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ABSTRACT
Objective To examine how women living in an informal 
settlement in Nairobi perceive the quality of maternity 
care and how it influences their choice of a delivery health 
facility.
Design Qualitative study.
Settings Dandora, an informal settlement, Nairobi City in 
Kenya.
Participants Six focus group discussions with 40 
purposively selected women aged 18–49 years at six 
health facilities.
Results Four broad themes were identified: (1) perceived 
quality of the delivery services, (2) financial access to 
delivery service, (3) physical amenities at the health 
facility, and (4) the 2017 health workers’ strike.
The four facilitators that influenced women to choose a 
private health facility were: (1) interpersonal treatment at 
health facilities, (2) perceived quality of clinical services, (3) 
financial access to health services at the facility, and (4) the 
physical amenities at the health facility. The three barriers 
to choosing a private facility were: (1) poor quality clinical 
services at low- cost health facilities, (2) shortage of specialist 
doctors, and (3) referral to public health facilities during 
emergencies.
The facilitators that influenced women to choose a public 
facility were: (1) physical amenities for dealing with obstetric 
emergencies and (2) early referral to public maternity 
during antenatal care services. Barriers to choosing a public 
facility were: (1) perception of poor quality clinical services, 
(2) concerns over security for newborns at tertiary health 
facilities, (3) fear of mistreatment during delivery, (4) use of 
unsupervised trainee doctors for deliveries, (5) poor quality of 
physical amenities, and (6) inadequate staffing.
Conclusion The study provides insights into decision- 
making processes for women when choosing a delivery 
facility by identifying critical attributes that they value and 
how perceptions of quality influence their choices.

BACKGROUND
Far too many women die while trying to give 
birth, and 66% of all maternal deaths globally 

occur in sub- Saharan Africa.1 The maternal 
mortality ratio in sub- Saharan Africa is esti-
mated to be 546 deaths per 100 000 live 
births.2 Most deaths occur during the imme-
diate time of delivery and are preventable. 
According to the WHO, skilled birth atten-
dance and high- quality obstetric care at a 
health facility are the two most effective ways 
of reducing maternal mortality.2–4

Kenya’s current maternal mortality ratio is 
estimated to be roughly 342 for every 100 000 
live births, a figure that remains unaccept-
ability high.5 Previous evidence evaluating 
the factors influencing choice of a place of 
delivery identified distance to a facility or lack 
of transport as the predominant reason for 
delivering outside a health facility. Women in 

Strengths and limitations of this study

 ► The study employed focus group discussions with 
women to understand a complex contextual issue 
through their lived experiences.

 ► The women recruited into the study were purpo-
sively selected, and data collection conducted until 
saturation of themes.

 ► Data were collected from a variety of health facilities 
ranging from private, both for- profit low- cost and 
not- for- profit (faith- based health facilities) to public 
health facilities (both at health centre level and sec-
ondary maternities).

 ► The data quality was assured by having enumera-
tors trained in qualitative research methods. Data 
were collected from private locations at the health 
facilities to ensure privacy and confidentiality.

 ► The main limitation was the inability to recruit wom-
en who had delivered at home with the help of tradi-
tional birth attendants. The views from these women 
would have provided unique insights regarding their 
choices for a place of delivery.
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Kenya also identified other factors such as deeming the 
delivery services unnecessary (20.5%), abrupt delivery 
(18.5%) and cost (11%) as barriers towards facility- based 
delivery.6 To reduce the high maternal mortality, national 
policies have been put in place to substantively address 
the significant barriers of cost and distance to accessing 
skilled delivery care. In June 2013, the Kenyan govern-
ment introduced the free maternity services (FMS) policy 
that eliminated user fees for delivery services at all public 
health facilities.7 Additionally, selected private health 
facilities with National Health Insurance Fund (NHIF) 
accreditation would provide FMS against a voucher 
dubbed Linda Mama. This policy directly addressed the 
cost barrier and resulted in a sudden and substantial 
increase in women using health facilities for delivery, 
particularly in urban areas.8

The corresponding barrier of geographic access to 
a facility has been addressed with an overall increase 
in the total number of public and private health facili-
ties in Kenya. The majority of Kenyan women now live 
within 5 km of a health facility.5 However, in cities like 
Nairobi, a significant proportion of women (88.7%) 
deliver at a health facility, suggesting that addressing cost 
and distance may not be sufficient to deter the rising 
maternal mortality.5 Studies have shown that the women 
in informal settlements in Nairobi face higher mortality 
rates, with one study estimating 700 deaths for every 100 
000 live births.9

The introduction of the FMS policy is reported to 
have some unintended consequences, including a reduc-
tion in the quality of services delivered.10 Implementa-
tion challenges included stock- out of essential drugs, 
absence of ambulances for emergency obstetric refer-
rals and delayed reimbursement of the health facilities 
by the government.10–12 Sadly, the free maternity policy 
has not demonstrated significant reductions in maternal 
mortality.13 These challenges are likely to be further exac-
erbated by trends of rapid urbanisation in Kenya particu-
larly in informal settlements.

Studies assessing access to facility- based delivery in 
informal settlements have mostly focused on maternal 
health utilisation trends, and women’s experiences 
with obstetric emergencies.14–16Few studies examine 
what women perceive as quality, with regard to delivery 
services.15 17 Some studies discovered that women who 
valued low- cost unregulated facilities did so because 
of their responsiveness to the women’s sociocultural 
sensitivities.17 What is less understood is how a woman’s 
lived experiences and perceptions of quality of delivery 
care services influence their facility choices. Women 
in informal settlements have choices, they actively 
choose to deliver in a facility that they perceive as 
having better quality of delivery services. We sought to 
explore women’s past experiences and perceptions of 
quality of care and how these influence their choice of 
a delivery facility. These findings can offer insights for 
policymakers and programme managers on strategies 
for improving the quality of care of delivery services 

in facilities particularly in informal settlements within 
urban areas.

METHODS
Study
Setting and sampling
This qualitative study was part of a broader project seeking 
to establish women’s preferences for place of delivery 
in the informal settlements of Dandora in Embakasi 
-North subcounty in Nairobi city. Dandora is character-
ised by residents who belong to the lowest wealth quintile 
in Kenya, with the area having widespread poverty and 
high unemployment. Dandora is also home to the city 
of Nairobi’s largest garbage dump. The presence of the 
garbage dump is known to harbour criminal activity and 
has general insecurity. The health system consists of four 
public primary health facilities, several low- cost private 
health facilities and a few faith- based health facilities. The 
main referral health facility is a secondary hospital situ-
ated in the neighbouring Embakasi -West subcounty.

Data collection
Study design, recruitment and participants
We used a phenomenological descriptive qualitative 
study to explore the lived experiences of women during 
delivery service at six different health facilities. The data 
were collected in January 2018 by trained qualitative 
researchers. We selected facilities that cover the spectrum 
of choices available to women in Dandora. We identified 
health facilities to represent both the primary care and 
referral maternity services both in the public and private 
sectors (see online supplemental appendix 1 table 1). 
Women were recruited from public and private facilities 
in order to represent the range of facility choices in the 
Dandora informal settlement region. It is important to 
note that each type of facility catered to the local women, 
thus reflecting the range of cost and perceived quality 
options available to women in Dandora. Therefore, the 
private facilities we used included both faith- based and 
for- profit facilities. At each facility recruitment was done 
with the assistance of the healthcare worker in charge of 
the maternity. The women were identified during child 
welfare clinics, which occur on specific days of the week. 
We targeted women who had just delivered and were 
coming for postnatal visit which is usually 4–6 weeks 
after delivery. The inclusion criteria were women aged 
18–49 and had delivered within the informal settlements. 
We targeted a sample size of 20 women for each type of 
health facility. We targeted at least 20 women from public 
and 20 from private facilities totalling to 40 interviews. 
Previous studies assessing a similar topic have used a 
similar sample size.18 19

We obtained written consent from all participants after 
providing information on the purpose of the study poten-
tial benefits and risks. We used a semistructured focus 
group discussion (FGD) guide to lead the interviews 
and conducted the interviews in Kiswahili, a language 
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commonly spoken by women in this setting (see online 
supplemental appendix 2). The FGDs were tape recorded, 
transcribed and translated into English by research assis-
tants and the first author, who is a native speaker of Kiswa-
hili. The FGDs were all conducted in private rooms within 
the health facilities to safeguard privacy.

Data analysis
We started the data analysis by reading all the transcripts 
repeatedly to gain an in- depth understanding of the 
transcripts. We triangulated the data using the interview 
transcripts and field notes to aid understanding of the 
interviews. Two of the authors, MBA and JOA, coded 
the data. A coding scheme was developed from the FGD 
guides and using conceptual frameworks from the litera-
ture on facility- based delivery. During the process of data 
analysis, the main author (JOA) met with the member of 
the research team with extensive qualitative and clinical 
experience (MBA) to discuss the emerging codes and 
categories as well as the interpretation of the emerging 
themes, hence combining insights. We used a thematic 
analysis framework by Braun and Clarke to classify the 
identified key theme.20 We compared the themes identi-
fied to the standards of quality of care contained in the 
WHO conceptual framework for improving the quality of 
care for mothers and newborns.21

Patient and public involvement
The women in this setting were consulted and partici-
pated in the design of the study instruments by suggesting 
relevant questions to be included in the FGD guide with 
regard to their perceptions on the quality of services and 
choice of health facility within their setting.

RESULTS
We interviewed a total of 40 women, and each FGD was 
composed of between six and eight women. Table 1 shows 
the sociodemographic characteristics of the respondents. 
Respondents were mainly on average 22 years, and 65% 

were multiparous with between two and three children. 
About 30% delivered at health facilities classified as 
private.

Themes identified
We identified three themes that led women to the choice 
of a private health facility: perceived quality of delivery 
care, financial access to delivery service and availability 
of physical amenities. We reclassified the first theme on 
perceived quality of delivery care into interpersonal treat-
ment at the health facility and quality of clinical care. The 
second theme was financial access to delivery service, with 
one subtheme: the FMS policy. The third theme was the 
availability of physical amenities at the health facility. All 
barriers related to the choice of a private health facility fell 
under the theme of perceived quality of delivery care. We 
identified three subthemes: poor quality clinical services at 
some low- cost private health facilities, shortage of specialist 
doctors at some private health facilities and referrals to 
public hospitals.

We identified three themes that led to the choice of 
public health facilities. The first theme was on perceived 
quality of care. Under the perceived quality of care, we 
identified two main subthemes: good quality clinical 
services and early referral for complications during ante-
natal care (ANC) services. The second and third themes 
were financial access to delivery service and availability of 
physical amenities at the health facility, respectively.

We classified the barriers to choice of a public health 
facility identified under the theme of perceived quality 
of care into six different subthemes: (1) perceived poor 
quality clinical services, (2) security of newborns, (3) fear 
of mistreatment during delivery, (4) use of unsupervised 
trainee doctors, (5) poor quality physical amenities, and 
(6) understaffing at health facilities. The second theme of 
financial access to delivery service only had one subtheme 
on the free maternity policy, acting as a barrier to delivery at 
public health facilities. The third theme of the 2017 health 
workers’ strike was identified as a theme that acted as a 
barrier to the choice of public health facilities. For a clear 
illustration of the themes and subthemes that served as 
facilitators and barriers to access of delivery service at both 
private and public health facilities, see table 2.

Facilitators to the choice of delivery at private health facilities
Perceived quality of delivery care at the health facility
We identified four key facilitators of delivery at private 
health facilitators under the theme of perceptions of 
quality of delivery care. They are discussed below.

Good interpersonal treatment at the health facility
The women reported that one of the key facilitators for 
delivery at a private health facility was the good interper-
sonal treatment they received at private hospitals. The 
women described receiving good treatment by the health 
facility staff at private hospitals and compared it with the 
bad treatment at public hospitals illustrated by the quotes 
below:

Table 1 Characteristics of female participants in the focus 
group discussions

Characteristics Informal setting

Age: mean 22

Age of children 2

Parity, n (%)

  Primiparous 14 (35)

  Multiparous 26 (65)

Delivery facility, n (%)

  Public hospital 9 (23)

  Public health centre 10 (25)

  Mission health facility 9 (23)

  Private facility 12 (30)

Total 40

https://dx.doi.org/10.1136/bmjopen-2020-036966
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…They treated us well. Like me personally, that is 
why I go to private hospitals because I know they will 
treat me well there… (Mother of two who delivered 
at a private facility A)

…You know, the first thing is I have previously given 
birth in a public hospital, and when I went there, they 
would chase me, and at that time, I am almost due, 
and I am in so much pain. So, the suffering I went 
through made me decide not to go to a public hos-
pital again. I decided to go to a private hospital be-
cause you know where you use your money so you will 
be treated well. And when I went to a private health 
facility A, I was treated well, and that is why I went 
there again, I have given birth to two children there. 
(Mother of three who delivered at a private facility A)

They went on to speak about how the private hospitals 
where they delivered provided accompaniment and close 
monitoring during labour, at the delivery itself and after 
birth. At the private hospitals, the women mentioned 
that there is the constant presence of a doctor. They said 
the doctors stayed with them from the commencement 

of labour through to the delivery time. They reported 
that how they were treated at a health facility was a key 
determinant in whether they would access services at a 
health facility again. They mentioned that the healthcare 
providers (both nurses and doctors) who attended to 
them during their delivery were ‘very caring’, ‘respectful’, 
‘very welcoming’, ‘very concerned about you’, ‘very under-
standing’ and ‘would make you feel safe’. They explained 
that they did not feel abandoned at any one time during 
the delivery, especially when they are in pain, unlike in 
public hospitals. They described the experience below:

… They are very careful, and they attend to patients 
well. Then something else that makes someone hap-
py is immediately when you walk in how someone will 
speak to you would make you feel safe. They are re-
spectful and very welcoming, and so it makes it easy 
to express yourself. You can go somewhere and how 
they welcome you makes you have low morale. That 
was one thing I saw with them, they are welcoming, 
and they speak to you well. And the doctors there are 

Table 2 Themes and subthemes generated from focus group discussions with women in an informal settlement in Embakasi 
North

Choice of health 
facility
 

Themes Subthemes

 Facilitators Barriers

Private health 
facilities
  
  

Perceived quality of care Good interpersonal treatment at the health 
facility

Shortage of specialist doctors

Good quality clinical and non- clinical 
services

Poor quality clinical services

Financial access to 
healthcare at the facility

Free maternity services policy   

Physical amenities at health 
facility

  Poor physical amenities at low- 
cost private health facilities

Public health 
facilities

Perceived quality of care Availability of physical amenities (medical 
equipment for caesarean section and 
neonatal complications)

Poor quality clinical services

Early referral for delivery to public 
maternity during ANC

Security of newborns

  Mistreatment of women during 
delivery

  Use of unsupervised trainee 
doctors at tertiary health 
facilities

    Inadequate staffing at health 
facilities

Financial access to 
healthcare

  The free maternity policy

Physical amenities   Poor physical amenities at public 
health facilities

The 2017 health workers’ 
strike

  Acted as a barrier to the choice 
of public health facilities

ANC, antenatal care.
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very keen on what they are doing… (Mother of three 
who delivered at a private facility D)

…But there are some other hospitals let’s say like 
public, you will just be left there and last minute 
when the baby is out that is when they will come. But 
in private hospitals, they are usually very caring… 
(Mother of two who delivered at a private facility C)

…The doctor would come and check up on me to see 
how my baby was doing. Then after giving birth, they 
would stay there with you, not just leaving you alone 
like how they do in public hospitals, whereby you have 
to be in so much pain before you call a doctor to help 
you. Here, they are just there with you… (Mother of 
two who delivered at a private facility A)

Quality of clinical and non-clinical services
The women described having received excellent quality 
services and specified clinical delivery services provided 
by nurses and doctors at private health facilities. They 
subsequently recommended private health facilities to 
other women in their family or friends based on their 
perceptions of the quality of services they receive during 
delivery, as seen in the quote below:

…I am her mother, but I am the one who advised 
her to go to Private health facility B because, but it 
would be better if she was the one speaking, but I also 
have something to say. I have taken two women to 
Private health facility B, and I had seen that the clin-
ical service there is good and that is why I preferred 
to take her to Private health facility B. Also, for her 
when I took her there, she can say what she thought 
of Private health facility B… (Mother of one who de-
livered at a private facility B)

Financial access to delivery services
The FMS policy
Some women were informed by their friends and rela-
tives that there were vouchers for a FMS from the govern-
ment, including private health facilities. This voucher 
programme called Linda Mama allowed them to start 
attending antenatal health services at the health facility 
to have their subsequent deliveries at the same health 
facility as illustrated by the quote below:

…First, there is a friend of mine who will live in the 
same plot, and she was pregnant. She went to Private 
health facility B. I don’t even know who told her to go 
to Private health facility B, but when she went there, 
she said to me that a Private health facility was giving 
out vouchers for giving birth I think ‘Linda Mama’. 
So, she told me to start attending my clinic there, but 
before I was attending a clinic at Mission health facil-
ity A. So, I left here … (Mother of two who delivered 
at a private facility B)

Women who had health insurance through the national 
scheme, the NHIF, used their cards to access care at 
private hospitals that were accredited by the government, 

and this determined if the women could deliver at a 
private health facility. They saw this as an opportunity to 
opt out of care at public health facilities that they would 
have otherwise had used. This resulted in making access 
to maternity services affordable to them as seen in the 
quote below:

…Again, I saw that they accept NHIF card, we had 
asked before, and they told us they do and you know 
that is something that is mostly with private hospitals 
but here they take it. So, we saw that I did not have 
to struggle to go to National Referral hospital A or 
Maternity hospital B because they would take the 
card here, and that is what I used… (Mother of three 
who delivered at a private facility C)

Physical amenities at the health facility
Health facility cleanliness
Women in this setting described the most important 
amenity to them as facility cleanliness. This experience 
was universal across all focus groups, and there was a 
mutual agreement that the private health facilities that 
they attended had clean health facilities in comparison 
to the public health facilities in the area. They described 
wanting to deliver in a generally clean health facility. 
They described wanting clean beds where the beddings 
were replaced after every delivery as well as cleaning of 
toilets and bathrooms regularly.

…Even the bed. Like if you sleep here today, tomor-
row they will change the sheets… (Mother of one 
who delivered at a private facility A)

…A hospital needs to be clean. Because there are 
some other hospitals that you go to, you can find the 
toilet is slippery, it is dirty, and then again, you are 
not treated well, and that is why we also prefer private 
hospitals because they are clean… (Mother of two 
who delivered at a private facility B)

Availability of hot water and good food
The women also spoke extensively about the need to 
provide items such as hot water for showering after the 
delivery, occasional tea and good food. The women 
repeatedly mentioned these items as essential elements 
to what was perceived by women as constituting excellent 
service during delivery seen in the quote below:

…But treating people, giving people water to bathe 
we were even given hot water, tea, I can say their ser-
vices are okay… (Mother of one who delivered at a 
private facility B)

Barriers to the choice of private health facilities
We identified three key barriers to delivery at private 
health facilities. First, women reported experiences that 
reflected the fact that low- cost private health facilities 
provided poor quality delivery care. Second, the shortage 
of specialist clinicians at private health facilities and, 
third, the referral of women with complications during 
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obstetric emergencies to the public health system. We 
discuss them in detail below.

Perceived quality of care at health facilities
Poor quality clinical services at low-cost private health facilities
Some women described poor quality care at some of the 
low- cost private health facilities within the setting where 
some women reported injuries on newborns during 
delivery. One woman described a bad experience of a 
woman who switched her delivery decision from a low- 
cost private health facility to one with a slightly higher 
cost. She went on to say this experience made her distrust 
private health facilities and the bad experiences generally 
discouraged her from delivering at private health facili-
ties as seen in the narration below:

…I have a friend; I had not started going for the clin-
ic when I was five months, and she went somewhere, 
I do not want to mention the name of that hospital, 
but it is within Dandora. She went there, and I had 
gone for one clinic check up there. She went to de-
liver there, and her baby was 4.1 kg when she was giv-
ing birth, the doctors pulled the baby, and now the 
mother has a problem with her leg, she stayed for 
two months without walking. When I saw that, I told 
myself I could not go and deliver there because they 
did not give her a tear; instead, they just pulled the 
baby even though the baby is big. So that scared me, 
and that is why I decided to come to Health facility B 
… (Mother of three who delivered at a public health 
facility A)

Shortages of specialist doctors
Women described a situation where some of the private 
health facilities lacked specialist doctors who had surgical 
skills and who could provide caesarean section surgeries 
in the event of an obstetric emergency. They described a 
situation where they had to wait and, in the process, risk 
their lives, and in some cases, they needed to pay up front 
for the doctor to come to the private health facilities.

…They need to have all types of Doctors, even the 
ones for CS. Like you see, when I went to this health 
facility. I really waited because they were hiring doc-
tors for cash, you have to send them money so that 
they can come. Without sending them money, they 
will not come. So, they need to have all the doctors 
present, even the ones for CS, so that in case of an 
emergency, you do not have to wait… (Mother of two 
who delivered at a public health centre C)

Referral to public health facilities during obstetric complications
Some women described poor amenities at some of the 
low- cost private health facilities situated within the 
informal settlement. They reported that the health 
facilities lacked essential amenities such as theatres for 
caesarean sections, and equipment for neonatal resusci-
tation. Therefore, in the event of an obstetric emergency, 

women who went to deliver at private hospitals described 
that they were referred back to the public maternities that 
they were trying to avoid in the first place because almost 
all referral health facilities including for all private health 
facilities in the area were the public referral health facil-
ities. The two quotes below illustrate the referral circum-
stances described.

…Let’s say like for me, I went to public health facility 
A, they told me that I could not give birth even there, 
they just referred me to big hospitals like Major 
Maternity A and B, but when I went there, they were 
on strike. They are the ones who also told me with 
the first child I cannot deliver in a private hospital… 
(Mother of one who delivered at a public health fa-
cility D)

…Then again, I can add when I went to deliver at 
Private hospital A, there was a complication when I 
went for my CS. I wanted a qualified doctor because 
you never know what will happen. Then again, I 
was given a referral to the main national referral 
hospital, and that is where they attended to me. But 
at the national referral hospital, there was also a lot 
of complications. (Mother of two who delivered at a 
private facility C)

Facilitators to the choice of public health facilities
The women spoke of two main facilitators to delivering at 
a public health facility: the physical amenities in the form 
of the availability of medical equipment for caesarean 
section during an obstetric emergency and referral 
during ANC services to delivery at higher level tertiary 
health facilities.

Availability of physical amenities

Medical equipment for caesarean sections
Women described public hospitals as having all the neces-
sary equipment, particularly for dealing with obstetric 
emergencies such as a theatre for a caesarean section 
within the same public hospital. They expressed aware-
ness that some of the private hospitals and smaller public 
health facilities did not have access to caesarean section, 
hence in the case of an obstetric complication they would 
have a referral if complications arose as described below:

…Others feel if they go to those hospitals, they have 
the equipment and everything else. If things go 
wrong with the normal delivery, they will just be tak-
en for a cesarean section (CS) because everything is 
just under one environment. Because you know not 
all private hospitals can conduct a CS, so if a compli-
cation arises, you are told to go to a public hospital… 
(Mother of two who delivered at a private facility B)

Referral for delivery to public maternity during ANC
Women described having advantages of being screened 
early for possible complications and then being referred 
for the index child during ANC clinics.
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…Maybe if you go to the clinic, they can tell you like 
with the first child that you cannot give birth in a pri-
vate hospital, and you should go to public hospitals 
because of complications. So, you will just have to go 
to a public hospital like Maternity A…. (Mother of 
one who delivered at a private facility C)

The barriers to the choice of public health facilities
Perceived poor quality of care at public health facilities
The barriers to the choice of public health facilities were 
mainly related to the poor quality of care received at the 
health facilities. We describe six key barriers identified 
by the women that influenced their choice of the public 
health facilities: poor quality clinical care leading to 
unnecessary caesarean sections, the security of newborns, 
mistreatment of women, use of unsupervised trainee 
doctors, poor physical amenities and inadequate staffing. 
They are discussed in detail below.

Poor quality clinical care leading to unnecessary caesarean 
sections
Women in this setting described sharing experiences of 
delivery with each other, and some women advised other 
women that maternity hospitals in the area would subject 
them to unnecessary caesarean sections. This suggested a 
lack of use of evidence- based care by healthcare workers as 
well as poor communication between healthcare workers 
and women. Women also described lack of consent for 
caesarean sections within this setting, and these expe-
riences of the women (or their friends) rendered the 
women afraid of delivering at the public maternities.

…Like for me, when I had my first pregnancy, there 
was a lady who told me since it was my first pregnancy, 
I should not go to Major Maternity A because if I go 
there they will just take me to the theatre and operate 
on me and so I was very afraid… (Mother of two who 
delivered at a private facility B)

Security of newborns
Women described being informed by other women 
based on their experiences that there was a possibility 
that their new newborns would be stolen or exchanged 
if they delivered at the larger public maternity hospitals. 
This particularly made women switch their delivery from 
public maternities to private health facilities where they 
perceived the security of their newborns would be upheld 
as described below:

…And they also told me if I gave birth to my child, they 
would steal it if I went to Maternity A or Maternity B. 
They told me to go to a private hospital. So, I looked 
around and thought of which private hospital to go 
‘…because you know I was new to Nairobi, and I did 
not know where to go.’ So now I was told to either go 
to the new Nursing home or health facility A. I didn’t 
even know those hospitals. I was told if I boarded a 
matatu 36 (public transportation), it will take me to 

health facility A, so I just went to health facility A… 
(Mother of two who delivered at a private facility A)

Fear of mistreatment during delivery
There were many forms of mistreatment described by 
women during labour and delivery at public health facili-
ties and hospitals. The manifestations ranged from verbal 
abuse, physical abuse to neglect, and abandonment 
during childbirth. Women also described discrimination 
based on ethnicity and age. Women, particularly young 
women, described verbal abuse and termed nurses at the 
public health facilities as having 'unnecessary rudeness’. 
They described being yelled at and chased during labour 
on accusations that they had come to the health facility 
too early. They also described the health workers using 
language that was ‘bad’ as seen in the quote below:

…You know people say that is the best because they 
have all the equipment, but then you see when I went 
there, they kept chasing me telling me I was not yet 
due. Others tell you to go and sit down, or you go 
back to your place because they don’t baby people 
there. The language they use is very bad… (Mother 
of one who delivered at a private facility C)

Women described experiences where they witnessed 
fellow women being abandoned and neglected during 
care at public hospitals as seen below:

…I just saw that it was a nice place to give birth be-
cause if you go to a place like Major maternity hospi-
tal B, there was a time I had a problem. I was taken to 
Major Maternity hospital B, and when I went there, I 
saw a lady who had pushed, and the baby’s head was 
out. Still, the doctor was not even bothered; they were 
just walking and talking, so I said I wouldn’t go there. 
I would rather go to a private hospital than a public 
hospital… (Mother of two who delivered at a private 
facility D)

Some women described instances of physical abuse by 
the doctors and nurses during labour and delivery as seen 
in the quote below:

…The way you will be treated by those doctors be-
cause some of them are usually very harsh. You can 
find when you are in labor, you need to walk around, 
but you find some of them become very tough with 
you. if a complication happens, you find others even 
beat you… (Mother of two who delivered at a public 
facility A)

Use of unsupervised trainee doctors
Women described being referred to the tertiary hospitals 
and being attended to by trainee doctors. They described 
these trainee doctors as being inadequately prepared to 
attend to them and prone to error. One of the women 
described an experience whereby the trainee doctor was 
interfering with her bladder during surgery and creating 
the need for another doctor to be called in to repair the 
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damage done. We describe this experience in the quote 
below that narrates that experience:

…Then again, I can add when I went to deliver at 
health facility B, there was a complication when I 
went for my CS. I wanted a qualified doctor because 
you never know what will happen. Then again, I was 
given a transfer to Tertiary hospital A, and that is 
where they attended to me. But in Tertiary hospital 
A, there were also a lot of complications. First, the 
Doctor who was a trainee interfered with my bladder, 
and they had to put a catheter for two weeks. Second, 
they did it poorly, and they had to call in another doc-
tor. You see, when you go for a theatre in a public 
hospital, and more so if the line is long, they will take 
trainees to attend to you, and they are not compe-
tent, so you find complications are a lot… (Mother of 
two referred to a public facility A)

Inadequate staffing
Women described situations where there were insufficient 
nurses to accompany them during labour and delivery at 
the public health maternities. They described situations 
where they felt abandoned and were frequently forced 
to deliver their babies on their own. They also described 
long waiting times for services as a result of the inade-
quate staff. The long waits ensued even in the event of an 
obstetric emergency as seen in the quote below:

…The way they will welcome you. You see sometimes 
it is an emergency, so they should just take you and 
start attending to you, but sometimes you find your-
self just going there and waiting in line for so long 
before someone comes to assist you so if you are an 
angry person you become mad and say you will never 
go back there again… (Mother of two who delivered 
at a private facility D)

Financial access to delivery service
Effects of the FMS policy
This policy was also seen as a barrier to public health 
facilities. Some women described experiences where they 
were treated poorly, and they perceived the bad treatment 
because the delivery service was free. They expressed 
their suffering as a result of this treatment and said they 
would rather pay for delivery and get services that safe-
guard their health and that of their babies, as seen in the 
quote below:

…Like I told you, I have delivered in those hospitals 
offering free maternity, I did not even remove a shil-
ling, but I was not happy. When I got there, and they 
started chasing me, telling me that I was not due yet, 
and I had dilated 4 cm. A doctor was examining us, 
and one told me to rest on the bed because I had di-
lated 7 cm, and then another one came to chase me, 
telling me I am 3 cm. I suffered when I went there. 
You know sometimes it is not about the money, you 
can go like that, and then you are being told to go 

here and there and maybe you have no one to help 
you. So, we just look at the well- being of the baby and 
not money… (Mother of three who delivered at a pri-
vate facility A)

Others reinforced this view that in the private hospitals, 
people are treated well primarily because of the money 
you pay, and they wished they could be handled better at 
the public health facilities.

…Then again, you find some doctors that are not 
keen when you have labor pains instead of them tak-
ing care of you. They just tell you to walk around. 
They need to treat us the same way we would be treat-
ed in private hospitals because you know in private 
hospitals, they treat you well because of the money 
you pay. But we would like to see the same services in 
public because you people are better than private…. 
(Mother of one who delivered at a public facility B)

The public medical workers’ strike in 2017
In 2017, there was a public medical workers’ strike that 
lasted for 100 days. This strike greatly impacted the ability 
of the health system to provide public delivery services. 
Some women described being referred to their relatives 
for alternative private health facilities.

…I knew before, and I went there for my clinic when 
I was about two months. During the third month, be-
cause I had a problem, I had to go to a public hospital 
in phase I where I had to go for a scan, which lied to 
me that I was ten months, and it was 11 months be-
cause I was counting days. They referred me to Public 
Maternity A, but when I got there, the people there 
were rude, just shouting at everyone and telling peo-
ple to go back home because there was no space, and 
the doctors were on strike. I was in so much pain, 
so I just left there and came back home and told my 
mother that I had decided just to go and deliver at 
Private health facility A… (Mother of one who deliv-
ered at a private facility A)

…I went to Major maternity hospital B, but I found 
that the nurses were on strike, so I had a relative who 
had given birth at Health facility C before, and their 
services were good, so they referred us there. So, 
when I went, I found that there was this initiative, and 
I also got lucky… (Mother of one who delivered at a 
private facility C)

Recommendations by women for better quality care at health 
facilities
We asked the women to provide key recommendations for 
improving the health system (both public and private). 
The most mentioned item was the need for healthcare 
workers to show empathy towards women, especially 
during labour. They also said that healthcare workers 
needed to improve their communications and have 
‘Polite language’. Second, almost all women asked for 
clean health facilities as well as to uphold basic standards 
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of care such as warm blankets after delivery, tea, hot 
showers and regular provision of meals. Third, they asked 
that health facilities organise for timely admissions. They 
pleaded with healthcare workers to reconsider, making 
women wait under challenging positions such as labour 
pains. Lastly, they asked for the health workers to reduce 
the focus on the payments (at private health facilities) and 
(procedures at public health facilities) focus primarily on 
safeguarding the well- being of the babies and the mother.

DISCUSSION
We report on a qualitative study aimed at understanding 
informal settlements, women’s delivery experiences, their 
perceptions of quality of care and how they influence 
their choice of a delivery health facility. We compared 
women who chose to deliver at private health facilities to 
those who delivered at public health facilities. We found 
out that the women in this informal settlement reported 
more facilitators for delivery at private health facilities, 
suggesting a more favourable user experience, relative to 
the numerous barriers raised for delivery at public health 
facilities. We used the WHO framework on improving 
quality care for maternal and newborns in a health facility 
to assess our findings.21

Facilitators and barriers to delivery at private health facilities
Women described private health facilities as providers 
of high- quality services (both clinical and non- clinical). 
They described healthcare workers at these health facili-
ties as treating women well. The women used terms such 
as ‘respectful’, ‘caring’ and ‘kind’ to describe the health-
care workers at the private health facilities. This finding 
has been described before in literature confirming that 
women have a preference for private health facilities 
because they are responsive to their sociocultural and 
economic sensitivities.17 When asked about the high- 
quality services at private health facilities, the women 
suggested that the health workers in the for- profit health 
facilities were competent because of their for- profit 
status. These perceptions led them to experience a 
level of competence that encouraged them to continue 
choosing private health facilities over public health facil-
ities. Competent systems where high- quality delivery care 
is provided have been described by the Lancet report on 
quality health systems in the era of Sustainable Devel-
opment Goals.22 Another plausible explanation for the 
women’s perception that private health facilities in this 
area provided high- quality care is the presence of low 
volume of deliveries. Hence, with the attentiveness and 
responsiveness that they described above during delivery 
at the private health facilities, it is possible that the quality 
of care received was a function of staff having to serve 
fewer women and pay more attention to them. Evidence 
from studies including other sub- Saharan countries has 
found that health facilities that have low volumes of deliv-
eries have been associated with higher quality of care.23

Another theme that was brought up by the women 
was financial access to care, with the national policy of 
FMS recently introduced in 2013 influencing choices.7 
This policy abolished all user fees for delivery services at 
public health facilities and at selected gazetted private 
health facilities for women with health insurance. This 
subsequently allowed the women to access care at private 
health facilities that they would have otherwise foregone 
because of the delivery fees. As a result of this policy, 
there was an overall increase in the number of women 
in the informal settlement accessing skilled birth atten-
dance. A similar increase in women accessing skilled 
birth attendance has previously been reported in urban 
settings in Kenya and in 10 sub- Saharan African countries 
that removed their user fees.8 24

A third facilitator to private health facilities was the 
condition of the physical amenities at private health facil-
ities. This was primarily centred on the conditions such 
as health facility cleanliness in the labour and delivery 
wards and other service provision elements such as the 
provision of hot water for bathing and good food during 
meal times. These basic amenities have been previously 
identified by similar studies set in informal settlements 
in Nairobi as lacking for women during the delivery.25 
This is despite the fact that the standards identified for 
the Kenya quality model of care for health facilities in 
Kenya explicitly identify a clean working environment as 
a key standard.26 Such low- cost basic amenities as having 
a clean ward and delivery rooms need to be put up by 
health facilities in place to ensure women’s satisfaction 
with the delivery experience.

In terms of barriers to delivery at private health facil-
ities, the women spoke of a few low- cost private health 
facilities as providers of poor quality clinical services and 
lacking specialist doctors to perform surgeries. These 
consequently led women to perceptions of low- quality 
care and acted as barriers to the choice of a private 
health facility. Previous studies in informal settlements 
have identified such facilities and labelled them ‘inap-
propriate’ in terms of staffing, equipment and drugs, 
posing a barrier to high- quality delivery service in 
informal settlements.15

Some women in this setting also mentioned the phys-
ical amenities at low- cost private health facilities that 
directly influenced the state of referrals to public health 
facilities as a significant barrier. They provided experi-
ences of obstetric emergency situations that necessitated 
referral and stated that the only referral facilities that 
could handle emergencies were public hospitals. They 
noted that the private health facilities lacked sufficient 
specialised equipment to deal with obstetric complica-
tions, hence putting private health facilities at a disad-
vantage. They also described an ineffective referral 
process, characterised by communications and transpor-
tation challenges. Previous studies assessing the state of 
obstetric care in slums have identified private health facil-
ities within slums being inadequately equipped and are 
unable to handle emergencies well.17
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Facilitators and barriers to delivery at public health facilities
The key theme that arose that aided their choice of public 
health facilities was the presence of physical ameni-
ties at the major maternity hospitals. This was explicitly 
attributed to the presence of a functioning theatre and 
resuscitation equipment for newborns, which bestowed 
them an ability to handle obstetric complications. This 
has subsequently led women to choosing public health 
facilities over private health facilities. This finding should 
be taken with caution, though recent studies in Kenya 
have described the availability of emergency equipment 
might not necessarily lead to quality delivery at some 
health facilities.27 This might be due to the functionality 
of the equipment, and the provision of life- saving services 
might depend on other factors such as staffing. The 
second facilitator was the process of early screening for 
complications during ANC services that allowed women 
referred for delivery at maternity with specialised staff. 
They mentioned that this allowed them to choose higher 
level maternities that could handle complications.

Most of the barriers to delivery at public health facil-
ities were related to the perceived poor quality of care 
at public health facilities. Women described unnecessary 
caesarean sections because of the availability of the equip-
ment. They described situations where no consent was 
obtained regarding the procedures and overmedicalisa-
tion of the process of childbirth, a finding that has been 
described in several contexts in a systematic review.28 A 
few women described having been attended to by trainee 
doctors, particularly at tertiary teaching institutions, a 
situation that exacerbated the already low quality of care 
described. Safety concerns such as theft of newborns at 
tertiary health facilities were described at tertiary health 
facilities. There were concerns about incompetent systems 
with basic and affordable facility items, such as cleanliness 
in the facility, hot water for showering, curtains for privacy 
and food after delivery, which are missing elements of a 
competent health system. These standards of care demon-
strate experiences of care that are contrary to WHO stan-
dards for a high- quality health system that recommends 
the health system should have components such as safety 
effectiveness, equity.21

We described the theme of financial access, primarily 
concerning the new FMS that was aimed at increasing 
access to maternity services. Women described the imple-
mentation of free maternity as being flawed. They shared 
experiences suggesting that the policy only covered 
24- hour vaginal births and not providing for possible 
postbirth complications at the health facilities. They also 
described overcrowding and poor quality service. This led 
to the belief that because the maternity service was free, 
the health workers were unconcerned with their well- 
being and that of their babies. The childbirth experience 
subsequently led to a trade- off between the costs of child-
birth and concerns of their well- being and that of their 
babies. Even women who did not have insurance such as 
the NHIF were willing to make out- of- pocket payments 
to ensure that they received the calibre of quality of care 

they deemed highly effective and safe. Diverse implemen-
tation challenges have been described regarding the free 
maternity in different settings within Kenya.11 12 This calls 
for improved implementation of guidelines that can assist 
with enforcing standards for quality care for the FMS.

Process indicators of quality of care were identified with 
mistreatment of women by healthcare workers identified 
by most of the women who delivered at public health 
facilities. This finding is supported by qualitative research 
in several contexts in Kenya that confirm that mistreat-
ment during facility- based care in Kenya is a growing 
problem.29–31 Some studies have measured and found 
a prevalence of 20% for physical abuse.32 This mistreat-
ment implied that women would choose their subsequent 
delivery at a private health facility where they would 
hope for better quality of care. A recent study aimed at 
measuring mistreatment during delivery across four coun-
tries has improved understanding of mistreatment. This 
study confirmed that physical and verbal abuse peaked 30 
min before birth and 15 min after birth.33 These obser-
vations have provided vital information for policymakers 
to suggest strategies of reducing mistreatment. Other 
Kenyan studies have suggested strategies such as health 
provider empathy, particularly in informal settlements.30 
Global calls have now been put forward for accountability 
for mistreatment by health systems.34 35

Lastly, the 2017 medical workers’ strike that lasted 100 
days resulted in women switching from public health 
facilities to seek delivery services at private health services. 
Recent evidence investigating the impact of medical 
strikes suggests that they can lead to a crippling of health-
care delivery in the public sector.36 Hence, the private 
sector that absorbs the capacity needs to be competent 
and capable of providing the necessary services to avert 
the potential morbidity and mortality that come with a 
medical worker strike.

Evidence shows that women are unable to accurately 
assess technical aspects of quality care.37 Perceptions of 
quality care such as dignified and respectful treatment 
may or may not lead to improved outcomes if there is a 
lack of technical quality care. Studies assessing the quality 
of services across five African countries suggest that 
primary health facilities with low patient volumes often 
exhibit low quality of services because of their inability 
to deal with obstetric emergencies.23 This is congruent 
with our findings. Women reported that private health 
facilities with good processes of care were often unable 
to provide emergency obstetric care and referral services. 
Choosing a private health facility would result in an emer-
gent transfer to the public health facilities in the event 
of an obstetric emergency during delivery, something 
women wanted to avoid.

Study limitations and areas for future research
Our main weakness was in not interviewing women who 
delivered at home or with the help of a traditional birth 
attendant. We strengthened our study by having FGDs 
with women who delivered at a range of health facilities, 
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including private facilities (both profit and not for profit) 
and low- cost private facilities. We also interviewed at both 
levels (primary and tertiary) of public health facilities to 
get a wide range of experiences from women. Areas for 
future research include interviewing women who had a 
delivery at a health facility and had a subsequent delivery 
at home. Additionally, women who switched between 
private and public health facilities and why they changed 
their facility preference would provide insights on attri-
butes of a health facility that women find important in 
making their choice of place of delivery.

CONCLUSION
Understanding why women choose certain types 
of delivery health facilities in informal settlements 
is important. Understanding the choices can help 
contribute policy recommendations that address inequal-
ities in quality of care at health facilities and are useful 
towards the implementation of the FMS policy. Women’s 
experiences at health facilities inform their perceptions 
and eventually preferences for the standards of mater-
nity service they expect. Identification of patient- centred 
aspects of quality of care at health facilities will be crit-
ical to improve maternal health outcomes and reduce 
maternal mortality in informal settings in the long term.
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