.85 3.56 0 
   

          Times Detained 
     

4288.50 .005 
 

 
Other 41 

 
.34 .91 0 

   
 

Kalenjin 238 
 

.12 .81 0 
   ________________________________________________________________________ 
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Table 21 

Means and Standard Deviations for Times Mistreated by Marital Status 

________________________________________________________________________ 

    n M SD Mdn U p   

          Times Physically Mistreated 
     

4553.50 .198 
 

 
Not Married 43 

 
2.16 4.92 0 

   
 

Married 235 
 

1.42 3.68 0 
   

          Times Verbally Mistreated 
     

4794.00 .636 
 

 
Not Married 43 

 
4.60 12.00 0 

   
 

Married 232 
 

2.88 7.16 0 
   

          Times Non-Consensual Care 
     

4870.50 .293 
 

 
Not Married 44 

 
.27 .624 0 

   
 

Married 236 
 

.26 .976 0 
   

          Times Care Abandoned 
     

5174.00 .967 
 

 
Not Married 44 

 
.91 1.31 0 

   
 

Married 236 
 

1.18 2.28 0 
   

          Times Discriminated Against 
     

4956.50 .488 
 

 
Not Married 44 

 
1.16 3.74 0 

   
 

Married 236 
 

.97 4.71 0 
   

          Times Non-Confidential Care 
     

5110.00 .818 
 

 
Not Married 44 

 
1.16 6.73 0 

   
 

Married 236 
 

.73 2.26 0 
   

          Times Detained 
     

5210.50 .521 
 

 
Not Married 43 

 
.05 .213 0 

   
 

Married 236 
 

.17 .893 0 
   ________________________________________________________________________ 

 
 



 

108 
 

 

 Employment status and dependent variables. The nonparametric Mann-

Whitney U test was also conducted to test for differences between participants who were 

unemployed and employed on times they were physically mistreated, verbally mistreated, 

received non-consensual care, care abandoned, discriminated against, non-confidential 

care, and detained. As shown in Table 22, there were no significant differences between 

the participants who were unemployed, and the participants who were employed on any 

of the dependent variables, p > .05. 

 Educational level and other dependent variables. Kruskall-Wallis tests were 

conducted to test for differences among the three education levels (i.e., primary school, 

some / completed secondary education, some / completed college) regarding times they 

were physically mistreated, verbally mistreated, received non-consensual care, care was 

abandoned, discriminated against, received non-confidential care, and detained. The 

significance level was set at α = .05. As shown in Table 23, the results revealed a 

significant difference for times care was abandoned, χ2 (2) = 8.67, p = .013. Follow up 

Mann-Whitney U tests were conducted to evaluate the differences among the three 

groups. Results indicated that the participants who had some / completed secondary 

education, had their care abandoned a greater number of times (Mdn = 1.00,  

M = 1.38, SD = 1.94) than did participants with a primary school education (Mdn = .00, 

M = 1.03, SD = 2.67), and some / completed college (Mdn = .00, M = .99, SD = 1.93). 
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Table 22 

Means and Standard Deviations for Times Mistreated by Employment Status 

________________________________________________________________________ 

    n M SD Mdn U p   

          Times Physically Mistreated     
 

8998.00 .373 
  Unemployed 95  1.79 3.95 .0    

 
Employed 180  1.42 3.90 .0 

   
          Times Verbally Mistreated 

     
9024.50 .244 

  Unemployed 95  3.68 9.41 .0    

 
Employed 177 

 
2.88 7.39 .0 

   
          Times Non-Consensual Care 

     
8479.50 .598 

  Unemployed 96  .25 .894 .0    

 
Employed 181 

 
.28 .955 .0 

   
          Times Care Abandoned 

     
8140.50 .335 

  Unemployed 96  .93 1.84 .0    

 
Employed 181 

 
1.23 2.30 .0 

   
          Times Discriminated Against 

     
9127.50 .309 

  Unemployed 96  1.50 5.72 .0    

 
Employed 181 

 
.74 3.86 .0 

   
          Times Non-Confidential Care 

     
9115.00 .350 

  Unemployed 96  1.16 5.10 .0    

 
Employed 181 

 
.72 1.96 .0 

   
          Times Detained 

     
8695.50 .841 

  Unemployed 96  .14 .573 .0    

 
Employed 180 

 
.16 .940 .0 

   ________________________________________________________________________ 

  



 

110 
 

 

Table 23 

Means and Standard Deviations for Times Mistreated, by Educational Level 

________________________________________________________________________ 

    n M  SD Mdn χ² p   

     
 

     Times Physically Mistreated 
   

 
  

1.16 .560 
 

 
Primary School 75 

 
1.91  4.70 .0 

   

 

Some/Completed Secondary 
Education 

93 
 

1.41 
 

2.81 .0 

   
 

Some/Completed College 110 
 

1.38  4.10 .0 
   

     
 

     Times Verbally Mistreated 
   

 
  

4.68 .096 
 

 
Primary School 75 

 
3.16  8.16 .0 

   

 

Some/Completed Secondary 
Education 

91 
 

3.03 
 

6.80 .0 

   
 

Some/Completed College 109 
 

3.26  9.08 .0 
   

     
 

     Times Non-Consensual Care 
   

 
  

2.23 .328 
 

 
Primary School 77 

 
.25  .96 .0 

   

 

Some/Completed Secondary 
Education 

93 
 

.3 
 

.75 .0 

   
 

Some/Completed College 110 
 

.25  1.04 .0 
   

     
 

     Times Care Abandoned 
   

 
  

8.67 .013 
 

 
Primary School 77 

 
1.03  2.67 .0 

   

 

Some/Completed Secondary 
Education 

93 
 

1.38 
 

1.94 1.0 

   
 

Some/Completed College 110 
 

.99  1.93 .0 
   

     
 

     Times Discriminated Against 
   

 
  

10.56 .005 
 

 
Primary School 77 

 
1.53  6.62 .0 

   

 

Some/Completed Secondary 
Education 

93 
 

1.37 
 

4.97 .0 

   
 

Some/Completed College 110 
 

.32  1.12 .0 
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Table 23, Continued 

Means and Standard Deviations for Times Mistreated, by Educational Level 

 

 
 

n 

 

M  SD mdn χ² p 

 Times Non-Confidential Care 
   

 
  

.65 .724 
 

 
Primary School 77 

 
1.27  5.84 .0 

   

 

Some/Completed Secondary 
Education 

93 
 

.63 
 

1.54 .0 

   
 

Some/Completed College 110 
 

.78  1.81 .0 
   

     
 

     Times Detained 
   

 
  

.96 .619 
 

 
Primary School 77 

 
.26  1.32 .0 

   

 

Some/Completed Secondary 
Education 

93 
 

.12 
 

.55 .0 

   
 

Some/Completed College 109 
 

.1  .51 .0 
   ________________________________________________________________________ 

 

 Results also revealed a significant difference for times discriminated against, χ2 

(2) = 10.56, p = .005. Mann-Whitney U tests indicated that participants who had attended 

primary education had been discriminated against a greater number of times (Mdn = .00, 

M = 1.53, SD = 6.62) than participants who had some / completed secondary education 

(Mdn = 1.00, M = 1.37, SD = 4.97) and some / completed college (Mdn = 1.00, M = .32, 

SD = 1.12). There were no significant differences among the three education levels for 

any of the other dependent variables, p > .05. 

 Prenatal care visits and other dependent variables. Kruskall-Wallis tests were 

conducted to test for differences among the three prenatal care visits levels (i.e., all the  

required number of visits, some of the required visits, and did not attend any prenatal 

care) regarding times they were physically mistreated, verbally mistreated, received non- 
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consensual care, care was abandoned, discriminated against, received non-confidential 

care, and detained. The significance level was set at α = .05. As shown in Table 24, the 

results revealed a significant difference for all dependent variables.  The results revealed 

a significant difference for the number of times they were physically mistreated, χ2 (2) = 

37.59, p < .001. Follow up Mann-Whitney U tests were conducted to evaluate the 

differences among the three groups. Results indicated that participants who attended 

some of the required visits (MR = 42.28, Mdn = 2.00, M = 4.35, SD = 6.42), were more 

likely to be physically mistreated than were participants who did not attend any prenatal 

care (MR= 24.70, Mdn = .00, M = .63, SD = 1.67). Also, participants who attended some 

of the required visits (MR = 159.94, Mdn = 2.00, M = 4.35, SD = 6.42), were more likely 

to be physically mistreated than were participants who attended all of the required visits 

(MR= 105.95, Mdn = .00, M = 1.00, SD = 3.00).  

Results also revealed a significant difference for times verbally mistreated χ2 (2) = 

24.15, p < .001. Mann-Whitney U post-hoc tests indicated that participants who attended 

some of the required visits were more likely to be verbally mistreated (MR= 41.25, Mdn 

= 3.50, M = 8.67, SD = 12.02), than were participants who did not attend any prenatal 

care (MR= 25.28, Mdn = .00, M = 1.81, SD = 6.41). Also, participants who attended some 

of the required visits were more likely to be verbally mistreated (MR= 152.11, Mdn = 

3.50, M = 8.67, SD = 12.02) than were participants who attended all of the required visits 

(MR= 106.01, Mdn = .00, M = 2.30, SD = 7.08).    
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Table 24 

Means and Standard Deviations for Times Mistreated by Prenatal Care Visits 

________________________________________________________________________ 
    n M  SD Mdn χ² p   

     
 

     Times Physically Mistreated 
   

 
  

37.59 < .001 
 

 

All the Required Number 
of Visits 188 

 
1.00 

 
3.00 .0 

   

 

Some of the Required 
Visits 

43 
 

4.35 
 

6.42 2.0 

   

 

Did Not Attend Any 
Prenatal Care 27 

 
.63 

 
1.67 .0 

   
     

 
     Times Verbally Mistreated 

   
 

  
24.15 < .001 

 

 

All the Required Number 
of Visits 186 

 
2.30 

 
7.08 .0 

   

 

Some of the Required 
Visits 

42 
 

8.67 
 

12.02 3.5 

   

 

Did Not Attend Any 
Prenatal Care 27 

 
1.81 

 
6.41 .0 

   
     

 
     Times Non-Consensual Care 

   
 

  
26.22 < .001 

 

 

All the Required Number 
of Visits 188 

 
.13 

 
.47 .0 

   

 

Some of the Required 
Visits 

43 
 

.77 
 

1.67 .0 

   

 

Did Not Attend Any 
Prenatal Care 28 

 
.32 

 
1.34 .0 

   
     

 
     Times Care Abandoned 

   
 

  
34.52 < .001 

 

 

All the Required Number 
of Visits 188 

 
.93 

 
2.03 .0 

   

 

Some of the Required 
Visits 

43 
 

2.26 
 

1.87 2.0 

   

 

Did Not Attend Any 
Prenatal Care 28 

 
.93 

 
2.51 .0 
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Table 24, Continued 

    

 

     
 

n 

 

M  SD mdn χ² p 

 
    

 
     Times Discriminated Against 

   
 

  
26.02 < .001 

 

 

All the Required Number 
of Visits 188 

 
.67 

 
3.80 .0 

   

 

Some of the Required 
Visits 

43 
 

2.88 
 

7.52 .0 

   

 

Did Not Attend Any 
Prenatal Care 28 

 
.89 

 
4.53 .0 

   
     

 
     Times Non-Confidential Care 

   
 

  
32.59 < .001 

 

 

All the Required Number 
of Visits 188 

 
.51 

 
1.72 .0 

   

 

Some of the Required 
Visits 

43 
 

2.63 
 

6.79 1.0 

   

 

Did Not Attend Any 
Prenatal Care 28 

 
1.18 

 
4.36 .0 

   
     

 
     Times Detained 

   
 

  
10.81 .004 

 

 

All the Required Number 
of Visits 187 

 
.12 

 
.87 .0 

   

 

Some of the Required 
Visits 

43 
 

.35 
 

.90 .0 

   

 

Did Not Attend Any 
Prenatal Care 28 

 
.07 

 
.38 .0 

   ________________________________________________________________________ 
 
 The number of times there was non-consensual care displayed significant 

differences, χ2 (2) = 26.22, p = .013. Again, Mann-Whitney U post-hoc tests indicated 

that participants who attended some of the required visits, were more likely to received 

non-consensual care (MR= 40.00, Mdn = .00, M = .77, SD = 1.67), than did participants 
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who did not attend any prenatal care (MR= 29.86, Mdn = .00, M = .32, SD = 1.34). Also, 

participants who attended some of the required visits, were more likely to received non-

consensual care (MR= 144.79, Mdn = .00, M = .77, SD = 1.67) than did participants who 

attended all of the required visits (MR= 109.41, Mdn = .00, M = .13, SD = .47).  

The number of times care was abandoned was significant, χ2 (2) = 34.52, p < 

.001. Results indicated that the participants who attended some of the required visits had 

care abandoned a greater number of times (MR= 163.58; 43.72, Mdn = 2.00, M = 2.26, 

SD = 1.87) than did participants who attended all of the visits (MR= 105.12, Mdn = .00, 

M = .93, SD = 2.03), and participants who did not attend any prenatal care (MR = 24.14, 

Mdn = .00, M = .91, SD = 2.71).  

 Results also revealed a significant difference for times discriminated against, χ2 

(2) = 26.02, p < .001. Mann-Whitney U tests indicated that participants who had attended 

some of the required visits, had been discriminated against a greater number of times 

(MR = 146.79, Mdn = .00, M = 2.88, SD = 7.58) than participants who had attended all 

the required visits (MR = 108.96; 41.48, Mdn = .00, M= .67, SD = 3.80), and participants 

who did not attend any prenatal care (MR = 27.59, Mdn = .00, M = .89, SD = 4.53).            

 Kruskal-Wallis tests also revealed a significant difference for times received non-

confidential care, χ2 (2) = 32.59, p < .001. Mann-Whitney U post-hoc tests revealed that 

participants who attended some of the required visits, were more likely to received non-

confidential care (MR= 40.08, Mdn = 1.00, M = 2.63, SD = 6.79) than did participants 

who did not attend any prenatal care (MR= 28.63, Mdn = .00, M = 1.18, SD = 4.36).  
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Also, participants who attended some of the required visits, were more likely to received 

non-confidential care (MR= 154.53, Mdn = 1.0, M = 2.63, SD = 6.79) than did 

participants who attended all of the required visits (MR= 107.19, Mdn = .00, M = .51, SD 

= 1.73).  

 Finally, the number of times detained was also significant, χ2 (2) = 10.81, p < 

.001. Post-hoc analysis revealed that participants who attended some of the required visits 

were more likely to be detained (MR= 128.47, Mdn = .00, M = .35, SD = .90) than were 

participants who attended all of the required visits (MR= 112.52, Mdn = .00, M = .12, SD 

= .87). 

Place of mistreatment and other dependent variables. Kruskall-Wallis tests 

were conducted to test for differences among the four places of mistreatment (i.e., public 

/ government HCC,  private HCC, mission / faith-based HCC, and home with a TBA) 

regarding times they were physically mistreated, verbally mistreated, received non-

consensual care, care was abandoned, discriminated against, received non-confidential 

care, and detained. The significance level was set at α = .05. As shown in Table 25, the 

results revealed a significant difference for the number of times participants were 

verbally mistreated χ2 (3) = 14.60, p = .002. Follow up Mann-Whitney U post hoc tests 

were conducted to evaluate the differences among the four groups. Results indicated that 

participants who indicated public / government HCC (MR = 66.68, Mdn = 2.00, M = 

6.45, SD = 10.36), were more likely to be verbally mistreated than those who indicated 

private HCC (MR = 45.41, Mdn =.00, M = 5.69, SD = 13.49). Also, those who indicated 
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public / government HCC (MR = 67.38, Mdn = 2.00, M = 6.45, SD = 10.36), were more 

likely to be verbally mistreated than participants who indicated mission / faith-based 

HCC (MR = 40.56, Mdn =.00, M = 3.19, SD = 7.41). Also, those who indicated public / 

government HCC (MR = 61.19, Mdn = 2.00, M = 6.45, SD = 10.36), were more likely to 

be verbally mistreated than participants who indicated home with a TBA (MR = 32.71, 

Mdn =.00, M = 1.29, SD = 2.63). On the other hand, participants who indicated private 

HCC (MR = 17.19, Mdn =.00, M = 5.69, SD = 13.49), were more likely to be verbally 

mistreated than those who indicated mission / faith-based HCC (MR = 15.81, Mdn =.00, 

M = 3.19, SD = 7.41). Also, participants who indicated private HCC (MR = 12.47, Mdn 

=.00, M = 5.69, SD = 13.49), were more likely to be verbally mistreated than those who 

indicated home with a TBA (MR = 10.93, Mdn =.00, M = 1.29, SD = 2.63). Finally, 

participants who indicated mission / faith-based HCC (MR = 12.25, Mdn =.00, M = 3.19, 

SD = 7.41), were more likely to be verbally mistreated than those who indicated home 

with a TBA (MR = 11.43, Mdn =.00, M = 1.29, SD = 2.63). 

 Kruskall-Wallis tests results also revealed a significant difference for times for 

non-confidential care χ2 (3) = 8.611, p = .035. Follow up Mann-Whitney U post-hoc test 

revealed that participants who indicated public / government HCC (MR = 66.68, Mdn = 

2.00, M = 1.77, SD = 4.69), were more likely to experience non-confidential care than 

those who indicated private HCC (MR = 53.84, Mdn =.00, M = .63, SD = 1.26).  
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Table 25 

Means and Standard Deviations for Times Mistreated by Place of Mistreatment 

________________________________________________________________________ 
    n M  SD Mdn χ² p   

     
 

     Times Physically Mistreated       6.72 .082 
 

 
Public/Government HCC 113  3.07  4.78 1.0   

 
 

Private HCC 16  3.38  7.98 .0   
 

 
Mission/Faith-Based HCC 16  1.06  1.65 .0   

 
 

Home With a TBA 7  1.14  2.27 .0   
 

  
        

 Times Verbally Mistreated       14.60 .002 
 

 
Public/Government HCC 111  6.45  10.37 2.0   

 
 

Private HCC 16  5.69  13.49 .0   
 

 
Mission/Faith-Based HCC 16  3.19  7.41 .0   

 
 

Home With a TBA 7  1.29  2.63 .0   
 

  
        

 Times Non-Consensual Care       4.12 .249 
 

 
Public/Government HCC 113  .54  1.23 .0   

 
 

Private HCC 16  .13  .34 .0   
 

 
Mission/Faith-Based HCC 17  .24  .56 .0   

 
 

Home With a TBA 7  1.00  2.65 .0   
 

  
        

 Times Care Abandoned       1.25 .741 
 

 
Public/Government HCC 113  2.02  2.41 1.0   

 
 

Private HCC 16  2.13  3.10 1.0   
 

 
Mission/Faith-Based HCC 17  1.65  2.56 1.0   

 
 

Home With a TBA 7  2.43  4.69 1.0  
  

  
       

  Times Discriminated Against       2.83 .418 
 

 
Public/Government HCC 113  1.93  6.55 .0  

  
 

Private HCC 16  .88  1.54 .0  
  

 
Mission/Faith-Based HCC 17  1.35  3.64 .0  

  

 

Home With a TBA 
 

7 
 

 
 

3.43 
 

 9.07 
 

.0 
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Table 25, Continued 

 
n 

 

M  SD Mdn χ² p 

 Times Non-Confidential Care       8.61 .035 
 

 
Public/Government HCC 113  1.77  4.69 .0   

 
 

Private HCC 16  .63  1.26 .0   
 

 
Mission/Faith-Based HCC 17  .24  .75 .0   

 
 

Home With a TBA 7  4.00  8.45 1.0   
 

  
        

 Times Detained       5.33 .149 
 

 
Public/Government HCC 112  .37  1.27    

 
 

Private HCC 16  .06  .25    
 

 
Mission/Faith-Based HCC 17  .00  .00    

 
 

Home With a TBA 7  .00  .00    
 ________________________________________________________________________ 

 

Also, participants who identified public / government HCC (MR = 68.37, Mdn =.00, M = 

.63, SD = 1.26), were more likely to experience non-confidential care than participants 

who indicated mission / faith-based HCC (MR = 46.44, Mdn =.00, M = .24, SD = .752). 

In contrast, participants who listed home with a TBA (MR = 67.07, Mdn =1.00, M = 4.00, 

SD = 8.45), were more likely to experience non-confidential care than participants who 

indicated public / government HCC (MR = 60.09, Mdn =.00, M = .63, SD = 1.26). Results 

also revealed that participants who indicated private HCC (MR = 18.19, Mdn =.00, M = 

.63SD = 1.26), were more likely to experience non-confidential care than those who 

indicated mission / faith-based HCC (MR = 15.88, Mdn =.00, M = .24, SD = .752). In 

contrast, participants who indicated home with a TBA (MR = 14.50, Mdn = 1.00, M = 

4.00, SD = 8.45), were more likely to experience non-confidential care than those who 

indicated who indicated private HCC (MR = 10.19, Mdn =.00, M = .63SD= 1.26). 
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Results also indicated that participants who identified home with a TBA (MR = 16.43, 

Mdn = 1.00, M = 4.00, SD = 8.45), were more likely to experience non-confidential care 

than those who indicated mission / faith-based HCC (MR = 10.88, Mdn =.00, M = .24, SD 

= .752). 

 Continuous variables and mistreatment. Independent sample t-tests were 

conducted to compare the means of participants who were mistreated to participants who 

were not mistreated on age and number of children. As shown in Table 26, independent 

sample t-tests revealed that participants who were mistreated, were significantly younger 

(M = 34.71, SD = 12.70) than participants who were not mistreated (M = 40.03, SD = 

12.98), t(275) = 3.39, p = .001. Results also revealed that participants who were 

mistreated, had significantly fewer children (M = 3.16, SD = 1.91) than participants who 

were not mistreated (M = 3.88, SD = 2.47), t(272) = 2.73, p = .007.  

 

Table 26 

Means and Standard Deviations for Continuous Variables by Mistreatment 

________________________________________________________________________ 

    n M SD t p U p (U)   

           Current Age 
    

3.39 .001 6770.00 < .001 
 

 
No 112 

 
40.03 12.98 

     
 

Yes 165 
 

34.71 12.70 
     

           Number of Children 
    

2.61 .010 7749.50 .038 
 

 
No 112 

 
3.88 2.47 

     
 

Yes 162 
 

3.16 1.91 
     ________________________________________________________________________ 
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 Nonparametric Spearman’s rho correlations were conducted to examine the 

relationship between age and number of children and each of the continuous dependent 

variables. As shown in Table 27, results revealed a significant negative correlation for 

age and each of the variables of times physically mistreated, times verbally mistreated, 

times received non-consensual care, times care was abandoned, times discriminated 

against, and times received non-confidential care, ρs, p < .05, suggesting that as age 

decreases, scores on these variables increase. Results also revealed a significant negative 

correlation for number of children and each of the variables of times physically 

mistreated, times verbally mistreated, times received non-consensual care, and times 

discriminated against, ρs, p < .05, suggesting that as the number of children increases, 

scores on these variables decrease. 

 

Table 27 

Spearman’s Correlations for Continuous Variables With Times Mistreated  

________________________________________________________________________ 

  
Current  

Age 
Number of 
Children   

      Times Physically Mistreated -.196 ** -.181 ** 
 Times Verbally Mistreated -.237 ** -.148 * 
 Times Non-Consensual Care -.156 ** -.201 ** 
 Times Care Abandoned -.194 ** -.109 

  Times Discriminated Against -.250 ** -.193 ** 
 Times Non-Confidential Care -.119 * -.112 

  Times Detained -.116 
 

-.069 
  _______________________________________________________________________

Note. * p < .05, ** p < .01. 
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Primary Analyses 

Research Questions 

 The study addressed three research questions to determine the extent of childbirth 

mistreatment, as well as investigate the effects of mistreatment by the HCPs in Kericho 

County of Kenya. 

Research question 1: What are the descriptive characteristics of Kenyan mothers 

who report mistreatment during childbirth? 

Overall as shown in Table 28.1, of the 281 participants, 165 (58.7%) admitted to 

being mistreated at least at one point in time during childbirth, while 114 (40.6%) did not 

experience any type of mistreatment. 

 
Table 28.1 
 
Frequencies and Percentages of Mistreatment 

 

 
 f % 

 
No 

 
114 

 
40.6 

Yes 165 58.7 
 

Note.  Frequencies not summing to n = 281 and percentages not summing to 100 reflect 
missing data. 
 
 A logistic regression analysis was conducted to predict the odds of an individual 

reporting mistreatment using Tribe, Age, Number of Children, Marital Status, 

Employment Status, Educational Level, Prenatal Care Visits and Preferred Health Care 

Facility.  Overall, the model was significant, χ2 (12) = 48.85, p < .001, Nagelkerke R2 = 
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.251 (Table 28.2).  Of all the predictor variables, age was a significant predictor, p = .023, 

Odds Ratio = .962, indicating that as the age increased, there were less chances of 

reporting mistreatment.  

 

Table 28.2 

Logistic Regression Analysis for Mistreatment using Descriptive Variables 

 

Mistreatment Predicting 

 

β 

 

S.E. 

 

Wald 

Odds 

Ratio 

 

P 

      
Tribe 
 Other 

 
-.073 

 
.447 

 
.027 

 
.929 

 
.870 

 
Age 
 

-.038 .017 5.200 .962 .023 

Number of Children 
 

-.138 .105 1.749 .871 .186 

Marital Status 
  Married 
 

 
-.420 

 
.445 

 
.891 

 
.657 

 
.345 

Employment Status 
 Unemployed 
 

 
-.105 

 
.366 

 
.082 

 
.900 

 
.774 

Educational Level 
Primary School 
Some/Completed Secondary 

 

 
.159 

1.186 

 
.441 
.382 

 
.130 

9.620 

 
1.173 
3.273 

  
 .718 

.002 

Prenatal Care Visits 
All visits 
Some visits 

 
.080 

1.632 

 
.565 
.731 

 
.020 

4.981 

 
1.084 
5.116 

 
.887 
.026 

 
Preferred HCC 

Public/Government HCC 
Private HCC 
Mission/Faith Based HCC 

 

 
-1.447 
-1.342 
-.215 

 
.654 
.698 
.662 

 
4.892 
3.764 
.106 

 
.235 
.261 
.806 

 
.027 
.052 
.745 

Note. χ2(12) = 48.85, p < .001, Nagelkerke R2 = .251 
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Also as a predictor, educational level was significantly related to mistreatment, p = .002, 

Odds Ratio = 3. 273, indicating that individuals who had some / completed secondary 

education, were three times more likely to report mistreatment than those who had higher 

level of education. 

 Also, some of the required visits for prenatal care was significant, p = .026, Odds 

Ratio = 5.116, indicating that individuals who attended some of the required visits were 

five times more likely to report mistreatment compared to those who did not attend any 

of the required prenatal visits.  As a predictor also, preferred public / government HCC 

was also significant, p = .027, Odds Ratio = .235, indicating that individuals with 

preference to public / government HCC were 76% less likely to report mistreatment. As a 

predictor, preferred private HCC was marginally significant  p < .052, Odds Ratio = .261, 

indicating that individuals who preferred private HCCs, were 74% less likely to report 

mistreatment. As shown in Figure 1, the most identified leading center of mistreatment 

with 398 (84%), was public / government HCC,  followed by mission or faith-based HCC 

with 36 (7.8%), and closely behind was private HCCs with 29 (6.2%). The least 

mentioned place for mistreatment was home with a TBA with only 12 (2.6%) cases 

(Figure 1). 
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Figure 1.Pie chart showing frequencies and percentages of places or settings of reported 

mistreatment 

 

Research question 2: What are the most common forms of mistreatment reported 

by patients who received childbirth care in a Kenyan county? 

As shown in Table 29.1, the most common form of mistreatment reported by the 

participants was abandonment of care (118; 42%). Participants admitted to being 

abandoned in the waiting rooms, benches or left to deliver alone in the maternity wards. 

Women reported of being abandoned between 30 minutes (2.9%) to 36 hours (1%) (Table 

Public/Govern
ment HCCs 

398 
84% 

 
Private HCCs 

29 
6% 

Mission/Faith-
Based HCCs 

36 
8% 

Home  
12 
2% 
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29.2). Most of the participants were abandoned for 2 hours (23; 45.1%), and 3 hours (16; 

31.4%). 

 

Table 29.1 
 
Frequencies and Percentages for Types of Mistreatment 

 

  No Yes 
  n % n % 

     
Physically Mistreated 199 70.8 80 28.5 
Non-Dignified Care /Verbal 
Mistreated 177 63.0 99 35.2 

Non-Consensual Care 238 84.7 43 15.3 
Abandonment of Care 163 58.0 118 42.0 
Discriminated Against 227 80.8 54 19.2 
Non-Confidential Care 220 78.3 61 21.7 
Detained 261 92.9 19 6.8 

 
Note. Frequencies not summing to N = 281 and percentages not summing to 100 reflect 
missing data. 
 

Table 29.2 
 

Frequencies and Percentages for the Period of Abandonment at the HCC 

 

Time Period 

 

n 

 

% 

 
30 minutes 

 
3 

 
5.9 

50 minutes 1 2.0 
2 hours 23 45.1 
3 hours 16 31.4 
4 hours 3 5.9 
6 hours 3 5.9 

11 hours 1 2.0 
36 hours 1 2.0 

Total 51 100 

 



 

127 
 

 

 The second highest form of mistreatment was verbal mistreatment or non-

dignified care (99; 35.2%).  These included name calling, rudeness, disrespect, use of 

unkind tone or voice, harsh words, forced to share beds, and threats of harm. The third 

one was physical mistreatment (80; 28.5%). Physical mistreatment included beating, 

pinching, kicking, biting, restraining or tying patients down, stitching without anesthesia, 

and forceful pushing on the abdomen when going to the bathroom or delivery room. The 

next one reported, was non-confidential care (61; 21.7%). This included instructing the 

patient to undress in front of others, examining patients without privacy, delivering 

babies without privacy, or health records shared among others who did not have any legal 

reason to be provided with access to those medical records. Following closely (54; 

19.2%), was discrimination based on the patient’s personal attributes. Women admitted to 

being discriminated based on age, tribe, low or lack of education, having many children 

(probably more than five), and/or being from a low social economic status. The sixth 

form of mistreatment was non-consensual care (43;15.3%). Participants admitted to being 

tested for HIV, or having hysterectomy procedures without their consent. They were also 

forced to have a medically unnecessary caesarian section, and some had their private 

parts mutilated. 

 The final form of mistreatment reported was detention at the HCC (19; 6.8%). 

Participants were detained for failing to make payments for their medical services. The 

shortest time that a mother and/or her baby was / were detained, was 2 hours. The longest 
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time period reported, was 4 weeks (Table 29.3).  During that period of detention, some 

participants admitted to being forced to work for the HCC to offset the medical bills. 

 

Table 29.3 
 

Frequencies and Percentages for the Period of Detainment at the HCC 

 

 
Time Detained n % 

 
2 hours 

 
1 

 
5.3 

3 days 3 15.8 
1 week 4 21.1 

1.5 weeks 1 5.3 
2 weeks 3 15.8 
3 weeks 1 5.3 
4 weeks 2 10.5 

 
Note.  Frequencies not summing to n = 19 and percentages not summing to 100 reflect 
missing data. 

 

The participants were also further evaluated on how often the mistreatment 

occurred. As shown in Table 29.4, the recurrence of mistreatment ranged from  

one to three times, which was interpreted as minor, to uncountable number of times 

indicating extreme situations. 

The participants were also asked to identify the year(s) the mistreatment occurred. 

The participants’ responses dated back across five decades, with the oldest one occurring 

in the 1970s (4; 1.4%), to the recent cases occurring in the 2010s (64; 22.6%), including 

the same year (2013) the study was conducted (Figure 2.). 
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Table 29.4 
 
Frequencies and Percentages for Number of Times Mistreated. 

 
 No  Yes 
Type of Mistreatment 0 (none) 1-3(minor) 4-6 (Moderate) 7-10 (Major) 11+ (Extreme) 
 n % n % n % n % n % 

 
Physically Mistreated 
 

 
199 

 
71.8 

 
41 

 
14.7 

 
18 

 
6.5 

 
10 

 
3.6 

 
9 

 
3.2 

Non-Dignified Care/ 
Verbally Mistreated 
 

 
177 

 
63 

 
45 

 
16 

 
19 

 
6.8 

 
12 

 
4.3 

 
23 

 
8.2 

Non-Consented Care 
 

239 85.1 37 13.2 3 1.1 2 .07 _ _ 

Abandonment 
 

163 58 94 33.5 17 6.0 1 0.4 6 2.1 

Discriminated Against 
 

227 80.8 39 13.9 6 2.1 1 0.4 8 2.8 

Non- Confidential Care 
 

220 78.3 43 15.3 10 3.6 4 1.4 4 1.4 

Detention 
 

262 93.2 16 5.7 2 0.7 _ _ 1 0.4 

 

Note.  Frequencies not summing to n = 281 and percentages not summing to 100 reflect missing data. 
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Figure 2: Histogram showing frequencies of mistreatment across five decades. Note: 
Some participants who admitted to mistreatment did not identify the year(s) of 
mistreatment. 
 
 Research question 3: What are the complications reported by Kenyan mothers 

and families who have delivered with the assistance of health providers in Kenya? 

 The study assessed the immediate complications and consequences as well as the 

long term effects in the lives of the participants. The greater proportion of participants 

(64; 22.8%) did not have any consequences indicating that nothing major happened to 

them although there might have been some minor issues which were not identified in this 

study. Those who experienced mistreatment had to be assisted by family members, 

friends, and other patients (37; 13.2%). Women who developed obstetric fistula (OF) and 

other complications were almost identical (26; 9.3%, and 24; 8.5% respectively). The 
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complications included bleeding for a long period of time, taking over six months to heal, 

getting infected, having blood clots in the uterus, the infant experiencing brain damage, 

and a child becoming mentally disabled. There were participants who lost their babies 

(20; 7.1%), while others had to be rushed to the emergency (12; 4.3%) after being 

neglected for so long that they lost consciousness. There were also 17 (6%) other 

unspecified complications (Table 30.1). 

 
 
Table 30.1 
 

Frequencies and Percentages for Consequences. 
 

 No Yes 
 n % n % 

 
Required Assistance (Had to be assisted 
by family members/other patients 
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45.6 

 
 

37 

 
 

13.2 

Baby lost 
 

147 52.3 20 7.1 

Developed complications 
 

141 50.2 24 8.5 

Developed an injury to the birth canal 
(Obstetric Fistula) 
 

141 50.2 26 9.3 

Lost consciousness and had to be 
rushed to the emergency room 
 

153 54.4 14 5.0 

Nothing major happened 
 

101 35.9 64 22.9 

Other 
 

148 52.7 17 6.0 

Note. Frequencies not summing to n = 281 and percentages not summing to 100 reflect 
missing data. 
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Qualitative Analyses 

The mothers were also surveyed using open-ended questions to identify the long 

term effects of mistreatment during childbirth. The participants in the study admitted to  

adverse long lasting effects that have impacted them negatively and affected their quality 

of life. The consequences were grouped into fourteen different categories. As shown in 

Table 30.2, the most reported consequence is that the mothers were scared, afraid or in 

fear of the obstetric procedures (30; 26.5%). This is followed by long lasting disabilities 

that were solely attributed to mistreatment as a result of the mother or infant sustaining 

obstetric complications (17; 15%). Also there were women who decided not to seek care 

from a skilled health care facility, but deliver their babies at home (13; 11.5%), while 

others are still traumatized by the past events of childbirth (9;8%). 

Others were embarrassed or withdrew after the mistreatment (8; 7.1), and two 

blamed themselves (2; 1.8%) for the mistreatment. Some were forced to reconsider the 

number of children (6; 5.3%) planned at the beginning of their marriage. Women also 

admitted to being discouraged, disturbed, devastated or confused (5; 4.4%) when they 

think about childbirth, which has served as a constant reminder of their painful past 

experience. Others had to change health centers (7; 6.2%).  

A few of the women admitted to a long lasting hatred for HCPs (8; 7.1%), 

hatred for childbirth (3; 2.7%), and dislike for HCCs (3; 2.7%). This study 

discovered that a majority of women prefer male over female HCPs. As shown in 

Table 30.3, a greater proportion of participants (143; 55.6%) had no preference.  
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Table 30.2 
 

Frequencies and Percentages Showing Consequences in life. 

 

Consequences f % 

   

Scared/Afraid/ Fear/ 30 26.5 
Complications 17 15.0 
Deliver the rest at home 13 11.5 
Trauma 9 8.0 
Hate for HCP 8 7.1 
Withdrawn/Unwanted/ Embarrassed/Stressed 8 7.1 
Changed facilities 7 6.2 
Reduce the # of children intended 6 5.3 
Discourage/Disturbed/Devastated/Confused 5 4.4 
Dislike HCC 3 2.7 
Hate for childbirth 3  2.7 
Blamed self 2 1.8 
Lack trust/Abandoned 1 0.9 
The hospital belongs to the affordable people 
 

1 0.9 

Total 

 

113 100 

 

However, when male and female HCPs are compared, a majority of the women preferred 

male HCPs (90; 35%) over females HCPs (24; 9.3%). This male preference is 

approximately four times more than female preference. There were over 31 reasons as to 

why women preferred male HCPs more than females who only had four reasons 

(Appendix G).  The reason for male preference was associated more with the quality of 

care they provide compared to females which focused only on identification with the 

female gender, and the comfort feeling obtained by women when cared for by the same 

sex. 
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Table 30.3 

Frequencies and Percentages of Preferred Health Care Provider 

 n % 

 
None 

 
143 

 
55.6 

Male 92 35.0 
Female 24 9.3 

 

Hypotheses 

The null hypotheses were tested at the.05 level of significance.  The preliminary 

and bivariate analyses indicated descriptive factors that were statistically significant and 

can further be analyzed using logistic regression in order to reject or maintain the null 

hypotheses. The logistic regression analysis was run in order to predict the odds of an 

individual reporting different types of mistreatment using descriptive variables; Tribe, 

Age, Number of Children, Marital Status, Employment Status, Educational Level, 

Prenatal Care Visits, and Preferred Health Care Facility. The analyses were run while 

controlling for potential covariates. The hypotheses that were tested were as follows: 

H1: There will be no statistically significant relationship between the descriptive 

factors of the women and the types of mistreatment reported as having occurred during 

childbirth. 

H2: Descriptive factors of the women will be neither predictive nor protective of a 

history of mistreatment by health care providers during childbirth. 
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Physical Mistreatment 

 H1: A logistic regression analysis was conducted to predict the odds of an 

individual reporting physical mistreatment using descriptive variables. Overall, the model 

was significant, χ2(12) = 41.25, p < .001, Nagelkerke R2 = .226 to physical mistreatment 

(Table 31). The number of children and attending some of the required prenatal care 

visits indicated a significant relationship with physical mistreatment (p < .001).The null 

hypothesis is rejected. 

 H2: Of all the predictor variables, the number of children was significant, p = 

.046, Odds Ratio = .793, indicating that as the number of children increased, there was 

less chance for reporting physical mistreatment.  Also as a predictor, attending some of 

the required prenatal care visits was significant, p = .019, Odds Ratio = 4.934, indicating 

that individuals who attended some of the required visits, were five times more likely to 

report physical mistreatment compared to those who did not attend any of the required 

prenatal care visits (Table 31).  None of the remaining predictors were significant. The 

null hypothesis is rejected. 

Non-Dignified Care/Verbal Mistreatment 

 H1: The test of logistic regression was conducted to predict the odds of an 

individual reporting non-dignified care or verbal mistreatment using descriptive 

variables. Overall, the model was significant, χ2(12) = 39.13, p < .001, Nagelkerke R2 = 

.208. The current age and some of the required prenatal care visits were significantly 



 

136 
 

related to non-dignified care or verbal mistreatment (p < .001).The null hypothesis is 

rejected (Table 32). 

 

Table 31 
 
Logistic Regression Analysis for Physical Mistreatment using Descriptive Variables. 

 

 

Physical Mistreatment Predicting 

 

β 

 

S.E. 

 

Wald 

 

Odds 

Ratio  

 

p 

 

 
Tribe 

Other 

 
 

.043 

 
 

.452 

 
 

.009 

 
 

1.044 

 
 

.924 
 

Age -.011 .018 .349 .989 .554 
 

Number of Children 
 

-.232 .116 3.999 .793 .046 

Marital Status 
 Married 
 

 
-.032 

 
.456 

 
.005 

 
.969 

 
.944 

Employment Status 
 Unemployed 

 

 
-.067 

 
.388 

 
.029 

 
936 

 
.864 

Educational Level 
 Primary Education 
 Some/Completed Secondary 

Education 
 

 
.372 

 
.432 

 
.487 

 
.387 

 
.585 

 
1.252 

 
1.451 

 
1.541 

 
.444 

 
.263 

Prenatal Care Visits 
All required visits 
Some of the required visits 

 

 
-.370 
1.596 

 
.624 
.678 

 
.352 

5.544 

 
.691 

4.934 

 
.553 
.019 

Preferred HCC 
 Public/Government HCC 
 Private HCC 
 Mission/Faith-Based HCC 

  

 
-.112 
.049 
.435 

 
.694 
.731 
.691 

 
.026 
.005 
.395 

 
.894 

1.050 
1.546 

 
.872 
.946 
.530 

Note.χ2(12) = 41.25, p <.001,Nagelkerke R2 = .226 
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Table 32 
 
Logistic Regression Analysis for Non-Dignified/Verbal Mistreatment using Descriptive 

Variables. 

 

Non-Dignified/Verbal 

Mistreatment Predicting 

β S.E. Wald Odds 

Ratio  

p 

 

 
Tribe 
 Other 

 
 

-.317 

 
 

.441 

 
 

.518 

 
 

.728 

 
 

.472 
 

Age -.038 .018 4.389 .963 .036 
 

Number of Children 
 

-.087 .106 .668 .917 .414 

Marital Status 
 Married 
 

 
-.025 

 
.444 

 
.003 

 
.975 

 
.955 

Employment Status 
 Unemployed 

 

 
-.378 

 
.362 

 
1.090 

 
1.460 

 
.297 

Educational Level 
 Primary Education 
 Some/Completed Secondary 

Education 
 

 
-.208 

 
.411 

 
.464 

 
.361 

 
.201 

 
1.295 

 
.812 

 
1.509 

 
.654 

 
.255 

Prenatal Care Visits 
All Required visits 
Some Required visits 

 

 
-.128 
1.414 

 
.578 
.658 

 
.049 

4.621 

 
.880 

4.110 

 
.824 
.032 

Preferred HCC 
 Public/Government HCC 
 Private HCC 
 Mission/Faith-Based HCC 
  

 
-.823 
-.295 
.012 

 
.649 
.677 
.639 

 
1.609 
.190 
.000 

 
.439 
.745 

1.012 

 
.205 
.663 
.985 

Note. χ2(12) = 39.13, p < .001, Nagelkerke R2 = .208 

 H2: Of all the predictor variables, the current age of a woman was significant, p = 

.036, Odds Ratio = .963, indicating that as the ages increases, there was less chance for 

reporting non-dignified care or verbal mistreatment.  Also as a predicator, attending some 
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of the required prenatal care visits was also significant, p = .032, Odds Ratio = 4.110, 

indicating that individuals who attended some of the required visits were four times more 

likely to report non-dignified care / verbal mistreatment more than those who did not 

attend any parental care visits (Table 32).  None of the remaining predictors were 

significant. The null hypothesis is rejected. 

Non-Consented Clinical Care 

 H1: A logistic regression was conducted to predict the odds of an individual 

reporting non-consented care using descriptive variables. The overall model was 

significant χ2(12) = 43.62, p < .001, Nagelkerke R2 = .289.  The number of children and 

educational level (some / completed secondary education) were significantly related to 

non-consented care ( p < .001). Also, the employment status (unemployed), and 

educational level (primary educational level) were marginally related to non-consented 

care (p = .060 and p = .066 respectively). Therefore, the null hypothesis is rejected. 

 H2: As a predictor, the number of children was significant, p = .001, Odds Ratio = 

.585, indicating that as the number of children increased, reporting of non-consented care 

decreased. The analysis also indicated that those who had some / completed secondary 

school education was significant, p =.048, Odds Ratio = 2.742, indicating that they were 

three times more likely to report non-consented care than those who had some / 

completed college education. As a predictor also, employment status was marginally 

significant, p = .060, Odds Ratio = .343, indicating those who were unemployed were 

less likely to report non-consented care than those who were employed.  
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Table 33 
 
Logistic Regression Analysis for Non-Consensual Care using Descriptive Variables  

 

Non-Consensual Care Predicting β S.E. Wald Odds 

Ratio  

 

p 

 
Tribe 

Other 

 
 

.335 

 
 

.554 

 
 

.365 

 
 

1.397 

 
 

.546 
 

Age -.005 .025 .040 .995 .842 
 

Number of Children 
 

-.537 .168 10.150 .585 .001 

Marital Status 
 Married 
 

 
.003 

 
.553 

 
.000 

 
1.003 

 
.996 

Employment Status 
 Unemployed 
 

 
-1.070 

 
.570 

 
3.572 

 
.343 

 
.060 

Educational Level 
 Primary Education 
 Some/Completed Secondary 

Education 
 

 
1.196 

 
1.009 

 
.651 

 
.510 

 
3.376 

 
3.913 

 
3.306 

 
2.742 

 
.066 

 
.048 

Prenatal Care Visits 
All required visits 
Some of the required visits 

 

 
-1.146 

.332 

 
.814 
.853 

 
1.980 
.151 

 
.318 

1.394 

 
.159 
.697 

Preferred HCC 
 Public/Government HCC 
 Private HCC 
 Mission/Faith-Based HCC 
  

 
.071 
.187 

1.250 

 
1.007 
1.037 
.977 

 
.005 
.033 

1.637 

 
1.074 
1.206 
3.489 

 
.944 
.857 
.201 

Note.χ2(12) = 43.62, p < .001, Nagelkerke R2 = .289. 

The primary educational level was also marginally related to non-consented care, p = 

.066, Odds Ratio = 3.306, indicating that participants who had primary education were 

three times likely to experience non-consented care than those who had some / completed 
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college education. When the covariates were controlled, the results remained the same, 

indicating that none of the remaining predictors were significant (Table 33). The null 

hypothesis is therefore rejected. 

Abandonment of Care 

 H1: A logistic regression analysis was conducted to predict the odds of an 

individual reporting abandonment of care using descriptive variables. The overall model 

was significantly related to abandonment of care, χ2(12) = 52.12, p < .001, Nagelkerke R2 

= .263. The current age, the educational level, and the number of prenatal care visits were 

all significantly related to abandonment of care (p < .001). The null hypothesis is rejected 

(Table 34). 

 H2: The analysis indicated that there were three predictor variables to 

abandonment of care. First, the current age was significant, p = .005, Odds Ratio = .950, 

indicating that as the age increases there was less chance for reporting abandonment of 

care. Second was the educational level. As a predictor, participants who had some / 

completed secondary education was a significant predictor, p = .035, Odds Ratio = 2.142, 

indicating that those with this level of education, would report abandonment of care twice 

more than those who have higher education. The final significant predictor was attending 

some of the required prenatal care visits, p = .014, Odds Ratio = 5.256. This indicates that 

participants who attended some of the required visits, were five times more likely to 

report abandonment of care compared to those who did not attend any prenatal care visits 



 

141 
 

(Table 34). None of the remaining predictors were significant. The null hypothesis is 

rejected. 

 
Table 34 
 
Logistic Regression Analysis for Abandonment of Care using Descriptive Variables 

 

 

Abandonment of Care Predicting 

 

β 

 

S.E. 

 

Wald 

 

Odds 

Ratio  

 

p 

 

 
Tribe 

Other 

 
 

-.282 

 
 

.447 

 
 

.398 

 
 

.754 

 
 

.528 
 

Age -.051 .018 7.799 .950 .005 
 

Number of Children 
 

-.023 .105 .049 .977 .824 

Marital Status 
 Married 
 

 
-.080 

 
.453 

 
.031 

 
.923 

 
.860 

Employment Status 
 Unemployed 
 

 
-.460 

 
.369 

 
1.552 

 
.632 

 
.213 

Educational Level 
 Primary Education 
 Some/Completed Secondary 

Education 
 

 
-.034 

 
.762 

 

 
.461 

 
.361 

 
.006 

 
4.436 

 
.966 

 
2.142 

 
.941 

 
.035 

Prenatal Care Visits 
All required visits 
Some of the required visits 
 

 
-.422 
1.659 

 
.560 
.676 

 
.568 

6.022 

 
.656 

5.256 

 
.451 
.014 

Preferred HCC 
 Public/Government HCC 
 Private HCC 
 Mission/Faith-Based HCC 
  

 
-1.114 
-1.101 
-.248 

 
.646 
.685 
.645 

 
2.979 
2.582 
.148 

 
.328 
.332 
.781 

 
.084 
.108 
.701 

Note. χ2(12) = 52.12, p< .001, Nagelkerke R2 = .263 
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Discrimination Based on Patient Attributes 

 H1: A logistic regression analysis was conducted to predict the odds of an 

individual reporting discrimination based on patient attributes using descriptive variables. 

Overall, the model was statistically significant, χ2(12) = 47.93, p <.001, Nagelkerke R2 = 

.289 (Table 35). The tribe (Kalenjin), the number of children, educational level (some / 

completed secondary education), and prenatal care visits (some required visits), were 

significantly related to discrimination based on patient attributes (p < .001. Therefore, the 

null hypothesis is rejected. 

 H2: Tribe was one of the predictor variables that showed significance, p = .014, 

Odds Ratio = 3.246, indicating that the members of the other tribe were three times more 

likely to report discrimination than members of the Kalenjin tribe. As a predictor also, 

having some / completed secondary education was significant, p = .021, Odds Ratio = 

3.151, indicating that those who had some / completed secondary education, were three 

times more likely to report mistreatment than those who had some / completed college 

education. Also, attending some of the required prenatal care visits, was a significant 

predictor of discrimination, p = .025, Odds Ratio = 13.323. This indicates that those who 

attended some of the required visits were thirteen times more likely to report 

discrimination, than those who did not attend any prenatal care visits. Finally, the number 

of children was marginally significant, p = .056, Odds Ratio = .750, indicating that as the 

number of children increased, participants were less likely to report discrimination (Table 

35). None of the remaining predictors were significant. The null hypothesis is rejected. 
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Table 35 
 
Logistic Regression Analysis for Discriminated Against using Descriptive Variables 

 

 

Discrimination Predicting 

 

β 

 

S.E. 

 

Wald 

 

Odds 

Ratio  

 

p 

 

 
Tribe 

Other 

 
 

1.174 

 
 

.480 

 
 

5.991 

 
 

3.234 

 
 

.014 
 

Age -.025 .022 1.259 .975 .262 
 

Number of Children 
 

-.287 .150 3.655 .750 .056 

Marital Status 
 Married 
 

 
-.434 

 
.520 

 
.694 

 
.648 

 
.405 

Employment Status 
 Unemployed .130 .453 .083 1.139 .774 

      
Educational Level 
 Primary Education 
 Some/Completed Secondary 

Education 
 

 
.755 

 
1.069 

 
.584 

 
.463 

 
1.671 

 
5.321 

 
2.127 

 
2.912 

 
.196 

 
.021 

Prenatal Care Visits 
All required visits 
Some of the required visits 

 

 
1.337 
2.589 

 
1.133 
1.153 

 
1.393 
5.046 

 
3.809 

13.323 

 
.238 
.025 

Preferred HCC 
 Public/Government HCC 
 Private HCC 
 Mission/Faith-Based HCC 

 
-.923 
-.757 
.140 

 
.851 
.887 
.827 

 
1.175 
.729 
.029 

 
.397 
.469 

1.151 

 
.278 
.393 
.865 

 
Note.χ2(12) = 47.93, p<.001, Nagelkerke R2 = .289 

Non-Confidential Care 

 H1: A logistic regression analysis was conducted to predict the odds of an 

individual reporting Non-Confidential Care using descriptive variables. Overall, the 
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model was significant, χ2(12) = 43.09, p < .001, Nagelkerke R2 = .247.  The prenatal care 

visits (some of the required visits), and preferred HCC (public / government HCC), were 

significantly related to non-confidential care (p < .001). The null hypothesis is rejected 

(Table 36). 

 H2: Of all the predictor variables, attending some required prenatal care visits was 

significant, p = .012, Odds Ratio = 5.541, indicating that individuals who attended some 

of the required visits, were six times more likely to report non-confidential care, 

compared with those who did not attend any prenatal care visits. Also, preferred public / 

government HCCs was a significant predictor, p = .032, Odds Ratio = .229, indicating 

they were less likely to report non-confidential cases than those who preferred to deliver 

at home with a TBA (Table 36).The other predictors were not significant. The null 

hypothesis is rejected. 

Detention Based on Patient Attributes 

 H1: A logistic regression analysis was conducted to predict the odds of an  

individual reporting detention using descriptive variables. Overall, the model was 

significant, χ2(12) = 21.95, p = .038, Nagelkerke R2 = .212. Members of the other tribe 

were more likely to be detained for failure to pay for the services (p = .038) than 

members of the Kalenjin tribe. None of the others descriptive variables were significantly 

related to detention. The null hypothesis is rejected (Table 37). 
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Table 36 
 
Logistic Regression Analysis for Non-Confidential Care using Descriptive Variables  

 

Non-Confidential Care Predicting β S.E. Wald Odds 

Ratio  

p 

 

      
Tribe 

Other 
 

-.043 .515 .007 .958 .933 

Age 
 

-.018 .020 .803 .982 .370 

Number of Children 
 

-.110 .122 .813 .896 .367 

Marital Status 
Married 
 

-.474 .527 .810 .622 .368 

Employment Status 
 Unemployed .121 .431 .079 1.128 .779 

      
Educational Level 

 Primary Education 
 Some/Completed Secondary 

Education 
 

 
-.067 

 
-.359 

 
.540 

 
.442 

 
.015 

 
.661 

 
.935 

 
.698 

 
.901 

 
.416 

Prenatal Care Visits 
All required visits 
Some of the required visits 

 

 
-.342 
1.712 

 
.632 
.682 

 
.293 

6.299 

 
.711 

5.541 

 
.589 
.012 

Preferred HCC 
 Public/Government HCC 
 Private HCC 
 Mission/Faith-Based HCC 
  

 
-1.474 
-.816 
-.410 

 
.686 
.710 
.653 

 
4.610 
1.322 
.393 

 
.229 
.442 
.664 

 
.032 
.250 
.531 

Note. χ2(12) = 43.09, p < .001, Nagelkerke R2 = .247 

 H2: Of all the predictor variables, only tribe was significant, p = .013, Odds Ratio 

= 5.577, indicating that individuals from the other tribe, were six times more likely to 

report detention at the HCCs compared to the Kalenjin tribe. As an additional analysis, 
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elaboration was conducted because of an interest in employment status as a predictor for 

detention. The results still identify tribe as the only significant predictor (OR=5.58, p = 

.013, Table 37). None of the remaining predictors were significant. The null hypothesis is 

rejected. 

 

Table 37 

Logistic Regression Analysis for Detention using Descriptive Variables  

Detained Predicting β S.E. Wald Odds 

Ratio 

p 

 
Tribe 

Other 
 

 
1.719 

 
.695 

 
6.112 

 
5.577 

 
.013 

Age 
 

-.002 .029 .005 .998 .943 

Number of Children 
 

-.133 .196 .459 .876 .498 

Marital Status 
 

-1.270 .885 2.059 .281 .151 

Employment Status 
Unemployed 

 

 
.498 

 
.498 

 
.525 

 
1.645 

 
.469 

Educational Level 
Primary School 
Some/Completed college 

 

 
.828 

-.033 

 
.831 
.705 

 
.993 
.002 

 
2.290 
.967 

 
.319 
.963 

Prenatal Care Visits 
All visits 
Some visits 

 

 
.424 

1.721 

 
1.185 
1.202 

 
.128 

2.051 

 
1.528 
5.591 

 
.720 
.153 

Preferred HCC 
Public/Government HCC 
Private HCC 
Mission/Faith Based HCC 

 
-.772 

-1.367 
.530 

 
1.062 
1.181 
.982 

 
.529 

1.339 
.291 

 
.462 
.255 

1.698 

 
.467 
.247 
.590 

Note.χ2(12) = 21.95, p =. 038, Nagelkerke R2 = .212 
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Additional Analyses 

Witnessing Mistreatment of Others 

 The study also aimed to determine whether mothers who were or were not 

mistreated had witnessed someone else experiencing mistreatment. There were 33 

(11.7%) participants who admitted to having witnessed a husband, mother, a mother-in-

law, or a friend being mistreated as they visited them at the HCC. The mistreatment 

included yelling, being kicked out of the hospital at night or being refused meals despite 

having paid for an extra plate. Also, 39 (13.95%) women admitted to witnessing other 

patients being mistreated (Table 38). Women admitted to witnessing verbal and physical 

mistreatment of all kinds. 

 

Table 38 

Frequencies and Percentages of Witnessing Mistreatment 

    
 No Yes Total 
 n % n % n % 

Relative/Friend 205 72.96 33 11.74 238 84.7 
Another Woman 195 69.75 39 13.95 234 83.7 

 
Note.  Frequencies not summing to n = 281 and percentages not summing to 100 reflect 
missing data. 

 

Reporting Mistreatment 

 The participants who admitted to being mistreated were asked if they reported the 

mistreatment to an authority. Only 25 (8.9%) reported the matter to the authority, while 
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93 (33.1%) of them did not report the mistreatment (Table 39.1). They were then asked to 

give reasons for not reporting mistreatment. The reasons included lack of power, faith, 

confidence, and trust in those in power as well as the HCPs who mistreated them. They 

provided several reasons ranging from not knowing whom and where to report the 

mistreatment (14; 29.2%), to the fact that they can’t report because the people in 

authority, are the same people who mistreated them (3; 6.3%) (Table 39.2). 

 

Table 39.1 
 

Frequencies and Percentages for Reported Mistreatment 

 

 
 No Yes 
 n % n % 

 
Reported 
Mistreatment 

 
93 

 
33.1 

 
25 

 
8.9 

 
 

Note.  Frequencies not summing to n = 281 and percentages not summing to 100 reflect 
missing data or that the questions was not applicable. 

 

Suggestions for Improving Obstetric Care 

The participants were requested to identify areas of redesigning in order to 

improve the quality of obstetric care. This was an open-ended question that gave 

participants the freedom to express their suggestions on how best to improve experiences 

of childbirth. The participants’ responses were grouped into four major categories; those 

directed specifically to women, HCPs, HCCs and to the government of Kenya. 
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Table 39.2 
 

Frequencies and percentages of Reason for Failure to Report Mistreatment. 

  

n 

 

% 

No one to report to/Didn’t know whom to report to. 14 29.2 
Fear/Scared 10 20.8 
Nothing can be done/No actions. 9 18.8 
Obvious/Routine/Their style/Normal 5 10.4 
It was a minor case 4 8.3 
They are the same people, rude and harsh 3 6.3 
Too weak/Unconscious 3 6.3 

 
Total 48 100% 

 

   
As summarized in Table 40, of all 370 (100%) suggestions made, the highest 

number with 141 (38.1%), were directed towards women. The second category with 114 

(30.8%), was directed to HCPs, followed by 109 (29.5%) suggestions for HCCs, and 

finally 6 (1.6%) suggestions for government. The suggestions are listed in Appendix H. 

 
 
Table 40 
 

Frequencies and Percentages for Suggestions to Four Groups on Improving 

Childbirth 

 

 

 n % 

Women 141 38.1% 
Health Care Providers 114 30.8 
Health Care Centers 109 29.5 
Government 6 1.6 

 
Total 370 100% 
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Summary 

The study results though impressively showing that a good number of women did 

not experience mistreatment, it is quite disturbing that some women are still at increased 

odds with the ordeal of experiencing mistreatment during childbirth. It is quite evident 

that mistreatment during childbirth still exists across all HCCs, and this is a major 

concern that needs to be addressed. Though there are a few cases where mistreatment 

were identified as minor based on the frequency of the occurrence, that minor 

mistreatment may have caused some enormous complications that could have been 

preventable had mistreatment not occurred. So any type of mistreatment is major whether 

it occurred once or multiple times. 

The Chi-squared tests, Independent t-tests, ANONAS, post-hoc tests (Kruskal-

Wallis & Mann-Whitney U tests), spearman’s test of correlations, and logistic regression, 

showed some strong statistical relationship between descriptive factors and types of 

mistreatment. Women still experience physical mistreatment, verbal or non-dignified 

mistreatment, non-consensual care, abandonment of care, discrimination based on 

patient’s attributes, non-confidential care, and detainment at HCC for failure to make 

payments. The results of the analyzes indicated the predictors of mistreatment to be tribe, 

current age of the mother, the number of children a mother has, educational level, the 

number of prenatal care visits and the place of obstetric care especially the public or 

government sponsored HCC.  
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The statistical analyzes indicated that employment status was marginally 

predictive of or protective of mistreatment, but did not indicate any significance of 

marital status being a predictor of or protector of mistreatment. The study results also 

revealed that mistreatment has existed through the last five decades, dating back to 1970s 

to the present three years of the current decade, 2010s.  Mistreatment causes long lasting 

effects that can compromise the health and life of both the mother and that of her baby. 

Kenyan infant mortality and maternal mortality rates remain disturbingly high and some 

of these factors identified by the study contribute immensely to mistreatment, which in 

turn contribute to these mortality rates, of which under normal circumstances should not 

be realistic etiological factors of mortality and other health complications.  

 

 

 

 

 

 

 

 

 

 

 



 

152 
 

 
CHAPTER V 

CONCLUSION AND RECOMMENDATIONS 

 Summary 

 This study, conducted in a county of Kenya, revealed that some women had a 

wonderful and healthy experience of childbirth while other women experienced a 

disturbingly painful labor and delivery. This study sought to identify the prevalence of 

mistreatment among participants and identify the forms of mistreatment and outcomes 

based on participant perspectives. Specifically, the main purpose of the study was to 

identify the predictive factors of mistreatment in Kericho County, Kenya. Data were 

collected from women of childbearing ages (18 and older) who had delivered at least one 

child despite the outcome of the delivery. The data were collected via door-to-door 

canvassing as well as electronic recruitment data collection methods.  Then, data analyses 

were conducted to determine relationships and potential effects based on descriptive 

variables and mistreatment. The data analysis included crosstabulation Chi-square χ2, 

Independent t-test, means and standard deviations, post hoc tests (i.e. Mann-Whitney test 

(U) and Kruskal-Wallis), spearman’s correlations, and one-way ANOVAs. Additionally, 

a logistic regression was used to analyze the odds of mistreatment and identify specific 

factors predictive of the occurrence of mistreatment. The results of the analyses for this 

study, the available studies on childbirth in Kenya, and the anecdotal evidence from 

major Kenyan newspapers, indicated that mistreatment during childbirth has been a 

public health problem for decades and remains an on-going problem.  
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Discussion and Implications 

Descriptive Analyses 

 Three descriptive factors, tribal identification, marital status, and religious 

identification, were used to characterize the participants. As was expected in Kericho 

County, the women from the Kalenjin Tribe made up the majority of the population of 

participants (85.1%) as compared to others (12.7%). Married women also made up the 

majority of participants (84%) as compared to those who were not married (11%). The 

participants’ religious affiliation was unbalanced; therefore, it was not used in the 

analysis beyond describing the participants since almost all the participants (96.4%) 

identified themselves as Christians. This demographic is most likely an accurate 

projection of most counties in Kenya since 82.5% of Kenyans identify themselves as 

Christians (CIA, 2013). 

In this study, six variables were measured to determine whether they were 

significant predictors of mistreatment: (1) the age of the participants, (2) the number of 

children born to the participants, (3) the employment status, (4) the level of education 

attained by the participants, (5) the number of prenatal care visits attended by the 

participants, and (6) the type of HCCs. In addition, the variables of age and the number of 

children among participants were broad and diverse, so they were recorded into different 

categories. The ages of the participants ranged from the youngest participant, who was 

eighteen years old, to the oldest participant, who was 99 years old. The group with the 

highest frequency (125; 44.5%), was between 26 and 35 years of age. In addition, the 
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study accounted for the diversity of the number of children participants had. The diversity 

ranged from participants who had no children to one participant who had twenty-six 

children. Participants with three to four children represented the largest group in this 

category (107; 38.1%). This study revealed that more than half of the participants 

(66.9%) attended all the required prenatal visits as compared to others who either 

attended some visits (15.3%) or participants who attended none of the visits (10%). 

While the employment status and educational levels were almost equal among the 

identified categories, the variables showing the largest variation were the number of 

prenatal visits attended and the identified place of mistreatment. 

Research Questions 

Research questions 1: What are the descriptive characteristics of Kenyan mothers who 

report mistreatment during childbirth? 

 Age. The logistic regression results revealed that age was a significant factor in 

determining who reported mistreatment. The results (OR = .092, p = .023) indicated that 

as age increased there was less chance of reporting mistreatment. Young mothers had the 

highest frequency of mistreatment reported as indicated by the independent sample t-

tests. The results indicated that participants who were mistreated were significantly 

younger (M = 34.71, SD = 12.70) than participants who were not mistreated (M = 40.03, 

SD = 12.98), t(275) = 3.39, p = .001. The study by Bowser and Hill (2010) revealed that 

young women were more likely to be mistreated compared with older women especially 

when they failed to follow HCPs’ instructions during childbirth. Rather than educating 
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the women prior to childbirth or carefully instructing them during childbirth, the HCPs 

would do so in a manner interpreted as verbal mistreatment of the patients (Bowser & 

Hill, 2010). 

 Educational level. The results of the logistic regression showed a significant 

effect between education and mistreatment. Women with some / completed secondary 

education were over three times more likely to report mistreatment compared with those 

participants with a college education (OR=3.3, p < .002). This finding is expected since 

women with more education are more likely to choose private hospitals with better 

services, with less potential for mistreatment. They are also better advocates for 

themselves, have more access to reports, and knowledge of their rights than those with 

less education (Bowser & Hill, 2010). Interestingly, women who had some / completed 

secondary education reported mistreatment (69; 42.1%) more frequently than those who 

only attained the level of primary education (39; 23.8%). Women who have some or 

completed secondary education would have more knowledge in regards to childbirth and 

would likewise be better advocates for the health of themselves and their unborn child 

when choosing a healthcare provider. However, due to their level of education, the 

women in this study may have had higher expectations of the HCCs, which contradicted 

their experience when in their care. These expectations coupled with a lack of expected 

assistance during childbirth angered these women, which, in turn, may have actually led 

to more mistreatment as indicated in a study by Bowser and Hill, (2010). In comparison, 

mothers with a primary educational level only, which is considered the lowest level of 
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education (23.8%), did not report mistreatment as much as those with a secondary 

education (42.1%), or college education (34.1%). Women whose highest level of 

education was primary education may have been more vulnerable to mistreatment, but 

lacked the power or perceived voice to call attention to inappropriate actions by HCPs 

providers.   

According to UNFPA (2012), education is one of the means to empowering 

women with knowledge, skills and self-confidence necessary to participate in the 

developmental process. Education is critical in that it helps girls and women to know 

their rights and gain confidence in claiming those rights as well as quality care. Drury 

(2006) also emphasized that the acquision of knowledge through education results in 

social power to have confidence to voice out concerns.  Also corroborating this fact is 

Bowen (2012), who emphasized that education empowers and promotes greater 

participation for women in the social and political structures. She further reiterated that 

no illegitimate regime will be able to withstand the power of a well-educated majority, 

because education opens up the possibility of greater participation and democratic 

change. These studies show that education is power, implying that a lack of education 

limits women in voicing concerns about their health and wellbeing. 

According to this study, the primary reasons stated by women for not reporting 

mistreatment is believing there was no system for reporting the mistreatment (29.2%), 

and the victims also feared repercussions if they reported mistreatment (20.8%). 

Expectant mothers with a lower level of education may be fearful in admitting they were 
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mistreated because of the perceived consequences subsequent to reporting. Additionally, 

women with lower educational levels may deliver their babies at home with or without 

the help of a TBA more often than those with secondary education. 

According to this study, there was a correlation between home delivery and level 

of education. The correlation revealed that the more education a woman had, the less 

likely they were to voice the preference of delivering at home. In fact, the majority 

(26.4%) of those who preferred home delivery had primary education compared to 8.0% 

who had some / completed secondary level education. Likewise, only 1% of those who 

preferred home delivery had college education. As a result, mistreatment was rarely 

reported by women who had delivered at home. Only 2% of reported cases of 

mistreatment occurred from delivering at home compared to 84% of the reported cases 

while in the care of public / government hospitals, 8% of reported cases while in the care 

of mission / faith-based HCCs, and 6% of reported cases while in the care of private 

HCCs. 

As results of this study indicated, the majority of women who recommended 

delivering at home had attained a primary education only. Thus, it is likely that they 

recommended home delivery because they valued the promise of compassionate care 

over the uncertainty of delivering at a skilled HCC. As indicated by Carter et al. (2010), 

women prefer home delivery due to pre-delivery and post-delivery massages, better 

postpartum care, hot water, herbal medicine, and interpersonal care. Although these are 
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compelling reasons some women prefer to deliver at home, the intersection of education 

and choice of delivery methods was an important factor that warranted further research. 

 Prenatal care visits. The number of prenatal care visits attended was found to 

have a significant effect on almost all types of mistreatment, with the exception of the 

non-confidential and detainment for pay as categories of mistreatment. The results of this 

study showed that those who attended only a few prenatal care visits rather than none or 

all the required visits were significantly more likely to experience mistreatment. 

Participants who had attended some of the required prenatal care visits were five times 

more likely to be mistreated than those who attended none of the required visits (OR = 

4.96, p < .026). It is important to note that those who did not attend any prenatal care 

visits made up 42.9% of those who preferred home delivery. Thus, they were more likely 

to deliver their children at home with or without a TBA and were less likely to report 

mistreatment. 

A possible consideration is the women who did not complete the required number 

of healthcare visits angered the practitioners, which may have resulted in mistreatment 

(Bowser & Hill, 2010). These visits were made in advance, and it was necessary for the 

expectant mothers to attend. Ideally, during the prenatal care visits, deformities and other 

health issues are identified and addressed before certain maladies become dangerous to 

the mother and child. In this study, participants emphasized the importance of being 

consistent in attending prenatal care visits when asked for their suggestions to improve 

childbirth in Kenya.  
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 Place of mistreatment. Another important variable was the participants’ 

preference of HCC where they chose to deliver their baby. This study indicated that the 

HCC was a major concern for most participants. Whether centers were publically funded 

or privately funded turned out to be a significant factor, which characterized the 

likelihood of reported mistreatment. The public / government HCCs were identified as 

the most likely location of mistreatment (398; 84%), while mission / faith-based HCCs 

came in as a distant second (36; 8%). Also, accounting for the 24 selected articles from 

the Kenyan major newspapers leading up to this study, 15 cases of mistreatment took 

place in public / government HCCs (Table 1). According to Siringi (2001), most public / 

government HCCs do not have an available doctor for 24 hour care, lack sufficient basic 

infra-structure, essential medications and equipment, and clinicians do not follow 

recommended procedures. This may explain why women seeking care from public / 

government HCCs were more likely to report mistreatment than other HCCs. Public / 

government HCCs are considerably more affordable and accessible than other locations, 

and therefore becomes the most common place to receive healthcare.  

 Research question 2: What are the most common forms of mistreatment reported 

by patients who received childbirth care in a Kenyan county? 

 Using frequencies and percentages, this study analyzed mistreatment during 

childbirth within seven possible categories: (a) abandonment of care, (b) non-dignified 

care / verbal mistreatment, (c) physical mistreatment, (d) non-confidential care, (e) 

discrimination based on patient’s attributes, (f) non-consented care to procedures, and (g) 
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detainment due to the inability to pay for services. These categories were interrelated and 

often overlapped; therefore, one type of experience can fit into more than one category.  

 Abandonment of care. This study discovered that the leading (42%) form of 

mistreatment was abandonment of care. Women admitted to being abandoned during 

childbirth for as little as thirty minutes to as long as thirty-six hours. This study revealed 

that abandonment was recorded at all stages of childbirth: in waiting rooms, after being 

admitted into the maternity ward, during labor and delivery, and after delivery as well. 

Due to abandonment of care during delivery at HCCs, 13.2% of the participants admitted 

to delivering alone or with the assistance of other women in the same ward. Because 

these women were abandoned by the HCPs, they lacked the care and utilization of 

equipment that normally would be provided during labor and delivery. On this topic, the 

literature mainly associates medical staff shortages as the main cause of abandonment of 

care (CRR & FIDA, 2007; Nzuke & Mwarey, 2013; Siringi, 2001; UFNA, 2010). 

Although shortage of staff may be a reason for abandonment in some instances, this 

reason does not apply to all cases of abandonment. As evidenced in a study conducted by 

Bowser and Hill (2010) as well as a study conducted by CRR and FIDA (2007), women 

reported that they were ignored by HCPs and intimated this was due to negligence rather 

than a shortage of staff. For instance, abandonment reports from both studies revealed 

that during crucial times of labor and delivery, HCPs were witnessed sitting at nurses 

stations, conversing amongst themselves, and reading newspapers or knitting (Bowser & 

Hill, 2010; CRR & FIDA, 2007). 
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 Non-dignified/verbal mistreatment. The second form of mistreatment identified 

in this study was non-dignified or verbal mistreatment (35.2%). Over one-third of the 

women in this study reported being called names, being treated rudely and 

disrespectfully, and being yelled at by HCPs. Additionally, some of the women reported 

receiving verbal threats of harm. One woman provided an example of verbal 

mistreatment as the moniker she was given, in her own language of “Chebolgong,” which 

means ‘protruded eyes’.  This derogatory term was used for the main purpose of insulting 

her and is considered especially hurtful within the Kalenjin Tribe because it signifies a 

very ugly person. Some mothers did not experience mistreatment but witnessed their 

caregivers or relatives being mistreated (e.g. husbands, mothers or mothers-in-law). 

According to this study, 39 (13.9%) participants witnessed another woman being 

mistreated, while 33 (11.7%) others witnessed their own relatives or friends being 

mistreated. The HCPs’ comportment affected relatives typically during visiting hours. 

This also occurred when new mothers, who were too weak to care for themselves and / or 

their infants, had requested the hospital to allow their relatives to stay with them. In some 

cases, mothers reported that their relatives would fall victim to the HCPs’ ridicule, which 

consisted of unkind behavior punctuated with harsh words. 

Along with verbal abuse, another form of non-dignified mistreatment the 

participants reported was being forced to share beds with other patients. Because beds at 

HCCs are typically twin-size mattresses, the patients forced to share beds may not only 

be victims of non-dignified mistreatment but of safety and health concerns as well. 
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 Physical mistreatment. The third form of mistreatment reported by participants 

in this study was physical mistreatment (28.5%). Due to brusque handling, the 

participants experienced bodily injury or pain inflicted by the HCPs. Some examples of 

physical mistreatment reported by participants include being beaten, pinched, kicked, 

bitten, restrained, and stitched without anesthesia. Another practice reported by 

participants was having their abdomen or back forcibly pushed by the HCP while going 

to the bathroom. According to Bowser and Hill (2010), physical mistreatment occurred 

primarily when mothers failed to follow instructions that the HCPs considered to be 

instructively helpful. Thus, it is important to note this could have also played a role with 

the women in this study as well. Reports have indicated that physical mistreatment by 

HCPs during labor and delivery is reactionary. For instance, physical mistreatment 

occurred when the women accidentally soiled the beds or floors during labor and delivery 

(Anecdotal Newspapers – Table 1). 

 Non-confidential mistreatment. The fourth form of mistreatment the study 

evaluated was non-confidential care or breech of privacy issues (21.7%) which is similar 

to the category of non-dignified care. Mothers admitted being asked to undress in front of 

other patients with no regard for privacy, and some were not even given hospital gowns 

to cover their bodies. Others reported no privacy during obstetric visits, and / or during 

labor and delivery.  

 Along with privacy issues, some participants reported issues with confidentiality 

of sensitive information. Some women reported their records were shared with non-
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essential personnel who had no reason to see their medical records. Confidentiality is a 

critical issue for various reasons, such as a woman’s situation can become threatened 

when sensitive information regarding her HIV status is leaked to the community. If a new 

mother’s HIV status is leaked to the village, this information can be devastating for the 

mother and her family and is a major concern for women who live in areas where HIV 

remains highly stigmatized (Turan et al., 2008). Once a woman is identified as HIV 

positive, the village may alienate her and her husband may leave or send her back to her 

parental home. Due to the threat of stigmatization, women married to promiscuous 

husbands may choose to opt out of HIV testing, should they be given the option. In sum, 

the perception of confidentiality being compromised alone has created fear in the minds 

of expectant mothers, creating fear of HCCs (Sande et al., 2010). Because of this 

wariness and lack of education, expectant mothers may be scared away from seeking any 

medical services at a skilled care facility. The fear of being stigmatized in society as well 

as the likelihood that a positive test would be indicative of a woman’s unfaithfulness to 

her husband has led many women to prefer delivering their child at home.  

 The fear of knowing one’s HIV status, and the possibility of  being exposed and 

labeled as an infidel spouse, and humiliation that comes with that territory, supersede the 

benefits of knowing one’s status and knowing how to prevent it from spreading to the 

fetus and others in the community. This is a major concern in the efforts of fighting HIV 

spread and prevention. According to AVERT (2014), Kenya has the fourth-largest HIV 

prevalence in the world, and women continue to be disproportionately affected by the 
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epidemic. The data collected in 2012, shows that 6.9% percent of Kenyan women were 

living with HIV compared with 4.2% percent of men (AVERT, 2014).When counties are 

ranked per the estimated HIV prevalence, Kericho County, where the study was 

conducted, ranked 26th out of the 47 counties with 4.4% prevalence (Kenya AIDS 

Response Progress Report, 2014). In the continuing efforts to lower HIV prevalence, 

some hospitals have made it mandatory for every patient to be tested. Unfortunately, 

many HCPs failed to communicate this vital information and its significance, thus 

increasing concern and feelings of distrust when patients did not consent to the test. This 

concern is heightened by a general lack of awareness of the need to know one’s HIV 

status, and ways to prevent transmissions from the HIV positive mother to the child, as 

well as to the community in general (National AIDS and STI Control Programme, 

Ministry of Health, Kenya, 2013). 

Discrimination. Another major form of mistreatment identified by participants in 

this study was discrimination based on a patient’s attributes (19.2%), such as age at the 

time of delivery. In this culture, a certain age is considered acceptable for childbearing, 

and the perception of mothers who are considered too young to have a child informs the 

HCPs’ judgment and the community’s overall opinion of them as well.   

Tribal identification is another form of discrimination based on patient attributes. 

Some women reported being discriminated against for belonging to a certain tribe. Kenya 

is home to forty-three tribes, and they are all geographically located in specific counties 
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though some may be scattered throughout the country. Mothers who belong to a minority 

tribe may be more likely to be mistreated because of their status as outsiders.  

Mothers also admitted to mistreatment because of their lower level of education, 

which is also associated with the level of fluency in languages they may speak. This 

study took place in a county in which all residents speak two languages, native and 

Swahili (or Kiswahili which is sometimes used interchangeably). Swahili is a common 

language, yet it is possible that some may not be as fluent as in their native languages. 

Those with formal education can also speak and write a third language, which is English. 

According to Nabea (2009), English language, which was adopted by Kenya after 

colonial period, was promoted in schools at the expense of African languages, and used 

for self differentiation with the masses to create a superior class. Since independence, 

contemporary English language remains an agent of exclusion between the elite and the 

masses. According to Muaka (2011), Kenya’s two official languages, English and 

Kiswahili, are used in formal domains such as education, legal system, business, while 

the local languages are marginalized and viewed as impediments to people’s success in 

education which leads to stigmatization and devaluing of Kenya’s local languages in 

favor of English. Therefore, if one had limited knowledge of Swahili or English, the 

presumption of some HCPs may be that the patient is uneducated or inferior. Thus, 

incorrect assumptions based on certain patient attributes, like tribal identification and 

education, may exacerbate actions of mistreatment by HCPs. 
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Another descriptive variable identified by some of the women as a precursor to 

mistreatment by HCPs was number of children. Other studies also revealed mistreatment 

by HCPs against mothers who had many children, especially when they had five or more 

children (Bowser & Hill, 2010; CRR & FIDA, 2007).While having too many children 

can be a factor when considering the quality of parenting, examples from the women 

indicated that medical and childcare information was not communicated in a respectful 

manner. Essentially, the HCPs responsible for mistreatment held a prejudice predicated 

by previous experience which clouded current patient care.   

The social determinants of income and socioeconomic status also factored into the 

mistreatment of some of the participants. Primarily, the perception was based on whether 

the patient was perceived as someone who could afford her medical care. As noted by 

Bowser and Hill (2010), and CRR and FIDA (2007), there are certain indicators HCPs 

can use to identify a woman’s socioeconomic class. Accordingly, HCPs use these 

indicators to ascertain specific socioeconomic information about the patients based on 

their appearance, whether they attempt to bargain for lower charges, or whether they are 

able to pay upfront for medical services. Based on these indicators, HCPs assumed 

certain patients were unable to afford services and therefore denied them medical 

services, outright. The denial of services based on discrimination, remains crucial in 

determining the level of healthcare available to expectant mothers in Kenya. 

Non-consented care. The sixth form of mistreatment women experienced, often 

concomitantly with other forms of mistreatment, was non-consented care (15.3%). The 
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essential aspect of non-consented care is procedures being performed when neither the 

mother nor the baby are in any imminent danger that would necessitate a surgery or 

procedure. The obstetricians may have foreseen certain risks and were therefore forced to 

make drastic decisions to save the mother and the child, but neither the mother nor her 

family was informed of any health risks in these instances. Testing without consent is one 

of the reasons some women have resorted to delivering their children at home (Izugbara 

et al., 2009; Sande et al., 2010).Testing without consent also leads to issues of non-

consented procedures. According to the study by CRR and FIDA (2007), once mothers 

have been tested without their knowledge and found to be HIV positive, HCPs have been 

known to perform hysterectomies and neither notifying the patient or having the patient’s 

consent for the procedure. In this current study, CRR and FIDA’s (2007) findings were 

confirmed when participants revealed they believed they could still bear children but 

realized they no longer had a uterus upon trying to conceive again. The women 

eventually found out they received a non-consented hysterectomy while delivering a 

child in the HCC. According to CRR and FIDA (2007), when asked, some HCPs 

attempted to justify performing hysterectomies without consent by saying that they 

wanted to limit the amount of infected babies being born into society. 

 Detainment. Lastly, detainment based on a patients inability to pay is the seventh 

form of mistreatment (6.8%) reported by the women in this study. The affordability of 

services is a major determining factor for whether women receive optimal care. As 

pointed out by the previous studies and newspaper articles, some women have been 
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denied medical services because they could not afford to pay for these services. However, 

in cases where the services were rendered, but subsequently the mothers failed to make 

payments, the HCCs detained them until the bill was paid. In some extreme cases, the 

HCC released the baby to the family, but detained the mother until the bill was paid. 

Mothers reported being detained for as little as two hours (5.3%) and as long as one 

month (10.5%), with the most common length of detainment being one week (21.1%). 

 Detainment leads to overcrowding in the HCCs because patients are kept as the 

staff awaits payment. Thus, instead of discharging women in order to provide room for 

new patients, the HCCs detained those who could not afford their bill. This leads to 

overcrowding, which, in turn, leads to issues of non-dignified care and sets the 

environment for other forms of mistreatment. Once the hospital becomes overcrowded, 

mothers are forced to share beds because the hospital reaches maximum capacity. Also 

associated with non-dignified care, some HCCs have made the detained patients work for 

the hospital to offset their medical bills. The women from this study, who were detained, 

admitted that they had to accept odd jobs for the hospital. For example, some reported 

cleaning utensils in the kitchen or doing some housekeeping at the hospital wards, even 

cleaning the toilets in order to reimburse the HCC. 

 Research question 3: What are the complications reported by Kenyan mothers 

and families who have delivered with the assistance of health providers in Kenya? 

 This study assessed the immediate complications. The women admitted to not 

being cleaned and left unattended immediately after delivery. Among the participants, 38 
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(13.5%) of them had to wait for more than 30 minutes to be cleaned up while 40 (14.2%) 

had to clean themselves up, or a relative assisted them in cleaning up after delivery. As 

the environment is not hygienic or sterile, this creates a probable medium for pathogens 

capable of causing infections to the patients. The participants also admitted to being 

abandoned even while suffering with unbearable pain and in need of pain management.  

 The participants also experienced short term consequences which included losing 

their babies (20; 7.1%), developing various complications (24; 8.5%), losing 

consciousness (14; 5%), developing obstetric fistula (OF) (26; 9.3%), and other un-

identified consequences (17; 6.0%). According to Weston et al. (2011), women who 

developed OF and did not receive immediate and sufficient treatment, lived in isolation, 

and distress because of symptoms and the negative connotation associated with the OF 

condition. 

Some mothers also admitted to long-term effects due to mistreatment during 

childbirth (Table 30.2). The long term complications included chronic infection, blood 

clots in the uterus, the trauma of the mistreatment, and children born with mental 

disabilities. The mothers who had to care for children with disabilities which resulted 

from mistreatment, were left with long term emotional and financial burdens as well as a 

constant reminder of the painful events that resulted in the child’s disability. Also the 

long lasting complications, which were caused by obstructed labor and protracted labor, 

devastated many women. These effects have generated yet another set of consequences 

which includes fear and hatred for the entirety of the obstetric profession, specifically for 
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the HCCs and the HCPs who assisted them. The aftermath of mistreatment continues to 

negatively affect them as well as their quality of life.  

Psychologically, the effects of being insulted for things such as a foul smell, 

incontinence, among other insults, have made women feel isolated and ashamed to 

address their situation medically because they blame themselves, believing they deserved 

the insults. In sum, the long-term psychological damage caused by the verbal assaults at 

the HCCs, having to raise a child that is mentally disabled, and / or losing a child, all 

continue to devastate these mothers. Making matters worse, these women know that the 

mistreatment causing these short and long-term effects could have been prevented with 

better and more ethical medical attention. 

Predictive Analyses 

 H1: There will be no statistically significant relationship between the descriptive 

factors of the women and the types of mistreatment reported as having occurred during 

childbirth. 

 The logistic regression conducted for this study indicated that there was a 

statistical relationship between descriptive factors and different types of mistreatment 

reported during childbirth (p < .001). The tribal affiliation factor was found to be  

predictive of discrimination, and detention at the HCCs centers. The other tribes, the non-

Kalenjin Tribe, who were the minority in the county were found to experience more 

discrimination and detention than the majority tribe, the Kalenjin. Also, the age of a 

mother at the time of delivery was predictive of non-dignified / verbal mistreatment, 
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abandonment of care, and non-confidential care. This study’s results indicated the older 

the mother, the less likely the chances of mistreatment which align with findings from the 

study by Bowser and Hill (2010). Their study also found that younger mothers were 

subjected to non-dignified / verbal mistreatment more frequently than older mothers. The 

number of children a mother has was also significantly related to physical mistreatment, 

non-consented care and discrimination (Table 41). 

 The results of this study also indicated that educational levels reveal a significant 

relationship with non-consented care, abandonment of care, and discrimination. The 

study results indicate that those who had some / completed secondary education reported 

more mistreatment than those with primary or some / completed college education. The 

number of prenatal care visits was related to physical mistreatment, non-dignified / verbal 

mistreatment, abandonment of care, discrimination and non-confidential care. The 

participants who admitted to attending some of the prenatal care were more likely to 

report these types of mistreatment than those who attended none or all of the required 

prenatal care visits. The preference of an HCC was significantly related to detention in an 

HCC. The participants were spread almost evenly in their preferences, though the results 

indicated public / government HCCs detained patients more frequently than any other 

HCC (Table 41). 
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Table 41 
 
Summary of Relationship Between Descriptive Factors of Women and Types of Mistreatment 

 
         
 Mistreatment 

 
Physical Non-

Dignified/ 
Verbal 

Non-
Consented 

Care 
Abandoned 

 

Discrimination 
 

Non-
Confidential 

 

Detention 

         
Tribe      X  X 

 
Age X  X  X    

 
Children  X  X  X   

 
Employment 
Status 
 

    
Marginally 

    
 

Educational 
Level 
 

 
X 

   
X 

 
X  

 
X  

  
 

Prenatal  
Care Visits 

 
X 

 
X 

 
X 

  
X  

 
X  

 
X 

 
 
 

Preferred 
HCC 

 
X  

    
 

 
 

 
X 
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 However, the patient’s employment status did not correlate to mistreatment but 

was concluded to be marginally related to non-consented care. The results indicated that 

those who were unemployed were most likely to report non-consented care when 

compared with employed participants. Therefore, employment status is one factor that 

could lead to an associated type of non-consented care. Additionally, the marital status of 

the patient did not yield any significant predictive relationship to any type of 

mistreatment. In other words, whether a patient was married or not did not predict any 

type of mistreatment. 

 H2: Descriptive factors of the women will be neither predictive nor protective of a 

history of mistreatment by health care providers during childbirth. 

 Tribe. Results from this study indicate that tribal affiliation was predictive of 

discrimination and mistreatment during labor and delivery. This form of discrimination 

was typically based on the patient’s attributes and correlated with subsequent detainment 

for failure to make initial payments. Because Kenya is a multi-tribal nation, one’s identity 

or affiliation with a certain tribe can be predictive of discrimination as a factor when one  

seeks medical services. Tribe affiliation is often identified by name and geographical 

locations in the country; therefore, a patient’s name alone can be reason enough for HCPs 

to discriminate against a patient. A patient’s name serves as an indicator a HCP can 

associate with other information concerning the person’s identity, for example, their 

tribal identity as well as the location of residence.  
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 This study was conducted in Kericho Country, where the dominant tribe is the 

Kalenjin Tribe. The minority of the participants, meaning those who belonged to a non-

Kalenjin Tribe admitted to experiencing discrimination based on tribal identification. The 

members from the Other Tribe were three times (OR = 3.246) more likely to report 

discrimination than members of the Kalenjin Tribe. They were also six times (OR = 

5.577) more likely to report detainment than members of the Kalenjin Tribe. According 

to Masakhalia (2011), tribalism, which is sometimes used for tribal discrimination, arose 

after the British colonial period, with the British implementation of divide and rule 

philosophy. This has since become embedded in popular belief that has persisted even 

after independence. Racial and ethnic discrimination continues to be a major human 

rights problem in the world today facing both minority and sometimes even majority 

populations. According to The Equal Rights Trust (2012), ethnic identity, which reveals 

the aspects of an individual’s identity, their economic status, and their tribal belonging, 

has disadvantaged some people into experiencing discrimination and inequality. In a 

multi-tribal country like Kenya, discrimination and tribalism is sometime inevitable, 

since there is always a conflict of the minority who are considered as outsiders, versus the 

majority, the natives of the county.  It is also critical to note that, though women may 

have indicated the place of mistreatment, that place may be located in another city or 

county where they inadvertently become a minority tribe. According to the report by 

Makoloo and Ghai (2005), the minorities and indigenous tribes are poorer than other 

communities, their rights are not respected, and they are not represented in development 
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or any other participatory planning. Because of being marginalized, these groups are 

treated differently, and they have very few opportunities as their issues continue to be 

hidden and unaddressed (Makoloo & Ghai, 2005). 

 Age. The analysis of logistic regression indicated that the age of the mother was a 

predictor of non-dignified care, verbal mistreatment, abandonment of care, and non-

confidential care. As evidenced by this study, younger women were most likely to report 

these types of mistreatments rather than those who were at least thirty-six years old or 

older. According to Bowser and Hill (2010), Carteret al. (2010), and CRR and FIDA 

(2007), the cultural and community expectations for younger women, is that they should 

give priority to education, then earn a decent living before becoming mothers when they 

are still young. These perceptions are also embedded in HCPs minds. They perceived 

younger women as insubordinate to the social code and thus become offended by the 

women (CRR & FIDA, 2007). According to Bowser and Hill (2010), HCPs sometimes 

make humiliating comments in front of other patients, implying that they should not be 

having sex at their age. Some of the women were even told that instead of calling the 

HCP for help, they might as well request help from the men who were responsible for the 

pregnancies. 

 The number of children. The number of children a mother has when seeking 

obstetric care was a predictor of physical mistreatment, non-consented care, and 

discrimination based on a patient’s attributes. The results from this study indicated that 

mothers who had five or more children at the time of delivery of another child reported 
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more mistreatment. As part of collecting a mother’s medical history, HCPs asked women 

to identify the number of pregnancies and deliveries they had prior to the current 

pregnancy. Customarily, having many children in Kenya is viewed as a blessing, but 

HCPs may presume a woman who wants more children does not care about the future of 

her children since she won’t be able to afford a decent life for them (e.g. education and 

housing). However, instead of communicating in a respectful manner as to the 

importance of family planning, they may make loud and prejudicial comments about the 

woman. According to the study conducted by CRR and FIDA (2007), discrimination 

transitions to humiliation when HCPs  are collecting information from the women, and 

repeat the information loudly back to them. Furthermore, when a mother had five or more 

children, the HCPs asked the mother in a loud, sarcastic tone how many children she 

needs to be satisfied, thus violating her right to confidentiality (CRR & FIDA, 2007). 

 Employment status. The employment status was a marginal predictor of non-

consented care. Thus, the employment status of a mother can partially predict forms of 

mistreatment related to non-consented procedures and testing. The participants who are 

unemployed reported more non-consented procedures than those who were employed. 

For measuring non-consented care, this study focused on HIV testing, hysterectomies 

without consent, C-sections without cause or consent, and mutilation of genitalia by 

novice HCPs. Specifically, HIV testing was sometimes conducted with good intentions, 

but many of the patients were not informed prior to testing. Currently in Kenya, the 

Ministry of Health (MoH) has developed national guidelines for HIV testing and 
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counseling (HTC), in an effort to reduce the high prevalence of HIV in the country. 

According to MoH (2008), the guidelines are seen as the main entry point to HIV 

prevention care and treatment and should always emphasize ‘3Cs’; confidentiality, 

counseling and consent. These guidelines were developed in the context of existing 

Kenyan laws and policies, specifically the HIV and AIDs Prevention and Control Act of 

2006 (MoH, 2008). In order to carry out these mandates from MoH, HCCs have started 

incorporating provider-initiated HIV testing and counseling (PITC) as part of a patient’s 

routine health care. In most cases, the HCPs carry out the tests but failed to uphold the 

required‘3Cs’ for their patients. Although HIV testing may be required in some settings, 

the HCPs should still offer the power of choice or right to consent for patients prior to 

any procedure. When the power of information is withheld from patients, they are not 

able to make informed decisions concerning their health and the health of their children. 

 While the employment status of a mother was not a significant predictor of 

mistreatment, the economic status of the patient’s husband, boyfriend or family was 

predictive of detention for not being able to afford services rendered. After all, it was the 

patient’s families who were culpable for making payments and not merely the patient’s 

responsibility alone.  The analysis of the economic status of a patient’s family was not the 

focus of this study; therefore, the family’s economic status cannot be conclusively 

associated with detention. However, this correlation remains crucially important to the 

state of healthcare in Kenya and remains an opportunity for future study. 
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 Educational level. Highest level of education was predictive of non-consented 

care, abandonment, and discrimination. Those with a secondary education reported more 

mistreatment than those who attended college. Mothers with a college education were 

presumed to know when their rights were violated, and have the power and knowhow to 

handle the situations more than those who had less education. Education empowers 

women with knowledge, skills and self-confidence to know and claim their rights to 

quality care (UNFPA, 2012). According to Kigotho (2014), higher education empowers 

women and liberates them against social and economic constraints facing women and 

girls worldwide. The WHO studies and health demographic surveys from 52 developing 

countries indicated that each additional year of education is associated with about a 1% 

increase in a woman’s empowerment to reject injustices against them (Kigotho, 2014). So 

women who had primary education were less likely to report mistreatment. This may be 

associated with a preference to deliver at home where mistreatment is less likely to occur. 

A lack of understanding of patient rights to quality care, and fear of repercussions and 

retaliation may be external reasons women with a primary education reported less 

mistreatment. 

 Prenatal care visits. The number of prenatal care visits was a strong predictor of 

almost all types of mistreatment, with the exception of non-consented care and detention 

at the HCC. Women who attended some but not all required prenatal visits were more 

likely to be subjected to physical mistreatment, non-dignified/verbal mistreatment, 

abandonment, discrimination, and non-confidential care. In fact, mothers who were able 
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to visit the obstetrician a few times for prenatal care reported more mistreatment than 

those who did not visit the obstetrician at all. One reason for this finding may be due to 

the fact that women who do not attend required prenatal care visits typically deliver their 

babies at home, where mistreatment is minimal or nonexistent. According to Carter et al. 

(2010), women who admitted to prefer home delivery, credit TBAs for their gentle 

treatment, which includes pre- and post-delivery massages, better postpartum care, and 

use of hot water and herbal medicine to manage the pain. The women from these studies 

who preferred home delivery indicated they would seek services from a skilled care 

facility only if they anticipate major complications. Otherwise TBAs in their villages 

were more preferred since they are more accessible, affordable, understanding and 

believed to provide quality care when compared to a skilled HCC. 

 Preferred health care center. The patient’s preference of HCC was a significant 

predictor of abandonment of care, and non-confidential care. The participants’ 

preferences for the HCCs were nearly evenly distributed, representing all four types of 

HCCs. Of the four types of HCCs, the public / government HCCs were identified as the 

location of mistreatment for 398 (84%) out of 475cases. Thus, results from this study 

revealed that seeking obstetric services from public / government HCCs is a significant 

predictor of mistreatment. Historically, the conditions at the public HCCs have been 

deplorable because they are understaffed, have poor infrastructure and lack essential 

supplies to provide quality care to their patients (Siringi, 2001). In fact some of the 

district hospitals are functioning at 50% of their requisite staff (UNFNA, 2010). 
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Additionally in some cases, nurses are forced to take more than one role, including that of 

a doctor in centers where doctors are not available for over 24 hours. The lack of 

qualified HCPs, and supplies at the public HCCs could explain the poor ratings from 

participants in this study. 

 Conclusion. Using logistic regression, H1 and H2 were rejected due to the results 

showing predictive factors as tribal affiliation, age of the mother, number of children the 

mother has, level of educational attainment, prenatal care visits attended by the mother as 

well as her preference of HCC. The H1 was also marginally rejected where employment 

status was concerned. On the contrary, the employment status was not rejected for H2. 

Also, H1 and H2 were not rejected based on a correlation of marital status since it was 

not concluded to be predictive of mistreatment during childbirth in this study (Table 42). 

Theoretical Application 

 Empowerment theory addresses four dimensions of marginalization: cognitive, 

psychological, economic, and political factors, all of which have resulted in 

marginalizing the women in this study, during childbirth (Stromquist, 1995; Napier, n.d.). 

This study made heart wrenching discoveries and summarized findings. These results are 

considered here to be imperative health needs for women in Kenya. This study is 

intended to be used as it applies to necessary steps to be taken in order to empower 

women and prevent further mistreatment during childbirth in Kenya (Table 43.1- 4).  
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Table 42 
 
Results of Hypotheses 

 
Predictive Variable 

 
Hypothesis 1 

 
Hypothesis 2 

  
Rejected 

 
Not Rejected 

 
Rejected 

 
Not Rejected 

 

Tribe 

 

X 

  

X 

 

Age X  X  

Number of Children X  X  

Marital Status  X  X 

Employment Status Marginally   X 

Educational Level X  X  

Prenatal Care Visits X  X  

Preferred HCC X  X  

 

 The cognitive aspect of empowerment theory emphasizes personal awareness, 

rights and knowing the clear process of channeling complains (Stromquist, 1995). The 

results of this study indicated that women were not sure about their healthcare rights and 

how to react to and report mistreatments. This study revealed that women perceive 

themselves to be powerless, and believe there is little they can do to stop episodes of 

mistreatment. An overarching fear is that the perpetrators are the same people to whom 

they must report the mistreatment. Women also admitted that mistreatment has been a 

consistent factor in labor and delivery for decades, and since nothing has been done in the 
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past, nothing will be done in the present (Table 43.1).The solution to lack of cognitive 

empowerment is to replace silence with information, assumptions with diversity of 

insights, and powerlessness with a sense of personal responsibility (Allen, 2012).  

 The psychological aspect of empowerment theory focuses on self-esteem, self-

perception, self-blame, feelings of shame, embarrassment and isolation (Stromquist, 

1995). According to this study, the women blamed themselves for mistreatment they 

encountered. Overall, they do not believe they have a voice, feel isolated, and are 

embarrassed to share or report mistreatment. 

 

Table 43.1. 
 
Application  findings for Cognitive Construct of Empowerment Theory 

 
 Cognitive 

Levels Of 
Empowerment 
 

Finding and Health needs Application 

Intrapersonal 
(Micro Level) 

 Women believe they 
are powerless in 
preventing 
mistreatment during 
labor and delivery. 

 

 Education on childbirth 
classes, patients’ rights, 
the process for reporting 
cases of mistreatment. 

 Identify available 
resources. 

 
Interpersonal  
(Mezzo ) 

 Women admitted to 
witnessing other 
women or relatives 
being mistreated. 

 Women perceive 
there is preference 
and discrimination by 
HCPs based on a 
patient’s attributes. 

 Education on reporting 
any mistreatment 
that is witnessed. 

 Proper channels and 
accessibility to the 
administration for 
reporting mistreatments 
that are witnessed. 
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Institutional/Political 
(Macro Level) 
 

 Women believe they 
have no access to 
HCPs. 

 Women believe that 
cases cannot be 
addressed since the 
people who caused 
mistreatment are the 
same people to whom 
they report the 
mistreatment. 

 Women believe that 
mistreatment has 
been normalized and 
since mistreatment 
has not been 
prevented for 
decades, there is no 
hope that anything 
can be done at the 
present. 
 

 HCCs to hire more HCPs 
so the HCPs can be more 
available and accessible 
to their patients. 

 HCCs to provide patient 
advocates and 
ombudsmen. 

 Teach patients how to 
report and follow up 
reported cases. 

 HCCs to provide 
suggestion boxes which 
should be located in 
maternity wards, 
dismissal rooms and 
lobbies. 

 MoH to mandate the 
HCCs provide education 
on childbirth and patient 
rights. 

 MoH to hold HCC liable 
for all reported cases of 
mistreatment and require 
a report after a certain 
period of time on how 
the cases were handled. 

 

There were implications throughout this study that those surveyed are powerless when it 

comes to matters of mistreatment at HCCs. This is because these women are convinced 

that they deserve the mistreatment inflicted upon them in the hands of HCPs. The 

psychological effects of mistreatment continue to haunt these women. Because of this, 

not to mention the physical and emotional effects of realizing much later they can no 

longer bear children, this study makes clear that healthcare for women in Kenya remains 
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in dire need of reform (Table 43.2). In order to bring about this much needed reform, the 

three psychological dimensions of empowerment have to be applied. These dimensions 

empower women to gain power and control, enable them to make statements that depict 

strengths and capacities, realize that they can do something about the mistreatment, and 

be in a position not only to help themselves but also help their sisters on an interpersonal 

level, to educate, serve and advocate for laws that protect women from mistreatment 

(Busch & Valentine, 2000). 

 The economic aspect of empowerment theory according to Stromquist (1995), 

means having financial autonomy and not depending on others financially in order to 

make health decisions. This study revealed that financial autonomy is a major factor 

when women are deciding which hospital to use for obstetric care. The results indicated 

that some women were denied services because they could not afford to make payments. 

Because of this, women lost their babies, while some experienced complications like OF. 

This was also the reason why19 (6.8%) of the participants for this study were detained 

anywhere from 2 hours to one month for failing to pay for the past rendered services. 

Women also admitted to seeking services from public HCCs because they were 

affordable, but given a chance and financial stability, stated they would prefer to use 

services from mission / faith-based or private hospitals. According to Dejene (2005), 

most women in Africa still lack assets due to the gender discriminatory property and 

inheritance practices that limit their ability to gain access and control over resources. 
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Their limited ability to own property precludes them from having financial autonomy and 

becoming financially independent (Table 43.3). 

Table 43.2 
 
Application  findings for  Psychological Construct of Empowerment Theory 

 
 Psychological 

Levels Of 
Empowerment 
 

Finding and Health needs Application 

Intrapersonal 
(Micro Level) 

 Blame themselves 
for causing 
mistreatment. 

 Low self-esteem. 
 Isolation. 

 

 Education and counseling to 
help the women see personal 
self-worth. 

Interpersonal  
(Mezzo ) 

 Feelings of 
powerlessness and 
voiceless as 
mothers. 

 Initiate and register mother’s 
clubs with a focus on 
improving maternal health. 

 Revive the ‘Maendeleo Ya 
Wanawake’ in areas that 
have gone dormant. 
 

Institutional/Political 
(Macro Level) 
 

 The few cases 
reported have not 
been addressed 
therefore 
discouraging 
others from 
reporting 
mistreatment. 

 Provide reports and updates 
on how the past cases have 
been addressed. 

 Empower mothers to realize 
that their concerns are being 
addressed e.g. by print media 
highlighting improvements 
on childbirth or live media 
by use of TV or Radio. 

 Pass the laws that would 
protect everyone who 
exposes mistreatment e.g. 
victims of mistreatment, 
their families and journalists. 
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Table 43.3 
 
Application  findings for Economic Construct of Empowerment Theory 

 
 Economic 

Levels Of 
Empowerment 

Finding and Health needs Application 

Intrapersonal 
(Micro Level) 

 Failed to receive 
medical services 
because they could 
not afford to pay. 

 Detained at the HCC 
after childbirth 
because they could 
not pay for the 
rendered services. 
 

 Seek medical services in 
HCC that they can afford. 

 Report detainment to the 
Kenyan ministry of 
health. 

Interpersonal  
(Mezzo ) 

 Most women are 
unemployed which 
makes them fully 
dependent on their 
husbands or families 
for economic support. 
 

 Have a small business to 
generate some income to 
avoid dependency on 
others. 

 Provide grant, 
sponsorship and 
microloans for women to 
participate in lifelong 
learning courses e.g. 
technical or vocational 
courses. 

 
Institutional/Political 
(Macro Level) 
 

 No clear regulations 
as to what the 
government can do to 
those HCC that denies 
services or detained 
patients because they 
fail to make 
payments. 

 

 Create and enforce 
regulations that would 
hold the HCCs 
responsible for denying 
patient care or detaining 
the patient because of 
failure to pay for the 
services. 

 MoH should make it 
illegal to deny services or 
detained patients for lack 
of payments. 
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 The political aspect of empowerment includes having the power to be represented 

in policy positions, advocacy groups, the power to form grassroots organizations and 

small scale projects (Stromquist, 1995).These groups will advocate for women’s rights 

which includes quality care. This study also found out that the HCC rarely enforce patient 

rights that are clearly listed among HCC core values to ensure quality of care to their 

patients. Surprisingly a majority of the participants were not aware of the existence of the 

patient rights, and what it entails in order to fight for those rights. When participants were 

asked to share their suggestions on redesigning HCCs in order to have a better experience 

during childbirth, women suggested that the government should take strict measures on 

HCCs discovered to be mistreating patients. These measures should include revoking 

HCPs licenses when found guilty of mistreatment, and barring them from practicing 

medicine for life. According to the participants, MoH has done little in preventing 

mistreatment at the HCCs (Table 43.4). 

 The current situation described carries with it the consequence of preventing 

women from seeking medical attention in a skilled healthcare facility when it is 

medically necessary for them do so. As this study also revealed, there is a lack of 

advocacy on behalf of women who were mistreated as well. The lack of reporting 

mistreatment is due to the fact that most victims of mistreatment feel that there is no point 

in reporting it since nothing beneficial or tangible has come from several decades of 

reporting (See Table 39.2). Therefore, the sting of apathy replaces the choice to speak out 
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when faced with the decision to report. This is because these women believe that 

corrective measures will not come from reporting, and if anything, they will suffer 

repercussions from reporting, only adding on to the burdens mistreatment has already 

caused them. Therefore, there is a need for policy reform, more women as representatives 

in both local and federal governments to facilitate and fight for reproductive rights. 

 In order to solve the problem of mistreatment in Kenya, empowerment theory 

should be considered. This is because empowerment theory encourages a marginalized 

population to take on four different roles in order to become empowered cognitively, 

psychologically, economically, and politically (Stromquist, 1995). These women would 

have to take on these roles respectively in order to become empowered by having a voice, 

and limit, if not eradicate, future cases of mistreatment. First, these women have to take 

on the resource role, in which they serve as catalysts (Stromquist, 1995). As catalysts, 

they would find a way to link themselves to pertinent information available for them. It 

would not only link them to information regarding women’s rights but also the 

knowledge of the importance of prenatal care visits.  

In addition, women also have to take on the sensitizer role, which will enable 

them to appropriate useful knowledge as well as identify their weaknesses and strengths 

(Stromquist, 1995). In order to do this, they should form groups and make affiliations 

with other groups since there is power in numbers. These groups should channel their 

dissatisfaction about healthcare and advocate for better services. Groups such as a  
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Table 43.4 
 
Application  findings for Political Construct of Empowerment Theory 

 
 Political 

Levels Of 
Empowerment 
 

Finding and Health needs Application 

Intrapersonal 
(Micro Level) 

 Patient’s rights to quality 
medical care exists but are 
not enforced. 

 Educate the patients on their rights. 
 A list of all patients’ rights should be placed in 

various locations at the HCC. 
 Provide a toll free number that mothers can call 

to report mistreatment without being traced or 
compromised in any manner or form. 
 

Interpersonal  
(Mezzo ) 

 Women groups exist but 
some have gone dormant 
or their focus rarely 
address maternal health 
and childbirth. 
 

 Register more women / mother’s groups and 
provide government financial assistances for 
programs to be effective and sustainable. 

 Add reproductive health programs as one of the 
emphases or focus among the women groups. 
 

Institutional/Political 
(Macro Level) 
 

 Discrimination and 
favoritism of certain 
groups of people. 

 HCPS not taking maternal 
and child health seriously. 
 

 Register more advocacy groups on women’s 
maternal health. 

 Increase representation of women in power and 
policy positions. 

 Have branches all over the country for the 
recently launched Kenyan first lady initiative 
“Beyond Zero Campaign”. 
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Mother’s club will empower women at all levels: intrapersonal, interpersonal, and 

institutional empowerment (Stromquist, 1995). 

 The third role these women should take on is the teacher’s role, which combines 

the first two roles but does so in a broader sense (Stromquist, 1995). This role is 

considered as a priming role which encourages the seeking out of information, education, 

as well as counseling and problem solving (Stromquist, 1995). This role encourages 

women to be educated as well as educate others on informative matters concerning 

childbirth. Suggestions for better care during childbirth were gathered from women who 

participated in this study. One of the open-ended questions asked to gather information 

on what they think should be reformed. The respondents recommended increasing 

education for women as well as having more seminars as well as in-service training for 

HCPs and organizational training for HCCs. 

 Finally, in addition to sensitizing role which focus more on grassroots, local 

organizations, these women should also take on the cooperate role (Stromquist, 1995). In 

this role, women will connect with others who have had similar obstacles, e.g. histories, 

issues and barriers, so that they can share their stories in order to collectively find a way 

to move forward. Thus, cooperation and collaboration with other women will help 

women understand the fact that they are not alone; and once they are brought together, 

they will have a collective voice and the power necessary to put an end to mistreatment 

during childbirth. Cooperatively, they can join power and policy making positions to 

represent women. They can constantly pressure certain healthcare entities to fulfill their 

promises in regards women’s health.  In doing so, they will act as a means of advocates, 
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surveillance and protection for each other in order to ensure that reported cases do not go 

unsolved. The HCCs and HCPs, as well as the community can also participate in ensuring 

that women’s voices, and reproductive rights to quality care are respected at all times. 

Limitations of the Study 

 One of the limitations of the study was language. The study was conducted in 

English; therefore, women who could not comprehend English at a fourth grade level, 

were not able to participate in the study. Therefore, a future study should not prohibit 

those who cannot read and write in the standard fourth-grade English from participating 

in the study. 

 Another limitation was participants’ possibility of holding back information  

regarding mistreatment they experienced because of fear of the unknown. The women 

may have feared the information gathered is identifiable and could be linked back to 

them, and may suffer retaliation. Thus, as a protective measure, some women chose to 

remain silent about the mistreatment. They remain silent even when it is their right to 

speak out, and demand compassionate medical assistance, and sometimes even to file suit 

against those who mistreated them in a healthcare capacity. Reticence was an obstacle for 

this study and quite evident during the recruitment period for this study.  

Another limitation was lack of time to complete the survey. The study targeted 

participants who were extremely busy with many responsibilities. Most women were 

excited about the study, but had no time to respond to survey questions, while some only 

completed a portion of the survey. Some women preferred hard copies over online 
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participation, stating they could complete in several sessions rather than one limited 

session with internet access. Due to this preference, the online participation was low. 

 The other limitation was the expectations some participants had in exchange for 

completing the surveys. They expected tangible benefits like financial remuneration 

before they could participate in the study. The researcher told them that their input was 

important to this study because it will raise awareness about current issues of 

mistreatment in healthcare centers. The researcher also told them that the information 

they provided could be shared with the management of HCCs, which could lead to the 

creation of initiatives crucial to the improvement of childbirth for women in the future. It 

was also emphasized that even though the results of the study may not benefit them 

personally or immediately, their contributions would benefit their sisters, and future 

daughters as well as other women in the future. Some of those who declined due to the 

lack of tangible incentives could not understand the reasons this study would benefit 

others, especially at their expense.  Furthermore, in the process of recruiting, it was 

explained that participation was voluntary and that those who were asked to participate 

were in no way obligated to participate in the study. Therefore, if the study had some 

incentives, there is a distinct possibility that more women would have participated. 

Recommendations 

Health Education and Research 

 Further studies are needed to find out why, during delivery, those who attended 

none of the required prenatal care visits reported fewer incidents of mistreatment as 

compared to those who attended some of the prenatal care visits. It is imperative to 
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accurately identify whether these mothers delivered their infants at home, which was the 

recommended method of most of the participants who did not attend any prenatal care 

visits in the study. More studies are needed in the future to clarify the reasons why 

mistreatment was not common among those who attended no prenatal care visits as 

compared to those who attended some. It is also important to ascertain whether this 

should be attributed to delivering at home as a singular reason. 

 Future studies are also needed in order to determine why mothers with some / 

completed secondary education reported more mistreatment than those who attained the 

level of primary education, only. The reason behind this phenomenon may be related to 

the fear of being honest about mistreatment, while those with more education may be 

more courageous due to a better understanding of the process of reporting and lessened 

fear regarding repercussions.  

 It is also recommended that more studies be conducted to determine why tribe is a 

predictor of detention rather than employment status. The socio-economic status of those 

who admitted to being detained needs to be studied further because, as noted by available 

literature, women were detained due to a failure to pay for services. The fact that a tribal 

identification was a predictive factor for detention and not employment status remains 

somewhat contradictory. Therefore, more research with a larger sample size is necessary 

in order to accurately reject this finding or maintain it. Studies also need to be conducted 

on mistreated women’s husbands or significant others along with the participant’s 

economic status, so that these indicators can be more accurately identified. 
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 During the study, it was realized that there is a dire need for more qualitative 

studies in the area of obstetric health to contribute to the literature on the subject more in-

depth research in respect to participants’ narratives. It is highly recommended for future 

research to use the method of a focus group for data collection. Women may feel safer 

and at ease in a group setting in sharing their experiences as compared to when they 

respond to a survey on their own. This may be due to a belief that they can be traced and 

identified for sharing negative experiences with a researcher via survey. A focus group or 

a series of in-depth interviews would yield more data and shed more light on 

mistreatment during childbirth. An in-depth qualitative study could also help illuminate 

reasons for mistreatment in a broader sense with a more detailed analysis. Finally, there is 

a growing need for a replication of similar studies focusing on other counties, perhaps 

ones with broader and more diverse populations, so the sample size would indicate 

inclusive predictors that could be accurately identified for the entire country. 

 There is a dire need for more female researchers in this sensitive area of 

mistreatment during childbirth. The area of childbirth is a sensitive subject for women; 

therefore, interviewees may become reticent when males approach them to collect 

research. Conducting studies in a culture that restricts women from divulging such 

matters to male strangers undermines the process of gathering knowledge and means that 

only a glimpse of what has occurred is exposed. Due to the simple fact that women in 

most Kenyan tribes tend to be more open with other women in their cohort, female 

researchers would likely be more effective in collecting valid and in-depth information. 

The perception of the researcher plays an important role in such sensitive matters, so she 
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should assimilate as much as possible, taking the time to get to know the women and 

their community. Also, female researchers should identify themselves as one in the same 

and not a stranger of a different nationality if possible. Doing so would clear the air of 

any misapprehension or anxiety, stemming from confusion or a lack of appreciation on 

the part of the researcher. The benefit of a researcher being female and able to culturally 

mix is two-fold: the women who may have been mistreated by the HCCs would share 

their experiences more freely and the researcher would not misrepresent their insights 

based on pretext. 

Policy Changes and Training 

 The MoH, a government agency, an entity that is responsible for the healthcare of 

Kenyan citizens, should gather resources for all patients and ensure access and quality 

services to all patients. They should also provide a distinct method of addressing the 

complaints of its citizens. The MoH should consistently conduct audits and cite HCCs 

that fail to follow the required procedures, and inform patients of their rights as part of 

this mandate. MoH should also hold HCCs responsible for reported cases of 

mistreatment, and require the center to provide constant updates on the status of the cases 

until resolution. 

 A combined collaboration between MoH, NGOs, HCCs, community 

organizations, and women’s organizations should support, plan and implement programs 

that better train TBAs to be an integral part of the healthcare team. Since most women, 

according to KNBS and ICF Macro (2010), as well as 58% of the participants for this 

study, preferred home delivery, there is a dire need to equip and train TBAs. TBAs are 
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easily accessible, affordable and have had minimal reports of mistreatment, so with more 

training they would be beneficial during home births. Specifically, it is important for 

TBAs to be trained so they can manage emergencies should they occur. 

Conclusion 

The time of childbirth is a private and happy moment for families as they 

welcome their child into the world. Though it is reassuring to note some women were not 

mistreated, there were too many disturbing cases of mistreatment reported by 

participants. It is quite evident that mistreatment during childbirth still exists across all 

HCCs, and this is a major concern that needs to be addressed. Ultimately, even just one 

case of mistreatment should be enough to raise awareness and demand attention on the 

cause of mistreatment in order to prevent future cases. Additionally, even if the severity 

of mistreatment is considered minor, complications may still occur. Thus, any form of 

mistreatment should be viewed as a detrimental outcome, whether it occurred once or 

multiple times.  

This study, corroborating with similar studies conducted in Kenya, and the 

anecdotal evidence in Kenyan newspapers, revealed that mistreatment during childbirth is 

a significant health concern in Kenya, and is associated with certain descriptive factors. 

When asked for recommendations to reform labor and delivery procedures, the women 

poured their hearts out with several suggestions, for women, HCPs, HCCs and the MoH. 

Women recommended holding HCPs responsible for mistreatment, revoking the license 

of a HCP, and legal action if necessary. 
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 In conclusion, mistreatment can be prevented with a concerted effort by HCCs, 

HCPs, government officials, and the community. In the process of taking action to 

eliminate mistreatment, women can actively take on the roles of resource/catalyzing, 

sensitizer/enabling, teacher/priming and cooperator/linking. By doing so, women can be 

empowered cognitively, psychologically, economically and politically. The women, the 

HCPs, the HCCs, the MoH, and community organizations should each play a major role 

to ensure that mistreatment is prevented in the future so that women can enjoy that 

special moment of welcoming their child into the world. 
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Appendix D 

Your completion of this survey is your informed consent. 

SECTION 1: DEMOGRAPHIC INFORMATION 

DIRECTIONS: Select by circling/clicking the one most appropriate response that 

describes you.  

1. What is your tribe?  
A. Kalenjin 
B. Luo 
C. Kikuyu 
D. Kisii 
E. Masaai 
F. Other _________ 
 

2. What is your current age? ______________ 
3. How many children do you have? ______________ 
4. What is your marital status? 

A. Married 
B. Not married/Single 
C. Engaged 
D. Divorced 
E. Widowed 

 
5. What is your employment status? 

A. Employed by the government 
B. Employed by a non-governmental organization 
C. Self-employed 
D. Unemployed 

 
6. Identify your religion. 

A. Christian (Baptist, Methodist, AGC, AIC, PAG, Pentecostal, Full Gospel, 
Catholics, Deliverance, Jeishi La Wokovu, etc) 

B. Islam 
C. Buddhism 
D. None 

E. Other (please specify) ___________ 
 

7. What is your educational level? 
A. Primary school (elementary & middle school) 
B. Some secondary education 



 
 

 

221 

 

C. Completed secondary school (high school) 
D. Some college or polytechnic education 
E. Diploma  or Associate degree  
F. Bachelor’s degree 
G. Master’s degree 
H. Doctorate degree 

 

SECTION II.  

MISTREATMENT DURING CHILDBIRTH 

DIRECTIONS: During childbirth, did you experience any of the following types of 

mistreatment from a health care provider (nurse, doctor, or Traditional Birth 

Attendant)?  

 Please check No or Yes. 

 If you check ‘Yes’, write down the number of times it happened, the year you 

experienced the mistreatment, and also the hospital or place of mistreatment. If 

you experienced the type of mistreatment more than once, please answer for 

each occurrence. 

 For the hospital or place of occurrence, enter (A) for Public/Government (e.g. 

District hospital), (B) for Private Hospital, (C) for Mission or Faith-based, or (D) 

for Home with a Traditional Birth Attendant.  

Signs of Possible Mistreatment  

Physical Mistreatment 

 

No Yes  Number 

of times 

Year of 

Occurrence 

Hospital or 

Place of 

Occurrence 

 
8.  Beaten (Slapped, Punched, etc.)      

9. Pinched      

10. Kicked      

11. Bitten      

12. Restrained or tied down      

13. Stitched without anesthesia       
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14. Pushed (e.g. forcibly pushed on 
the abdomen or when walking to 
the bathroom or delivery room) 

     

Non-Dignified Care/Verbal 

Mistreatment  
No Yes Number 

of times 

Year of 

Occurrence 

Hospital or 

Place of 

Occurrence 

15.  I experienced name calling.      

16.  I was treated with rudeness and 
disrespect. 

     

17. Yelling or use of unkind tone of 
voice or harsh words when 
talking to me. 

     

18. I was forced to share a bed with 
others. 

     

19. Threats of harm.      

20. I was accompanied by a family 
member, relative or friend, who 
experienced mistreatment. 
 

 Specify    

21. During my visit to the clinic for 
delivery, I witnessed another 
patient experiencing mistreatment 
from a healthcare provider. 
 

 Specify 

 

   

Non-Consented Clinical Care No Yes Number 

of times 

Year of 

Occurrence 

Hospital or 

Place of 

Occurrence 

22. I was tested for HIV without my 
consent. 

     

23. My uterus was removed without 
my knowledge and/or consent. 

     

24. I was forced to have a caesarian 
(C-section). 

     

25. My private parts were mutilated 
(removed or cut off). 

     

26. Any other procedure or medical      
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test that was conducted without 
my consent.  Please specify 
___________________________ 
___________________________
___________________________ 
 
Abandonment of Care No  Yes Number 

of times 

Year of 

Occurrence 

Hospital or 

Place of 

Occurrence 

27. I was left unattended during  
childbirth. 

 
 

For how 
long? 
 

   

28. I was ignored when I asked for 
pain relief. 
 

     

29. I was left to deliver alone at the 
ward or on the benches in the 
waiting room. 

     

Discrimination Based on 

Patient’s Attributes 

No Yes Number 

of times 

Year of 

Occurrence 

Hospital or 

Place of 

Occurrence 

30. I believe I was mistreated based 
on my age (too young). 
  

     

31.  I believe I was mistreated based 
on my tribe. 

 

     

32. I believe I was mistreated based 
on my low or lack of education. 

     

33. I believe I was mistreated 
because I have many children 
(five or more). 

     

34. There was a time that I did not 
receive any medical services 
because I or my family could not 
afford to pay. 

     

Non-Confidential Care No Yes Number 

of times 

Year of 

Occurrence 

Hospital or 

Place of 
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Occurrence 

35. I was asked to undress in front of 
other patients and was not 
provided with a hospital gown. 

     

36. I was examined with no privacy, 
no curtains or partitions. 

     

37. I delivered the baby with no 
privacy, no curtains or partitions. 

     

38. My health records were not kept 
private and confidential. 

     

Detention in Health Care 

Facility 
 

No Yes Number 

of times 

Year of 

Occurrence 

Hospital or 

Place of 

Occurrence 

39. I was kept at the hospital after 
delivery because I or my family 
could not afford to pay the 
hospital bill. 

 
 

If YES, for 
how long? 
 

   

40. I was made to work for the 
hospital e.g. clean utensils, toilets 
etc. because I or my family could 
not pay the hospital bill. 

     

 

SECTION III: GENERAL QUESTIONS 

 

DIRECTIONS:  Answer the following questions to the best of your knowledge. 

 

41. If any of the above in Section II happened to you, what were the consequences of 
the mistreatment? (Mark all that apply) 

A. A family member, friend, or another patient assisted me 
B. I lost my baby 
C. I developed some complications. Specify_________________ 
D. I developed an injury to the birth canal 
E. I lost consciousness and had to be rushed to the emergency room 
F. Nothing major happened 
G. Other, explain__________________ 
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42. After delivery, how long did it take for you to be cleaned up by health care 
providers? 

A. As soon as the entire umbilical cord came out, within 30 minutes. 
B. 1-2 hours 
C. Over 3 hours 
D. I had to clean myself or a family member cleaned me. 
E. Other__________________________________ 

 
43. If you answered ‘Yes’ to any items in Section II, did you report the mistreatment? 

If you did not answer ‘Yes’ to any items in Section II, go on to the next question 
(#44). 

A. No. Why? ________________________________ 
B. Yes. To who?____________________________________ 

 
44. How often did you attend prenatal care? 

A.  All the required number of visits. 
B.  Some of the required visits 
C.  I did not attend any prenatal care. 

 
45. Which health care facility or setting did/do you prefer to deliver your baby? 

A. Public/government hospital e.g. district hospital 
B. Private hospital  
C. Mission or Faith-based hospital  
D. Home with a traditional birth attendant 
E. None of the above 
F. Other (please specify)_________________________ 

 
46. Why do you prefer this health care facility or setting? (Mark all that apply) 

A. The quality of services provided 
B. It is affordable 
C. It is the nearest health center to my home 
D. I don’t have any other choice 
E. Other (please specify) _______________ 

 
47.  Do you prefer being assisted by a health care provider who comes from your 

tribe? 
A. No (Why?)______________________________________________ 
B. Yes (Why?)_____________________________________________ 
C. It doesn’t really matter. 
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48. Do you prefer assistance from a female or male health care provider? 
A. Female (Why?)____________________________________________ 
B. Male (Why?) _____________________________________________ 
C. It doesn’t really matter. 

 
49. Have you failed to seek medical attention or treatment because of fears that your 

medical information would not be kept private or confidential? 
A. No 
B. Yes 

 
50. What were the consequences of the mistreatment(s) during childbirth on your 

life? Explain. 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Are there any suggestions that you can give to improve a woman’s experience 

during childbirth? 

_____________________________________________________________ 

 ______________________________________________________________________

 ______________________________________________________________________

 ______________________________________________________________________  

~THANK YOU FOR YOUR PARTICIPATION~ 

~THE END ~ 
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Appendix E 
Email to Potential Participants 

 

Hello, 
 
Hi. My name is Florence Tonui, and I am a doctoral student at Texas Woman’s 
University in Denton, Texas. I am conducting a research study under the supervision of 
Dr. Kristin Wiginton entitled “Factors Predictive of Health Care Provider Mistreatment 

of Mothers During Childbirth in a County of Kenya”. The purpose of this study is to 
determine the extent of childbirth mistreatment by health care providers in a Kenyan 
County, and examine factors associated with and predictive of mistreatment by health 
care providers. The study will investigate the effects of mistreatment, and its relationship 
with descriptive factors e.g. age, tribe etc.  
 
I would like to invite you to participate in the study if you are 18 years or older, resides in 
Kericho County, and has delivered at least one child regardless of the birth outcome. If 
you wish to participate click on link https://www.psychdata.com/s.asp?SID=155664 
The link will direct you first to the consent form. You can click “continue” to proceed 
with the survey or “exit” to end the survey if you wish not to participate. The survey 
contains questions on demographics and experiences during childbirth. It takes about 30 
minutes to complete. Once you’ve began the survey, you may choose to discontinue at 
any time without penalty. There is a potential risk of loss of confidentiality in all email, 
downloading, and internet communications. The return of your completed questionnaire 
constitutes your informed consent to act as a participant in this research. 
 
I also encourage you to identify other women who fit the above criteria, and may be 
willing to participate in the study. You can do so by either calling, or emailing me using 
the contact information provided below any time between July and August 2013.  
 
If you have any questions or need more information about the study, feel free to call me 
at 469-554-5373/0728117176 or email me at flotonui@yahoo.com. 
 
 
Sincerely, 
 
Florence Tonui. 
 
 
 

 
 
 
 

mailto:flotonui@yahoo.com
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Appendix F 
Script for Door to Door 

 
Hi. How are you doing today? Do you have a few minutes to spare? I would like to 
discuss with you about a research study I am conducting concerning childbirth 
experience. 
 
{If permission is not granted, I will thank the approached person and give her the flyer 

(Appendix B).  If the permission is granted, I will request that we talk in private if the 

potential participant is in the company of men and/or children. Then I will proceed with 

the following}. 

 
My name is Florence Tonui, and I am a doctoral student at Texas Woman’s University in 
Denton, Texas in USA. I am conducting a research study under the supervision of Dr. 
Kristin Wiginton entitled “Factors Predictive of Health Care Provider Mistreatment of 

Mothers During Childbirth in a County of Kenya”. The purpose of this study is to 
determine the extent of childbirth mistreatment by health care providers in a Kenyan 
County, and examine factors associated with and predictive of mistreatment by health 
care providers. The study will investigate the effects of mistreatment, and its relationship 
with descriptive factors e.g. age, tribe etc.  
 
I would like to invite you to participate in this study if you are 18 years or older, a 
resident of Kericho County, and has delivered at least one child regardless of the birth 
outcome. Participation is strictly voluntary. So, you should not feel obligated to 
participate in the study. 
You can choose not to participate regardless of any reason without penalty. I will respect 
your decision.  I will not treat you differently from those who participated because you 
chose not to participate. It is okay also if you feel that you need to think about it, and 
contact me later about your decision.  
 
If you wish to participate, I will give you this consent form (Appendix C) which you will 
have to review it prior to participation. I will also give you the survey (Appendix E) to 
respond to the questions at your own convenience. The survey contains questions on 
demographics and experiences during childbirth. It takes about 30 minutes to complete. 
Once you’ve began the survey, you may choose to discontinue at any time without 
penalty. I will also give you a stamped envelope to mail your completed survey. The 
return of your completed questionnaire constitutes your informed consent to act as a 
participant in this research. 
 
Do you have any questions? (I will respond to the questions here and at any time during 

the discussion and also after the conversation). 

 
Do you wish to volunteer for the study?  
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(For a ‘yes’ response) Here are the research materials: A flyer (Appendix B), consent 
form (Appendix C), survey (Appendix E), a list for counselors and support groups 
(Appendix G), and a self-addressed stamped envelope. 
 
 (For a ‘no’ response). That is fine. Can I leave a flyer (Appendix B) with you? May be 
you can pass it on to others?  
(If ‘yes’, I will give her the flyer. If ‘no’, I will thank her and skip to the statement below 

that starts with ‘if you have…’ Then I will continue with the following information for 

those who responded ‘yes’). 

 
If you know of any woman who meets the above criteria, and may be willing to 
participate in the research study, you can let me know either today or any other time 
between July and end of August 2013. You can call, or email me using the contact 
information provided in the consent form, or the flyer. The flyer has information about 
the research study.  
 
If you have any questions at any time or need more information about the research study, 
feel free to call me at 469-554-5373/0728117176 or email me at flotonui@yahoo.com. 
 
Thank you  so much for your time.  
 
Any questions (Respond to questions if any). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:flotonui@yahoo.com
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Reasons for Preferred Health Care Provider’s Gender 

 

 

Male 

 

Females 

 

None 

 

Gentle 
Caring 
Talks well 
Attends with humanity 
Kind hearted 
Understanding 
Merciful 
Serve well 
Good listeners 
Sympathetic 
Easy to talk to 
Attend with humility 
Enjoy working 
Keen on the job 
Careful in handling women 
Polite 
Concern and have feelings 
Emphatic 
Patient 
Good and soft spoken 
Not harsh like females 
Does not harass women 
Have mercy and strong hearts 
Have pity 
Take care tenderly 
In comparison to women 

Not harsh  
Does not mistreat  
Do not harass  
Handle patients better  
Faster than females 
 

Same sex and can 
relate to them 
Free communication  
Privacy  
Comfort. 
 

Participants were 

not required to 

provide a reason 
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Suggestions to Women on Improving Childbirth 

 

 

Suggestions 

 

f 

 

% 

 
Attend prenatal care Clinics/check ups 
Seek assistance during delivery from quality hospitals 
Know & fight for your rights 
Report mistreatment 
Deliver at home 
Maintain good health (holistically e.g. prayerful, eat, relax, 
Courageous & follow doctors instructions 
Be prepared ahead of time. 
Have family around/support 
Eat Balanced diet 
Exercise 
Home if no complications but Hospital if there are there 
Demand  respected 
Get tested for HIV/AIDS 
Be educated about the pregnancy e.g. complications 
Avoid drugs and oily things 
Seek Advice from others 
Accept care from any hospital & any tribe 
Save and go to a decent hospital 
Avoid unnecessary procedures 
 Caesarian 
 Pain killers with side effects 
 

 
43 

 
13.0 

38 
9 
9 
8 
6 

10.3 
2.4 
2.4 
2.2 
1.6 

6 
5 
5 
4 
4 
3 

1.6 
1.4 
1.4 
1.1 
1.1 
0.8 

2 0.5 
2 0.5 
1  0.2 
1 0.2 
1 0.2 
1 0.2 
1 0.2 
1 0.2 
  

Total 141 38.1 
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Suggestions to Health Care Providers for Improving Childbirth 

 

 
Suggestions n % 

 
Quality services, handle with caution 
Communication/Use polite language/Be human 
Treat mothers with respect & dignity. 
Childbirth Education 
Guidance & Counseling 
Treat all patients equally 
Understand women’s problems and circumstances 
Work willingly and responsibly(Not forced) not only for 
money 
Be Social/Supportive/ Caring/ kind  
Friendly/Softly 
Respond quickly/Efficiency/Effectiveness 
Be supervised 
Provide patients with all their needs 
Professional not trainees should care for patients 
Be qualified and empathic 
Monitor childbirth process closely 
Prioritize care i.e. those urgent 
Empower women on their rights 
Provide warm environment e.g. warm birth, tea, porridge 
Male HCP only for obstetric care 
Provide medical information privately/privacy 
 
Total 

 
17 
15 
12 

8 
8 
7 
7 
 

6 
5 
5 
5 
4 
3 
3 
2 
2 
1  
1 
1 
1 
1 

 
4.6 
4.1 
3.2 
2.2 
2.2 
1.9 
1.9 

 
1.6 
1.4 
1.4 
1.4 
1.1 
0.8 
0.8 
0.5 
0.5 
0.3 
0.3 
0.3 
0.3 
0.3 

 

114 30.8 
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Suggestions to Health Care Centers for Improving Childbirth 

 

 
Suggestions n % 

 
Employ enough experienced, qualified and specialized HCPs  

 
16 

 
4.3 

Improve  and provide quality services 
Equipment, Property, medication 14 3.8 

More close health care centers in the villages (distance), rural 
areas & enough supplies 14 3.8 

Improve Hygiene – first priority 
Toilets & bathrooms 10 2.7 

Childbirth education/seminars 9 2.4 
Punish HCPs who mistreat patients – License revoked 7 1.9 
Train their HCP e.g. workshops, public relations course, ethics 
course 6 1.6 

Encourage privacy 5 1.4 
Make services affordable and accessible 5 1.4 
Improve Food Quality –balanced diet 5 1.4 
Introduce mobile maternity clinics 3 0.8 
Set up complains lounge/ Suggestion boxes/clear channel for 
complains 3 0.8 

Treat HCPs well (Pay them well, Good housing, respect) 3 0.8 
Follow up on reported cases 2 0.5 
Provide pain killers 1 0.3 
Balance 50/50 not 90% women 1 0.3 
Set rules on obstetric care 1 0.3 
Train midwives – deliver at home 1 0.3 
Improve way of delivery 1 0.3 
Have enough beds 1 0.3 
Allow family to stay with patients 
 

1 0.3 

Total 109 29.5 
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Suggestions to Government for Improving Childbirth 

 

 

Suggestions 

 

n 

 

% 

 
Gov. hospital has lowest ratings 
Take action on HCPs abusers 

 
3 
2 

 
0.8 
0.5 

Enforce the law 2 0.5 
Stop bribes 1 0.3 
   
Total 6 1.6 

 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


