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Introduction
Women in the world’s developing countries are 300 times more likely to die in childbirth or
from pregnancy-related complications than women in developed countries (United Nations
Children’s Fund [UNICEF], 2009). It is estimated that approximately 99% of global deaths
arising from pregnancy related complications occur in the developing world where there is a
prevalence of high fertility rates, a shortage of skilled birth attendants, and weak health
systems (UNICEF, 2009). Ten countries in Africa have the highest lifetime risk of maternal
death, including Liberia (UNICEF, 2009).

Interventions for the prevention of maternal mortality, many with little success, are as varied
as its causes. For example, approaches such as the training of traditional birth attendants
have not accomplished stable decreases in maternal mortality (United Nations Population
Fund [UNFPA], 2012; World Health Organization [WHO], 2006). Over the past twenty
years, governments and aid institutions have reached a consensus that facility-based births
managed by skilled birth attendants are the best means to reduce maternal mortality.
Recently, the focus has shifted from single, silo interventions to a multi-pronged approach to
strengthen health systems and improve access to health facilities and skilled care for
improved maternal health (Abou-Zahr and Wardlaw, 2003; Campbell and Graham, 2006;
Maine and Rosenfield, 1999; WHO, 2012). However, access to facilities and skilled birth
attendants are often insurmountable barriers to many women.
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Maternity waiting homes (MWHs) are temporary shelters for pregnant women located near
a hospital or health center. MWHs have been endorsed by WHO as one component of a
comprehensive package to reduce maternal morbidity and mortality (WHO, 1996). These
shelters, also known as maternal waiting homes, waiting homes, or maternal waiting areas
are available to pregnant women from rural areas or those at high risk for obstetric
complications to help surmount the barriers of distance and time to the health center (Bhutta,
et al., 2009; Stekelenburg et al., 2006; van Lonkhuijzen, et al., 2012).

MWHs have existed in various forms for over one hundred years in Europe and North
America (Liebmann, 1995). In the developing world, the use of MWHs was mentioned as
early as the 1950s when they were introduced in rural Nigeria (Figa-Talamanca, 1996;
Liebmann, 1995; Poovan et al., 1990). Beginning in the 1960s the idea of MWHs was
reenergized and promoted as a potential intervention to bridge the physical chasm that
prevents rural women from receiving skilled maternal healthcare (van Lonkhuijzen et al.,
2012).

MWHs are currently located in the Caribbean, South America, Central American, Africa,
and Southeast Asia (van Lonkhuijzen et al., 2012). The widespread appeal of MWHs lies in
the breadth of their applicability and the simplicity of the concept - a place near a clinic or
hospital where women can rest and be monitored until giving birth with a skilled attendant.
The use of MWHs as a residential facility near a healthcare facility has the potential to
minimize the barrier of distance for pregnant women to access a skilled birth attendant
(WHO, 1996).

Background
Liberia, located on the coast of West Africa, has one of the highest maternal mortality rates
in the world (WHO, 2012). A Liberian woman faces a 1 in 20 risk of dying from birth-
related causes over the course of her reproductive life (UNICEF, 2009). The reproductive
portrait of Liberian women is marked by high fertility, early sexual debut and childbirth, and
high levels of unmet contraceptive needs (Lori and Boyle, 2011).

In the aftermath of the devastating 14-year civil and rebel wars, Liberia has been left with a
shattered infrastructure and some of the poorest health statistics on the continent. At the
cessation of the war in 2003, the percentage of health workers was reduced by 60%, leaving
only 30 doctors to serve a population of three million (WHO, 2003; United Nations
Development Program [UNDP], 2006). Additionally, 95% of the country’s health facilities
had been destroyed (WHO, 2003; UNDP, 2006). Basic public health services including
hospitals, clinics, electricity, and potable water were ravaged by rebel forces. Many women
in Liberia were exposed to gender-based violence and war crimes including sexual assault,
rape, and murder (WHO, 2004). WHO estimates that since 2000 the maternal mortality rate
in Liberia has almost doubled to 994/100,000 live births in 2007 (Liberia Institute of
Statistics and Geo-Information Services [LISGIS], 2008; WHO, 2011). This increase in poor
health outcomes is attributed to poor access to health services including such barriers as
distance to health facilities, cultural preferences, and a shortage of skilled birth attendants
(Lori and Starke, 2012).

In 2010, a four-year study to evaluate the effectiveness of MWHs in Liberia was funded by
the United States Agency for International Development as one of six Child Survival Grants.
Five clinics were chosen to receive the intervention; a MWH built next to a rural healthcare
clinic. Five clinics, matched by size, location, and population demographics were chosen for
the comparison group.
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The purpose of this study was to examine the impact of MWHs to improve access to
facility-based delivery and skilled care in rural areas of a post-conflict country. Focus
groups and individual interviews with community members including users of the MWHs,
non-users of MWHs, family members, clinic staff, and community leaders were utilized to
provide an understanding of the structural and sociocultural factors influencing MWH use
through the lens of women, families, and communities. Specifically, this study addressed
two research questions:

1. How do women, family members, and communities understand and describe access
to facility care and MWHs?

2. What are the structural and sociocultural factors that influence access to a MWH?

Literature Review
Maternity waiting homes have demonstrated such benefits as an increased proportion of
facility-based deliveries (Cardoso, 1986), improved maternal health (Cardoso, 1986;
Knowles, 1988), a lower risk of perinatal death (Chandramohan et al., 1995), decreased
incidence of obstructed labour (Chandramohan et al., 1994), improved access to essential
and emergency obstetric care (Eckerman, 2006), good access to healthcare (Spaans et al.,
1998), and the potential to decrease rates of stillbirths (Bhutta et al., 2009; Chandramohan et
al., 1995; Lee et al., 2009). Systematic reviews have concluded that MWHs have proven to
be effective, but the evidence is limited because of a lack of properly designed intervention
studies (Stekelenburg et al., 2006; van Lonkhuijzen et al., 2012).

There are also recognized barriers to accessing healthcare within developing countries that
apply to MWHs. These include such variables as cost, location, lack of knowledge about the
MWH, and cultural barriers. The cost associated with staying in a home can be prohibitive,
and for all the risk, home deliveries remain the least expensive birthing option (van
Lonkhuijzen et al., 2012). Indirect and direct costs pose significant and often insurmountable
challenges to many would-be service users.

In Ghana, a MWH built in an abandoned hospital suffered from very low use (Wilson et al.,
1997). The low use of the MWH facility was mainly attributed to its deserted surroundings
and distance from the hospital (Wilson et al., 1997). Meanwhile, a MWH in Timor-Leste
failed to improve access to facility-based deliveries for women who lived farther from the
facility in more remote locations (Wild et al., 2012). In rural or isolated areas, women and
communities may be unaware of a home’s existence or its uses. In these contexts, the most
expedient manner in which to instill knowledge of the home and its services can be through
social networks.

A study of a failed intervention in Kenya revealed the majority of women surveyed stated
they would need their husband’s approval to use the MWH (Mramba et al., 2010), indicating
the importance of family and community support, regardless of whether the intervention was
initiated by the community or an external organization. Homes act as a proxy for facility-
based births, yet traditional birthing practices may mean that facility-based births are
unacceptable due to separation from family and lack of privacy.

The largest study to date, conducted in Ethiopia, cited that acceptance and support by the
local community is vital and attributed the success of their MWH to community links (Kelly
et al., 2010). Incorporating women’s needs for comfort by integrating cultural practices
helps to negotiate the space between these systems while maintaining positive outcomes.
Traditional birth attendants encouraging and referring a woman to MWHs was cited in an
Eritrean study as an influential factor in use (Andemichael et al., 2010).
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Guiding Framework
Penchansky and Thomas’s (1981) five A’s of access was used as the guiding framework to
examine the data. In this model, access is divided into five dimensions: availability,
accessibility, accommodation, affordability, and acceptability. This seminal work, from
health policy and health service research was undertaken to provide a taxonomy to describe
the “fit between the patient and the healthcare system” (Penchansky and Thomas, 1981, p.
127). Specifically, availability refers to the extent a provider or facility has the requisite
supplies and personnel to provide adequate services. Accessibility refers to the physical or
geographic location of the provider to the patient. Precisely, how able are patients to reach
the provider. Accommodation relates to the extent the health services provider and system
are organized in relation to the preferences and the constraints of the patient. Affordability is
determined by the willingness and ability of the patient to pay for services sought. And
finally, acceptability describes how comfortable the patient feels seeking care from the
provider and vice versa, especially as it relates to unalterable characteristics such as sex,
social class, and ethnicity.

Methods
An exploratory, qualitative study design was used to examine perceptions of access among
community members. Data were gathered using focus groups and in-depth individual
interviews with key stakeholders in the domains of (a) availability, (b) accessibility, (c)
accommodation, (d) affordability, and (e) acceptability. Institutional review board approval
was obtained from the Institute of Social Psychology at the London School of Economics
and Political Science, the University of Michigan, Health Sciences and Behavioral Sciences
Review Board, and cleared with the Liberian Ministry of Health and Social Welfare.

Study Setting and Participants
The site of the research, Bong County, is located in north central Liberia with a population
of 333,481 (Figure 1). The county is primarily rural and the Kpelle tribe is the principal
ethnic group. Focus groups and in-depth individual interviews were conducted over the
course of three weeks in four of the five catchment areas with MWHs. In the fifth
community, the MWH structure was not yet completed and thus interviews were not
conducted. Each clinic serves a population of between 2,300 and 3,700 scattered in 8-12
catchment communities and is typically staffed by one registered nurse and one certified
midwife. A catchment community refers to a geographical area constructed around a clinic,
describing the population that uses its services (Schuurman et al., 2006).

Focus groups and interviews were conducted between March and April 2012 in the four
communities with open MWHs. Focus group participants included a convenience sample of:
(a) MWH users with a child aged six months and under; (b) family members of MWH users;
(c) MWH non-users with a child aged six months and under; and (d) MWH non-users family
members. Focus group participants were recruited by clinic staff and community leaders
using the following inclusion criteria: (a) able to speak English or Kpelle and (b) willing to
share their own experiences and understanding of MWHs. Eleven individual, in-depth
interviews were conducted with clinic staff and community leaders.

Data Collection
Prior to data collection the purpose of the interview – to understand the structural and
sociocultural factors influencing MWH use – was explained to participants. Verbal informed
consent was obtained and confidentiality was assured. Focus groups and interviews were
held in a private space convenient to the participants near the clinic and audio taped. Prior to
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beginning the interviews, demographic information was collected. A total of eight focus
groups were conducted across the four locations with open MWHs, consisting of six to
eleven participants each (n=75). Each focus group was conducted with congruent groups
including MWH users (n=2), MWH non-users (n=3), family members of MWH users (n=1),
or family members of non-MWH users (n=2). An additional 11 individual, in-depth
interviews were conducted with 12 clinic staff members or community leaders (one
interview included two community leaders) from the four locations.

Focus groups were structured around topic guides consisting of five to eight open-ended
questions and were moderated by a research assistant and a certified midwife fluent in both
Kpelle and English acting as a translator and cultural broker. In-depth interviews were held
with key informants to include a wide sample of individuals with authority in the
community as well as knowledge about the topic of interest. Participants were provided with
a meal after the completion of the focus group session or interview.

Data Analysis
Quantitative data were analyzed using descriptive statistical analyses. Simple descriptive
statistics were completed using SPSS version 20.0 to describe participant demographic
characteristics. Quantitative data were entered and then double checked for accuracy.

Qualitative data obtained from focus groups and interviews were transcribed verbatim. Data
analysis was guided by the research questions. Using Penchansky and Thomas’s (1981) pre-
defined concepts of access, the subtype of qualitative content analysis that compares data to
an existing theory, was employed for analysis (Morgan, 1993). Despite this being a less
common qualitative analysis approach, content analysis is useful when validating qualitative
data against a pre-existing theory. This type of content analysis can also provide an
expanded understanding of the concept of interest, access, while affording an opportunity to
guide future interventions (Krippendorff, 2013). The analysis of transcripts was conducted
using the following steps: (a) transcripts were read by all four authors for general
impressions; (b) participant quotes were sorted into preliminary categories guided by the
five A’s framework by two authors; (c) coding was double-checked by the two additional
authors and any discrepancies were resolved; and (d) consensus on the sorted data was
achieved by all four authors. We then examined the influence of each of the five A’s through
the lens of promoting or deterring women’s use of the MWHs.

An audit trail and validation among authors contributed to the trustworthiness of our data
(Sandelowski and Barroso, 2003). Rigor was maintained by adhering to Burns’ (1989) fours
standards for methodological congruence including rigor in documentation, ethical rigor,
procedural rigor, and auditability. Keeping detailed memos and notes during analysis
allowed for reflection on the process and verification among the four authors. Rigor was
further maintained by adhering to the procedures established by the authors, and by keeping
all documents for auditability if necessary.

Findings
Sixty-one women with children under the age of six months participated in the focus group
sessions (see Table 1 for select demographics). Twenty-nine women had been
accommodated at one of the four MWHs and ranged in age from 13-41 years. Thirty-two
women did not use a MWH prior to delivery. They ranged in age from 14-36 years.

Additionally, family members (n=14) participated in the focus groups and ranged in age
from 27-60 years. Twelve community leaders, six women and six men participated in in-
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depth individual interviews. See Tables 2 and 3 for select demographics of family members
and community leaders.

The MWHs were utilized for an average of 2-4.5 days (range 1-33 days) depending on each
community. MWH users presented to the MWHs before delivery in order to be near a clinic
for delivery and also stayed at the MWH in the post-partum period to recover before they
made returned to their communities.

Availability
Availability of services and resources to meet the needs of patients was discussed by several
participants. During the war, healthcare services were severely disrupted. There was an
acute shortage of providers and clinics often lacked the basic equipment and supplies to care
for the population. One Town Chief noted:

During the course of the war, we had nowhere to go. We lived in the bushes; [the
rebels] beat us. When the women were pregnant, we were impoverished with
nowhere to go. So you would be hiding yourself and there would be no chance of
survival for that child. So now it [the maternity waiting home] is here now. We are
getting our ladies here [to the maternity waiting home] happily. We are very, very
happy in here. The community is very, very happy.

Another participant who worked as a staff member at one of the clinics described how the
communities worked together to construct the MWH and the benefit the community is now
reaping since its opening:

The community helps because to construct the building, the community provided
sand, they provided bricks, they provided gravel. They help a whole lot so that the
waiting home can be built, so that their sisters, their cousins, will have access to the
place there…The community is very happy with the maternal waiting home being
in this area. Other areas do not have access to a place like this, so they are really
suffering.

Although the shortage of providers remains a problem in Liberia, rural healthcare facilities
have re-opened to begin to meet the needs of the population. The addition of MWHs
highlights to community members that there are now additional resources available to assist
women during the puerperium. MWHs are providing a bridge for pregnant women to enter
the healthcare system.

Accessibility
Accessibility or the relationship between the location of the services and the client’s ability
to reach them were reflective of the poor infrastructure and abysmal road conditions faced
by those in rural Liberia. Healthcare facilities serve large geographic areas, drawing clients
from far afield. The barrier of distance was especially profound for many pregnant women
as noted by this MWH non-user:

The community is actually thinking that the [maternity waiting] house will serve
the people and will help to relieve some of the problem of women walking distance
and not coming to the clinic to deliver. The house is saving the people and they are
happy about the house.

Another MWH non-user echoed the concern about distance to the clinic and how the MWH
was addressing this issue:

The barriers of distance for some of them to even come for visits with the certified
midwife, sometimes they have to stay late and they go back home. So some would
just be reluctant. But for the presence of this [maternity waiting] home, they think it
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will help to serve that purpose. And when women are critical they can stay…so you
won’t have that stress of having your relatives transport you at night to the next
referral level.

Once a woman begins labour it is difficult for her to get to the clinic. There are very few
cars and roads are often impassible, especially in the rainy season. One clinic staff member
noted the following:

Some of the problems that they face, one of them is the distance to walk when they
are in their ninth month. To walk the distance can give them a hard time most of
the time. But we really advise them that if they are into the ninth, they should come
as soon as possible. Do not wait until the last minute to come.

The MWH provides the opportunity for women to come closer to the clinic before labour
starts, avoiding the reluctance to walk several miles after contractions begin. It lessens the
geographic barrier of distance by making accessibility to skilled care more fluid – women
can come early and know they have a place to stay until labour begins.

Accommodation
The relationship of the ability of the facility to meet the client’s needs is a function of
accommodation. The women were able to bring their family members, children, and
traditional midwives to stay with them in the MWH. There are no restrictions on the number
of individuals who can accompany a woman to the MWH since each MWH had four to five
rooms with two beds; however, if the MWH is full, women are asked to limit the number of
individuals remaining with them. In most cases, the pregnant woman’s other children are
cared for by female relatives in their home. The role of traditional midwives in Liberia is
central to the positive aspects of accommodation as described here by a clinic staff member:

Because we have our TTMs [trained traditional midwives] that we talk to. Because
[the women] relate to the TTMs more than us, because the TTMs are with them in
community…. So we talk with our TTMs that as soon as the woman will call you,
bring her to the clinic.

The importance of men’s roles was also acknowledged in the ability of a facility to
accommodate pregnant women from the community: “Yes, the community is very happy
with the maternal waiting home, because the men in the community, when the women are
here, they feel free that the women are secure.” A clinic staff member supported this by
saying, “They say their husbands tell them they are happy that they have a house. So when
they have their next pregnancy, they will come here.”

But men can also prevent a woman from utilizing the MWH as this non-user noted, “And
when the husband does not support you coming here, you will not come on your own.”
Another family member of a non-user also stated:

So coming to the waiting home for some of them is like creating additional burden
for them because their husbands are not in support of it, because they are not
prepared to support them when they are [in the maternal waiting home].

Another barrier to accommodation identified by participants was food insecurity. Although
there is a kitchen, a water pump for a source of clean water, and cooking facilities with all
the necessary utensils and cookware provided at the MWHs, women and their family
members are responsible for bringing the food they will consume while staying at the
MWH. As noted by this MWH non-user, “And then we should help them with food at the
waiting home. When the pregnant women come, what they bring is not sufficient.” The
officer in charge at one of the health facilities affiliated with a MWH stated, “The food is
really a problem that they think about.”
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Affordability
Affordability is a strong influence on use of the MWHs in Liberia. Because most Liberians
live on less than $1 per day and make their living as subsistence farmers, it is difficult to pay
for healthcare. Currently, services are free at all public facilities. As identified by one clinic
staff:

Yes, what really motivated them to come to the maternal waiting home, one, they
have access to free lodging. Because most of the women who come here, they face
problems with lodging. Two, they have free access to bathing, toilet. And they have
free access to the facilities.

The idea of MWHs is spreading by word of mouth in rural Bong County, Liberia. The value
of having accommodations while waiting for the birth of a child was articulated by one
community leader.

All because they don’t have relatives or they don’t have a place to lodge. But once
the person has got a place here or they are told that when you come here there is a
place here that you will stay until you give birth, they are always happy. And I’ll
tell you, it’s going to really be something great. It will really help our people. These
homes are a good idea. Other people are trying to emulate this things, that’s right.

Acceptability
Acceptability reflects the patients’ as well as the providers’ attitudes toward each other’s
personal characteristics. It also suggests the comfort women feel with the care they receive
while at the MWH. One MWH user stated, “Because when you are close the clinic, the
health professional can monitor them.” Another MWH user said the following:

It’s actually a resting place…if you have a headache you can explain to everybody
and you can lie down on your bed and you will be served your medication. The
[certified midwife] came and asked [us] if there was any problem with anybody,
and it was okay. [I] had never had to go a distance after delivery, because [I] rested
enough after [I] gave birth. [I] was treated, checked and went home. So [I] had a
fine time here.

Disrespectful care and abuse at the facility level can influence acceptability in the opposite
direction. The prevalence varies widely and is still not well documented (Bower and Hill,
2010). As one MWH user put it:

Some of the barriers could be women would not want to use the home because if
the patient, the staff and client relationship is not built. Where the provider will not
interact in a friendly way with women here at that time of their pregnancy.

Another non-user stated. “If women come, women might not want to come and stay if they
are not being treated fine from the clinic staff. If the interaction and the relationship is poor,
then women will not come to use the home.”

Discussion
Access or entry into the formal healthcare system through the MWHs was viewed as
positive by most participants in our study. Availability of services was seen as very positive
for the participants in our study. While a shortage of healthcare personnel still exists, access
to a functioning clinic has greatly improved since the end of the conflict. Although distance
remains a potential barrier to accessibility of healthcare, the MWHs are serving as a bridge
to skilled care by providing temporary shelter near a facility staffed by professionals.
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According to the 2007 Liberian Demographic and Health Survey, 63.3% of women in the
north central region of Liberia, where Bong County is located, received prenatal care from a
skilled provider, defined as a doctor, nurse, midwife or physician’s assistant (LISGIS, 2008).
However, only 32.6% of women in this region were attended by a skilled provider at
delivery (LISGIS, 2008). While increasing numbers of women are accessing prenatal care,
fewer of them utilize facilities for delivery. It is therefore plausible that having a MWH
located near the clinic could increase access for those women who pursue prenatal care but
do not deliver at the clinic due to the barrier of distance.

While treatment at healthcare facilities is free in Liberia, our findings corroborate others
who have noted cost of transportation, lost time, and food as barriers to uptake of MWH use
(Wild et al., 2009; Wild et al., 2012). Affordability is measured in more detail than merely
fee for service. Several participants in our study identified the issue of food insecurity as a
barrier to MWH use. To address this issue, the staff at one healthcare facility planted a
garden to supplement the food women brought with them to the MWH.

The dimensions of accommodation and acceptability were most impacted by sociocultural
factors including the role of men as well as the relationship between providers and patients.
These findings support the observation by Mramba et al. (2010) of the important role of men
as well as community and family.

Word-of-mouth and referral by social networks both play an important role in how health
information is transmitted in low-resource areas, and can either encourage treatment-seeking
behaviors or spread misinformation and rumors (Kaler, 2010). Participants in our study
discussed how they learned about the MWH from users and community members. Providing
education about MWHs to women through traditional birth attendants has been cited as a
way of incorporating them into the healthcare process (Kelly et al., 2010). Positive
experiences in MWHs mean women will refer their friends and family members, thereby
encouraging use and support for homes throughout the community (Prado and Cortez, 2011;
WHO, 1996).

Limitations
This study was not without some limitations. First, all focus groups were led by a health
worker which may have introduced an element of social desirability bias that influenced
participants to speak favorably about the health system and the MWHs. Second, the sample
was a convenient sample of individuals from one geographic location therefore results
cannot be generalized outside of Bong County, Liberia. Despite the use of an audio recorder
and verbatim transcription, all focus groups were translated between English and Kpelle,
which may have impacted the messages received by the researchers. Regardless of these
limitations, this study details the importance of considering access to maternal health
services from a broader sociocultural perspective.

Conclusion
Despite the fact MWHs appear to be a key element in the chain of many maternal health
interventions, little evidence exists on the sociocultural factors that influence their use.
Examining access as a general concept within the specific dimensions of availability,
accessibility, accommodation, affordability, and acceptability provides a way to describe the
structural and sociocultural factors that influence access to a MWH and facility based birth.

Communication with target communities is necessary to ascertain the cultural taboos,
expectations, barriers, and needs of the community pertaining to healthcare interventions
such as MWHs (Stekelenburg et al., 2006). By examining the MWH intervention from a
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sociocultural perspective, communities were able to describe the contribution of MWHs to
accessing skilled care for delivery at a facility level. Incorporating the role of cultural and
social conditions in evaluating how, why, and when MWHs work can foster a feedback loop
of the experience of users and of those who could not overcome the obstacles for use.
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Figure 1.
Map of Liberia
*Used with permission from the United Nations Cartographic Section
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Table 1
Characteristics of the Pregnant Women in the Focus Group Sample (n=61)

Characteristics %(n) MWH Users
(n=29)

MWH Non-
users (n=32)

Comparing
differences between

groups

Age 13 - 41 14 - 36 t=−.43, p=.668

  Mean 22.65 23.50

Years of schooling 0 - 11 0 - 8 t=1.33, p=.188

  Mean 3.14 2.22

Number of pregnancies 1 - 7 1 - 10 t=−.52, p=.603

  Mean 2.76 3.03

Number of living children 1 - 6 0 - 6 t=.15, p=.884

  Mean 2.66 2.59

Number of antenatal visits 2 - 10 2 - 10 t=.11, p=.912

  Mean 4.76 4.71

Where was your child born? χ2= 12.16, p=.002

  Hospital 0 9.4% (3)

  Clinic 100% (29) 65.6% (21)

  Home 0 25.0% (8)

Nearest health clinic in minutes 20 - 240 10 - 210 t=.93, p=.358

  Mean 113.13 96.53

Number of days at MWH 1 - 10 N/A

  Mean 2.59 N/A

Who accompanied you to MWH?

  TTM 82.8% (24) N/A

  Family member 17.2% (5) N/A

Was TTM paid for her services? χ2= .124, p=.725

  Yes 93.1% (27) 90.6% (29)

  No 6.9% (2) 9.4% (3)

Did TTM attend birth?

  Yes 100% (29) N/A

  No 0 N/A
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Table 2
Characteristics of the Family Members in the Focus Group Sample (n=14)

Characteristics MWH Users
(n=8)

MWH Non-
users (n=6)

Comparing
differences

between groups

Age 27 – 58 55 - 60 t=−2.55, p=.034

  Mean 39.86 56.67

Years of schooling 0 – 10 0 t=2.75, p=.028

  Mean 3.88 0

Number of living children 1 – 10 2 - 11 t=−.35, p=.731

  Mean 5.38 6.00
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Table 3
Characteristics of the Participants in Individual Interview Sample (n=14)

Characteristics %(n) Participants

Type of community health leader

  Clinic Staff 71.5% (10)

  Community Leader 14.3% (2)

  NGO Staff 7.1% (1)

  Ministry of Health and Social Welfare Staff 7.1% (1)

Gender

  Female 57.1% (8)

  Male 42.9% (6)
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