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Abstract 
 

Many sub-Saharan African countries have experienced various challenges that threaten the quality of health services offered to the 

population. The COVID-19 pandemic disrupted access to healthcare services in many countries as they grappled with implementing 

measures to curb its spread. The consequences of COVID-19 have been catastrophic for maternal and newborn health. There is a 

dearth of information on expectant mothers’ negotiation mechanisms to access maternal health services during COVID-19 in 

Kenya. This rapid qualitative study draws data from purposefully selected 15 mothers who were either pregnant or had newborn 

babies during the COVID-19 pandemic in Kilifi county in Kenya. Data were analyzed thematically and presented in a textual 

description. Women used the following alternatives to access maternal health: giving birth at the homes of traditional birth 

attendants (TBAs), substituting breastfeeding with locally available food supplements, relying on limited resources and neighbours 

for delivery and local savings and rotating credit associations. This study shows that urgent measures are needed to provide high 

quality maternal and child health services during and after the COVID-19 pandemic. These include but are not limited to developing 

special interventions for the pregnant women for any emergency and establishing trust between communities and individuals 

through the TBAs. (Afr J Reprod Health 2022; 26[12s]: 57-65). 
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Résumé 
 

De nombreux pays d'Afrique subsaharienne ont connu divers défis qui menacent la qualité des services de santé offerts à la 

population. La pandémie de COVID-19 a perturbé l'accès aux services de santé dans de nombreux pays alors qu'ils s'efforçaient de 

mettre en œuvre des mesures pour freiner sa propagation. Les conséquences du COVID-19 ont été catastrophiques pour la santé 

maternelle et néonatale. Il y a un manque d'informations sur les mécanismes de négociation des femmes enceintes pour accéder 

aux services de santé maternelle pendant la COVID-19 au Kenya. Cette étude qualitative rapide tire des données de 15 mères 

délibérément sélectionnées qui étaient enceintes ou qui ont eu des nouveau-nés pendant la pandémie de COVID-19 dans le comté 

de Kilifi au Kenya. Les données ont été analysées thématiquement et présentées dans une description textuelle. Les femmes ont 

utilisé les alternatives suivantes pour accéder à la santé maternelle: accoucher au domicile des accoucheuses traditionnelles (AT), 

remplacer l'allaitement par des compléments alimentaires disponibles localement, compter sur des ressources et des voisins limités 

pour l'accouchement et sur les associations locales d'épargne et de crédit rotatif. Cette étude montre que des mesures urgentes sont 

nécessaires pour fournir des services de santé maternelle et infantile de haute qualité pendant et après la pandémie de COVID-19. 

Celles-ci incluent, mais sans s'y limiter, le développement d'interventions spéciales pour les femmes enceintes pour toute urgence 

et l'établissement de la confiance entre les communautés et les individus par le biais des AT. (Afr J Reprod Health 2022; 26[12s]: 

57-65). 

 

Mots-clés: COVID-19, mères indigentes, comté de Kilifi, services de santé maternelle, étude qualitative 

 

Introduction 
 

Many sub-Saharan African countries have suffered 

various challenges that threaten the quality of health 

services offered to the population. With the 

Coronavirus Disease-2019 (COVID-19) outbreak, 

it is evident that access to quality antenatal care 

services would be further threatened in the region 

due to the competition for limited health care 

resources1. The COVID-19 pandemic caused 

significant disruption of essential health services in 

sub-Saharan Africa. As COVID-19 continues to 
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spread in Africa, health resources have been 

diverted to focus on general population needs rather 

than the specific needs of vulnerable groups, such 

as pregnant women and their children2. COVID-19 

has shocked and altered the existing gender roles 

which to a larger extent curtailed the beneficial 

effects of gender roles on population health3. Even 

before the onset of the COVID-19 pandemic, 

women were already doing most of the world’s 

unpaid care work. The initial research suggests that 

the crisis of COVID-19 and its consequent 

shutdown response have resulted in an intense 

increase in this burden3. Therefore, given the high 

burden of maternal and neonatal mortality in sub-

Saharan Africa, there is an urgent need for 

innovative strategies to prevent the deterioration of 

maternal and child outcomes in already strained 

health systems2,4. 

The differences in how women fare during 

a pandemic compared to men are largely due to 

long-existing inequalities and social disparities 

exacerbated by the pandemic rather than biology5. 

Moreover, inequalities created and compounded by 

outbreaks leave women in more vulnerable 

positions6. Gender equality and the empowerment 

of women is recognized in the Sustainable 

Development Goals (SDGs) and by various United 

Nations (UN) and government commitments. 

However, mainstream public health and public 

policy have yet to invest substantially in research 

and action to tackle gender inequalities in health7. 

The health sector's inability to accelerate progress 

on a range of health outcomes focuses on the 

substantial impact of gender inequalities and 

restrictive gender norms on health risks and 

behaviours8. Public health policies and efforts have 

not addressed the gendered impacts of disease 

outbreaks9. 

Pregnancy, childbirth, and postnatal 

periods (maternal health) are critical experiences 

for women. Most potential maternal morbidity and 

mortality can be prevented when skilled birth 

attendants provide prompt and suitable care for 

women during pregnancy10. However, preventable 

causes of pregnancy and childbirth mortality is still 

a challenge in low and lower-middle-income 

countries. Poor access to quality antenatal care 

(ANC) contributes significantly to these 

preventable maternal deaths11,12. 

Despite that scientists continue to investigate the 

coronavirus and COVID-19, little is yet known 

about the maternal and foetal birth outcomes of 

infected women. Previous studies have identified 

gaps in access to and utilization of healthcare 

services, with healthcare providers and institutional 

biases contributing to these negative outcomes 

during pandemics13,14. Furthermore, the pandemic 

could cause inadequate antenatal and postnatal care, 

which can seriously impact maternal health and 

possible mortalities in poor socio-economic 

settings15,16. 

Early data from the United Nations 

Population Fund (UNFPA) suggests a drop in 

facility-based care in many countries and 

projections of rising maternal mortality due to 

COVID-1917. During pandemics, health systems 

worldwide are either stressed to their maximum 

capacity or anticipating becoming 

overwhelmed18,19. In Kenya, as the government 

intensified its efforts to contain the spread of the 

virus, particular health workers and facilities were 

redirected to deal with COVID-19 cases, which 

means that other health services, including maternal 

health care, were no longer priorities as they should 

and must be20. A recent study reported that Kenya 

lacks a robust pandemic emergency preparedness 

plan, as human and financial resources are 

inadequate to respond to emergencies21. Although 

existing disaster responses and risk mitigation 

committees include stakeholders across different 

sectors, these positions are politically motivated 

and lack adequate technical support21,22. 

Kenya introduced free maternity services 

(FMS) in all public hospitals in 2013 to encourage 

skilled care deliveries and provide financial risk 

protection and equitable access to MHS for poor 

and vulnerable populations23. Since the introduction 

of FMS, Kenya has made remarkable progress 

towards reducing mortality rates and improving 

coverage of health services24. Yet despite such 

successes, considerable inequities in health 

outcomes and the uptake of health services remain, 

disadvantaging the most vulnerable individuals25. 

Kenya recorded an increase in facility-based 

deliveries from 44% in 2008 to 61% in 201524. This 

increase in skilled care deliveries has been partly 

attributed to the free maternity care policy 

introduced  in  June 201325,26. Nevertheless, before  
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the emergence of COVID-19 in Kenya, high-quality 

and timely maternity healthcare services were 

unavailable, inaccessible, or unaffordable for millions 

of women worldwide, especially in low-resource 

countries20. 

Since March 13 2020, when the first case of 

COVID-19 was reported in Kenya, the government 

has implemented interventions and measures to curtail 

the spread of the virus and mitigate the socio-

economic effects of COVID-19. For instance, 

strategies such as the nationwide dusk-to-dawn 

curfew have negatively impacted access to essential 

health services, particularly emergency obstetric and 

newborn care20. Moreover, the prioritization of 

COVID-19 patients to access healthcare services 

affected the allocation of healthcare resources. Studies 

have shown the consequences of COVID-19 on 

maternal health services in Kenya21 experiences of 

slum dwellers27 and how COVID-19 affected access 

to maternal healthcare in Kenya20,28. Recent study22 

reported that there were decreased antenatal 

attendance, immunizations, and hospital deliveries, 

along with an increase in stillbirths during COVID-19 

in Kenya. 

Moreover, a recent study in Kenya reported 

that women from identified economic reasons such as 

unemployment and loss of their sources of income as 

barriers to healthcare access29. Some women from 

poor socio-economic backgrounds in Kilifi County 

resorted to giving birth at the homes of birth 

attendants20. Economic difficulties pushed women not 

to access maternal health services in time. Such 

women were unemployed, lost their sources of 

income, and lacked money for transportation to health 

facilities. They therefore prioritized essential 

provisions such as purchasing food over going to the 

health facility20. The previous studies in Kenya have 

not extensively addressed the alternatives poor 

women used to access maternal health services during 

COVID-19 in Kenya. Moreover, it remains unclear 

how the pandemic has influenced maternal healthcare 

choices, particularly how women have altered their 

birth plans, a knowledge gap that this follow-up 

qualitative study primarily addresses. 
 

Methods 

 

This study was conducted in Kilifi County in Coastal 

Kenya. Kilifi is classified as an arid and semi-arid 

area. Over 65% of Kilifi residents face seasonal water 

shortages with droughts and floods compromising the 

productivity and food security25. The county’s 

dependency ratio stands at 101.45 per cent. It has high 

poverty estimated at 66.7% and widespread food 

insecurity affecting approximately 67% of the 

households. Majority of the population is rural-

based25. The predominant community is the Giriama 

sub-tribe of the larger MijiKenda community. The 

primary source of livelihood for the Giriama is 

subsistence agriculture supplemented by wage labour 

in the salt mines, small trade, cashew nuts, palm wine 

business and animal husbandry. Kilifi is among 

counties ranked among the top 15 contributing to the 

country’s maternal and perinatal death burden30. 

Kenya's maternal mortality rate is still high at 342 per 

100,000, while Kilifi County has a mortality rate of 

289 per 100,00025. 

This rapid qualitative study utilizes data from 

15 mothers purposively selected from 40 mothers who 

had participated in an ethnographic study between 

2016 and 201820. The 15 mothers were either pregnant 

or gave birth during the COVID-19 pandemic. In-

depth interviews were conducted by the researcher 

with the assistance of a trained research assistant. All 

interviews were conducted at the homes where 

mothers were living as they felt comfortable and the 

COVID-19 safety measures were taken into 

consideration. Moreover, informal interviews were 

also conducted with the mothers. Questions were 

asked to encourage participants respond to the 

primary objective of this study. Examples of questions 

included were:.- What does COVID-19 mean to 

mothers in terms of clinic attendance?; What 

mechanisms do mothers use to access maternal health 

services when hospitals are closed due to COVID-

19?; What are mothers likely to do differently to 

ensure their babies are healthy?; What lessons can 

mothers learn from the COVID-19 pandemic?; Any 

challenges encountered in accessing maternal health 

services and how mothers go about them?  

Table 1 show the socio-demographic 

characteristics of the indigent mothers who 

participated in this study. The study used level of 

education and source of livelihood to measure 

indigence. 

Data analysis began while the fieldwork                 

was in progress. No software was used                                       

for the analysis. Data  from  in-depth  interviews  and  
 

 

 



Ombere et al.                                                                                 Maternal health challenges during COVID-19 

 

60 

 

African Journal of Reproductive Health December 2022; 26 (12s): 

 

Table 1: The Socio-demographic characteristics of women interviewed 
 

Age Frequency Level of education Source of livelihood 

18-28 5 Primary Palm wine tapping and peasant farming 

29-39 8 primary Fish mongering and peasant farming 

40-50 2 secondary Peasant farming and fish mongering 
 

Source (Author fieldwork notes, 2017) 

 

informal interviews were analyzed through a 

contextualized content analysis by the author31. 

Data was also transcribed using computer-aided 

transcription software (F5 transcription-free). The 

findings are presented in textual descriptions and 

illustrated using verbatim quotations. Data analysis 

stopped when no new themes were emerging from 

the analysis. All participants were above eighteen 

years, provided informed consent, and were 

reassured about the confidentiality of their entire 

involvement in the study. No participants declined 

to participate or withdrew from the study. Ethical 

approval was obtained from Maseno University 

Ethical Review Committee- reference number 

MSU/DRPI/MUERC/00206/015. 
 

Results 
 

Several themes emerged in this rapid-qualitative 

study to identify the strategies that indigent mothers 

used to access maternal health services during 

COVID-19 pandemic in Kilifi county Kenya.  
 

Giving birth at the traditional birth attendants 
 

Traditional birth attendants (TBAs) played a critical 

role in maternal health during the COVID-19 

pandemic. Pregnant women feared going to the 

hospital because they could contract the 

coronavirus. This meant that antenatal clinic 

attendance was very poor and there was no close 

monitoring of pregnancy progress. The majority of 

expectant mothers mentioned that even if they had 

money, they would never go for antenatal and 

delivery in the hospitals; rather they will go to 

TBAs, which was safe from COVID-19, and 

cheaper. Some women also avoided going to the 

hospital because they knew that they were a group 

at risk. For instance,  

I could not go to the hospital because I feared 

getting COVID-19 anyway. Even if I get the 

money, I will still go to deliver in the local birth 

attendants’ home, it is cheaper and the risk of 

contracting COVID-19 are almost none 

(Pregnant mother, expecting a child). 

I avoided going to the clinic since corona 

began. I had visited the hospital once and 

again. Going to the hospital using a motorbike 

is still risky because I am among the groups at 

risk of contracting the virus and I cannot tell 

the virus status of those who boarded the 

motorcycle. I will deliver at home (Pregnant 

mother, expecting her third child). 
 

Locally available food supplement 
 

Even after giving birth at the homes of TBAs, 

mothers could still not go to postnatal clinics. 

Mothers missed all the clinic visits. As an 

alternative to prevent malnutrition of the baby, 

mothers relied on locally available food 

supplements such as porridge and milk from 

domestic animals. Some mothers had no problem 

giving their babies packet milk bought from the 

shop because they perceived such milk as being 

safe. 

No need for risking. My child can miss all those 

clinics until they say coronavirus is managed 

and is no longer there with us. I will just give 

my child healthy foods such as porridge and 

cow milk. (Mother 03, supposed to go for 

postnatal care). 

But now there is no enough milk in my breast, I 

don’t see the harm in giving my child milk from 

the shop or the cow. Steve, this is still milk in 

fact very safe (Recently, delivered mother). 

But my child became so weak and I had to give 

him other foods including boiled water because 

I had no milk in my breast because we lacked 

food in the house (informal conversation with a 

mother). 
 

Relying on limited resources and neighbours 

for delivery 
 

With the ‘absent and not helping husbands’ lock-

down during the covid-19 and loss of casual labour, 
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mothers reported relying on their limited resources 

to assist their delivery locally or in nearby private 

health facilities. However, the private facilities 

were reported unaffordable by most women. 

Neighbours played a critical role during the 

COVID-19 pandemic. The respondents noted that 

some had to borrow money from their neighbours 

to access antenatal and postnatal services in private 

health facilities. Such an alternative enabled them 

to access maternal healthcare. For instance: 

I relied on my neighbours to assist me in 

reaching the nearby clinic, though it was not 

easy paying for postnatal fees. This is my 

immediate source of help so I could not wait for 

my husband who was away to come and take me 

to hospital (Expectant mother 08, Kilifi county). 

Our husband migrated to Mombasa town to 

look for job. He has not been sending us 

anything. Lockdown is here and we cannot fail 

to seek maternal healthcare in either local 

private hospital or the traditional midwife 

(Mother whose husband is away and not 

helping) 

Sincerely during covid-19, things were not easy 

and I had to sell all my chicken and a goat to at 

least deliver in the private clinic. It was hectic 

during corona time (In-depth interview with 

Mother 06). 
 

Local rotating savings and credit associations 
 

To cope with the burden and pressure from multiple 

roles, respondents noted that they joined local 

rotating credit associations known as chamas. They 

could save and borrow money for health care and 

other family use during emergencies without 

bothering their husbands. Women in such 

associations, which are mostly kept secret from 

their husbands who could otherwise force the 

women to give them all the money, were better 

positioned to negotiate access to health care since 

they had an alternative for borrowing money from 

the associations. 

My chama made my work easier. Imagine I 

borrowed money from chama and travelled to 

Mombasa to give birth. These chamas are so 

helpful when an emergency arises and you 

don’t have money, you can borrow and refund 

later with some bit of interest (Recently 

delivered woman 13). 

I have my chama where I can borrow money. 

This chama is mostly my secret and many other 

women I know of. It is a good thing that has 

helped me during this corona period (Woman 

11, who had delivered her 9th child).  
 

Discussion 

 

This study identified the varying dimensions of the 

strategies used by indigent mothers to access 

maternal health services during COVID-19 

pandemic in Kilifi County. There was a decline in 

the utilization of maternal health services during 

COVID-19. Such decline are attributable to the 

restricted access to health facilities arising from 

government COVID-19 containment 

measures20,21,32. Evidence from similar health 

emergencies, such as the Ebola outbreak in West 

Africa, also reported that such mitigating measures 

as well as the disease itself had a detrimental impact 

on maternal health and led to a 75% increase in 

maternal mortality in West Africa33. 

Although access to safe delivery care has  

been acknowledged as an essential health service, 

many poor pregnant women in Kenya suddenly 

found themselves with fewer options for care as 

health facilities were converted into isolation 

wards. Recent studies in Kenya20,21,34 also noted that 

such changes led to confusion, as pregnant women 

and mothers did not know where to go to seek 

maternal health services. The findings from this 

study show that during COVID-19 pregnant women 

from poor socio-economic backgrounds gave birth 

at home with the help of a traditional birth 

attendant, also known as traditional midwives. 

Although the government of Kenya actively 

discourages TBA-supported births, the TBAs have 

been reported to avert maternal deaths during 

pandemics such as the COVID-19. Mothers used 

accessibility of TBAs as an alternative way to get 

maternal health services in the villages because they 

could easily pay and the TBAs are trusted by the 

community20,34,35. It is thus evident that health care 

obstacles peculiar to women are not always 

physical barriers in patriarchal societies, but also 

cultural barriers (such as, power distances, 

masculinity-femininity orientation) connected with 

gender usually discourage women from seeking 

access to healthcare. These cultural barriers limit 

access to healthcare during the pandemic, 
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especially in populations where traditional practices 

are deeply rooted in everyday life of the people. 

Breaking these socio-cultural barriers requires 

novel guidance through strategies like persuasive 

communication and adequate information to 

minimize or eliminate gendered cultural norms 

associated with health-seeking behaviours and 

mainstream health services to manage the spread of 

the virus16. 

This study also shows that after giving birth 

at home through the TBAs, the poor mothers relied 

on locally available food supplements to meet the 

nutritional needs of the babies. Due to poverty and 

other socio-economic conditions, mothers could not 

exclusively breastfeed their babies. Moreover, just 

like in other parts of the world, many health 

facilities were temporarily shut down during the 

COVID-19 pandemic in Kenya. This means that 

maternal and child under-nutrition rates may have 

increased due to COVID-19. However, 

breastfeeding has short- and long-term benefits for 

the mother and her infant. To benefit from the 

protective factors in breast milk, every effort should 

be made to support and enable early and immediate 

initiation of breastfeeding36. Respondents from this 

study reported utilizing locally available nutritious 

foods such as porridge to supplement breastfeeding 

because breast milk was not adequate for the baby 

due to lack of food for the mother. This means that 

exclusive breastfeeding was not possible during 

COVID-19 in Kenya. According to37 the COVID-

19 pandemic has posed several challenges to the 

provision of newborn nutrition and care 

interventions, including maternal support, 

breastfeeding and family participatory care. 

Breastfeeding protects neonates, infants and 

children against morbidity and death36. The 

advantages of exclusive breastfeeding have been 

well studied and they are universally 

recognized38,39. Exclusively breastfeeding improves 

the survival, health, and development of all 

children. 

During pandemics, gender power relations 

at the household level pile more pressure on the 

poor women who also struggle with multiple roles, 

which further compounds women’s ability to access 

maternal healthcare. Gender dynamics such as 

division of labour and multiple roles have been 

identified to affect maternal health and healthcare 

of women during and after pregnancy40. This study 

shows that during the pandemic, pregnant women 

were left with the burden of relying on their limited 

resources and sometimes help from the neighbours 

to access maternal health services either in the local 

health facilities or with TBAs. This means that 

maternal health services were treated as ‘women-

only’ affair, which escalated gender inequality.. 

The study findings concur with previous studies 

which reported experiences of gender inequity 

during previous pandemics (e.g., SARS, Ebola) and 

the COVID-19 which escalated the increases in 

existing gender health inequalities in reproductive 

health care across many societies, with many 

compromised healthcare systems16,41,42. 

This study revealed that the poor women 

relied on local rotating savings and credit 

associations where they had small savings to get 

money for maternal healthcare. According to 43 

such micro-credit programs enhances women’s 

agency, access and control over economic resources 

and participation in household, thus improving their 

decision-making processes. Therefore, access to 

credit is a significant determinant of women’s 

bargaining power, and their economic contributions 

to the household. Some scholars44 also noted that 

such local rotating-credit associations are forms of 

social capital where the community members build 

trust and reciprocal relations thus contributing to 

the sustainability of local communities in rural 

areas and the poor women’s socio-economic 

condition is shaped by the interplay of economic 

status, education, social status and awareness45. 

Thus, as an alternative, local rotating savings and 

credit associations played a critical role in ensuring 

that poor mothers get access to maternal health care 

during the COVID-19 pandemic. 
 

Strengths and limitations 
 

The main strength of this study is that the findings 

are extremely relevant. They offer important 

lessons for practitioners and policymakers in 

maternal health on what is likely to happen to 

indigent mothers during the healthcare crisis. 

Therefore, the findings from this study are 

significant for strengthening maternal health 

services provision in hard-to-reach areas to avoid an 

increase in maternal mortality during epidemics or 

pandemics in Kenya. However, the findings from 

this study cannot be considered representative of 
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the views of all indigent mothers in Kenya. Still, 

they might be applied among other Mijikenda 

communities with a similar set-up in Kilifi County. 
 

Policy recommendations 
 

The COVID-19 pandemic caused the interruption 

of health services globally, including maternal 

health services and in Kenya, the pandemic did not 

spare pregnant women. Based on the study findings, 

the policymakers must always act urgently to 

ensure that mothers and newborns can get the 

routine and emergency care they need without 

catastrophic health expenditures. One of such ways 

is by re-integrating traditional midwives into the 

maternal healthcare emergency response strategies 

during healthcare crises. Traditional midwives are 

trusted by their communities and can be of help 

during healthcare crises. Such re-integration will 

therefore, open a debate on the cooperation between 

the biomedical and indigenous systems in Kenya to 

avert maternal deaths during the health crisis in 

Kenya.  
 

Conclusion 
 

This article highlights how poor mothers negotiate 

for access to maternal health services and the well-

being of their babies during the COVID-19 

pandemic in Kenya. From this study, gender 

inequality is evident among mothers from poor 

socio-economic backgrounds as maternal 

healthcare is labelled ‘women’s-only-affairs’. 

Therefore, to access maternal health services, 

mothers gave birth at the traditional birth 

attendants, used locally available food supplements 

to feed babies, relying on limited resources and 

goodwill from the neighbours to give birth in the 

nearby private health facilities. They also relied on 

local savings and credit associations to cater to 

maternal health services. This study shows that 

urgent measures are needed to provide high-quality 

maternal health services during and after the 

COVID-19 pandemic. These include but are not 

limited to developing special interventions-for the 

pregnant women for any kind of emergency; 

establishing trust between communities and 

individuals through the TBAs. Moreover, TBAs 

should not only be utilized in times of pandemics 

but should form an integral part of Kenya’s 

maternal healthcare system. However, this study is 

the tip-of iceberg. Thus, there is a need for 

longitudinal research to investigate the impacts of 

gender dynamics on access and utilization of 

maternal healthcare services during the COVID-19 

pandemic in Kenya. 
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