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Abstract

Access to maternal healthcare has been a challenge for women historically, particularly those
residing in marginal rural communities in Africa. Scholars have shown that the challenge of
access and utilisation of maternal healthcare services was further compounded by additional
factors such as the outbreak of the Coronavirus disease of 2019 (Covid-19) pandemic.
Measures put in place during the pandemic such as lockdowns, stay at home orders and
curfews resulted in women failing to access maternal health care services and protracted

delays in receiving care at health centres due to shortages of health care workers.

Regarding expectant mothers a number of scholars have argued that there was an increase
of complications during pregnancy and childbirth as more resources were diverted to the
Covid-19 pandemic. However, there is a dearth of knowledge with respect to experiences and
health seeking behaviours of women during pregnancy, childbirth and new-born care during
the Covid-19 pandemic. To this end, this study aimed to examine the experiences of women
accessing maternal health care services during the Covid-19 pandemic outbreak. Andersen’s
behavioural model and Bourdieu’s theory of social practice were used to interpret and
understand the experiences of women accessing maternal health care during the Covid-19
pandemic. The study used the qualitative research method, and this was done using the in-
depth interview method. The study was undertaken in Mmabatho Unit 9 and in Montshioa unit
1 clinics which are major service providers of maternal health care services within Mmabatho,
North-West. Thirty women in their reproductive years who were aged between 20-55 years
old both from the lower- and middle-income classes participated in the study. Non-probability
methods such as purposive and snowball sampling techniques were utilised in selecting
participants for the study.

Findings from this study revealed that the experiences of women in accessing and providing
maternal healthcare services play a vital role in guiding healthcare practices. It also found both

negative and positive experiences in accessing maternal health care services. For instance,



cases of nervousness were reported because some women reported having been anxious
because of different reasons other than possibly being infected with the Covid-19 virus. Most
women expressed concerns regarding the impact of reduced contact on access and quality of
maternal health care services. On the other hand, the findings from the study indicated that
the pandemic gave them the opportunity to spend more time with their families which also
resulted in an upsurge of intimate partner violence during the same period. The government
implemented various programs to cater for expectant mothers during the Covid-19 pandemic.
The study recommends adequate funding to ensure continuity of maternal health care in terms
of prevention of infection, adequate supplies, and control of Personal Protective Equipment.
The study also recommend that the government ensure that health centers use mobile health
including but not limited to, m-health services and telemedicine so as to ensure the continuity

of service provision during pandemics or crisis periods where in-person visits are difficult.

Keywords: Coronavirus, women, maternal health care, access, equality.

Vi



List of Abbreviations

AIDS

BP

CDC
Covid-19

HIV

MDGs

NCCEMD

PMTCT

SDGs

SADHS
UN

USA

WHO

Acquired Immunodeficiency Syndrome
Blood Pressure

Centre for Disease Control and Prevention

Corona Virus Disease of 2019

Human Immunodeficiency Virus

Millennium Development Goals

National Committee on Confidential Enquiries into Maternal Deaths
Prevention of Mother to Child Transmission

Sustainable Development Goals

South African Demographic Health Survey

United Nations
United States of America

World Health Organization

vii



Contents

APPENDICES . ... et e et 216
INTERVIEW GUIDE ... ..ottt ettt e et e e e et a e e e e e e ereans 226
INFORMED CONSENT FORM ..ottt e et a e et e eeeaeans 231
BaSSREC AULNOTIZAION ...t 231

viii



List of figures

Figure 1.7.1 An illustration of how antenatal classes dropped drastically as well as
discontinued in some parts of the world including South Africa during the period of National

lockdown for women who gave birth before October 2020.........c.coveereeiveneneeinreneeereeee e 12

Figure 2.2: South Africa’s maternal mortality ratio per 100,000 live births by Province (2007-

Figure 2.3 The developments in Primary Health Care implemented by the South African

governmMeENt SINCE 1004 ... e 28

Figure 2.5.1: Public and private sectors by ethnic group .............ccooiiiiiiiiiiiiiiens 30

Figure 2.5.2: Population coverage and health coverage between 1992 and 1993
Health care in South Africa post- Apartheid era.............ooiiiiiiiii e 31
Figure 3.4: Factors contributing to low utilisation of maternal health care services as well as

a high mortality rate. ....... ..o 50

Figure 3.6.3.: An illustration of women who have gone without health care services

during CoVvid-19 PANUEIMIC .....uuutteee et et a e aens 45
Figure 3.8.2: MomConnect initiative pOSter......... ..o 61
Figure 3.8.2.1 Step by step instructions to access MomConnect..............ccoeevievineenan. 62



Figure 4.2.1: Major tenets of Andersen’s expanded socio-behavioural model and Bourdieu’s

theory of socCial PracCliCe..........oiiiii i 65
Figure 5.3.1: Montshiwa Town CliNIC..........ooiiiiii e, 85
Figure 5.4.2: Mmabatho, North West Map..........ccoooiiiiii e 86
Figure 5.7.1: Braun & Clarke’s 6 steps of thematic analysis..................cocooa 96

Figure 6.6.8.1: long queues in different Pharmacies 21 days before national

[oYo7 (e [0)11Y/ o VO 119

Figure 6.7: An illustration of the factors that could possibly mitigate complications during

01 =Y | =T o Y78 128



List of tables

Table 6.2. Emerging themes from the study...............

Table 6.3.1 Demographic characteristics of participants

Xi



CHAPTER ONE

GENERAL INTRODUCTION

1.1. Introduction and Background

Disease outbreaks that occur on a global scale cause a rapid increase in morbidity and mortality
over different geographical areas. This in turn leads to immense social, political, and economic
disruptions (Estifanos et al., 2021; Huber et al., 2014; World Health Organization, 2014). The
likelihood of disease outbreaks has increased as compared to the previous century According to
World Health Organization (WHO) (WHO, 2022), as of 4 May 2022, the Covid-19 confirmed cases
were approximately 511 965 711 with 6 420 619 Covid-19 related deaths globally while in South
Africa the confirmed cases have increased to 3 798 413 resulting in 100 370 deaths and close to
96,7 percent recovery rate from approximately 196 372 confirmed cases resulting in 4 811 deaths
within the North-West province (North West Department of Health, 2022; SABC News, 2022).
Some of the global disease outbreaks that have occurred in the past include the Ebola virus which
occurred in West Africa in 2014 and claimed nearly 11300 lives of people with 8% of doctors,
nurses and midwives losing their lives as frontline workers. The Ebola virus did not only claim
lives of people in Guinea, Sierra Leone and Libya, it also affected the governing of health care
facilities. Health care facilities closed scaled down operations due to the fear of contracting the
virus and as a result of this, 31% of pregnant women failing to access maternal health care
services. Another disease outbreak was the Zika virus which occurred in Brazil in 2015 which was
associated with severe complications during pregnancy (Estifanos et al., 2021; Henwood et al.,

2017; Rice et al., 2018; Zorrilla et al., 2017).



Disease outbreaks in general produce different gender vulnerabilities as women are often
disproportionately and negatively affected by pandemics or epidemics. Most studies have
indicated women being particularly vulnerable to the conditions that disease outbreaks create
(Baker-Austin et al., 2010; Moyakhe; 2014; Mogashoa & Pelser, 2014). Although many
interventions and policies incorporate gendered lens in coming up with mitigations and responses
to disease outbreaks, it is usually done as an afterthought. Put differently, this gendered analysis
in most cases does not comprehensively recognize the different experiences in different
demographic groups representing the most vulnerable section of society (Baker-Austin et al.,

2010; Moyakhe; 2014; Mogashoa & Pelser, 2014).

Antenatal, childbirth and postnatal care during disease outbreaks are of importance as they
contribute to reducing and preventing complications during and after pregnancy. Quality, relevant
and safe care is therefore essential in ensuring that both the mother and the child are safe from
harm so as to reduce the incidence of maternal morbidity and mortality (Ashish et al., 2020;
Barden-O’Fallon et al., 2015; Gizelis et al., 2017). As emphasized by Ashish et al., (2020) &
Barden-O’Fallon et al., (2015), during disease outbreaks many countries prioritise maternal
healthcare. This has been proven through global statistics which show that maternal mortality has
significantly dropped by almost 38% in 2017 compared to the previous years (Gizelis et al., 2017;

Henwood et al., 2017; Pant et al., 2020).

The Coronavirus (Covid-19) pandemic exerted increased pressure on the health care systems of
most countries globally, with pregnant women encountering the most adverse situations. The
Covid-19 pandemic and resultant measures that were put in place such as lockdowns adversely
affected the provision of services of maternal healthcare such as include antenatal, postnatal, and

new born care (Chitungo et al., 2022; Dzinamarira et al., 2022). Pregnant women faced



challenges in accessing transport to health care facilities and lack of healthcare as health workers
were focusing more on the management of patients of Covid-19 compared to other medical
conditions (Ashish et al., 2020; Pant et al., 2020). In 2017 over 295,000 deaths occurred globally
related to pregnancy and delivery complications as a result of a significant decline in the utilisation
of services of maternal healthcare. In assessing why there are often insufficient maternal
healthcare services, Pant et al., (2020) developed the three-delay model which include factors
such as delays in accessing maternal health care services, delay in reaching different healthcare
facilities and delay in decision making to seek health care services. According to the results of
the study, the three-delay model was used to assess the impact that the delays identified during
the study had on the decrease in the use of maternal healthcare services (Beni & Maurizio, 2020;
Pant et al., 2020; United Nations, 2020; Woodley, 2020;). The empirical evidence of the study
indicates that the Covid-19 pandemic has thoroughly highlighted the importance of proactive
preparedness in health across the world daily, not just reactive responses during disease
outbreaks. Additionally, special attention must be shifted to new born babies and women
accessing services of maternal healthcare during the pandemic as they have heightened risk of
contracting the virus (Pant et al., 2020). In South Africa, quality delivery of healthcare is an
obligation of the government as stated on section 24 of the South African constitution of 1996.
Chapter four, section 24 of the constitution clearly state that every South African citizen has the
right to quality healthcare (Africa, 2020; Baker-Austin et al., 2010; Maphumulo & Bhengu, 2019;

Mogashoa & Pelser, 2014; Moyakhe; 2014).

The Department of Health (2017), assert that the private healthcare sector consists of 80% health
care workers serving 16% of the population while the rest of the public healthcare sector is left
understaffed. Pretorius & Klopper (2014) also noted that healthcare facilities in urban communities
are designed to cater only for a certain number of people and therefore, cannot cater for more

than the required number because it might lead to overcrowding and as a result negatively impact



the quality in the delivery of healthcare services (Pretorius & Klopper, 2014; Kamndaya et al.,

2014; Naidoo, 2012; Department of Health, 2017; ECONEX, 2013).

This scenario leads to insufficient services due to the strained budget. A large number of South
Africans cannot access health care services inclusive of maternal healthcare and if women cannot
access proper services or no services at all, the insufficiency of healthcare services results in
complications during and after pregnancy and also resulting in high mortality rate. (Department of

Health, 2017; Kamal-Yanni, 2015; Huber et al., 2018).

Based on the background discussed above the next section presents the problem of the study.

1.2 Problem statement

Antenatal, childbirth and postnatal care are very important phases in every childbearing woman’s
life and health. The quality, relevant and safe maternal healthcare is essential in making sure that
both the mother and the child are safe from harm and possibly prevent maternal mortality and
maternal morbidity. Most countries have prioritised maternal health care and it has become
evident in the global statistics as maternal mortality has significantly dropped by almost 38% in
2017 compared to the previous years. This has been the principal target of the Sustainable
Development Goals 3, which is the improvement and advancement of maternal and child health
care (WHO, 2019). This makes it important to provide an overview, briefly displaying the
importance of access to maternal healthcare by highlighting the consequences of poor maternal
healthcare services and how the Covid-19 pandemic has negatively impacted access to maternal
health services. The potential socio-economic repercussions of poor maternal healthcare services
are quite palpable, and they can be expressed on children, mothers, families and households as
well as on communities and society. On the part of the children, findings from Kusiako et al.,
(2000) and Vogel et al., (2014) revealed that poor maternal healthcare led to an increased

mortality rate for children. This was evident in the study of Moucheraud et al., (2015), who found



a high level of neonatal mortality due to maternal mortality. It was further discovered that 81% of
children whose mothers died during delivery also died; because they are 46 times more likely to
die after the first month of birth compared to children whose mothers survive the consequences
of poor maternal healthcare. Knight & Yamin (2015) reported similar findings in South Africa
noting an increased rate of maternal death due to inefficient and poor maternal healthcare
services. It was also found that the surviving children lose the opportunities for education in
addition to being vulnerable to social and sexual risks. For the older ones, they had the difficulty
in transitioning to maturity. Despite the provided foster care grant by the South African
Government to cushion the effect of this, most families do not have access to the funds largely

because of policy barriers and the problem of fathers who remain with their children.

The Covid 19 pandemic has not only created a world of uncertainties, insecurities, and fear of
possibly being exposed and contracting the virus but has also affected different groups of people
in different communities. Different groups in society have been indirectly and directly affected by
the Covid-19 pandemic, unlike other disease outbreaks from the past, (Ashish et al., 2020;
Derankus et al., 2020; Pant et al., 2020). Expectant mothers accessing maternal healthcare
services had heightened exposure to the virus as they were supposed to travel to different
healthcare facilities to access health care during pregnancy and after child delivery (Golay et al.,
2020; Chawla et al., 2020; Orjingene et al., 2020). In a study conducted by Goyal et al., (2021) in
India over 32 women tested positive for Covid-19 and 25 of 32 women were classified as Covid-
19 positive pregnancies. The Ministry of Health and Family Welfare of India further declared
pregnant women across the world a Covid-19 high-risk group (Goyal et al., 2020 & Chawla et al.,
2020). The Center for Disease Control and Prevention (CDC) also reported that approximately
148 327 pregnant United States of America (USA) women had SARS-CoV-2, the virus that cause

Covid-19 and out of the estimated number, 241 women died of Covid-19. Despite 121 973 women



with knowledge on available hospitals, only 20,6% were hospitalized with Covid-19 related

complications between January 2020 and November 2021 (Walter, 2021).

Orjingene et al., (2020) conducted a study on the effects of global disease outbreaks on maternal
health care in the Global South and found that outbreaks have directly and indirectly affected the
maternal and child health care sectors severely. Research shows that most women had severe
anxiety due to the fear of transmitting Covid-19 to their babies (Durankus & Aksu, 2020). Even
though the World Health Organization (WHO) is of the viewpoint that children and women have
recorded fewer cases of deaths resulting from Covid-19 (WHO, 2020), different maternal services
routines inclusive of campaigns and outreach sessions were suspended due to the preventive
measures that were put forth by the government. The absence of routine care can result in severe
complications which could have been prevented (Durankus & Aksu, 2020; Goyal et al., 2020;

Orjingene et al., 2020; WHO, 2020).

Furthermore, access to maternal healthcare services has been a challenge due to the growing
inequalities that are prevalent within the general population that contribute to the unequal access
of healthcare services. This is further exacerbated by how maternal health care is disproportional
and inequitable excluding most women from lower socio-economic classes (Lawther et al., 2003).
This scenario is characteristic of the South African healthcare systems across a range of
healthcare services. With an increase in disease outbreaks, xenophobia and ethnic conflicts, wars
and violent crimes accessing maternal health care becomes more difficult, thus the need to

understand the experiences of women in accessing maternal health care (WHO, 2020).

Studies have been done on accessing and using maternal healthcare services during previous
disease pandemics (Morse et al., 2016; Olawale et al., 2019; Orjingene et al., 2020). Other studies
have been done on how global disease outbreaks like Zika virus, HN1 Flu and Ebola affected

maternal health care systems (Delamou et al., 2017; Gizelis et al., 2016; Henwood et al., 2017).



Studies have been conducted on global disease outbreaks, in terms of barriers to access maternal
healthcare and scarcity and provision of healthcare (Morse et al., 2016; Olawale et al., 2019;
Orjingene et al., 2020). However, there is a dearth of studies with respect to the experiences of
women in accessing maternal healthcare during the Covid-19 pandemic. Regional or other
contextual trends associated with the access of maternal health services during the Covid 19
pandemic including the voices of disproportionately affected sub populations remain neglected in
scholarly works (Rodo et al., 2022). Therefore, this study is intended to explore the experiences
of Mmabatho, North West women seeking to access maternal healthcare during the Covid-19
pandemic outbreak, in the context of Mmabatho in the North West Province, South Africa. North
West province will provide the necessary contextual trends of a semi-rural area that is often
neglected in research. This provides justification for the need to hear the case of women in
Mmabatho regarding their specific experiences of seeking to access maternal healthcare services

during the Covid-19 pandemic.

1.3 Aim of the study

The aim of the study is to explore the experiences of women in Mmabatho, North West seeking

to access maternal healthcare services during the initial outbreak of the Covid-19 pandemic.

1.3.1 Objectives of the study

The objectives of this study were to

1. To explore the experiences of Mmabatho, North West women seeking to access
maternal healthcare services during the initial outbreak of the Covid-19 pandemic.
2. To describe how existing maternal healthcare interventions assist Mmabatho,

North West women to access maternal healthcare services during pandemics.



To recommend practical interventions to assist Mmabatho, North West women to
access maternal healthcare services during disease outbreaks.
To identify the suitable literature, theories and methodological approaches to

investigate access to maternal healthcare services during disease outbreaks.

Based on the above objectives the research questions of this study are:

1.4 Research Questions

1.

2.

2

What are the experiences of Mmabatho, North West women seeking to access
maternal healthcare services during the initial outbreak of the Covid-19 pandemic?
Are there any existing maternal healthcare interventions in place to assist
Mmabatho, North West women in seeking to access maternal healthcare during
the initial outbreak of the Covid-19 pandemic?

What practical interventions of maternal healthcare in Mmabatho, North West can
be useful to assist women to access maternal healthcare during disease
pandemics?

How can existing theoretical and methodological paradigms be employed in
addressing access to maternal healthcare services in Mmabatho, North West
during disease outbreaks? What is the suitable literature, theories and research
approaches for investigating access to maternal healthcare services during

disease outbreaks?

1.5 Rationale of the study

The results of this study contribute in identifying gaps in the provision of maternal health care

services during crisis periods and providing evidence for best practices and the improvement of

existing interventions and programmes designed to ensure the inclusive access of maternal
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healthcare services. The empirical findings of the study fill the existing knowledge gap that exists
with respect to the experiences of women in accessing services of maternal healthcare during the
Covid 19 pandemic. Furthermore, getting an emic view of women will assist in designing
comprehensive frameworks which deal with women from different contexts and socio-economic
backgrounds. The experiences of women will assist in the modification of the existing maternal
health interventions that are currently in place so as to ensure greater uptake of services and cost
effective and sustainable roll out of maternal health services that are constantly available even
during crisis periods. The empirical findings of the study are also aimed at improving interventions
for maternal healthcare services so as to ensure that there is equal access to maternal healthcare,
and in the case where equal access is unattainable, at least access to proper maternal healthcare

services.

1.6 Operational definition of Terms

I.Maternal healthcare refers to the overall wellbeing of women during the phase of pregnancy,
childbirth and after child birth (Olande et al., 2020). In this study, maternal healthcare refers to the
wellbeing of expectant women before and during the stage of giving birth.

Il.Experience: experience refers to the knowledge and skills that one acquires through a certain
period of time, and it includes events that have occurred influencing an individual’s thoughts and
behaviour. This particular knowledge is usually shaped by the members of the society (Oxford
Advanced Learning Dictionary, 2010). In this study, experience refers to the occurrence of events
which are aimed at influencing the outcomes of the wellbeing of pregnant women and new

mothers.

lll.Access: This study adopts the definition of access from Ribot & Peluso (2003), who define access
as “the ability to benefit from things —including material objects, persons, institutions, and

symbols” (Ribot & Peluso, 2003:153). This definition takes into consideration the fact that society



consists of different structures who hold different levels of power, and this power determines who

has access to resources, services, or symbols, and who does not.

IV.Disease outbreak: In this context, a disease outbreak refers to a sudden and unexpected
occurrence of a disease intending to cause pain, distress, dysfunctions in different societal
institutions, social problems or in worst case scenarios, deaths. Disease outbreaks can affect a
small portion of the population or even millions of people globally. Outbreaks are inclusive of
epidemics and pandemics which affect multiple countries across the world (Delamou et al., 2017;

Human Rights Watch, 2020; Morse et al., 2016; Orjingene et al., 2020;).

1.7 The impact of Covid-19 pandemic on access to maternal health care services: An

overview

Since the announcement of the first case of Covid-19 in December 2019, models of maternal
healthcare have been revised and enforced in order to suggest alternatives to assist in delivering
guality assistance and personal protection worldwide. Studies (Mantagnoli et al., 2021; Murphy,
et al., 2020; Reale et al., 2020) have shown that healthcare systems have been compromised.
The health of women as well as their children are the most affected as they face the highest rate
of deaths. The Ebola outbreak which occurred in West Africa in 2014 also affected many health
care systems in African countries. It has been noted by Wanyana et al., (2021), that there was a
significant decline in the operation of maternal healthcare services, vaccinations and other
maternal healthcare related services. The results of the study conducted by Wanyana et al.,
(2021), also revealed that the decline in the utilisation of maternal healthcare services did not
recover after the outbreak until several strategies were put into place (Mantagnoli et al., 2021,

Murphy et al., 2020; Reale et al., 2020).
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Globally, the Covid-19 pandemic has had immense repercussions on the access and delivery of
the healthcare system, and this cuts across age, gender, location, disability status, marital status,
sexual orientation, class, ethnic background, nationalities and most especially, pregnant women,
before, during and after delivery (Rocca-lhenacho and Alonso, 2020). This is expressed at the
point where people were hindered from moving around in search of health care services due to
the implementation of social distancing regulations and restrictions that were put in place to limit
the vertical and horizontal transmission of Covid-19. Apart from this, the Covid 19 pandemic has
taken a toll on the importation and exportation of essential commodities among nations due to
border closures, hence, a shortage in necessary commodities to serve the healthcare system
(Kumar, 2020). This scenario has had an indirect and direct impact on expectant women, their

new born and on young children.

This has shown that maternal healthcare persists to be a challenge in low-income countries in
sub—Saharan Africa (Otieno, Owenga and Onguru, 2020; Strong, 2018). Despite the free services
of maternal health available in some health facilities in South Africa, some regions and
communities have recorded high maternal and perinatal deaths due to the fact that some
labouring women were not able to get access to emergency transport and health facilities (United
Nations Population Fund, 2020). This was instrumental to the restrictions in movement, and the

fear of law enforcement agents during the Covid-19 pandemic.

In a similar dimension, Karkee and Morgan (2020) documented that the fear of some women of,
contracting the Covid-19 virus has also hindered them from seeking and accessing ante-natal
and postnatal care. This is coupled with the minimization of in-person contact with patients in
South Africa, including the diversion of resources (man & materials) to deal with Covid-19 cases.
These have increasingly reduced and challenged the adequate provision of maternal care during

this critical period.

11



Findings from Buffington et al., (2021), reveal that the fear of low immunity for pregnant women
hindered women from visiting health facilities in order to avoid contracting Covid -19. However,
some mothers who were expectant, showed some confidence in seeking traditional midwives in
their locality; hence, would not take their children for post-natal assessment and care. This was
as a result of fear of contracting Covid-19, leading to missed vaccinations and important

examination of their babies by medical professionals.

Different measures have been put forth by governments across the world including South Africa
to combat the spread of Covid-19. Some of the measures that have been put into place include
no patients’ exposure to affected or vulnerable settings where people can easily get infected as
well as less in-person visitations and hospital admissions. In addition, the government of South
Africa also allowed restricted access to health care services to people who were asymptomatic.
These government restrictions affected the access and utilisation of maternal health care
services. The social distancing measures and controls on crowd gatherings also affected the in-
person visitation and routine access of maternal healthcare services, especially antenatal care in
different health care facilities. On the other hand, healthcare facilities have prioritized high risk
pregnancies. Alternative strategies have been adopted for women of low-risk pregnancies and
some of the strategies identified by Wanyana et al., (2021), include drive through consultations,
virtual follow-up sessions consisting of antenatal class which can be transferred easily through

different social media platforms (Azziz et al., 2020; Wanyana et al, 2021).

12



Figure 1.7.1: An illustration of how antenatal classes dropped drastically as well as discontinued
in some parts of the world including South Africa during the period of National lockdown for women

who gave birth before October 2020
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As presented in figure 6.2 above, the attendance of antenatal classes during the Covid-19
pandemic drastically dropped and at some point, discontinuation took place, which negatively
affected access to maternal health services by some women. Before the Covid-19 pandemic,
health facilities witnessed 100 percent usage (as of October 2019) from women seeking maternal
healthcare services. However, amid the Covid-19 pandemic, health care visitation reduced, most

especially after the lockdown which started from April 2020 (as shown in the graph above); hence,
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discontinued their access, and this was instrumental to the fact that they were fearful of the major

outcome, which was being exposed to Covid-19.

The above provides a reasonable basis for the importance of exploring the lived experiences of
women seeking to access services of maternal healthcare during the Covid-19 pandemic. A more

in-depth survey of relevant literature is covered in Chapter two and three below.

1.8 Theoretical framework

The section provides a summary of the theoretical framework that anchors this study which is the
Andersen’s expanded behavioural model, which is extended by Bourdieu’s theory of social
practice. Andersen's expanded Behavioural model and Bourdieu’s theory of social practice are
used in a complementary approach to provide in-depth insights in the area of maternal health
care during disease outbreaks. Whilst on one hand the Behavioural model seeks to explain and
predict the provision of healthcare services and the use of such services in relation to people’s
traits, Bourdieu’s theory of social practice attempts to provide the relationship that exists between
women accessing maternal healthcare and social structures and how it impacts on their
experiences in this case, the experiences of women in accessing maternal healthcare services.
This framework views people’s behaviour in association with how they seek healthcare as
people’s rational choices in turn providing inadequate focus to the impact of social context in
people’s actions. According to Bourdieu (1977), health care is a choice, and every individual has
a logical explanation as to why they seek healthcare services. In this study, the behavioural model
aimed at assisting the researcher to understand the experiences of women accessing maternal
healthcare in accordance with their social surroundings and how their social surroundings in turn
affect access and use of maternal health care services (Bourdieu, 1977; UN, 2008; Williams,

1995).

14



1.9 Research methodology

This section focuses on the following: the research design used, the size of the population of the

study, sampling technique, data collection instruments and the data analysis technique.

1.9.1 Study design

The study utilised the qualitative interpretive approach arch method, using the in-depth interview
method. The study was informed by the phenomenological approach which deals with in-depth
description of people’s experiences. Phenomenology enables researchers to examine the
qualities of people’s experiences through in-depth interviews. Phenomenology focuses more on
the content of people’s conscious experiences such as perceptions, judgements as well as
emotions. It also focuses on embodied beings, highlighting that people experience meaning
through their physical bodies as well. Phenomenology may not be the best choice when one
wants to generalise the findings of the study, however, the best choice to explore the experience

means of a particular demographic group (Connelly, 2010; Grossoehme, 2014).

The justification for the choice of this was informed by Flocco et al., (2020), who assert that
phenomenology allows in-depth description of feelings and experiences. According to Tanwir et
al., (2021), a phenomenological approach is useful in healthcare on the basis that not only does
it produce in-depth description of people’s experiences but also produce unbiased interpretation
of the data collected. Khan (2015) & Mohajan (2018) argued that a qualitative research method
entails the collection of subjective data from respondents, and this was based on their personal
experiences about the objectives and goals of the study. In addition, qualitative research design
investigates individual occurrences in the belief that serious certainties about reality are grounded
in people's experiences which have already occurred; however, the main aim was to understand
perceptions and experiences to which it gives rise. So, in this case in order for the researcher to

understand the in-depth experiences of women accessing maternal health and getting insight into
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issues of maternal health by women, this study utilised the qualitative research design (Collins &
Hussey, 2003; Polit & Beck 2012). Furthermore, the data that was collected was cross-sectional,
that is, the data gathered was done at a specific time; hence, changes in trends over time were

not considered (Hua & David, 2008; Lindenmayer et al., 2011).

1.9.2 Study area and population

The study was undertaken in Mmabatho Unit 9 and Montshioa unit 1 clinics because there was
insufficient literature concerning the effects of Covid -19 pandemic disease on maternal
healthcare in the North West province. There was also a gap in terms of the experiences of
women accessing maternal healthcare services during Covid-19 in the North West province
particularly in Montshioa and unit 9 clinics as areas of study identified. Montshioa and Unit 9
clinics are the major service providers of maternal healthcare services within Mmabatho, North-

West.

The sample consisted of 30 participants (expectant mothers and healthcare workers). The
researcher selected 15 participants from each clinic. 20 women accessing maternal healthcare

services; 10 from each clinic and 10 healthcare providers from 2 clinics, 5 from each clinic.
The study population consisted of:

1. Women accessing maternal healthcare services

2. Healthcare workers

The study included all women in their reproductive years 20-55 from the lower and working class,
working and unemployed, with formal education and without education who gave birth from 5
March 2020 to date. Women who gave birth before 5 March 2020 and the announcement of the
National lockdown were not included in the study. The justification for this population was because

women receiving maternal healthcare services would be able to provide the researcher with the
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in-depth experiences in accessing essential maternal healthcare services during the Covid -19
pandemic that are needed before and during giving birth. Healthcare workers also assisted the
researcher to understand the importance of maternal healthcare services rendered to women
before and during pregnancy as their experience in rendering maternal healthcare services. This
group also assisted the researcher to gain the views of healthcare workers on issues related to

the use of maternal healthcare services.

1.9.3 Sampling technique and sampling frame

The non-probability technigues such as snowball and purposive sampling techniques were used.
Purposive sampling only focused on characteristics of the population that were aimed at providing
answers to research questions and snowball sampling was not only time efficient but also enabled
the researcher to identify additional participants who were acquaintances of the first identified
participant(s). The researcher therefore purposely selected health care workers specializing in
midwifery because they specialize in maternal healthcare services, and they were able to yield
the necessary information regarding the problem under study. Purposive sampling also enabled
the researcher to comprehend and fathom the phenomena under study in more detail and in order
to recruit more participants snowball sampling technique was utilised (Lavrakas, 2008; Polit &

Beck 2012).

1.9.4 Data collection procedure

In a bid to get an in-depth understanding of this research, the researcher ensured this research
was qualitative in nature. The advantage of using qualitative research is that it provides
researchers with descriptive and non-numerical findings of the study without generalisations
compared to quantitative research (McCusker & Gunaydin, 2014; Rajasekar et al., 2006; Schulze,
2003). Quantitative research does not take into consideration individual perceptions as it puts

more emphasis on statistical information. Therefore, since a detailed input from respondents
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selected to participate in this study was needed, the use of qualitative research was ideal. The
acquisition of significant data in this study was required as it would enhance the ability of the
researcher to lay comparisons between the results of the research, literature review and the
theoretical framework. The aim of the researcher was satisfied adequately through the
implementation of interviews. Therefore, in-depth interviews were employed as the primary data
collection method. According to Yin (2003), interview is a technique used in getting insights on
reasons for a particular behaviour. Yin (2003) further suggests that there are advantages of the
use of interviews in a study. These advantages are:

e The researcher could probe and get deep thick descriptions on the phenomenon under

investigation.

e The researcher has the ability to examine the respondent’s behaviour

e The technique can be used as a guiding tool for other techniques yet to be adopted.
This study used online platforms and telephone interviews due to the Covid-19 pandemic
regulations, furthermore the research approach was useful in ensuring that both the researcher

and participants were not at risk of being exposed to Covid-19.

1.9.5 Data analysis

Quialitative data analysis converts data into findings thus, refers to reducing raw data into the most
relevant area (Des Vos, 2005). This study used Braun and Clarke’s 6 steps of thematic analysis
to bring meaning and order to the mass of data collected; familiarizing with data, initial codes
generation, searching for themes, themes review, defining and naming of themes as well as report
writing. Data was analysed to gain insight into the experiences of participants as obtained from
the interviews conducted (Des Vos, 2005). Data was also analysed and presented into themes.
In the course of analysing data gathered, theories identified in the study were incorporated to

further enrich the discussion and enable the achievement of the identified objectives.
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1.9.6 Study limitations and justification

Research encountered several constraints in execution, specifically related to time and the
sample itself. The sample size in qualitative research design is usually relatively small and does
not provide a representativity of the utilisation of maternal health in the North West province. The
sample therefore provided an indication of the issues and situation with regards to maternal health
care services within the primary healthcare sector and a bigger sample would probably enhance
the reliability and generalisability of the research. The research tool which was utilised: the
interview guide for women accessing maternal healthcare services in Mmabatho. The procedure
of sharing the tool with the supervisors was done to safeguard content validity which is generally
applied in the progress of interview guides. Content validity was used to guarantee how good the
tool signified all the apparatuses of the variables to be measured. To ensure validity and
trustworthiness, interviews were conducted with informants accessing maternal healthcare
services. Research encountered challenges related to telephonic interviews, for new mothers it
was difficult to take part in the interview while taking care of the child at the same time and for
social media platforms the challenge was in terms of connectivity. The researcher organised
alternative times to interview the mothers and it was specifically when the babies were sleeping
as requested by the mothers. In terms of the connectivity challenge, the mothers also organized
to notify the researcher when they reached alternative places where there was stable internet

connection. The interviews proceeded after the researcher was notified.

1.9.7 Ethical considerations

This study was subjected to certain ethical issues. The researcher obtained approval from the
North West University ethics committee (NW U-0067 3-21- A 7) as well as North West
Department of Health before commencing with the study. Informed consent was also obtained

from all the participants of the study. The participants were informed about the contents of the
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study as well as the reasons in advance while being reassured that their answers will be treated
with confidentiality and solely be used for the academic purposes of this study. Participants were
also assured that taking part in the study is voluntary and can withdraw from taking part in the
study anytime. The researcher assigned fictitious names to participants before the interviews
started. Address interviewing within Covid-19. Social distancing of the researcher and
participants, wearing masks and hand sanitising all the participants prior to conducting the
interview. Sitting arrangements in a well-ventilated area to avoid the spread of Covid -19 and for
the safety of the participants. Only the fictitious nhames were used in the research process and

not the participant’s real name, in order to protect the identity of the participant.

1.10 Structure of the study

This section provides the structure of the dissertation.

Chapter one introduces the study. It begins with a brief background of Covid-19 and its impact
on various aspects of society with specific focus on maternal healthcare. After providing the
background, problem statement, aim, research questions, objectives, and significance of the
study are presented. The chapter closes with a summary of the theoretical framework and

methodology of the study, followed by an outline of the structure of the dissertation.

Chapter two provides a contextualization of maternal healthcare in South Africa. This discussion
is provided in order to deepen and highlight the structural aspects in South Africa from the past

to present times. This provides a foundation for the discussion in Chapter three.

Chapter three is an in-depth discussion of literature. It explores the experiences of women in

accessing maternal healthcare during disease outbreaks globally and in South Africa in detail.
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Chapter four provides an overview of the theoretical framework utilised in the study in detail. The
chapter also includes discussions on the development of theories, critiques as well as their

relevance in this study.

Chapter five: This chapter provides an overview of the research methodology which includes the

research design, methods of data collection and analysis and ethical considerations of the study.

Chapter six: This chapter presented, discussed and analysed the dominant themes derived from
the study. In this chapter, the findings are analysed using the analysis method provided in the

methodology chapter.

Chapter seven: provides conclusions of the whole study in relation to its theoretical objectives
and empirical objectives and also summarizes the whole study with recommendations for the

organization as well as for future research.

1.11. Conclusion

This chapter provided a brief description of the problem under study also outlined what the study
intended to achieve through its objectives, the significance of the study to the body of knowledge
in the North West Province and what the research questions the study intended to answer upon
completion. Furthermore, it also provided an overview of methodological approaches to be used
as well as the study’s theoretical concerns. The following chapter will review the literature of the
study inclusive of the historical background of maternal healthcare in South Africa. The conditions

of maternal health care in South Africa during apartheid era as well as post-apartheid.
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CHAPTER TWO

LITERATURE REVIEW

2.1 Introduction

Access to maternal healthcare by working class women in a South African town is a key focus in
this study. This access encompasses a number of social institutions including the government,
family, and the economy. This made it important for this study to begin with a historical
background of maternal health care in South Africa in order lay out an in-depth understanding of
the different factors that impact working class women to access to maternal healthcare. To this
end, this chapter discusses literature on maternal healthcare in South Africa. It will cover issues
to do with primary healthcare in South Africa, accessibility and availability of effective primary
healthcare, the prolonged effects of apartheid era on maternal healthcare, maternal healthcare in
post-apartheid South Africa and lastly, the South African adequacy of continuum of care for

maternal health.

2.2 Maternal health care within the South African context: A background

Over the last three decades, South Africa has been battling disease burden with colliding
epidemics such as Human immunodeficiency virus/ acquired immunodeficiency syndrome
(HIV/IAIDS) and Tuberculosis. Furthermore, the health and well-being of citizens have been
impacted by child and maternal mortality. During the first years after apartheid in the years 2000s,
the emergence of HIV/AIDS epidemic resulted in massive disruptions in the health system of the

country (Achoki et al., 2022; Gray et al., 2016; Wiysonge et al., 2012).
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Women can only be saved through the provision of safe and quality maternal healthcare services
which led to maternal healthcare being declared a global crisis. Statistics South Africa (2022)
assert that maternal healthcare in South Africa has shown signs of improvement as compared to
the 7-year period before the South African Demographic Health Survey was conducted in 2017,
where maternal mortality ratio was 119 pregnancy related deaths per live births. An improvement
of a 2,46% decline as compared to 2016. This is supported by the findings of the study conducted
on the contextualised implications of Coronavirus pandemic for young people and children living
in eastern and South Africa by Govender et al., (2020). Arguably, maternal healthcare has shown
signs of improvement, together with maternal mortality prior to Covid-19. Previous studies have
indicated that the challenges faced by the healthcare system in South Africa can be traced back
to when the country was structured in terms of race and ethnicity during the apartheid era (Brown
& Sprague, 2021; Maphumulo & Bhengu, 2019; Mueller, 2020; Wabiri et al., 2016). StatsSA
(2022) highlighted improvement on maternal healthcare in South Africa. Similarly, Padhye et al.,
(2022) have also highlighted that numerous efforts have been put forth to improve the use and
access to maternal healthcare services in South Africa. However, the efforts have not yielded
desirable outcomes especially during the Covid-19 outbreak which reversed the gains towards
global human health development goals that were previously achieved in the provision of maternal
and neonatal mortality reduction (Adu et al., 2022; Estifanos & Morris 2021). The emergent theme
emanating from the previous studies is that there are also several factors affecting the utilisation
and access to maternal healthcare services in South Africa. These include prolonged waiting time
due to short staffed healthcare workers, poor hygiene as well as poor measures to control
infections. However, the persistent factor according to the above-mentioned authors has been
shortage of resources in medication and health equipment since 1994 (Brown & Sprague, 2021,

Maphumulo & Bhengu, 2019; Mueller, 2020; Wabiri et al., 2016).
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The most significant factors leading to a healthy and safe pregnancy as well as delivery or birth
is the attendance of maternal and infant healthcare services during pregnancy until delivery
(Bomela, 2020; Coleman et al., 2020; WHO, 2016). Therefore, it is essential for women in their
reproductive ages to have full access to such services. These services include accessing
antenatal care services, availability of skilled healthcare workers, infant vaccinations and
immunisation. Frequent antenatal care visits enable healthcare workers to identify health related
problems during pregnancy. Women who attend antenatal care services are unlikely to
experience perinatal morbidity and mortality and the World Health Organization (WHO), state that
a minimum of four if not more antenatal care check-ups throughout pregnancy (Coleman et al.,
2020; World Health Organization, 2016). Coleman et al., (2020) are of the viewpoint that in South
Africa, antenatal care services are not being optimally used as they should. Additionally, women
accessing services of maternal healthcare in South Africa have been experiencing poor

healthcare treatment (Coleman et al., 2020 & WHO, 2016).

Despite the efforts utilised to decrease the high level of maternal mortality in the country, South
Africa has a high maternal mortality rate. The National Committee on Confidential Enquiries into
Maternal Deaths (NCCEMD) have outlined maternal mortality per province. Limpopo province
has been reported as the only province showing a decline in maternal mortality rate and infections
not related to pregnancy and childbirth occupied the largest category of maternal mortality
between the years 2002 and 2013 (NCCEMD, 2018). Bomela (2020), reported that even after the
countless attempts the South African government to minimise maternal mortality rate, there are
still socio-demographic factors which impact the high rates of maternal mortality. These include
women’s household income, level of education, social support as well as their marital status. The
NCCEMD analysed and documented seven reports consisting of institutional maternal deaths
excluding maternal deaths which occurred outside private owned health care facilities in South

Africa since 1997. Amongst other issues, the reports also indicated that the root of the cause of
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maternal mortality was the length and magnitude of the complications in childbearing. (Bomela,

2020; NCCEMD, 2018).

Furthermore, other factors include shortage of healthcare professionals and shortage of
healthcare facilities. In most cases facilities are damaged, neglected or even unavailable.
Dysfunctional emergency medical services and unreliable transport within and between provinces
have also contributed to high maternal mortalities (Bomela, 2020). Moodley et al., (2018), have
reported that approximately 60% of maternal deaths could have been prevented in South Africa
if it was not for poor quality in health care services (Bomela, 2020; Moodley et al., 2018). Bomela
(2020) is of the viewpoint that various interventions have been implemented to address and
combat the high rate of maternal deaths. However, the implemented strategies have not yielded
any positive results as expected. Although in 2017 there was a significant decline of 2,46% in
maternal mortality rate in developing countries, the maternal mortality rate has increased with

maternal age (WHO, 2017).

Figure 2.2: South Africa’s maternal mortality ratio per 100,000 live births by Province (2007-2015)
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The above graph illustrates how the maternal mortality rate fluctuated from 2007 to 2015.
Maternal mortality rate was lower in 2007-2009 as compared to 2013-2015. This is due to the
relationship that exist between higher rate of births and higher chances of death. There more
women give birth, the higher the chances of more deaths occurring. As emphasized by Bomela
(2020) maternal mortality rate increases with age, the older women get, the higher the chances
of contributing to the high rate of maternal mortality. The following figure also highlights the causes

of maternal mortality globally.

Figure 2.2.1: The global causes of maternal mortality
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From the above figure, haemorrhage remains the leading cause of maternal mortality, followed
by indirect causes such as disease outbreaks in South Africa. A couple of pregnancies had
complications which were life threatening and considered as high risk. Besides poor utilisation of
maternal healthcare services, unsafe abortions, infections and haemorrhage have also been
reported to be the contributing factors to maternal deaths. As it has been reported by Hassan &
Basirka (2021), all the leading causes of maternal health deaths can be prevented and that can
only be possible if women had access to quality maternal healthcare services (Hassan & Basirka,
2021; WHO, 2013; World Bank Report, 2013). The emergent theme emanating out of these
reports is that disease outbreaks affect the political and socio-economic sectors. However, the
previous studies did not take into consideration the effects of these disease outbreaks such as
Covid-19 on women; they did not look at the gender effects of disease outbreaks on women

specifically more on pregnant women and access to maternal health care.
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In line with the above, the following section discusses Primary health care (PHC) in South Africa

as well as how basic healthcare is provided through Primary Health Care.

2.3 Primary health care in South Africa

Basic health care is provided through primary healthcare in many countries around the world
including South Africa. Primary healthcare is a mechanism that was adopted in April 1994 aimed
at promoting healthcare to all South African citizens through the National Health Plan (NHP) which
was aimed at improving the health conditions of all South African citizens (McKenzie et al., 2017).
However, even after the efforts to improve the status of the healthcare system as well as the
experience in implementing Primary healthcare in South Africa, there are still gaps in the

healthcare system in South Africa.

There is still insufficient access to healthcare services as compared to before and during the
apartheid era (Department of Health, 2010; Dookie & Singh, 2012; Heunis et al, 2006; Schneider
et al, 2008).There are countless gaps in Primary healthcare implementation in South Africa
including amongst other things unequal distribution of resources and health care workers within
different healthcare sectors, lack of leadership in health care facilities and lack of motivation in
staff, hence there is still no positive impact across different healthcare sectors. For instance, it
has been reported that in the Eastern Cape over 90% of women access maternal healthcare
services but maternal mortality is still high. This might be attributable to lack of leadership which
has been one of the contributing factors affecting the use of services of maternal healthcare

(Lembani et al., 2018).

South African constitution, Chapter two: the Bill of rights, Act no. 108 of 1996 sections 7 to 39 is
known to have strong principles and firm human rights advocating for different citizens. However,
when it comes to equal access to healthcare services it seems to be failing. For instance, during

disease outbreaks there is no equal access between women accessing maternal healthcare
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services and the infected patients of that particular disease. Priority and attention are shifted to
combating the disease, forgetting that maternal healthcare services are also essential to the
health of mothers and their children. The National health insurance does not cater for the
vulnerable groups in society during disease outbreaks. Only 17 out of every 100 South Africa
afford medical insurance which is essential for private healthcare. 45 million which is
approximately 82 out of every South African are not covered as a result depend on public
healthcare (Day & Zondi, 2019; Statistics South Africa, 2017). Despite the several intervention
strategies that have been implemented to improve access and quality of maternal healthcare
services in the country, the intervention strategies are not designed in accordance with the
experiences of women accessing services of maternal healthcare. South Africa does not have a
framework or policy which clearly stipulates alternative ways of accessing maternal healthcare
services during disease outbreaks, hence the consequences of mediocre access to maternal
healthcare services lead to lack of provision and use of maternal healthcare services during
disease outbreaks. The gaps identified in ensuring that the framework designed to cater and
improve access to maternal healthcare services produce better outcomes rely on the experiences
as well as the grievances of women accessing maternal healthcare services. Hence, the study
aims to explore the experiences of women in accessing maternal healthcare services during

disease outbreaks.

Maphumulo & Bhengu, (2019) assert that when it comes to services delivery especially in the
public healthcare sector, the South African government is failing dismally. This was also indicated

on the reports of healthcare outcomes in South Africa

Child mortality has increased instead of decreasing since the introduction of Millennium
Development Goals in 1990. In 2009, South Africa reported over 69 deaths in total of under 5

years per 100 000 live births and the mortality rate is far worse than other countries such as Peru
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with only 25 deaths per 100 000 live births, Nepal with 59 deaths and Egypt with 35 deaths per

live births (Coovadia et al., 2009).

The following figure shows the developments in Primary Health Care in South Africa since 1994

Figure 2.3 The developments in Primary Health Care implemented by the South African

government since 1994
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The above diagram illustrates the implemented strategies by the South African government to
better the service and delivery of health care since 1994, which some scholars assert has not
yielded any positive outcomes (Maphumulo & Bhengu, 2019; McKenzie et al., 2017). The South
African Demographic Health Survey (SADHS) is of the viewpoint that approximately 5 women die

due to pregnancy related complications every 2 months.
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In contradiction to Maphumulo & Bhengu (2019), Statistics South Africa (2020) assert that
maternal healthcare in South Africa has shown signs of improvement. Maternal mortality has
significantly dropped at least in the last two consecutive decades. Amongst other factors,
utilisation of maternal healthcare has increased between 1998 and 2016. Deliveries ranged from

83,4% to 96,1% between 1998 and 2016.

As alluded by Coovadia et al., (2009), the challenges faced by the South African healthcare
system can be outlined posterior to the apartheid era where the country was structured according
to race. The following section discusses the prolonged effects of the apartheid era on the

healthcare of South Africa inclusive of maternal health care.

2.4 Availability and accessibility of effective primary health care services

In South Africa the majority of the population receive maternal healthcare services through
primary health care, consequently, the shortcomings of primary health care pose a threat to the
access, utilisation and provision of maternal healthcare services. Despite the history of South
Africa prior to democracy, there are also other barriers identified which impact the availability and
accessibility of maternal healthcare. One of the many factors that have been identified is the
inequalities that exist between the working class. Distance decay as it has been referred to in
many African countries, is reported to be the major factor in the utilisation and provision of
maternal healthcare services. Even when healthcare services are provided for free, time and
costs of travel to reach healthcare facilities still pose a major barrier for vulnerable segments of
different populations to access healthcare services because in most cases if not always, health
care facilities are situated far-off from the majority of the citizens. In order to access healthcare
services, majority of rural residents often have to travel long distances to reach healthcare centres
and also wait in long queues before they can be aided by healthcare workers who are often

reported rude and bad-mannered towards patients (McLaren et al., 2014; Tsawe & Sususman,
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2014). As opposed to the research of Tsawe & Sususman, (2014) and McLaren et al., (2014),
researchers at the McGill University (2020) found that the lingering effects of apartheid era still
harm the South African maternal healthcare sector. Furthermore, access to maternal healthcare
services still portray elements of inequalities because the middle-class and working class do not
receive the same kind of services because affordability also plays a major role in receiving

maternal healthcare services.

2.4.1 Challenges associated with access and availability of maternal healthcare services

South Africa has been reported as having the highest income inequality of amongst other
countries, as well as high levels of unemployment (41%) and poverty (34% as of April 2022)
according to StatsSA (2022). High levels of employment and poverty are the biggest factors
affecting the provision and utilisation of basic healthcare services in the country. In a study
investigating the role of social determinants of health-on-health inequality in South Africa, Ataguba
& Mcintyre (2015) found out that good and quality healthcare services are the advantage of the
privileged families that includes access to maternal healthcare services. Other sectors apart from
health have substantial impact on the inequalities experienced within the healthcare sector. As
stated by Ataguba & Mclintyre (2015), that government should be more involved within areas

aimed at helping redress the historic health inequalities in the country.

The healthcare sector has a significant role to play in guaranteeing that not only the country has
an improved quality and affordable access to healthcare services but also to ensure that there
are promotive and preventive measures in place in order to reduce disease burden during and
after outbreaks. According to Fourie & Jayes (2021), it is difficult to access healthcare services
during outbreaks and the situation worsens for women and affect how they access maternal
healthcare services. The truth of the matter is that access to maternal healthcare services
worsens to certain groups of women during disease outbreaks but certainly not for others. During

pandemics access to healthcare worsens and it becomes more difficult if one member of the
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family can get infected. If more attention can be shifted within the broad framework of social
determinants of health, substantial improvements can be achieved in reducing health inequalities
within different healthcare sectors and in turn might help South Africa to embark on the journey
of sustainable development (Ataguba & Mcintyre, 2015; Fourie & Jayes, 2021). The previous
studies did not look at the experiences of women accessing maternal healthcare services.
Previous studies also did not consider how the lived experiences of women accessing maternal
healthcare services can hinder or facilitate access to maternal healthcare services. Furthermore,
the use and provision of maternal healthcare does not only rely on the financial aspect, there is
also a cultural and social aspect influencing access to maternal healthcare. Women'’s inability to
afford certain services plays a significant role on the experiences of women accessing maternal

healthcare services.

2.5 The prolonged effects of Apartheid era on maternal healthcare in South Africa

The challenges faced by the South African healthcare system can be traced back to the apartheid
era where the country was structured along racial lines. Undoubtedly, the history of South Africa
has had a noticeable effect on the country’s healthcare policies as well as the health of its citizens.
Prior to 1994 racial fragmentation of healthcare services and the deregulation of the healthcare
sector proved to have been the two developments damaging health care systems. In the apartheid
era only 12% of the healthcare budget covered 40% of the population. Furthermore, South Africa
is considered a middle-income country as compared to other African countries but its healthcare
is considered far worse than countries with lower incomes (Coovadia et al., 2009; Lembani et al.,

2018; Maphumulo & Bhengu, 2019).

South Africa has experienced extreme inequalities in terms of the health status amongst different
populations and the inequalities permeated across the country. In addition to the already existing

different racial discriminatory policies, there was also forced removal of Black South Africans to
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the Bantustans. Only white South Africans were allowed to live in major cities. Health policies
favoured white South Africans and that also meant unequal distribution of health resources
between the two populations (Coovadia et al., 2009; McGill University, 2020). Under apartheid,
laws and policies were implemented encouraging racial discrimination against Black South,
thereby hindering Black South Africans access to healthcare services. Examples of these laws
and policies ranged from the privatization of healthcare which created a significant gap between
the racial groups. Only a few Black South Africans could afford the services from private
healthcare institutions and the rest of the Black population relied on the public sector. This
appears to have persisted through the Apartheid regime, into the new dispensation and alluded
to by Long et al., (2021), where during the Coronavirus pandemic, only a few black women could
afford private healthcare services. 20% of women representing 1 in 5 women reported to have
been in poor health as compared to 12% of white women. As emphasized by Long et al., (2021),
approximately 61% of women who cannot afford basic needs including medical bills are black
women from low-income backgrounds (Long et al.,2021). Most women from Mmabatho accessing

maternal healthcare services from local clinics are from low-income households (Pretorius, 2004).

The graph below illustrates how the private and public sectors were structured by ethnicity during

apartheid between white and black South Africans (Coovadia et al., 2009; Jivraj et al., 2020).

Figure 2.5.1: Public and private sectors by ethnic group

The distribution of healthcare services according to ethic group
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As highlighted by the graph above, approximately 95% of the black South Africans relied on
the public sector. Affordability was not the only barrier hindering Black South African access
to healthcare services, how unequally healthcare resources were distributed between the
two populations also played a role. For instance, between 1992 and 1993, the total
expenditure of the private sector was estimated to be 61% which catered for only 23% of
the population (McGill University, 2020). The racial segregation which existed between
racial groups meant that the public healthcare institutions were always overcrowded and
understaffed due to the unequal distribution of resources. The Apartheid era also produced
more white healthcare workers that had no interest in practicing in rural areas dominated by
black people, the same rural areas that needed most doctors than major cities. The racial
segregation and inequalities manifested a lower life expectancy of 55 years in the black
communities as compared to the 70 years life expectancy of the white upper class.

Furthermore, there was a high infant mortality of 20% in the black population compared to
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the 2% in the white population, as illustrated by the graph below (Coovadia et al., 2009;
Jivraj et al., 2020;). The population that the study is looking at is predominantly black as part

of the group areas act, it is important in this study as it carries the legacy.

Figure 2.5.2: Population coverage and health coverage between 1992 and 1993
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As highlighted by the graph above, the inequalities range from two different healthcare
sectors. The health expenditure only covers 23% of the private sector while on the other
hand covers an entire 77% of the public sector. This means the health expenditure cannot
cover the entire population as some people cannot afford private healthcare and only rely

on the government to cater basic needs, including healthcare services.

The following section discusses maternal healthcare in South Africa after 1994, post-

apartheid era.
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2.6 Maternal health care in South Africa post-apartheid era

As emphasized by Frost & Reich’s access framework, maternal healthcare in South Africa can
be assessed by considering if women have access to the services that are essential, whether the
same women can afford the services or not as well as the availability of resources. Racial
dimension of poverty still persists in post-apartheid South Africa. During apartheid there were
policies such as the Native Act no. 21 of 1923 which restricted mobility as well as access to health
care services within the black community, the policies created a segregated South Africa (Silal et

al., 2012; Silal et al., 2014).

After black South Africans were forcefully moved to the Bantustans which covered approximately
13% of the South African land but catered for 72% of the entire population. The condition of
healthcare services worsened. The historical inheritances such as geographical segregation led
to high cost of transport for women accessing maternal healthcare services (McGill University,
2020). This posed a barrier to black women accessing maternal healthcare services (Silal et al.,

2012). Another issue reported by Silal et al., (2012) is insufficient doctors especially in rural areas.

Access to maternal healthcare in South Africa still suffers the consequences of the apartheid era,
inequalities in healthcare still persist even after more than two decades of democracy. Burger
and Christian (2020), emphasise that access to maternal healthcare in South Africa still hinge on
three dimensions inclusive of the availability, affordability as well as acceptability of services.
These three dimensions are unequally distributed with various differences in socio-economic
groups as well as geographic areas. Women in rural areas experience the greatest barriers
including having to walk long distances to the nearest healthcare facilities, lowest levels of
acceptability of services compared to urban residents. Affordability of maternal health care

constraints are faced by approximately 23% and this percentage has been concentrated amongst
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the poorest in society. 73% of the affordability constraints include travel costs to healthcare
services. According to Harris et al., (2011), travel costs are one of the key barriers in accessing
maternal healthcare services in South Africa. Travel costs are catastrophic to the poorest
members of the society just like during the apartheid era. Furthermore, according to the results
of the study conducted on disparities in access to and routine of maternal healthcare services in
South Africa by Silal et al., (2012), women from the lower quartile of the socioeconomic barely
afford costs incurred during their monthly visits especially travel costs and this distress their
capability to access maternal healthcare services as they cannot reach healthcare facilities

(Burger & Christian, 2020; Harris et al., 2011; Silal et al., 2012).

On the other hand, availability of services of maternal healthcare due to long distance to the near
health care facility has been reported as a barrier. According to the results of the study conducted
on access to healthcare in post-apartheid South Africa by Burger and Christian (2020), most
women reported to have experienced issues with operating hours of healthcare facilities. The
operating hours serve as a barrier to access maternal healthcare services. Acceptability
constraints were reported by only 10% due to the share of the community members bypassing
the nearest facilities because their choices were more important and reliable than other
preferences. According to Burger and Christian (2020), some women reported to have bypassed
nearest healthcare facilities due to various reasons. The reasons include dirty healthcare
facilities, unfriendly healthcare professionals, incorrect diagnoses but most importantly due to
dissatisfaction with the service provision. Negative attitude of healthcare workers has been
reported as the major barrier to women accessing maternal healthcare services (Burger &

Christian, 2020).

Furthermore, Burger and Christian (2020), highlighted that only 53% of South Africans have full

access to healthcare services which are available and affordable. Vulnerable groups such as the
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less educated, unemployed and disadvantaged tend to lack access to adequate maternal
healthcare services. All the challenges are rooted in the legacy of South African underdeveloped
communities. Migration to urban areas have resulted in underdevelopment in rural areas thus
preventing further organic migration coinciding with the regional dynamics of development.
Geographical constraints also serve as an underdevelopment of South Africa’s public transport
which constantly increase travel costs. This kind of constraints does not fall within the realm of
South Africa’s departments of health. Despite several efforts to improve affordability and
availability of maternal healthcare with training, motivation as well as distribution of healthcare
workers, some policies have not made a difference. Palicies, particularly the free care for women
accessing maternal healthcare contributed to many challenges including declining staff morale
due to being implemented without the input of the women accessing maternal healthcare and
healthcare workers. Hence this study aims to explore the experiences of women accessing

maternal healthcare services during Covid-19 in Mmabatho, North West.

2.7 Efforts to improve maternal health care services

After the democratic elections of the ruling party in 1994, which was African National Congress
(ANC) at the time, implemented the National Health Plan (NHP) which was aimed at improving
the health conditions of all South African citizens not only through equitable economic and social
development but also through amongst other aspects such as education, water and electricity.
Soon after that, another programme (Reconstruction & Development Programme) was
introduced as a way of addressing the disparities which existed within the health sector. The RDP
was introduced in order to minimize or even resolve the racialized socioeconomic inequalities
across the country. Despite the programmes and interventions implemented by the South African
government, there are still challenges because of unequal circulation of resources amongst the
two sectors; the public and private sectors. The health system financing plays a significant role in
the access as well as the financial burden that citizens experience in accessing health care
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services. The majority of citizens still rely on the public sector because they cannot afford the

services provided by private healthcare sectors (Silal et al., 2012; Silal et al., 2014).

The inadequate circulation of resources in the public sector has negatively affected the provision
and access to existing health care services in and around African countries. Most healthcare
systems are unable to react to different healthcare requests. In South Africa, there has been an
increase in the use of healthcare services due to an increase in disease burden, communicable
disease such as HIV/AIDS and patient load between 1997 and 2010. South Africa was ranked
the 4™ country in spending priorities. Consequently, major challenges of the healthcare system
occurred in the public healthcare sector were reported and the challenges include long waiting
hours, negative attitude from healthcare workers, dirty facilities, inability to control infections as
well as compromised safety of both patients and healthcare workers. A poor performing South
African healthcare system might fail to control epidemics as it was observed during the Ebola
disease epidemic where West African countries struggled to combat the Ebola outbreak (Silal et

al., 2012; Silal et al., 2014).

The South African government has been formulating policies, strategies as well as plans as efforts
to improve the performance of the public healthcare system since 1994. The building block
approach formulated by WHO has also been adopted at national and provincial level in South
Africa to assess the performance of the public health system. Despite the efforts to enhance
access and availability of maternal healthcare, severe difficulties in relation to the implementation
have been reported. For instance, some policies such as the free care for expectant women and
children have indicated a decline in staff morale as it was implemented without the engagement
of healthcare workers and in turn caused an increased workload for healthcare providers as well
as increased demand of services without corresponding an increase in resources in order to meet

the increased demand of services. This is the case in rural areas around South Africa. Although
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South Africa has high levels of the use of maternal healthcare services with approximately 90%
of women accessing antenatal care and access to delivery with skilled healthcare workers, a
magnitude of women still encounters barriers to access maternal health care services (Silal et al.,

2012).

2.8 The South African adequacy of continuum of care for maternal health

Continuum of care has been adopted as the strategy to address the challenges related to access
to maternal healthcare in South Africa. According to Singh et al., (2016), the continuum of care in
the area of maternal and child health, refers to the importance of having access to important
healthcare services throughout the cycle of life. Of importance to this study is the access of the
key services from pregnancy, childbirth and postnatal care. Singh et al., (2016) emphasises the

fact that this access to services is in the determination to avoid maternal and infant mortality.

The framework was developed for developing countries with low and middle incomes and has
since been adopted by different healthcare system stakeholders within the South African context
(Mothupi et al.,, 2021). Continuum of care in South Africa is expected to diminish maternal
mortality. The Department of Health has also outlined the continuum of care framework for
maternal health which has similar principles compared to the Kerber framework. The National
Strategic Plan for Maternal, new-born, child and women’s health and nutrition of 2012 to 2016
has also set out priority intervention taking place after delivery. Continuum of care for maternal
health care has been proven to be the approach that can be used to enhance health and safety

for both mothers and their children.

The continuum of care was developed by South African National stakeholders. The framework
outlines the link that exists between intervention packages from different families, communities
as well as the district level of care. A strategic goal of delivering and monitoring services along

continuum of care in relation to maternal and other health related issues have been introduced in
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South Africa. Despite the introduction of the strategic goal, there is still a huge gap along the
definition of the indicator set for service delivery monitoring to support the goals along continuum
of care. The adequacy approach which was introduced emphasizes the monitoring and
measurement of continuum of care in a more multidimensional and comprehensive manner. This
in turn also means that all aspects of access to care, quality of care as well as the link between
different levels of care as well as social determinants of health care should also be measured
(Mothupi et al., 2020; Mothupi et al., 2021). An effective continuum of care is expected to yield
positive results on maternal healthcare outcomes. It is also important to utilise frameworks in
order to ensure that there is improvement in enhancing women’s access to continuum of care
through measurements and monitoring. However, the approach of measurement to assess how

districts perform in providing quality continuum of care has not been defined (Mothupi et al., 2018).

The South Africa adequacy of continuum of care for maternal health is made up of merged metrics
including the quality coverage, more components of maternal health as well as the
multidimensional quality measurement. Maternal healthcare components are inclusive of skill
birth attendant, referral system as well as enabling environment. Several gaps have been
identified amongst these components. Adequacy on the other hand, emphasizes indicators of
maternal health, the intersectional factors across continuum of care as well as the integration of
guality measures. Adequacy has also been used in the evaluation of antenatal related programs,
health system and human assessment, assessment of different dimensions of care as well as the
effect of evaluation on interventions. Adequacies represent the combination of interventions that
yield positive results on maternal health outcomes. According to Mothupi et al., (2018), continuum
of care perspective emphasizes collective threshold of interventions required for positive
outcomes of maternal healthcare. South Africa is one country with special challenges on maternal
health care which include teenage pregnancy, gender-based violence, different inequalities as

well as inequitable quality and access to maternal healthcare. According to the results of the study
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conducted on improving the validity, relevance and feasibility of continuum of care in South Africa:
a thematic analysis of experts’ perspectives by Mothupi et al., (2020), indicators of the framework
need constant improvement in order to include indicators that were not explored. Indicators of the
framework also need to utilise factors such as age, socioeconomic, ethnicity and other factors; all
these disparities need to be explored (Mothupi et al., 2020). This is important for this study as it
set in a province in South Africa where an effective continuum of care is expected to yield positive
results for maternal healthcare outcomes. Furthermore, it provides a framework for understanding
the experiences of the women in Mmabatho who needed access to maternal healthcare within

this framework.

During Covid-19, the government implemented a few interventions to combat the spread of the
virus as well as to cater for women accessing maternal healthcare services. The interventions will
be discussed in the following chapter and how they played a role in assisting women accessing

maternal healthcare services during Covid-19.

2.8 Conclusion

The purpose of this chapter was to provide the historical background of maternal healthcare within
the South African context both during the apartheid era and post-apartheid era. The chapter also
provided the prolonged effects of apartheid era and how they still affect the provision of healthcare

to date. Lastly, the chapter outlined the adequacy of continuum of care in South Africa.

The following chapter discusses the utilisation of maternal healthcare services during the Covid-
19 pandemic, the provision of healthcare and how different disease outbreaks have affected the
use and provision of maternal healthcare services including Covid-19. The chapter also outlined

the consequences of poor consumption of maternal healthcare services.
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CHAPTER THREE

The utilisation of maternal health care during disease outbreaks

3.1 Introduction

Access to maternal healthcare speaks of availability of resources and the ability of women in
childbearing ages to apply this. This study argues that to understand this access, the experiences
of women need to be collected and analysed in order to provide a nuanced understanding. This
chapter looks at the following issues from literature reviewed, provision of maternal primary health
care globally, availability and accessibility of effective primary health care services, access to
maternal healthcare services during disease outbreaks. This chapter also discusses the
consequences of poor maternal healthcare services, stakeholders involved in maternal
healthcare services, factors affecting the use and provision of maternal healthcare services,
barriers affecting access to maternal healthcare services and efforts to enhance maternal

healthcare services.

3.2 Poverty and utilisation of maternal healthcare

Maternal healthcare indicators fall within the health indicators that represent the greatest disparity
in developed and developing countries globally (World Bank Report, 2013; Hassan & Basirka
2021). Poor maternal healthcare has been reported as an indicator of extreme poverty and that
is the reason why the United Nations (UN) adopted the Millennium Development Goals (MDGS)

and Sustainable Development Goals (SDGs), Goal 3. Specifically, SDG Target 3.1 aims to reduce
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the global maternal mortality ratio to less than 70 per 100,000 live births. World Health
Organization (WHO), (2019), assert that most maternal death are preventable as healthcare
solutions are available to prevent possible complications. All women need to access high quality
care during pregnancy and after childbirth. This could only be achievable through timely
management care which could make a difference between life and death for the mother as well
as the baby. However, this is almost impossible during disease outbreaks as health systems of
most countries are often burden by disease outbreaks. This often affect the experiences of women
accessing such healthcare services, affecting how they view and perceive maternal healthcare

services.

Additionally, MDG number 5 aims to improve maternal health as a way of saving the lives of more
than half a million women who die as a result of complications from pregnancy and childbirth each
year. According to the World Health Organization (WHO), (2013), approximately 30 to 50 women
encounter maternal morbidities. This is due to poor use of maternal healthcare services, which in
this instance serves as an extension of access to services. In developing countries including
South Africa, women in their reproductive years encounter maternal injuries and deaths as a result
of poor utilisation of maternal healthcare. Some countries have used open temporary maternal
healthcare centers, visual consultations with healthcare workers as well as telemedicine services
to assist women seeking and accessing maternal healthcare services (Manyati and Mutsau,
2021). Most studies conducted on the impact of Covid-19 and access to maternal healthcare
during Covid-19, assert that Covid-19 has affected access to maternal healthcare directly or
indirectly. Underdeveloped health system in South Africa struggled to cope with the additional
challenges produced by the pandemic, which affected the routine provision of maternal healthcare
services such as immunizations and antenatal care. Another point highlighted by these studies
was that different health systems have been affected severely and can barely cope with the

disease burden (Kotlar et al., 2021; Padhye et al., 2022; Shapira et al., 2021; Temesgen et al.,
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2021). The emergent theme emanating out of these reports is that disease outbreaks such as
Covid-19 cause tremendous damage to the political and socio-economic sectors (Lapeyre et al.,
2020; McCloskey and Heymann 2020; Shen Fu et al., 2020; Tesarik, 2020). However, the
previous studies did not take into consideration the effects of these disease outbreaks on
pregnant women and maternal health care. Therefore, this study aims to fill in that gap as it seeks
to explore the experiences of women in accessing maternal healthcare services during the Covid-

19 pandemic.

3.3 Provision of maternal primary health care globally

Primary healthcare has been prioritized as the key to achieving 8 Millennium goals aimed at the
provision of good healthcare services for all the citizens around the world with the full coverage
of affordable and quality health care services (Ajaegbu, 2017; Nnebue et al., 2014; Wagas & Bilal,
2018). This serves as one of the representatives of few major healthcare forums since the last
century. The main aim of primary healthcare is to ensure universal access to quality healthcare
resources with regards to the important healthcare needs of every country’s citizen. Due to the
increased vulnerability of women and children, priority has been shifted to healthcare planning,
inclusive of child health and maternal healthcare services. Globally, primary healthcare has also
identified maternal healthcare as one of the most significant of its eight essential healthcare
components (Shizheng et al., 2019). Maternal healthcare services in every health care system
offer quite a number of services aimed at improving the healthcare of women, particularly women
in their reproductive phase as well as their babies. The main aim of maternal healthcare services
is to also reduce maternal mortality while ensuring that women remain healthy and safe
throughout their pregnancy, delivery and fully recover from the changes that occur during

pregnancy (Nnebue et al., 2014; World Bank, 2008).
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In 1987, Nairobi held its first Safe Motherhood conference which was aimed at identifying and
challenging the primary healthcare principles. The emergent theme emanating from the
conference was that women encounter a magnitude of experiences in maternal health care
(Behruzi, 2020; Wagas & Bilal, 2018). Although maternal healthcare has been globally prioritized
as well as the efforts directed at the improvement of maternal primary healthcare services, the
progress has been gradual. For instance, 358 000 women were estimated to have died due to
the complications encountered during pregnancy and delivery in 2008. An estimate of 1 out of 31
women lose their lives during delivery in Sub-Saharan Africa as compared to 1 out of 4,200
women in different European countries. Approximately seven million women suffer severe injuries

to as far as disabilities from maternal health care complications every year (Ajaegbu, 2017).

The empirical evidence from the study conducted on the utilisation of maternal healthcare
services by women in the rural Zaria environs by Ejembi et al., (2004), confirmed that primary
health care is the backbone of the national health policy. Its active health forum has not enhanced
its effort to ensure an improved maternal healthcare coverage among the rural parts of
communities in Zaria. As a result, the millennium development goal number 5 of reducing
maternal mortality by 75% has not been achieved and remains an unattainable goal in most
regions in the world including Zaria because globally, only 44 per cent decline has been achieved
since 1990. The efforts directed at constituting maternal primary healthcare were globally
prioritized in order to reduce maternal mortality by approximately 75% between 1990 and 2015
and since 1990 only a decline of 169 from 385 to 216 deaths resulting from maternal health
complications per 100 000 live births have been achieved (Alkema et al., 2016; Ejembi et al.,
2004; Jennings et al., 2017; WHO et al., 2016). Ajaegbu (2017) is of the viewpoint that maternal
health care complications are the leading cause of a high maternal mortality among women in
their reproductive phase more in developing countries. Most deaths resulting from maternal

health care complications can be traced back to lack of access as well as delayed access
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maternal healthcare services. In addition to delays associated with access to appropriate maternal
healthcare services (WHO, 2017). Ensor (2004) further adds that different delays including delays
to make appropriate decision to seek care, delays to reach healthcare facilities, are attached to
different sociocultural beliefs of women seeking maternal healthcare services (WHO, 2017;

Ajaegbu, 2017)

The following section discusses the different factors affecting how women experience and
perceive maternal healthcare services and how previous disease outbreaks affected access to

maternal healthcare services

3.4 Factors affecting the utilisation and provision of maternal healthcare services

It has been recognized that health and health related outcomes are not only affected by access
and use of healthcare services globally, as illustrated by the diagram below, there are also
complex and multidimensional factors which play a role as social determinants of healthcare. As
emphasized by Ataguba & Mcintyre (2015), political, economic, social, environmental factors as
well as inequalities are considered linked to the provision and access of quality healthcare
services within different healthcare sectors in South Africa. The different factors affect how women

experience and perceive maternal healthcare services.

Despite health not being the main aim in several policies involving these sectors, they play a
significant role on health equity including inequalities experienced within the healthcare sector. In
the context of South Africa for instance, inequalities still exist when it comes to the distribution of
resources within different health care sectors. The diagram below illustrates how different factors
play a vital role in the high level of maternal mortality, morbidity as well as disability. The
inadequate supply of health services lead to low maternal health services use which give rise to

a high maternal mortality rate.
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Figure 3.4: Factors contributing to low maternal health care services utilsation as well as a high

mortality rate
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As emphasized by El Shiekh & Kwaak (2015), women’s ability to seek maternal healthcare
services has been linked with the influence of components of predisposing and enabling factors
as well as health needs. The above factors inspire people particularly women in this instance,
whether or not to use formal or traditional healers’ services. The above diagram emphasizes
amongst other things, how lack/low use of maternal healthcare services pose a high risk that often
led to different consequences that also lead to high maternal mortality, morbidity and to some

extent, disability.
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Various mechanisms of predisposing factors are intertwined and interconnected. The figure
disparagingly analyses maternal healthcare utilisation from both perspectives of the supply and
demand side. Lack of maternal healthcare use is affected by the demand or supply related factors.
Demand side includes people’s willingness to pay for maternal healthcare services according to
their needs. The decision about the use of maternal healthcare is also influenced by the presence
and absence of predisposing factors such as beliefs, attitudes and values, enabling factors such
as the family and community and health needs such as gender, culture and tradition. The factors
such as beliefs and values, attitudes also influence people in whether to use formal or informal
maternal healthcare services. On the other hand, informal maternal healthcare services are linked
with low levels of education and lack of knowledge about maternal healthcare and health in
general. Physical movement serve as one of the predictors of maternal healthcare including
distance to and from healthcare facilities which also serve as a crucial factor. Health seeking
behaviours are also shaped by different beliefs, attitudes and values about health needs. The
kind of responsiveness of healthcare and healthcare workers also plays a major role in maternal

healthcare use (El Shiekh & Kwaak,2015).

The literature available suggests that pregnant women experienced fear and mistrust as barriers
to seek and access maternal health care services. Henwood et al., (2017), assert that pregnant
women experienced fear and mistrust in multiple aspects including engaging with healthcare such
as, contracting the virus from health care facilities, being transferred to Ebola treatment centres,
seeing healthcare workers with personal protective equipment, possible refusal of services of
maternal healthcare by health care providers. According to the results of the study conducted on
barriers to maternal healthcare services during the Ebola virus epidemic in West African countries,
pregnant women feared going to healthcare facilities due to the stigmatization of healthcare
providers. The fear was smoothed by the existing mistrust of the government. Fear and mistrust

were found to be the most significant barriers to both the delivery and utilisation of maternal
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healthcare services. According to Miller et al., (2018), there was a certain notion that healthcare
workers increased the risk and exposure of contracting the virus because healthcare workers
were allegedly injecting and spreading the virus in exchange for money and were also
unnecessarily admitting Ebola free patients to Ebola treatment centres and other reasons known
by them. The notion affected the access and provision of maternal healthcare services. While the
literature available suggest that fear posed a barrier for expectant women to seek and access
services, the estimated number of pregnant women who actually manage to seek maternal
healthcare services, were reportedly mistrusted by the health care workers (Henwood et al., 2017,

Miller et al., 2018; Yerger et al., 2020).

The emergent theme emanating from literature shows that the health care system of Liberia has
not fully recovered since the Ebola disease outbreak. Pregnant women have had a strained
maternal healthcare system because of the distance and substantial effort. Most studies did not
look at the experiences of deep inside issues which pregnant women were experiencing with
regard to accessing maternal healthcare. There is also a lack of recommendations and solutions
on the studies already conducted in terms of how stakeholders come into play in order to reduce
the effects that disease outbreaks have had on pregnant women (Henwood et al., 2017; Miller et

al., 2018; Yerger et al., 2020).

As alluded by Henwood et al., (2017) and Yerger et al., (2020), most healthcare systems of
different countries affected by the Ebola epidemic including Liberia have not fully recovered from
the challenges and difficulties encountered during the Ebola outbreak. The dearth of

recommendations and solutions available also play a role in the prolonged effects of Ebola.
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3.4 Barriers affecting access to maternal health care services

Several studies have been done in terms of barriers to access maternal healthcare services
during the Ebola virus outbreak in West African countries including Sierra Leone, Liberia and
Guinea. The reported barriers include delays linked with seeking services of maternal healthcare
during disease outbreaks which the study discusses in more detail below. The delays in maternal
healthcare services plays an important role in the experiences of women accessing maternal
healthcare services. The experiences of women which this study aims to explore in the maternal

healthcare sector during disease outbreaks.

These studies only report barriers in terms of scarcity and provision of healthcare, they provide
the experiences both positive and negative of pregnant women accessing maternal healthcare,
However, do not look at the effects of disease outbreaks on maternal health (Conakry et al., 2017,
Delamou et al., 2015; Drevin et al., 2019; Jones & Ameh, 2015; Rise et al., 2017; Rise et al.,

2018; Miller et al., 2018; Yerger et al., 2020).

3.4.1 Delay in seeking maternal healthcare services during the Covid-19 pandemic

National lockdowns, curfews and the fear of possibly being in contact with the virus act as barriers
to every pregnant woman trying to access services of maternal healthcare. One of the delays
identified was the delay to seek maternal healthcare services. According to Goyal et al., (2020),
the reason for the delay was due to the strict lockdown put forth by the government as a way of
combating the spread of Coronavirus. However, approximately 33,4% of women avoided routine
visits due to fear of contagion. Additionally, Pant et al., (2020) advanced the notion that pregnant
women reported to have experienced anxiety due to the fear of possibly contracting the virus. A
survey was conducted among close to 100 pregnant women in Italy. The results showed that
approximately 68% of pregnant women expressed anxiety. The other 43% reported concerns

related to possibly transmitting the virus to their unborn babies. In other parts of New York,
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however, pregnant women expressed great fear of being exposed to the virus. As a result,
stopped using services of maternal healthcare in health care facilities and opted for home
deliveries. Even though most expectant women in different countries expressed fear of going to
healthcare facilities, movement restrictions have also made it harder. Expectant women struggled
to reach health care facilities due to insufficient transportation available during lockdowns. This
result in women reporting bad experiences in maternal healthcare utilisation and provision due to

the above-mentioned barriers.

3.4.2 Delays experienced in reaching healthcare facilities during the Covid-19 pandemic

In third world countries including India, Nepal and Zimbabwe, pregnant women have experienced
difficulties in seeking health care services due to Covid-19 pandemic. There also has been an
increase in the number of women delivering babies on the road and ambulances due to
roadblocks and delays in services rendered by ambulances. In Sierra Leone and Guinea during
the Ebola virus outbreak, public facilities were closing in numbers and more of the private health
care facilities remained open and most women could not afford the maternal healthcare services
from private healthcare facilities. Even after a number of public healthcare facilities reopened,
some women could still not access maternal healthcare services because of the travel restrictions
and quarantines. According to McQuikin et al., (2017), Elston et al., (2016) and Waris & Antahal
(2014), geographical accessibility also posed a barrier because some pregnant women could not
travel to other regions in order to access maternal healthcare services. Contradictory to Pant et
al., (2020) regarding the challenges that some preghant women encounter, Saccone et al.,
(2020), assert that there is still a certain percentage of women able to reach health care facilities
and not receive appropriate care in time as compared to others. In some facilities, healthcare
professionals were not enough to attend to Covid-19 patients and pregnant women at the same

time despite maternal health being considered an essential service. Furthermore, healthcare
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professionals also expressed fear of possibly being infected because of insufficient personal
protective equipment, less are even motivated to report for duty (Beni & Maurizio, 2020; Pant et

al., 2020; WHO, 2019).

3.4.3 Delay in access to maternal health care services due to socio-cultural beliefs

Socio-cultural beliefs may also contribute to delays in accessing maternal healthcare services.
Mumtaz et al., (2014) & Choudhary et al., (2017), have documented the link that exist amongst
cultural and religious beliefs and health risks associated with expectant women. For instance,
Muslim women usually prefer faith based maternal healthcare services. These services involve
of traditional and spiritual doctors without proper academic background to support their services.
In particular, women from families that are improvised and have inadequate access to formal
education are marginalised from accessing formal maternal healthcare services. This in turn affect
the experiences of women in accessing proper maternal healthcare services, resulting in doubt in
the health system while strengthening the preference for informal maternal healthcare services.
Women disregard proper formal maternal healthcare services during pregnancy which in turn
result in negative effects on their health. Complications such as child mortality and mental health

conditions (Choudhary et al., 2017; Mumtaz et al., 2014; Omer et al., 2021).

The findings of the study conducted on the influence of social and cultural practices on maternal
morality by Omer et al., (2021), assert that women from lower socio-economic background in
most countries are exposed to certain cultural practices such as early marriages as well as closed
spaced and multiple pregnancies. Such women have a strong dependency on socio-economic
statuses of their men, which in turn delays them from making decisions about their well-being

(Omer et al., 2021).
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Additionally, some of the barriers identified which plays a role in access to maternal healthcare
services will be discussed below. he following section discusses the barriers affecting the

utilisation and access to maternal healthcare services during disease outbreaks.

3.5 Resource Scarcity and Diversion

The lack and uneven distribution of resources posed a barrier to access and provision of maternal
healthcare services. Another barrier reported by Estifanos et al., (2021) & Ribacke et al., (2016),
the scarcity and insufficient provision of healthcare professionals. More and more of the
healthcare professionals were abandoning their jobs because of the fear of contracting the Ebola
virus whereas some healthcare professionals were being transferred to quarantine centers
(Drevin et al., 2019; Gizelin et al., 2017; Henwood et al., 2017). Resource scarcity plays a
significant role on how women experience and perceive maternal healthcare services. The

inconvenience resulting from shortage of resources affect women in different ways.

In third world countries, including South Africa, healthcare professionals cannot access
appropriate equipment and infrastructure for management of Covid-19 infected patients and as a
result other healthcare sectors including maternal healthcare sectors are affected (Darankus et
al., 2020; Pant et al., 2020). Even in developing countries such as Europe and the United States
some healthcare facilities have turned maternity wards into Covid-19 treatment wards due to the
increasing number of infected people and the immunisation services have also been disrupted
due to the pandemic which in turn negatively affect the health of new born babies. The state is
even worse in developing countries which experience absence of proper infrastructure and
appropriate resources (Manyati & Mutsau, 2021). There is also reduced availability of certain
medications essential for expectant women due to medications not being able to be transported

because of lockdowns (Darankus et al., 2020; Pant et al., 2020; Wiley, 2020; Woodley, 2020).
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In addition to the challenges that the South African health system is facing, Mbunge (2020) assert
that South African health system is overwhelmed with severe scarcity of personal protective
equipment (PPEs). There are insufficient face shields, protective gloves, N95 respirators as well
as protective aprons for healthcare workers amid Covid-19 due to the disruptions of distribution
globally. Without relevant equipment, the Covid-19 chances of infections are more likely to
increase. Furthermore, there is also an imbalance of distribution of healthcare workers. Thus,
striking a balance of providing essential services to both Covid-19 patients and women accessing
maternal healthcare services. Furthermore, Akaba et al., (2022), assert that there was a
consensus amongst the stakeholders involved in maternal healthcare, service providers as well
as policy makers that the shortage of personal protective equipment had an impact on the capacity
of health facilities. Health facilities were unable to effectively maintain optimal levels of service
delivery and respond to Covid-19 at the same time. The government was unresponsive in terms
of providing more PPEs. The only PPEs available were basic facemasks and basic gloves.
Healthcare facilities were not provided with any PPEs except the above mentioned. Women
accessing maternal healthcare services are unable to receive proper care due to the fear of
contracting the virus as healthcare workers also do not have enough resources to cater for Covid-
19 patients and women accessing maternal healthcare services (Akaba et al., 2022; Mbunge et

al.,2022).

3.6 Global disease outbreaks

The following section discussed the different disease epidemics and pandemic and how they have
affected access to maternal healthcare services as well as the relevant stakeholders involved in
maternal healthcare and lastly, different maternal interventions in place to improve the provision

and utilisation of maternal healthcare services.
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3.6.1 Ebola Epidemic

Ebola virus was first discovered in 1976 in different regions of central Africa. The first occurrence
of the virus was near the Ebola River, hence the term. The second occurrence was in 2004 in
South-eastern parts of Guinea and spread rapidly in different borders in several weeks. Major
epidemics such as the Ebola virus are considered public health emergencies. In March 2004,
West African countries were faced with the Ebola virus outbreak, which was considered the most
severe disease outbreak to ever occur in the history of pandemics with the largest recorded
infection cases of 28616 and 11310 confirmed fatalities (Delamou et al., 2017; Gizelis et al.,

2016).

Ebola virus became a serious public health crisis not only to the entire country but more especially
to the healthcare system of Liberia. Health system of Liberia has not fully recovered since the civil
war. It has also affected a special group of women, pregnant women, leaving the already strained
maternal health care systems of many countries in distress. Even after the substantial effort made
globally over the past decade in reducing maternal health mortality and providing better access
to maternal health care services, the Ebola virus was so severe that countless number of health
care professionals left their respective jobs in health care facilities. According to Gizelis et al.,
(2016), there are two dimensions considered in the healthcare sector for pregnant women, firstly,
it is the demand by pregnant women for healthcare services and the availability of quality medical
services. The Ebola virus disrupted the use of the above-mentioned dimensions. Morse et al.,
(2016), also found that survivors of Ebola virus were unlikely to use health care services, in turn
signifying that their bad experiences drove them to not seek medical attention during the disease
outbreak (Barden O’Fallon et al., 2015; Delamou et al., 2017; Estifanos et al., 2021; Gizelis et al.,

2016; Henwood et al., 2017; Kassebaum et al., 2015; Morse et al., 2016).
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The Ebola virus outbreak also caused a disruption in healthcare services leading to significant
decline in immunization of children vulnerable to vaccine preventable deaths as well as a high
possibility of an increase in the mortality rate. (Kassie et al., 2020; Orjingene et al., 2020; Pant et

al., 2020).

A number of authors discussed the effects of disease outbreaks on social, political and economic
institutions of different countries (Beni & Maurizio, 2020; Olawale et al., 2019; Pant et al., 2020;
Woodley, 2020). A major finding from these studies is that some countries are able to recover
from the economic setbacks caused by disease outbreaks. It is also unfortunate that some
countries never recover or take years trying to rebuild what was politically, socially and
economically destroyed during disease outbreaks. Despite the preventive measures implemented
by various countries during pandemics to control the spread of infections, the fact of the matter is
that some countries with limited resources still suffer the most from disease outbreaks. Although
literature indicates the impacts of these disease pandemics on the political, social and economic
standing of these countries, the experiences of women accessing MHC were not recorded. Hence
this study aims to explore the different gender vulnerabilities and experiences that disease
outbreaks produce. The vulnerability and experiences vary from one context to another and from

one demographic group to another.

According to the results of the study conducted on Ebola virus disease and pregnancy by
Henwood et al., (2017), there was absolutely no direct or indirect evidence supporting an increase
in the risks associated with Ebola virus disease in pregnant women as compared to non-expecting
women. Although the sample is usually relatively small, mortality rate was low as compared other
epidemics. There are a lot of studies that have been done on Ebola outbreak and how it affects
public health emergencies (Barden O’Fallon et al., 2015; Estifanos et al., 2021; Henwood et al.,
2017; Rice et al., 2018; Kassebaum et al., 2015). The argument that came out of these studies
regarding public health was that some countries do not have alternative interventions during
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disease outbreaks that could assist in combating different diseases. The healthcare unreadiness
of such countries lead their public health system to major setbacks. Although some countries are

able to recover after major healthcare setbacks, some counties are unable to recover.

During the Ebola outbreak, there was an increase of maternal and neonatal deaths. These deaths
resulted from direct and indirect contact due to the overwhelming need to access maternal
healthcare services. The Ebola outbreak had an impact on the already struggling maternal
healthcare sector. The findings of the study conducted on the Ebola virus disease on maternal
healthcare service utilisation in West African countries have highlighted a significant decline in
maternal healthcare services especially on antenatal care. Access to maternal healthcare
services declined due to the absence of healthcare workers, the fear of possibly being exposed
to the virus as well as women’s belief that healthcare facilities could be the source of the
transmission of the virus. Kassa et al., (2022), assert that maternal and child healthcare experts,
governments as well as policy makers have implemented various intervention strategies to
improve the operation of maternal healthcare services in affected West African countries. The
intervention strategies implemented include preparing alternative waiting areas for women,
community involvement in maternal healthcare and the provision of free maternal healthcare
services. Despite the above-mentioned interventions, the provision of antenatal care still declined
by approximately 59% every month in Guinea, in Liberia by 38% and Sierra Leone antenatal care
was likely to decline six times higher every month. Other maternal healthcare services also

showed a significant decline during Ebola (Kassa et al., 2022).

However, previous studies have not highlighted the experiences of women accessing maternal
healthcare services during the Ebola outbreak and how the intervention strategies were
implemented in accordance with those experiences. Hence this study aims to explore the
experiences of women in accessing maternal healthcare services during disease outbreaks within
a South African context.
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3.6.2 HIV/AIDS Epidemic

HIV (Human Immunodeficiency Virus) and AIDS Acquired immunodeficiency syndrome)
pandemic have created a devastating tragedy all over the world even after efforts to curb the
pandemic. HIV/AIDS is still prevalent to date and continues spreading. HIV is the virus that makes
an individual vulnerable to other diseases and the virus also causes AIDS. AIDS was first
discovered in the early 1980s in the United States of America and later managed to spread to
European and African countries. HIV is still prevalent all over the world. The literature available
suggests that it was estimated that over 40 million people will be living with HIV in 2010 (Carr &

Collymore, 2015; United Nations, 2008).

South Africa has the largest number of HIV/AIDS infections (13,7%) than any other country in the
world, with Botswana occupying the second place to South Africa (Stats SA, 2022). Despite the
fact that men reported the largest number of infections at the beginning of the pandemic, the
number of infections of women now surpasses men especially in countries where there is extreme
poverty and limited resources. HIV/AIDS had an impact on maternal healthcare. Women are more
vulnerable to infections especially pregnant women because according to the results of the study
conducted on facing HIV/AIDS outbreak, 90% of HIV positive children acquired the virus from
their mothers and the risk of transmission from the mother to child is associated with the delivery
process and how the mother feeds the child (Carr & Collymore, 2015; United Nations, 2008). In
developed countries the transmission rates range from between 15% to 25% whereas in
undeveloped countries the transmission rates range from 25% to 40% (Carr & Collymore, 2015;
United Nations, 2008). Previous studies have not highlighted the lived experiences of women
accessing maternal healthcare during HIV/AIDS epidemic and how full or inadequate access to
maternal healthcare services have impacted their experiences. The studies focused more on how
the HIV/AIDS epidemic contributed to the rate of maternal mortality and less on the experiences
of women accessing maternal healthcare services during the epidemic. Hence, the study aims to
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explore the experiences of women in accessing maternal healthcare services during the Covid-

19 pandemic.

3.6.3 Covid-19 Pandemic

The recent Covid-19 outbreak which was globally felt as compared to previous epidemics, did not
only take the whole world by surprise, it also brought disastrous effects on the healthcare systems
of many countries including on people of different age groups, with pregnant women encountering
the most unfavourable situations more than the rest of the people, the outbreak of Covid-19 has
reversed the gains made previously towards minimizing maternal and child mortality. In assessing
why there is often insufficient maternal healthcare services, Pant et al., (2020) developed the
three models inclusive of delays in maternal healthcare services, delay in reaching different
healthcare facilities and delay in decision making to seek healthcare services. The models of
inclusive delays were discussed further below. In order to assess the effect of Coronavirus
pandemic on the access of maternal healthcare services, different internal and national reports
on global pandemics were reviewed. It has been reported by Jeranji (2021), that South Africa is
facing an increase in maternal deaths, an increase of 30% since the pandemic and the increase
reported only covered the first wave of Coronavirus (Pant et al., 2020; Jeraniji, 2021). As outlined
by the study conducted on the effect of the Coronavirus pandemic on maternal health due to delay
in healthcare seeking by Goyal et al., (2020) different disease outbreaks have had either directly
or indirectly effects on different age and gender groups, there is, however, a special group of
women taken into consideration and that is pregnant women together with the maternal
healthcare sector. According to the results of the studies carried out by Kassie et al., 2019 and
Pant et al., 2020 on global disease outbreaks and effects new-born, child and maternal health in
the global south, there has been a significant decline in maternal and childcare services. In

countless countries including Libya, Ethiopia, Nigeria, health care programmes have been
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disrupted, more especially immunization programs due to the Coronavirus pandemic. In relation
to a similar study conducted by the Kaiser Family Foundation women’s survey by Frederiksen
(2021) on women’s experiences with healthcare during the Covid-19 pandemic. Thus, the findings
show the transformation in the way women access services of maternal healthcare in other parts

of the world. The following figure illustrates the above mentioned.

Figure 3.6.3.: An illustration of women who have gone without services of maternal healthcare

during the Covid-19 pandemic
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Figure 1
A larger share of women have gone without health
care services during the COVID-19 pandemic,

particularly women in fair or poor health

Since March 1, 2020, have you experienced any of the following because of the COVID-19
pandemic, or not?

B Men Overall [l Women Overall ll\Women in Fair/Poor Health [l Women in
Excellent/Very good/Good Health

Skipped preventive health services,
such as a yearly check-up or routine
test

Skipped a recommended medical test
or treatment

Not filled a prescription, cut pills in half
or skipped doses of medicine

Couldn't get an appointment because
of the pandemic

NOTE: All comparisons between women in fair/poor health and women in excellent/very good/good

health are significantly different (p < 0.05), while all comparisons between men and women are KFF
significantly different except for "Not filled a prescription, cut pills in half or skipped doses of medicine."

SOURCE: KFF Women's Health Survey 2020

Source: Frederiksen (2021).

3.7 Stakeholders involved in maternal health care services

Although there has been a reduction in maternal and child mortality achieved in the MDGs era,

there is still a lot of effort needed especially in Sub-Saharan countries to meet the MDGs at least
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by 2030 (Meulen et al., 2019). There are 2,7 million estimated neonatal deaths with 2,6 million
stillbirths occurring annually. Healthcare facilities that have enough and well-equipped staff with
relevant resources can be eligible to provide quality care during crucial moments surrounding
pregnancy and childbirth or delivery. An estimation of 75% of deaths can be prevented with
adequate care as well as the majority of maternal deaths. Therefore, different stakeholders and
community engagements form part of the most significant process of ensuring that the necessary
care for women in accessing maternal healthcare services is sufficient as per their preferences
as well as their needs (Meulen et al., 2019; WHO, 2020). The South African National stakeholders
together with the district health system have introduced the continuum of care in order to enhance
the effectiveness and efficiency of maternal healthcare service delivery. Furthermore, the World
Health Organization (2020) have also introduced a network which aims to improve maternal
health quality of care. The quality-of-care network aims to achieve a vision where expectant
women and new born babies receive adequate care throughout pregnancy and childbirth as well
as after delivery. A number of Sub-Saharan countries have also joined the quality-of-care network
process since it was announced by the World Health Organization (World Health Organization,

2020).

The journey of pregnancy and motherhood comprise a complicated amalgam of emotional work,
practical as well as educational work. However, divided attention has been shifted to the effect of
emotional availability, although a growing body of social science research points to the gendered
nature of emotional availability in the journey of pregnancy and motherhood (Reayi, 2004). A solid
support system has been considered an integral part to a healthy journey of pregnancy and safe
delivery, support could be from family members, loved ones or even other women going through
the same experience. Social support consists of several important aspects including the provision
of emotional support such as caring for the pregnant woman or new mother, support can also be

informational, whereby one provides the necessary details required throughout the journey of
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pregnancy and motherhood. Lastly, the support could also be tangible, where financial assistance
is provided by loved ones. The assistance is not limited to family members. In some instances,
women offer and receive support from other women through social media. As it enables them to
share experiences with one another, and this has been an alternative since the pandemic. Having
a solid support system also enhances physical and emotional well-being of women accessing

maternal healthcare services.

Morikawa et al., (2015) assert that lack of support during pregnancy and motherhood could be
the leading cause of depression and a greater risk of giving birth to unhealthy babies. Since the
outbreak of the Coronavirus pandemic, only the woman giving birth and the midwife are allowed
in the maternity room and this led to reduced support from loved ones as they are not allowed in
the delivery room. The rule is one of the preventive measures of Covid-19, put forth by the
government to try to combat the spread of the Covid-19 virus but it is negatively affecting the
maternal healthcare sector. Zhou et al., (2021), assert that lack of support has an impact on new
mothers and pregnant women. Lack of support place expectant women them at a greater risk of
developing postpartum depression, unpleasant birth experiences as well as several number of
physical health and mental consequences. The empirical evidence from the study also showed
that virtual support from friends and families during delivery had a positive impact on perceived

support levels during the Coronavirus pandemic (Zhou et al., 2021).

Furthermore, various stakeholders involved in maternal healthcare services can hinder or even
facilitate access to maternal healthcare services. As it has been reported previously by other
studies how healthcare professionals hinder access to maternal healthcare services by the way
they treat patients on a daily basis. Considering the attitude of nurses which has led to some
women withdrawing from accessing maternal healthcare services. This has been highlighted as
one of the major factors hindering women from accessing maternal healthcare services. It was

also confirmed by the findings of the study conducted on community’s experience and perceptions
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of maternal health services across the continuum of care in Ethiopia by Turineh et al., (2021).
Turineh et al., (2021), state that healthcare workers hinder access to maternal healthcare service
as some women have reported to have stopped accessing maternal healthcare services due to
the disrespectful care they receive from nurses. The findings of the study identified disrespectful
and bad maternity care hinder women from seeking continuous maternal healthcare. Amongst
disrespectful care, abuse and disrespect, various discriminatory acts based on socio-economic
status were also highlighted. The findings of another study conducted by Adatara et al., (2019),
on rural women’s experiences relating to the operation of birth care provided by skilled attendants
in rural areas of Ghana confirm the above findings. Adatara et al., (2019), emphasises that women
have reported to have experienced various forms of mistreatment either during childbirth or
monthly visits as well as discrimination. Another qualitative study conducted on the experiences
of and responses to disrespectful maternity care and abuse during childbirth by McMahon et al.,
(2014), also highlighted that women often withdraw from accessing maternal healthcare services

due to mistreatment from healthcare workers.

3.8 Interventions in place for maternal healthcare

The South African government implemented primary healthcare as it was considered to be cost
effective and that meant improving the health status of citizens who could not afford private
healthcare services. In the same year, free maternal healthcare services to all pregnant women
and children under the age of 6 years as well as universal access to primary healthcare for all
South African citizens were introduced and implemented. The main emphasis of the two policies
was on the development and improvement of healthcare facilities. These included clinics and
maternal healthcare related programmes. Maternal healthcare programmes which included the
extension of immunizations, child nutrition and child and mother healthcare. And lastly, the
management of diseases as well as Act No 92 of 1996 which introduced the termination of

pregnancy and gave all women in their reproductive years the legal right to terminate pregnancy
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(Nteta et al., 2010). Various interventions have been implemented to improve access to maternal

healthcare will be discussed thoroughly below.

Even though there are various interventions implemented to improve access to maternal
healthcare, the interventions are not designed in accordance with women’s experiences in
accessing material healthcare. For instance, the MomConnect and MAMA interventions were
developed and implemented in order to disseminate information to patients. However, the
initiatives did not consider women in remote areas where there are connectivity issues or women
who might not have cell phones. Interventions are meant to improve the experiences of women
accessing maternal healthcare and not produce unpleasant experiences. Hence, the study aims
to explore the experiences of women accessing maternal healthcare services in order to possibly
fill in the gap in policy making by assisting policy makers to further improve how certain policies
meant to cater for vulnerable groups are designed to meet the needs of women accessing

maternal healthcare services.

3.8.1. Community based intervention

Community based intervention has been identified as a component that can be used to reduce
maternal mortality in many healthcare systems, particularly in remote areas of developing
countries. In some countries, community healthcare workers are volunteers that often receive a
stipend from the Department of Health. In South Africa for instance, there is a policy which states
that Community healthcare workers should be employed on a permanent basis. However, the
National health department district cluster officials advocate for only 75% of permanent positions,
which still exists in some provinces. High coverage of community health workers involvement has
not yielded any improvement to maternal mortality. In South Africa the use of community
healthcare workers initiative has also been introduced in order to provide accessible and

appropriate care to mothers and their children. However, the positive outcome of the involvement
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of community health workers depends on the relationship and trust between the healthcare
system, patients as well as the community health workers. The South African Medical Research
Council introduced a Cluster Randomized Control Trial in 2008, The Goodstart Il which
comprised the home visit programme. The aim of the programme was to assess the effectiveness

of community health workers on maternal health related issues (Besada et al., 2020).

Soon after the Goodstart 1ll programme, the National Department of health also introduced the
Re-engineering of Primary health care in 2011 which relied on community healthcare workers.
Over 2 decades ago, Brazil and other countries reported a successful community healthcare
workers program. Community healthcare workers have introduced preventive interventions which
have in turn indicated a significant decline in child mortality. By highlighting improvements in
access to maternal health care as well as improvements on child development and growth.
According to the results of the study conducted on community healthcare workers’ impact on
maternal and child health outcomes in rural South Africa, a non-randomized two group
comparison study by Roux et al., (2020), the introduction of community healthcare workers has
yielded positive outcomes. In several parts of South Africa, particularly in rural areas, the study
indicated that since the introduction of community healthcare workers high attendance of
antenatal care have been reported. Expectant mothers who accessed interventions have been
reported to feeding their babies until 6 month which is crucial to their health and mothers who
accessed interventions had healthier babies. There have been improvements in maternal health
outcomes over a decade ago, yet substantial needs remain. The improvements, however, do not
highlight the experiences of women accessing maternal healthcare services during disease
outbreaks and how the challenges could be tackled from women’s perspectives (Besada et al.,

2020; Katzen et al., 2020;).
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3.8.2 mHealth Initiative in South Africa

Momconnect

The South African Department of Health implemented the mHealth intervention called
MomConnect in August 2014. The purpose of the MomConnect is to support women accessing
maternal healthcare services around South Africa through text messages which are available in
all 11 South African official languages. Moreover, the MomConnect seeks to minimise the paper-
based registration of preghancies by introducing a mechanism of registering pregnancies
electronically in the public health system, the MomConnect also reckon that sending of text
messages to women will assist in finding ways to improve the rendering services of maternal
healthcare as women accessing maternal health care services provide feedback regarding the
services they have received (Barron et al., 2016). Agarwal & Labrique (2014) further add that
mHealth intervention have the potential to improve neonatal survival by not only catalysing but
also improving the delivery of different interventions of adjusting the demand for quality maternal
healthcare services as well as validating the provision of not only targeted care but also the

benefits needed (Barron et al., 2014; Agarwal & Labrique, 2016).

The following is MomConnect initiative poster with all the details inclusive of what the application

offers, and the steps required to access the services offered on the application.

Figure 3.8.2: MomConnect initiative poster
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mom is here to help!

You’ll get weekly messages to help with your pregnancy,
and answers to all your questions. Join our community
- it’s completely free and we’re here to support you.

*Remember to tell them to stop by a clinic to complete their registration.

YRt

momconnect

Source: Department of Health, (2014)

The diagram below illustrates how MomConnect works and the necessary steps required to
access it. MomConnect step by step poster also illustrates what is required of the pregnant
mother by the Department of health in order to access MomConnect application.

Figure 3.8.2.1 Step by step instructions to access MomConnect
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How does it work?

If anyone in your

family has TB,
E ° make sure that you
and the rest of the

]
ﬁ household test for
o TB. Treatment will
] Y ) Y ® protect you and
» | J T your baby.
: » » T
(o)
[a]
- a8
1. Nurse confirms 2. Nurse helps 3. User answers 4. User is 5. Pregnancy is 6. User receives weekly
pregnancy at user register on questions about registered. registered in the SMS messages to
clinic. their phone via pregnancy. National Database inform them of their
USSD. pregnancy and baby
health up to their child
is 1 year old.
Thes {3 health
connect @

Source: Department of Health, (2014)

3.8.4. Health systems intervention

The implementation of the health system interventions that can successfully improve the quality
and outcome of healthcare in developing countries have proven to be a challenge (Manyati &
Mutsau 2021b). However, the South African government has adopted the health system
intervention in order to support national care initiatives. The programme has been implemented
and evaluated over the past 2 decades and has also indicated an improvement in healthcare
outcomes (Murdoch et al., 2018). Amongst other interventions which South Africa have
implemented was the MAMA intervention. MAMA intervention consists of the use of cell phones
as a mode of communication between women accessing maternal healthcare services and
healthcare workers, women accessing maternal health care services receive text messages about
maternal healthcare and infant information. The MAMA Intervention was implemented with the
aim to support women in their journey of pregnancy and motherhood. The MAMA intervention has
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also been implemented globally and has been regarded as providing relevant and supportive
information to pregnant women and new mothers. The use of cell phones has proven to be useful
when it comes to information sharing and health systems across the world have adopted mHealth
(Mobile Health) in order to promote health outcomes, increase engagement between women
accessing maternal healthcare and health care workers as well as strengthen health systems.
Since the previous studies did not take into consideration the gendered effects that disease
outbreaks have on women specifically more on women accessing maternal healthcare services
during disease outbreaks. Therefore, this study is intended to find out the experiences of women
in accessing maternal healthcare during the Covid-19 pandemic outbreak, in the context of
Mmabatho in the North West Province. The experiences of women during disease outbreaks in
this case, Covid-19 pandemic might assist North-West Department of health in formulating
strategies that will assist women accessing maternal healthcare services in future epidemics and
pandemics and also be fully ready to also prioritize each patient according to their specific health

needs (Coleman et al., 2020; Murdoch et al., 2018).

3.9 Conclusion

The review of works of literature have made it obvious that the prevention of adequate maternal
healthcare services is a necessary health concern and one of the principles that guide human
rights. Findings from studies have shown a direction on the need to further research on
interventions and policy frameworks that would help in supporting and protecting children, women,
families and communities at large. This would enable a reduction in the lingering burden of deaths
for mothers and their children, as well as economic and emotional crises that follow poor maternal

outcomes.
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CHAPTER FOUR

THEORETICAL FRAMEWORK

4.1 Introduction

This chapter aims to discuss the theoretical framework which anchors this study. It uses the
combination of Andersen’s expanded socio-behavioural model and Bourdieu’s theory of social
practice. Andersen’s socio-behavioural model of 1995 aimed at exploring the relationship as to
how and why people seek and access maternal healthcare services. Bourdieu’s theory of social
practice was aimed at proving the relationship that exists between people and social structures
and how social structures offer access to a variety of different social, economic and even cultural
conditions which in turn influence how they perceive and act towards issues. This chapter
discusses the overview of Andersen's expanded behavioural model and Bourdieu’s theory of

social practice as well as major tenets emerging from both theories.

4.2 Overview of Andersen’s expanded behavioral model and Bourdieu's theory of social

practice

To understand the experiences of pregnant women in accessing maternal health care services,
this study utilised the combination of Andersen’s expanded behavioural model of health use which
serves as augmentation of Andersen’s socio-behavioural model of 1995 and Bourdieu’s theory of
social practice. The socio-behavioural model of 1995 sought to explain and predict the provision
of health care services and the utilisation of such services in relation to people’s traits, the
characteristics of the population they belong to as well as the environment in which they live. The
socio-behavioural model explains healthcare services and utilisation of services utilising
psychosocial factors and enabling factors. Both factors consist of different domains including
domain of attitudes, social norms and perceived control and enabling factors which consist of
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domain of availability of support as well as financial resources. Most theoretical frameworks
including health belief model and social cognitive theory view people’s behaviour in association
with how they seek health care as people’s rational choices in turn providing inadequate focus to

the impact of social context in people’s actions (Anderson, 1995).

In order to conceptualise the patterns of predisposing characteristics, the analytical framework
also draws from Bourdieu’s theory of social practice. Bourdieu’s theory of social practice is used
to explain the relationship that exists between people and social structures and how social
structures offer access to a variety of social, economic and even cultural conditions which in turn
influence how they perceive and act towards issues. Field and capital are two important concepts
of the Practice theory. According to Bourdieu and Wacquant (1992: 22-28); field refers to
resources such as maternal healthcare, jobs, marriage and so forth, which available to individuals
with varying level of power or ability. These individuals are said to be in competition over these
resources. On the other hand, capital refers to the power or ability which individuals have to
enable them to gain access to the field. In this study, capital can be economic, social or cultural.
Bourdieu’s view has been used to identify the gaps that exist in health care sectors and the
reasons behind people’s conditions i.e., illnesses and how pregnant women behave during
childbirth (Simkhada et al., 2008). In this context, the experiences of pregnant women are
influenced by the group in which they belong. The theory of social practice emphasises how
women accessing maternal healthcare services can acquire knowledge and other ways of using
maternal health care services. For instance, women could learn alternative ways of accessing
maternal healthcare services from others. In turn the experiences of older women can influence
the behaviour of young women in terms of the utilisation and no utilisation of maternal health care
services. According to theory of social practice, most women tend to learn from other women'’s
past experiences of maternal healthcare services as well as society's acceptable behaviour during

pregnancy and delivery (Anderson, 1995 & Simkhada et al., 2008).
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Figure 4.2.1: Major tenets of Andersen’s expanded socio-behavioural model and Bourdieu’s

theory of social practice

Psychosocial factors
1. Domain of attitudes
2. Domain of social norms

3. Domain of perceived control

\J

1. Domain of availability of
support

2. Domain of financial
resources

Theoretical framework

Forms of capital

1. Economic capital

2. Cultural capital
3. Social capital

Source: Travers et al., (2020); Andersen, (1995)

However, both the expanded model and the 1995 model did not take into consideration the
relationship between gender dynamics and their influence in accessing and utilising maternal
healthcare services. A better understanding of the relationship between gender dynamics and
decision making of intended or planned behaviour would assist researchers to better understand
women’s choices in seeking and accessing maternal healthcare services (Andersen, 1995). In
order to conceptualise the patterns of predisposing characteristics highlighted in Andersen’s
expanded socio-behavioural model, the analytical framework also draws from Bourdieu’s theory
of social practice. Bourdieu’s theory of social practice attempts to provide the relationship that
exists between people and social structures and how social structures offer access to a variety of

different social, economic and even cultural conditions which in turn influence how they perceive
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and act towards issues. Both Bourdieu's theory of social practice and Andersen’s socio-
behavioural model do not highlight the relationship that exists between gender dynamics and the
utilisation and access to maternal healthcare services during disease outbreaks. Gender has
been considered a secondary principle and paired with other demographic characteristics in
previous studies, however, there is a dearth of literature concerning the role of gender in
accessing maternal healthcare services (Andersen, 1995; Bradley et al., 2002; Bradley et al.,

2004; Travers et al., 2020).

Gender dynamics has not been a major focus in epidemiological research aimed at assessing
psychosocial factors related to inequalities in relation to accessing quality and efficient maternal
healthcare services. Gender dynamics, social capital as well as cultural capital mediate effects
on healthcare access and health outcomes and inequalities between different households.
Gender dynamics also plays a major role in women’s health. The following section discusses the
major tenets emerging from Andersen behavioural model as well as Bourdieu’s theory of social
practice. The section below discusses the integration of gender into psychosocial factors,
affordability of maternal healthcare services, Bourdieu’s concept of capitals, the integration of

gender into cultural capital.

4.3 Psychosocial factors

Psychosocial factors include demographic characteristics of women accessing maternal
healthcare services. However, little attention has been shifted to the relationship that exists
between gender and how it influences the utilisation of maternal healthcare services. The
following section discusses the integration of gender into psychosocial factors and access to

maternal healthcare services.
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4.3.1 Integration of gender into psychosocial factors

Gender inequality plays a key role in the utilisation of healthcare use, in this context, maternal
healthcare. The empirical findings from the study conducted by Tolhurst et al., (2009), assert that
gender inequalities that exist in maternal healthcare have an adverse impact on the utilisation and
access to maternal healthcare services. Kraft et al., (2014), substantiate the above findings by
Tolhurst et al., (2009). Kraft et al., (2009), highlight the demand side of maternal healthcare, and
lack of access and control of medical resources. Furthermore, Kraft et al., (2014) highlight the
gendered division of labour as well as the lack of decision-making authority limit and pose as a
barrier to women in accessing maternal healthcare services. This in turn also shows how the
gendered inequalities impact access to maternal healthcare. On the supply side, societal gender
discrimination is often portrayed as the delivery of maternal healthcare services. According to
Davis et al., (2012), gender intersects with other demographic characteristics. demographic
characteristics such as ethnicity, race, education, income, class as well as age which further
exacerbate the different effects of gender inequalities on access to maternal healthcare services
for marginalised women from disadvantaged backgrounds. The findings of the study conducted
on gender, psychosocial factors and use of medical services by Green & Pope (1999) confirm
that in deed gender plays a vital role in accessing maternal healthcare services. Additionally,
Green & Pope (1999), argued that gender indirectly predicts the long-term utilisation of maternal

health care (Davis et al., 2012; Green & Pope, 1999).

A study was conducted on gender dynamics affecting maternal health care and healthcare access
and use in Uganda by Morgan et al., (2017). The findings state that men affect women’s access
to healthcare particularly prenatal care. This is due to their role as life partners, healthcare
providers as well as community leaders who have control and power over resources and decision
making (Morgan et al., 2017). Elmusharaf et al., (2015), also advanced the notion that since

gender dynamics affect the utilisation and access to maternal healthcare services. Gender
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dynamics should be incorporated into maternal healthcare interventions. Kraft et al., (2014), also
support the above statement by Elmusharaf et al., (2015) and highlight that gender conscious
interventions can be gender unequal. Furthermore, a review on gender integrated interventions,
for instance, found that the effects of integrating gender dynamics into interventions were mixed.
The overall studies also recommended that addressing structural and social factors is imperative
in improving access to maternal health care. Structural and social factors within child health and
maternal health intervention such as inequalities as well as gender norms is advantageous for
effective outcomes of such interventions. According to Holmes et al., (2013), maternal healthcare
interventions have been successful in increasing access to as well utilisation of maternal
healthcare services. However, overlooking gender dynamics has limited the sustainability of the
generated benefits. Gender power relations must be fully understood and not limited to how power
is constituted or negotiated alongside access to services and resources, social norms or division
of labour but also on how the intersect that exist affect access to maternal healthcare services

(Elmusharaf et al., 2015; Holmes et al., 2013; Kraft et al., 2014; Morgan et al., 2017).

4.3.2 Affordability of maternal healthcare services

Financial resources during pregnancy and motherhood play a significant role in ensuring that
women receive proper maternal healthcare services. This is one aspect of people’s lives that was
negatively affected by the Covid-19 pandemic due to people losing their jobs. Traveling to
healthcare facilities requires funds and some women could not afford the traveling costs as prices
soured during the Covid-19 pandemic. As North West Province was declared a Covid-19 hotspot,
some clinics had to close for some time and women had to find alternative ways to receive
maternal healthcare services. Some women from high income backgrounds had the means to
make alternative ways to receive proper maternal healthcare services. However, some women
from low-income social groups could not and this clearly illustrates the inequalities that exist within
healthcare sectors in South Africa. As alluded in Bourdieu’s forms of capital, economic capital
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assert that all material resources required to reach or pay in advance for standard maternal
healthcare services or receive better service cannot be accessed in public healthcare institutions.
Also drawing back to Andersen’s expanded socio-behavioural model within the domain of
attitudes which clearly states that affordability of healthcare services is the core element of the
utilisation and access to maternal healthcare services. In the context of women accessing
maternal healthcare services in Mmabatho, some women cannot afford services offered in private
healthcare institutions, this then placed them at a greater disadvantage of not receiving proper
care during pregnhancy and motherhood, which could in turn lead to complications and contribute

to the higher rate of maternal mortality

4.4 Andersen’s expanded behavioral model of health use

Andersen’s expanded behavioural model of health use seeks to assess the effectiveness and
efficiency measure of access to healthcare alongside the different healthcare systems impacting
access and utilisation of healthcare services. The purpose of Andersen's expanded behavioural
model also serves as an improvement to the socio-behavioural model of 1995'’s ability to explain
in detail the impact that concept of race and ethnicity has on the utilisation of healthcare services,
in this context maternal healthcare services (Travers et al.,, 2020). Andersen’s expanded
behavioural model of health use has two additional factors; enabling factors as well as need
factors which are similar to Andersen’s socio-behavioural model of 1995. The factors emerged on
Andersen’s expanded behavioural model serve as domains within the factors that describe the
knowledge, attitudes, social norms as well as perceived control of people accessing healthcare

services.

The following section discussed the psychosocial factors from Andersen’s expanded behavioural

model of health as well as their domains in more detail.
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4.5 Psychosocial factors

Psychosocial factors are predisposing characteristics as themed previously on Andersen’s socio-
behavioural model that impact the decision making of intended behaviour. For instance,
psychosocial factors forms part of the attitudes women accessing maternal healthcare services
have towards the utilisation of maternal healthcare services, the kind of knowledge they have
regarding maternal healthcare services limited not to when and how such services should be
utilised, the social norms women accessing maternal healthcare services they are subjected to
from the society and their perceived control over the utilisation of maternal healthcare services
(Travers et al., 2020). The psychosocial factors to be discussed include the domain of attitudes,

domain of knowledge as well as domain of perceived control.

4.5.1 Domain of Attitudes

Attitudes serve as personal views concerning the utilisation of healthcare services, in this instance
maternal healthcare services. This domain includes the role of the healthcare workers regarding
the utilisation of maternal healthcare services, their ability to render maternal healthcare services
to different women as well as their interpersonal skills, compassion, trustworthiness, their ability
to listen and communicate with patients within the maternity department. In the previous studies
(Harris et al., 2011;Yamada et al., 2015) that have utilised Andersen’s socio-behavioural model,
the results of the study indicated that most participants mentioned the affordability of healthcare
services; being able to afford maternal healthcare services serve as an important aspect of the
utilisation of maternal healthcare services for instance. Even though South Africa has been
providing free maternal healthcare services, not all services are offered at local clinics and public
hospitals. In addition to the affordability of maternal healthcare services, the social environment
is also essential for women accessing maternal healthcare services as they have to establish

connections through interaction in order to have an opportunity to share spaces with other women

81



accessing maternal healthcare services; uniformity of background has been proven to be helpful
to many women in their reproductive years, new mothers and those expecting to give birth

(Bradley et al., 2002).

4.5.2 Domain of Knowledge

The domain of knowledge has been consistent with Andersen's behavioural model as it relates to
the long-term utilisation of maternal healthcare services. Knowledge goes hand in hand with
attitudes. Within the domain of knowledge there are several themes including the availability of
knowledge, where and how women accessing maternal healthcare services obtain all the
information required during their journeys of pregnancy and delivery. Within the journey of
pregnancy, there is also important information regarding the first day/ month to book for maternity,
regular check-ups and collection of medication that healthcare workers should disseminate to
women accessing maternal healthcare services. Another theme is the source of information which
in this case is the North West department of health through its various healthcare facilities. The
North West Department of Health is responsible for healthcare related information dissemination.
Women accessing maternal healthcare services require information on how services should be
rendered during the Covid-19 pandemic as there are certain regulations which citizens must abide
by. Lastly, the accessibility of such information shows how and when women accessing maternal
healthcare services can access information regarding the use of maternal healthcare services

(Bradley et al., 2002; Lederle et al., 2021; Tolera et al., 2020).

4.5.3 Domain of Social norms

The expanded social behavioural model consists of two themes within the social norms’ domain:
relevant and referent norms. The expanded behavioural model perceives referent norms as the
legitimate source of authority. The decision makers within the maternal healthcare sector can be

defined as collective individuals that possess knowledge and experience of maternal healthcare
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services (midwives) and can also refer other individuals or professionals within their field.
Relevant norms in this context can be referred to all the aspects that could have born on one’s
choice of the use of maternal healthcare services. The expectations of care focus on the goals of
women accessing maternal healthcare services; expectations include ways to better maternal
healthcare services as well as different communication channels. The loss and change in this
instance refer to all the adjustments which a new or an expecting mother has been subjected to.
Lastly, the dimension of family burden comprises of all the comfortability that comes with the

additional member of the family. (Bradley et al., 2002; Lederle et al., 2021; Tolera et al., 2020).

4.5.4 Domain of perceived control

The domain of perceived control on Andersen’s expanded behavioural model assert that women
accessing maternal healthcare services have a limited decision-making authority, in some
instances, decisions are made on their behalf. This domain consists of women accessing
maternal healthcare services, the role of choice in the use of maternal healthcare services, prior
planning for future needs as well as the two emerging dimensions consisting of decision makers
and alternatives. The dimension of decision makers also has five sub-dimensions or categories
which are: autonomous, collaborative, placement which consist of transfer, sent from facility, put
or taken from home patients, last but not least unsure patients. The utilisation of maternal
healthcare services serves as an important phase in a woman’s journey from pregnancy to
motherhood. Women make autonomous decisions with regards to how to access maternal
healthcare services. Despite the decision being theirs, collaborative support and input is also
required from their loved ones. Alternatives on the other hand consist of changes of care needs,
different preferences and options that influence the utilisation of maternal healthcare services.
Planning for future needs comprises consists of long-term decision making as a process of
unfolding over time and it considers financial planning as well as psychological planning.
Psychological planning has been considered the most important as women accessing maternal
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healthcare services go through psychological counselling before giving birth, a mother should be
psychologically ready for all the changes that comes with being a mother (Bradley et al., 2002;

Lederle et al., 2021; Tolera et al., 2020).

4.6 Enabling factors for long-term use and support use

Enabling factors consist of family and community resources and the accessibility that comes with

acquiring those resources including the availability of support and financial resources.

4.6.1 Domain of availability of support

A solid support structure has been considered an essential component during the journey of
pregnancy and motherhood. Support gives rise to proximity as it has been described in several
forms including the proximity of meals when going through monthly maternity check-ups, services
offered within the maternity department, different activities offered including antenatal classes, as
well as care within the family and community of the expecting woman (Bradley et al., 2002;
Lederle et al., 2021; Tolera et al., 2020). This shows that it is important to consider the
intersectionality of the availability of social support and the uptake of maternal health services and
how this may have been affected during the Covid-19 pandemic and the ensuing lockdowns. This
speaks not only of the provision of maternal health services in healthcare facilities but also to the

impact on family structures during pregnancy, giving birth and postnatal care.

4.6.2 Domain of financial resources

The domain of financial resources includes the well-being of women accessing maternal
healthcare services and protection against risks serve as important dimensions as they determine
one’s ability to access healthcare services (Bradley et al., 2002; Lederle et al., 2021; Tolera et al.,
2020). As alluded by Bourdieu (1977), traveling to healthcare facilities requires money or better
yet private healthcare institutions require payments for their services, some women accessing
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maternal healthcare services from disadvantaged backgrounds, work low-income jobs or are
unemployed may be excluded from being able to access the needed services including mere
immunisation fees. Financial resources play a major role in whether women access maternal
healthcare services or not. This means that even if the services rendered are free or cheap, some
women may still lack access depending on where they stay or whether or not they are available
when they get to the healthcare facilities. In the context of Covid-19, some facilities may have
been closed as a result of Covid-19 cases and women would have been forced to spend money

in order to obtain medicine or assistance or travel longer distances for other facilities.

4.6.3 The critique of Andersen’s behavioral model of health use

Andersen’s behavioural model has been utilised countless times in several studies that were
investigating different diseases and different aspects of healthcare utilisation. However, this
model has been criticised for focusing on specific factors (predisposing factors) which in turn led
to overlooking certain diseases that were identified as need factors. In most studies, researchers
shifted more focus to predisposing and enabling factors that play a significant role in the utilisation
of maternal healthcare services. However, the model did not clearly highlight the relationship that
exists between gender dynamics and provision and utilisation of healthcare. Establishing the
relationship between gender dynamics and provision as well as utilisation of maternal healthcare
enabled researchers to better understand women’s access to maternal healthcare services, how
resources are distributed as well as women’s ability to make decisions regarding seeking and
accessing maternal healthcare services (Andersen, 1995; Andersen, 2008; Babitsch, 2011;

Bradley et al., 2002; Davidson et al., 2004)

Furthermore, this model assert that socioeconomic status of a community may be perceived as a
predisposing factor, given that the induced supply affects the demand as well as an enabling

factor in terms of its association to the individual together with community income. Sex and age
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may also be categorised as demographic predisposing variables as well as proxies of need
variables on the basis that they go hand in glove with morbidity. It is therefore difficult to identify
the factors that contribute the most in the utilisation of maternal healthcare services. Even though
the socio-behavioural model version of 1995 has been disapproved for its nonexistence of
dynamic character and its overemphasis of the need as well as at the expense of different beliefs
in relation to health care and social structures, Anderson (1995) reported that need represents a
social construct. Need is divided into perceived and assessed, therefore, the socio-behavioural
model best describes the utilisation of maternal health care services in South Africa particularly
in Mmabatho, North-West as all factors play a significant role in influencing the behaviour of
women in seeking health care (Anderson, 1995). Furthermore, although the model of 1995
identifies predisposing, enabling and need factors as key determinants of healthcare use, the

model does not clearly highlight how the factors are interrelated.

Since little attention has been shifted to the relationship that exists between gender and how it
influences the utilisation of maternal healthcare services as well as how gender intersects with
other demographic characteristics. The theoretical framework integrates gender into psychosocial
factors in order to determine its role in the utilisation of maternal healthcare services. The
framework also highlights the relationship that exists between women’s provision and utilisation

of maternal healthcare services as well as gender dynamics.

4.7 Bourdieu’s theory of social practice on maternal healthcare services

Several studies reckon health status predicts the utilisation of maternal healthcare services.
Health status serves as the most significant factor in the utilisation of maternal healthcare
services. However, the negligence of class-related individual resources accumulated cannot be

overlooked. Since class-related individual resources serve as translated health literacy and health
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prevention practices that assist women accessing maternal healthcare services to optimise their

maternal healthcare services utilisation (Harris et al., 2011; Yamada et al.,2015).

Bourdieu’s theory of social practice serves as an important aspect in understanding the current
state of underlying inequalities within the healthcare sector. It does not only highlight the monetary
dimension of capital but other social and cultural aspects that form part of other forms of capital.
In a broader sense, the social and cultural forms of capital represent not only lifestyle indicators,
educational backgrounds, they also stretch the importance of social relationships as well as
gender (Harris et al., 2011; Paccoud et al., 2019; Yamada et al., 2015). The following are the

three Bourdieu’s forms of capital and their impact on maternal healthcare in detail.

4.7.1 Bourdieu’s forms of capital on maternal healthcare

The following serve as an overview of Bourdieu’s forms of capital and their impact on the utilisation

of maternal healthcare services.

4.7.1 Economic capital on maternal healthcare

Bourdieu’s theory of social practice has been useful in highlighting inequalities that exist within
healthcare sectors. Firstly, by examining the economic capital which accounts for the monetary
dimension including properties and other financial related assets. Within the context of maternal
healthcare, economic capital accounts for all material resources required to reach or either pay in
advance for standard maternal healthcare services or even purchase for better services and that
includes medical aids, health insurances as well as treatments that cannot be offered in public
healthcare institutions. Economic capital draws back to Andersen’s expanded behavioural model
within the domain of attitudes where it states that affordability is one of the core elements of the
utilisation of maternal healthcare services. Affordability somehow has an impact on women’s

attitudes towards utilising maternal healthcare services, taking into consideration the fact that
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North West was identified as a Covid-19 hotspot and most local clinics were closed at some point
because of the spike in the number of Covid-19 cases. Closure of local clinics meant that women
who were accessing maternal healthcare services at that particular clinic had to find alternatives
which goes back to the domain of availability of support and financial resources. Traveling to
another clinic requires money, or better yet private healthcare institutions require payments for
their services. (Bourdiue, 1986; Collyer et al., 2015; Hastings & Matthews, 2015; Paccoud et al.,

2020).

4.7.2 Cultural capital on maternal healthcare

Cultural capital comprises of different learned behaviours from cultural belief or practices that tend
to be from other women’s past experiences of maternal health care services as well as society's
acceptable behaviour during pregnancy and delivery. For instance, according to the results of the
study conducted on health-service utilisation by expectant women in Mafikeng Mmabatho district
by Pretorius (2004), pregnant women have traditional values, especially women in rural areas.
Some women from rural areas are illiterate and have proven to portray unawareness of values of
optimal maternal healthcare services and they also believe that their mothers and grandmothers
are capable of taking care of their maternity needs that leads to less or even no maternal
healthcare services utilisation. This form of capital has been divided into three different forms
including behaviours learned through other different behaviours and characters accumulated over
time (embodied state), behaviour learned through cultural practices (objectified state) and lastly
behaviour learned through educational qualifications which falls under the institutionalised state.
However, in the context of maternal healthcare, cultural capital represents different skills of
women in Mmabatho accessing maternal healthcare services, their verbal and non-verbal
competencies, how they interact with healthcare workers and other women accessing maternal
healthcare services, last but not least, different attitudes and behaviours which relate to different
healthcare practices including the utilisation of maternal healthcare services. It is also a vital
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component in unequal distribution and production of maternal healthcare services (Collyer et al.,
2015; Hastings & Matthews, 2015; Paccoud et al., 2020). This is important in the context of the
Covid-19 pandemic as there was a need for alternative ways of accessing healthcare which

included for example, a heightened dependence on the use of social media.

4.7.3 Social capital on maternal healthcare

Social capital as defined by Bourdieu (1986), is the aggregate of the actual resource which relates
to the possession of a durable network of more or less different institutionalised relationships or
mutual acquaintance for recognition. Shifting the focus to maternal healthcare, this form of capital
represents women accessing maternal healthcare services’ social interactions/network. These
networks include those groups that women draw on to access maternal healthcare related
information, support and recommendations regarding such services. Social capital has a direct
and in turn an indirect intervening impact on the social reproduction of maternal healthcare such
as through recommending valuable and quality networks, solid emotional support and
encouraging participation in different healthy behaviours amongst other things (Collyer et al.,
2015; Hastings & Matthews, 2015; Paccoud et al., 2020). It is noteworthy that the social aspect
of society was greatly impacted by the lockdowns that resulted from Covid-19, this makes it
important to look at the experiences of women in this area considering the importance of social

capital.

4.8 Critique of Bourdieu’s theory of social practice

Bourdieu’s theories of social practice have been perceived as discrete structures or institutions
consisting of its own histories and approaches. It has also been criticised for being overly
deterministic (Bourdieu, 2005; Maller, 2015; Williams, 1995), on the contrary, there has also been
an overemphasis on individuals as the area of focus and analysis in the empirical application
regarding Bourdieu’s ideas, which in health research dominant paradigm has been behaviourism.
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Shifting the focus from individuals as the unit of analysis in empirical work, the calculated risk of
putting all the blame and responsibility on agents for health outcomes, in turn overlooking the
impact that different institutions have on health outcomes can be avoided. However, the social
learning theory still have much to contribute to the current healthcare crisis and understanding of
healthcare and individuals’ well-being, not limited to the well-being of citizens but also the field of
health in sociology and other public health research in promotion of health in a broader

perspective (Bourdieu, 2005; Maller, 2015; Williams, 1995).

The following section thoroughly discusses Bourdieu’s concept of capitals in maternal healthcare.

4.9 Bourdieu’s concept of capital

Bourdieu clearly stipulates the theoretical understanding of different forms of capitals. The primary
relational concept which exists in conjunction with other capitals and cannot be understood in
isolation is the cultural capital. Cultural capital, social and economic capital generate inequalities
within different societies. Social capital is generated through socialization such as through social
media, for instance there are motherhood pages like the clueless mom found on Instagram where
new mothers connect with other mothers to share experiences of pregnancy and motherhood.
Social capital can also be established through the relationships which exists between families and
the society at large. Economic capital on the other hand consists of individuals’ state of wealth
also generated through socialisation or through inheritance whereas cultural capital has to do
more with the skills and practices acquired through interactions. Cultural capital can also be
converted into social capital. However, these processes are not clearly demonstrated and the
manner in which they are achieved. Each form of capital has an impact on society. Cultural capital
is usually transmitted through family relations. It is from the family that women acquire ways to
take care of their children and how and when to seek and access maternal healthcare services.

Forms of capital enable women to acquire modes of thinking, different sets of qualities needed to

90



take care of their well-being during pregnancy and motherhood as well as dispositions. Cultural
capital, therefore, is an integral part of the relationship that exists between women’s behaviour in
seeking and accessing maternal healthcare services and their home background inclusive of

support systems.

The following section discusses the integration of gender into Bourdieu’s cultural capital

4.10 Integration of gender into Bourdieu’s cultural capital

Gender inequalities does not appear in Bourdieu’s fundamental principles of maternal healthcare
use. According to Bourdieu (1984), gender has been paired with other demographic
characteristics such as age as a secondary principle, thus Bourdieu (1984) does not clearly
highlight the strength and acknowledge the power of gender dynamics on access to maternal
healthcare services. Contradictory to Bourdieu (1984), McCall (1992) state that gender dynamics
should be acknowledged as being moulded by a specific historicity. As emphasized by Bourdieu
(1984), cultural capital exists in three forms, in the embodied state, where behaviours learned
through other behaviours and characters accumulated over a certain period of time, in the form
of embodied state, inclusive of cultural practices where women would rather opt for practicing
what they have learned from elders during pregnancy and motherhood and lastly in the form of
institutional state. The institutional state in the context of maternal healthcare represents different
skills and cultural practices of women accessing maternal healthcare services whether verbal or
non-verbal competences, their interactions with other women going through the same
experiences and lastly different attitudes moulded by different experiences in relation to their
personal experiences pertaining maternal healthcare practices inclusive of the use of maternal
healthcare services. Gendered dynamics pertain precisely to different skills and cultural practices
of women accessing maternal healthcare services which are acquired over time through

socialisation. Thus, gendered dynamics relate to the embodied state of the cultural capital
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(Bourdieu, 1984; McCall, 1992). Additionally, Bourdieu’s cultural capital as part of the analytic
framework and epistemology is an important attempt at conceptualizing gender to further

understand it as a fundamental principle in women accessing maternal healthcare services.

4.11 Conclusion

This chapter outlined the theoretical framework of the study in detail. The discussion also included
the critiques of the theories utilised as well as their relevance on the problem under study.
Andersen’s expanded behavioural model of health use was useful in assessing the effectiveness
and efficiency measure of access to maternal healthcare alongside the different healthcare
systems impacting access and utilisation of maternal healthcare services. Bourdieu’s theory of
social practice was useful in highlighting the relationship that exists between people and social
structures and how social structures offer access to a variety of different social, economic and

even cultural conditions which in turn influence how they perceive and act towards issues.
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CHAPTER FIVE

RESEARCH METHODOLOGY

5.1 Introduction

The Covid-19 pandemic had adverse effects on various structures of society, and studies have
focused on the impact that the pandemic has made on different populations across the world.
This study is intended to find out the experiences of women seeking to access maternal
healthcare during the initial outbreak of the Covid-19 pandemic, in the context of the population
of Mmabatho in the North West Province. The chapter discussed the methodology and methods
used for this study. It critically discusses the research design linking the methodology and the
theory. It further unpacked the population and sampling, data collection procedures data analysis

and ethical issues.

5.2 Social constructionism and phenomenology

The methodology of this study hinges largely on constructivism and phenomenology. As a
constructive researcher, the aim was to engage with the participants collaboratively and
respectfully, seeking to understand their perspectives and experiences through open-ended
guestions and reflection. The link between constructivism and phenomenology lies in their shared
emphasis on the importance of experience and subjectivity in shaping the researcher’s
understanding of the world. Both approaches recognize that our experiences shape our
perception of reality and that reality is not a fixed, objective entity. In this study, the researcher
was interested in examining women’s experiences in accessing maternal healthcare services
during COVID-19. Incorporating constructivism, the research explored the experiences of nursing

mothers and pregnant women during the COVID-19 pandemic, including their challenges, their
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coping strategies, and the support they receive from their families and communities. As a result,
a qualitative research design was used to unravel opinions from selected pregnant women,
nursing mothers (20), and healthcare workers (10). In the context of studying nursing mothers
and pregnant women during the COVID-19 pandemic, phenomenology as a method of inquiry
was enabled by conducting in-depth interviews and collecting data from participants to gain a rich,
personal understanding of their experiences. This was further facilitated through virtual and
augmented reality technologies. These tools created interactive, immersive learning experiences
that allowed the researcher to explore and experiment with different concepts and ideas. The
results of this study provided valuable insights into the experiences of nursing mothers and
pregnant women during the COVID-19 pandemic. They informed healthcare providers,
policymakers, and support groups on better supporting his vulnerable population (Andrews, 2012;

Burr, 2015; White, 2004).

The justification for the choice of this was informed by Flocco et al., (2020), on the need to explore
the lived experiences of pregnant women and early motherhood in Italian women with congenital
heart disease. An interpretative phenomenological analysis emphasise that phenomenology
allows in-depth description of feelings and experiences. According to Tanwir et al., (2021), on
interviews in healthcare: a phenomenological approach is useful in healthcare on the basis that it
produces an in-depth description of people’s experiences and an unbiased interpretation of the
data collected. Khan (2015) & Mohajan (2018) argued that a qualitative research method entails
the collection of subjective data from respondents, and this was based on their personal
experiences about the objectives and goals of the study. In addition, qualitative research design
investigates individual occurrences in the belief that serious certainties about reality are grounded
in people's experiences which have already occurred. However, the main aim of this study was
to understand perceptions and experiences to which it gives rise. So, in this case in order for the

researcher to understand the in-depth experiences of women accessing maternal healthcare and
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getting insight into issues of maternal healthcare by women, this study utilised a qualitative
research design (Collins & Hussey, 2003; Polit & Beck 2012). Furthermore, data collected was
cross-sectional, that is, the data gathered was done at a specific time; hence, changes in trends

over time were not considered (Hua & David, 2008; Lindenmayer et al., 2011).

5.2.1 The linkage between methodology and theory

In the discussion on the use of interpretivism in research, Chowdhury (2014), draws our attention
to the work of Walsham (1995) that emphasise the meaningful aspect of people’s participation in
both the social and cultural world based on their characters. Interpretivism seeks to explain
meanings and the motives behind people’s actions and behaviour. Similarly, to Bourdieu who
views people’s behaviours in relation to social structures, this study utilised interpretivism to bring
in the humanistic aspect. Bourdieu’s theory of social practice links with interpretivism due to its
symbolic interactionist background as Bourdieu was more interested in treating human subjects
with care. In this instance, Bourdieu’s theory of social practice helps us to further understand the
role of women accessing maternal healthcare services of what constitutes their experiences.
Thereby providing insights to their needs as well as their experiences in accessing maternal
healthcare services during disease pandemics. In addition, interpretivism follows the qualitative
research paradigm which this study therefore espouses to study the experiences of women in

Mmabatho in accessing maternal healthcare during the Covid-19 pandemic.

This study used in-depth interviews which enables the researcher to get an emic perspective with
regards to the experiences of women accessing maternal healthcare services. The theoretical
framework for this study takes into account economic and cultural components which are
paramount in the experiences of women which makes the intended women and healthcare
professionals central to the process. This is to ensure that women’s voices are heard as an

important aspect in this research; In terms of detailing their own experiences in accessing
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maternal healthcare services Bourdieu’s theory of social practice also highlights the issue of
existing relationships in society as well as women’s economic standing; how it affects women’s
experiences of accessing maternal healthcare services. There is so much to be gained by
entering into women’s world and respecting their versions of reality and this can also influence
the provision of maternal healthcare services. It is important in this study because previous
studies have only provided statistics on alternative ways to influence the provision of maternal
healthcare services which in turn influence women’s experience in accessing maternal healthcare

services.

This section focused on the following: the research designs the study utilised, the size of the
population of the study, sampling technique, data collection instruments and the data analysis

technique.

5.2.2 Research Design

Qualitative research has been frequently utilised in maternal health care studies to examine how
women are affected by disease outbreaks. The justification for the frequent utilisation of qualitative
research design was that qualitative research design allows people to express their experiences
in their own words and also enabled researchers to gain insights into people’s experiences

(Raven et al., 2011; Richens & Smith, 2011).

Most authors have highlighted the benefits of carrying out a qualitative research study during
disease outbreaks (McCusker & Gunaydin, 2014; Schulze, 2003). Qualitative methods play a vital
role in assisting researchers understand disease outbreaks in more detail, the impact disease
outbreaks have on people, and possible solutions to the challenges which arise during disease
outbreaks. Additionally, the World Health Organization (WHO) & the Centre for Disease Control
and Prevention (CDC) emphasizes the use of qualitative research methods when investigating

epidemics. It is useful to carry out qualitative research as it enables researchers to gain insights
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to people’s experiences and explore in more detail as compared to quantitative (McCusker &

Gunaydin, 2014; Schulze, 2003).

Quantitative mainly allows researchers to systematically test hypotheses and measure variables.
Based on the studies that have been mentioned above, the study utilised qualitative research
design. The study utilised a qualitative research design on the basis that it has potential of
providing in-depth descriptions of the experiences of Mmabatho, North West women accessing

maternal healthcare services (Mushunje, 2016; Rajasekar et al., 2006).

Effective maternal health care has been proven to reduce complications during and after
pregnancy more especially during disease outbreaks and this has been supported by the results
of the qualitative study conducted on maternal healthcare seeking behaviours and associated
factors among women in Eastern Ethiopia by Kifle et al., (2017). Most of the studies conducted in
the past have explored the factors needed for the utilisation of maternal health care services in
different parts of the world and have also emphasized that the magnitude of the utilisation of
maternal health care services varies across different geographic areas and socioeconomic
settings (Tsawe et al., 2015; Banke-Thomas et al., 2017; Vidler et al., 2016). There are several
factors that influence the utilisation of maternal healthcare services on a daily basis, however, the
most noticeable factor according to Zelalem et al., (2014), is the perceptions of women accessing
maternal health care services, on the quality of maternal health care services. The results of
another qualitative study conducted on maternal health information-seeking behaviour of women
of reproductive age in Mpwapwa district, Tanzania highlighted that maternal healthcare is
essential and, in most cases, there is inadequate information about services available in the rural
contexts. Hence relevant stakeholders including the governmental organisations involved in
maternal healthcare services should strengthen the provision of information as well as encourage
women to utilise maternal healthcare services (Conakry et al., 2017; Drevin et al., 2019; Kassim,

2020; Yerger et al., 2020).
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Furthermore, there are also studies that have been conducted on the essential quality needed in
maternal healthcare services to ensure the safety of both the mother and the baby during
pregnancy and delivery using a mixed method (Zelalem et al., 2014; Kassim, 2020). These
studies have highlighted that quality of care requires different perspectives including that of
healthcare workers and women accessing maternal healthcare services. They further reveal
different dimensions within the healthcare system through the provision of care and experience
of care that can impact on the expectant mothers’ experiences (Zelalem et al., 2014; Conakry et

al., 2017; Drevin et al., 2019; Kassim, 2020; Yerger et al., 2020;).

5.3 Study Area

The study was undertaken in Mmabatho Unit 9 and in Montshioa unit 1 clinics because there was
insufficient literature concerning the effects of disease outbreaks on maternal healthcare in the
North West province. Additionally, there is a dearth of literature with respect to the on the
experiences of women accessing maternal healthcare in the context of disease pandemic within
this geographic context South Africa implemented a free maternal healthcare service initiative in
1994 and more maternal healthcare services were allocated to the rural parts of the country
including the greater Mafikeng, Mmabatho district, however, most women still could not access
such services. The North West Province forms part of the nine South African Provinces with four
districts i.e., Ngaka Modiri Molema, Dr Ruth Segomotsi Mompati, Dr Kenneth Kaunda as well as
Bojanala district municipalities. The free maternal healthcare service was a commendable
initiative implemented by the government according to Pretorius (2004), as the government was
aiming to reduce the high maternal mortality rate, even though the necessary assessment and

planning was not conducted prior to the implementation.

Women in the North West Province inclusive of Mmabatho have been utilising free maternal

health care services since its implementation in 1994 even though the services were ineffective
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to some women due to the several barriers that they encountered. The reported barriers include
lack of emergency transport, poor conditions of the roads going to health care facilities amongst
other issues (Pretorius, 2004). A qualitative study was conducted on health service utilisation by
pregnant women in greater Mafikeng, Mmabatho district and the results of the study have
highlighted the shortcomings and strengths of maternal healthcare in North West Province
particularly in Mmabatho. Some of the factors promoting and preventing maternal health care
services in Mmabatho highlighted was the insufficiency of important equipment, in terms of the
efficacy of the antenatal services. There was a serious lack of information assome women had
poor communication skills which led to not providing the necessary information needed for
maternity bookings. Despite the good appraisals from women who were accessing maternal
healthcare services, some women also revealed that there was some sort of unequal treatment
from health care workers (Pretorius, 2004). Based on the above-mentioned factors, this study
aimed to highlight the experiences of women accessing maternal healthcare in Mmabatho during
the Covid-19 pandemic. The study also aimed to describe how the existing maternal healthcare
interventions during the Covid-19 pandemic and to recommend practical interventions which can

assist women in accessing maternal healthcare services during disease pandemics.

Furthermore, another qualitative study was conducted by Mothupi et al.,, (2021), on the
development and testing of a composite index to monitor the continuum of maternal health service
at provincial and district level in South Africa. The results of the study declared the North West
Province the worst performer in relation to maternal healthcare issues and health system
indicators (Mothupi et al., 2021; Pretorius, 2004). Despite the North West Province being declared
the worst performer on maternal healthcare related issues, it was also classified as a Covid-19
hotspot. Being declared a Covid-19 hotspot meant harsher regulations by the government and
this also affected the already suffering healthcare system of the province. Maternal healthcare

utilisation dropped drastically as women accessing maternal healthcare services were afraid to
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travel long distances to utilise services, the fear was not limited to traveling long distances to
utilise services but being exposed to the virus. A point to note is that despite the province being
classified as a Covid-19 hotspot, North West province has also served as one of the pioneers of
primary healthcare quality improvement as well as ward-based outreach and the primary level
clinic realization (Department of Health, 2018; Hunter et al., 2017; Mothupi et al., 2021; Scheider
et al., 2018). Thus, the justification of this study area to understand the experiences of women in

accessing MHC during the Covid-19 pandemic.

Figure 5.3.1: Montshiwa Town clinic
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Source: Fieldwork, (2021)

There was also a gap in terms of the experiences of women accessing maternal healthcare
services during Covid-19 in the North West province particularly in Montshioa and unit 9 clinics
as areas of study identified. Montshioa and Unit 9 clinics are the major service providers of
maternal healthcare services within Mmabatho, North-West.Figure 5.4.1 and 5.4.2 are maps

where the two clinics are situated and areas that they serve.

Figure 5.4.2: Mmabatho, North West Map

101



MMABATHO
1T
CRC Mdhikkugo

g vay
%, W Christian School
& Gorjo s
o
s
o United Baptist Church o
North wbth
University Mahikeng
\n“(
Department Of Education geto¥
o
URSES Setlogelo OF < @
E . 3 Mmabatho Stadium
Mmabatho High smmu\Q Garona Eu"”‘”g@ &
& org== = E) o
< I
Denarin ntlof Department of Public
Lab E}’;' ’[‘;9\',1, ‘{[ @ Work Road & Transport
> abour - North Wesf MMABATHO
MMABATHO UNIT 1 Department of
& UNIT 2 MAFIKENG Health, North West.
2 INDUSTRIAL
& MMABATHO o
£ UNIT 4 ‘1_ LONEL
& MONTSHIWA
Sexame UNIT 2
z
MMABATHO g
UNIT 7 Z
3
DIBATE 8 Batswana Commercial
Z Secondary School
& e c INTERNATIONAL
MMABATHO & 5 SCHooL
» CUNIT 12 o
Tlale Primarysuhumo el
) ESTAT
& Montshiwa Town ; - -
2 Health Centre - TB Unit i
Bl o LIBERTAS
2 g MONTSHIWA 3
MOTLHABENG ] UNIT 1
snof 2
wfric: 2 2
rica "';w““
T d S . X
Uy 2 4 Clinix Victoria-itokolle
3 \ Private Hospital
St.Peter's Apostolic
Morning Star Church 4 s MAHIKEI
nL z * GOLF VIEW
zcco £ &
82y o
T 266 R S
Molema Membrial " OGJ Podile Primary School 3 “
Primary School Z i 2 IMPERIAL < Raz %
nkabo High School . s\ & pi St ' B
g anos 5 || 3 RAMOSADI H RESERVE % o
oo A0z %, S 5 Koy A 02 B
: iz Bray o \ g %2 2

Source: Pretorius, (2004).

Map data @2021 AIGIS (Ply) Lid

5.4 Population

A population consists of all the objects or events of a certain type about which researchers seek
knowledge or information (Polit & Beck, 2012). The sample consisted of 20 women in their
reproductive years both from the lower and working class, the distribution was between two clinics

identified, 10 women per clinic. 10 women receiving maternal healthcare services and 5 health

workers from Montshioa clinic as well as 10 women receiving maternal health care services and
5 health workers from unit 9 clinic.

Basically, the study population consisted of two (2) main set of people, namely,
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1. Women accessing maternal healthcare services (n=20)

2. Health care workers (n=5)

The study included all women in their reproductive years from the age of 20 to 55 years old who
gave birth from 5 March 2020 to date. The 20 to 55 age range was chosen because it consists of
most women of the childbearing ages. Women who gave birth before 5 March 2020 and the
announcement of the National lockdown were not included in the study. Women younger than 20
years old were excluded from the study because they are minors and might have ethical
implications on the study. The justification for this population was because women receiving
maternal health care services would be able to provide the researcher with the in-depth
experiences of their journey of the essential healthcare services needed before and during giving
birth during the Covid-19 pandemic. 10 healthcare workers were not subjected to the same
inclusion and exclusion criteria as women accessing maternal healthcare services. Midwives from
the identified clinics with an experience of rendering maternal healthcare services were part of
the study. Healthcare workers that were not midwives and from the identified clinics with no
experience of rendering maternal healthcare services were excluded from the study. Healthcare
workers also assisted the researcher to understand the importance of maternal healthcare
services rendered to women before and during pregnancy as their experience in rendering
maternal healthcare services and to also gain the views of health care workers on certain issues

related to the availability and the utilisation of maternal healthcare services.

5.5 Sampling technique and sampling frame

The: purposive and snowball non-probability sampling techniques were used in this study.
Purposive sampling focuses on characteristics of the population that are aimed at providing
answers to research questions and snowball sampling was not only time efficient but also enabled

the researcher to communicate better with participants as they are acquaintances of the first
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identified participant(s). The researcher therefore purposely selected healthcare workers
specialising in midwifery because they specialise in maternal healthcare services and were able
to provide the researcher with the necessary information regarding the problem under study.
Purposive sampling also enabled the researcher to comprehend and understand the phenomena
under study in more detail and to recruit more participants the researcher utilised snowball

sampling technique (Lavrakas, 2008; Polit & Beck 2012).

Once ethics was approved (NWU-00673-2-A7), and approval from the North West department of
health. The researcher received approval from the Clinic managers to carry out the research. The
researcher was referred to the person in charge of the maternity departments in both clinics. All
Covid-19 protocols were followed during this process, sanitising of hands, wearing of masks as
well as 1-meter social distancing. The researcher sought assistance from the matrons to help
recruit participants, through WhatsApp and the list of contacts they had, and this was done
through snowball sampling. Various clinics have introduced WhatsApp groups where healthcare
workers share maternal healthcare information with women receiving maternal healthcare
services; WhatsApp groups are also created for women to share their daily experiences of their
motherhood and pregnancy journeys. The matrons are WhatsApp groups administrators for
groups created for women receiving maternal healthcare services, the researcher sought to gain
access to the groups by being added to the groups and started making contact with women
receiving maternal healthcare services. In the case where some women had left the groups after
giving birth or had changed numbers, the researcher sought assistance from women already
being contacted who were willing to refer the researcher to other women who were willing to be
part of the study. The goal of the communication between the researcher and participants was so
that they could express their experiences, thus providing relevant information that enabled the
researcher to enrich their understanding of the problem under study. The target sample size of

the study was 30 participants; the researcher used the saturation rule i.e., data collection was
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stopped when no new themes were emerging from the data. Thirty participants formed part of the
in-depth interviews, 20 women accessing maternal healthcare services and 10 healthcare
providers. Only 4 women between the age of 20-25, 3 between 26-30, 3 between 31-35 and 10
between 26-55. Only 3 of women were single, 12 married, 3 separated and 2 divorced. The study
consisted of 5 of students, 5 of unemployed and 10 employed. 1 of women were in possession of
grade 9 or below, 11 matric, 3 diploma, 2 bachelor's degree and 3 in possession of master's

degree or equivalent.

5.6 Data collection procedure

In a bid to get an in-depth understanding of this research questions set out for this study, the
researcher ensured this research was qualitative in nature. Since a detailed input from
respondents selected to participate in this study was needed, the use of structured interviews was
ideal. The advantage of using qualitative research is that it provides researchers with descriptive
and non-numerical findings of the study without generalisations compared to quantitative research
(McCusker & Gunaydin, 2014; Rajasekar et al., 2006; Schulze, 2003). As alluded by Mushunje
(2016) on the assessment of antenatal maternity service quality among patients in Mafikeng
Provincial Hospital, quantitative research is based on numerical content. It deals with theory
testing which in turn provides a general outcome of the problem under study. Therefore,
guantitative research presents findings that are generalisable as well as utilises statistical
analysis. For example, what percentage of women accessing maternal healthcare during Covid-
19 were satisfied with the services? According to Phophalia (2010), this type of research method
adheres to strict sampling techniques and research design. It is also based more on
methodological principles of positivism. Quantitative research, however, does not take into
consideration individual perceptions as it puts more emphasis on statistical information.
Therefore, since thick deep descriptions were sought from respondents selected, the use of

gualitative research was ideal.
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The researcher undertook a review on the use of qualitative research methods to investigate
health emergencies and 22 studies were identified. The studies identified were utilised qualitative
methods to understand, investigate problems experienced in the maternal health care, health
needs of women and the state of health systems during disease outbreaks such as Ebola and
Malaria. The empirical findings of the reviewed studies assisted in providing in depth views of
women experiences on the problem studied. This section was to emphasise that the researcher

has been aware of other forms of research methods.

In-depth Interviews were employed as the primary data collection method. According to Yin
(2003), interview is a technique used in getting insights on reasons for a particular behaviour. Yin
(2003) further suggests that there are advantages of the use of interviews in a study. These
advantages are:

e The researcher has the ability to examine the respondent’s behaviour

e The technique can be used as a guiding tool for other techniques yet to be adopted.
Hence this study used an in-depth interview method to gain insights to women’s experiences in

accessing maternal healthcare services during Covid-19.

This study aimed to utilise telephone interviews and online platforms due to the Covid-19
regulations and also to ensure that both the researcher and participants do not risk being exposed
to the virus. Participants were expected to revert to the researcher after 14 days indicating their
interest in participating in the study. The researcher went through an informed consent process,
where the aims of the study were explained, and the participants would indicate if they would
voluntarily participate in the study. Participants were contacted telephonically prior to the
distribution of informed consent forms to find out possible ways for them to get consent forms and
also to make arrangements for those who did not have access to emails or WhatsApp. The
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researcher made arrangements with the clinic managers to get a vacant room at the clinic for
those who were signing consent forms physically, both the researcher and the participants
adhered to Covid-19 regulations such as wearing facemasks, social distancing and avoiding
handshakes, hand sanitising and ensuring that the room is well ventilated, after which an
appointment for the interview was set between the researcher and participants through telephone
or an online platform of the participants choice. Participants who did not have access to online
platforms such as zoom, WhatsApp or Skype were interviewed telephonically. Participants who
were interviewed through online platforms were provided with data and the provision of data did
not serve as compensation. Participants who were also signing consent forms physically were

reimbursed their transport costs.

Data collection procedure was adaptive and allowed the researcher to recruit participants who
own cell phones. Audio-visual online platforms allowed the researcher to gain an in-depth insight
of the women’s experiences in accessing maternal health care. This was shown through the deep
thick descriptions of their experiences. The researcher sought permission from participants for
the telephone Interviews to be recorded and transcribed, pseudonyms were utilised. The
researcher utilised interview guides prepared in English; however, interviews were in the
participants’ language of choice, preferably Setswana and English and the researcher used a
translator. In order to ensure validity and reliability, the researcher utilised the procedure of
sharing the research tool with the supervisor to ensure content validity. Content validity was
ensured to ascertain that the tool addressed the themes that were to be extracted from the
objectives of the study. To ensure validity and trustworthiness, interviews were conducted with
health care workers and women who had been or were accessing maternal healthcare services
during Covid-19 pandemic (Denzin & Lincoln, 2011; Greeff, 2020; Polit & Beck 2012). For
participants the researcher rephrased questions, proposed further and made follow interviews to

clarify any issues which came through the interview process. Data was audio-recorded and
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transcribed later. Raw data was safely stored in an encrypted device and the researcher will keep
the data for a period of 5 years before disposal after all the subsequent analysis and write ups

are completed.

5.7 Data analysis

Quialitative data analysis converts data into findings thus, refers to reducing raw data into themes
(Des Vos, 2005). This study utilised Braun and Clarke’s 6 steps of thematic analysis as shown in

figure 6.3 below to bring meaning and order to the mass of data collected.

Figure 5.7.1: Braun & Clarke’s 6 steps of thematic analysis

Step 1: Familiarising
yourself with your
data

Step 2: Generating M| Step 3: Searching for
initial codes - themes

Step 4:Reviewing M| Step 5: Defining and
themes naming themes

Producing the report

Source: Braun & Clarke, (2006)

The researcher adopted the following steps in analysing data

Step 1: Familiarizing with data
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This step required the researcher to fully engage with the data collected. After conducting the field
research, the researcher organized the data collected from women accessing maternal healthcare
services during Covid-19 in Montshioa town and unit 9 clinics. The researcher started by
transcribing the data collected by listening to recordings, as it is important for the researchers to
familiarize themselves with the aspects of data collected. This step provided the researcher with

the foundation for subsequent analysis (Braun & Clarke, 2006).

Step 2: Generating initial codes

This step requires researchers to identify preliminary codes after familiarising themselves with
data collected. Preliminary codes awarded the researcher an opportunity to identify interesting
and meaningful features on the data collected. Even though codes are numerous and specific as
compared to themes, they have provided an indication of the context to be analysed (Braun &

Clarke, 2006).

Step 3: Searching for themes

On this step the researcher searched for themes. The codes initially extracted from the chunk of
data collected were split and some combined according to their similarities and differences. The
researcher was able to identify the relationship and link between codes, themes as well as

subthemes (Braun & Clarke, 2006).

Step 4: Reviewing

After searching for themes, then the researcher identified themes which cohered together
meaningfully. Identification of themes award the researcher to produce themes that are clear and
could be differentiated easily. This step usually has two phases where the researcher has to link

the themes and codes initially extracted as well as the overall data set (Braun & Clarke, 2006).

Step 5: Defining and naming themes
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The researcher then defined and named the different themes that emerged from the data
collected. A unified story/ finding has to emerge from the themes defined and named by the

researcher (Braun & Clarke, 2006).

Step 6: Producing the report

Finally, the researcher is required to transform the analysis into a report using examples that
relate to the research questions, themes and the literature reviewed. The report compiled by the
researcher should go beyond a mere description of the themes emerged, additionally, the report
should produce an analysis supported by empirical evidence that addresses the problem of the

study (Braun & Clarke, 2006).

Data was analysed to gain insight into the participants' experiences as obtained from the
interviews conducted (Des Vos, 2005). Data was also analysed and presented into themes. In
the course of analysing data gathered, theories identified in the study were incorporated to further
enrich the discussion and enable the achievement of the identified objectives. Two theories were
identified, Andersen's behavioural model and Bourdieu’s theory of social practice. The former
sought to examine as well as predict the provision of healthcare services and how such services
were being used with regards to people’s traits, the characteristics of the population they belonged
to as well as the environment in which they lived in. While the latter provided a nexus between
people and social structures and how that offered access to a variety of socio-economics and
cultural conditions which in turn influenced how they perceived and acted towards issues. After
the analysis of data, the researcher aimed to conduct a data sharing webinar with all the relevant
parties involved. The webinar allowed the researcher to engage with all the parties involved and
enabled the researcher to go through the results of the study with them. However, in the case of
participants who were interviewed telephonically, provisions were made for them to receive the

results of the study. The research results will also be disseminated through publishing the

110



research findings in national journals and state-wide publications, presenting at conferences and
meetings of professional associations. Since research is replicative, some outputs from the study
will be published in peer reviewed journals. Through this, the academic community with focus on
health-related matters, population issues and demography among others will benefit from this

study

5.8 Ethical issues

This study was subjected to certain ethical issues. The researcher underwent ethics training. The
researcher obtained permission from the Department of Health, North West Provincial office to
visit the identified clinics, the final approval letter from North West department of health was used
to gain access at the two identified clinics and involved the staff from both clinics.

The researcher made provisions for the data obtained from participants since the interviews were
conducted through online platforms. Participants who were signing consent forms physically were
also reimbursed their transport costs. After obtaining an ethical clearance certificate, the
researcher requested assistance for counselling services of the resident counsellor in case
of emotional distress. The researcher obtained Informed consent from all the participants of the
study. The participants were also informed about the contents of the study as well as the reasons
in advance while being reassured that their answers will be treated with confidentiality and solely
be used for the academic purposes of this study. The researcher assigned fictitious names to
participants before the interview started. Only the fictitious names were used in the research
process and not the participant’s real name, in order to protect the identity of the participant.
Interviews were therefore conducted telephonically in the case of participants who did not have
access to internet and online platforms due to the regulations of Covid-19. Telephonic interviews
and online platforms were aimed at allowing the participants and researcher to engage well
without the disturbance of face masks and social distance that might have prevented the

researcher and participants from being audible to one another. Participants were provided with
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data and the provision of data was not to compensate the participants for being part of the study.
The following were the possible risks from the study as well as mitigation strategies. There was a
possibility that participants could face some form of depression in the course of the interview, due
to the flashbacks of unpleasant experiences. The researcher had employed the services of the
counsellor as a mitigation strategy. This was used in the course of the interview. Another possible
risk identified was the level of iteration that might have been experienced in the course of the
interview sessions, participants got tired and bored. However, the researcher as a mitigation
strategy infused 10 minutes breaks in between the sessions, to allow participants to rest for every

20 minutes used in the course of the interview.

5.9 Limitations of the study

Research encountered several constraints in execution, specifically related to time and the
sample size itself. The sample size in qualitative research design is usually relatively small and
the results cannot be generalised to give a complete picture of the utilisation of maternal health
in the North West province but the sample therefore gave an indication of the issues and situation
with regards to maternal health care services within the primary health care sector and a bigger
sample would have probably enhanced the reliability of the research. The research tool which
was applied: the interview guide for women accessing maternal healthcare services in Mmabatho.
The researcher also took note of the time dynamic issue, data collected within a certain period,
during Covid-19 and things may change afterwards in post Covid-19 as normalcy returns or
partially return to normalcy. The procedure of sharing the tool with the supervisor was done to
safeguard content validity which is generally utilised in the progress of interview guides. Content
validity was utilised to guarantee how good the tool signified all the apparatuses of the variables
to be measured. To ensure validity and trustworthiness, interviews were conducted with
informants accessing maternal healthcare services. Research encountered challenges related to

telephonic interviews, for new mothers it was difficult to take part in the interview while taking care
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of the child at the same time and social media platforms in terms of connectivity. In this case, the
researcher consulted the participants regarding the time they were most comfortable to conduct

interviews specifically when their babies were resting.

5.10 Conclusion

This section aimed to provide an overview of the methodology utilised including the research
design, data collection procedure, sampling techniques as well as data collection analysis
methods. In this study, the researcher utilised qualitative research design in order to understand
and gain insight into the participants’ experiences of accessing maternal healthcare services. For
analysing the outcomes of the study, the chapter applied Braun & Clarke’s six steps of thematic
analysis to gain deeper understanding of the themes derived from the study. The next chapter
discusses and presents the findings of the study as well as conclusions regarding theoretical and

empirical objectives of the study.
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CHAPTER SIX

PRESENTATION, ANALYSIS AND DISCUSSION OF FINDINGS

6.1 Introduction

This section presents and discusses the findings of the study that sought to explore and

investigate the experiences of Mmabatho, North West women seeking to access maternal

healthcare services during Covid-19 pandemic. The objectives that guided this study were

e To explore the experiences of Mmabatho, North West women in accessing maternal
healthcare services during Covid-19

e To describe how existing maternal healthcare interventions assist Mmabatho, North West
women to access maternal healthcare services.

e To recommend practical interventions to assist Mmabatho, North West women to access
maternal healthcare services during disease outbreaks.

o To explore existing theoretical and methodological paradigms employed in addressing access

to maternal healthcare services during disease outbreaks.

Covid-19 pandemic brought disastrous effects on the health system of many societies, including
people from various age categories, and vulnerable groups like pregnant women which this study
basically focuses on. Although studies have indicated how healthcare systems have been
compromised in different countries (Wanyana et al., 2021), the health of women and children
have been reported to have been suffering unbearable conditions (Goyal et al., 2021; Jeraniji,
2021; Pant et al., 2020). The fear of women accessing maternal healthcare services as well as of
healthcare workers have substantially reduced the utilisation and rendering of maternal
healthcare services across the world (Wanyana et al., 2021). This is why adequate attention must
be focused on new born babies and their mothers in the course of accessing maternal health care

services, because they have heightened risk of contracting the virus. As a result, this study mainly
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focused on the experiences of women in accessing maternal healthcare services during Covid-
19 pandemic outbreak; specifically, in Mmabatho, North West. This was facilitated through in-
depth interviews with women accessing maternal healthcare services and experienced healthcare
workers in maternal healthcare services. The in-depth interview method was adopted to answer

the following research questions:

What are the experiences of Mmabatho, North West women seeking to access maternal

healthcare services during the initial outbreak of the Covid-19 pandemic?

e Are there any existing maternal healthcare interventions in place to assist Mmabatho,
North West women in seeking to access maternal healthcare during the initial outbreak of
the Covid-19 pandemic?

e What practical interventions of maternal healthcare in Mmabatho, North West can be
useful to assist women to access maternal healthcare during disease pandemics?

e How can existing theoretical and methodological paradigms be employed in addressing

access to maternal healthcare services in Mmabatho, North West during disease

outbreaks? What is the suitable literature, theories and research approaches for

investigating access to maternal healthcare services during disease outbreaks?

The following are the findings of the study conducted on the experiences of women in accessing
maternal healthcare services during Covid-19 in Mmabatho, North West. The emerging themes

were derived from the objectives of the study. The objectives of this study were to

1. To explore the experiences of Mmabatho, North West women seeking to access maternal
healthcare services during the initial outbreak of the Covid-19 pandemic.
2. To describe how existing maternal healthcare interventions assist Mmabatho,
North West women to access maternal healthcare services during pandemics.
3. To recommend practical interventions to assist Mmabatho, North West women to

access maternal healthcare services during disease outbreaks.
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4. To identify the suitable literature, theories and methodological approaches to
investigate access to maternal healthcare services during disease outbreaks.
The findings are presented in the form of interview excerpts. The following table consists of the

themes derived from the study, and this would form the basis for the analysis and discussion.

Table 6.2. Emerging themes from the study

Objectives Emerging themes from the study

1. Experiences of women | Availability of Services

accessing maternal healthcare e The experiences of expectant mothers with formal

services during Covid-19 maternal healthcare providers

e The experiences of expectant mothers with
informal maternal healthcare providers

o Preparedness for birth

o Maternal health treatment pathway

e HIV/AIDS counselling

¢ Provision of maternal healthcare counselling

Adequacy of Services
e Expectant mothers feeling lonely and detached

due to limited in-person services

Utilisation of Services
e Fear experienced by women in accessing
Maternal healthcare
e The impact of Covid-19 on the provision and

utilisation
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e Socio-cultural beliefs affect decision making to
seek healthcare services
e The impact of the national lockdown

o Discontinuation of antenatal care

Access to Services

e Barriers to accessing maternal healthcare
services

e Lack of medical equipment at public healthcare
facilities

e Lack of nurses

e Shortage of medicines

e Inadequate ambulances in public healthcare
facilities

e Payment dynamics of maternal healthcare

services

e Accessing prenatal medication at pharmacies

¢ Choices in maternal healthcare decision making

3. Interventions in place for
maternal healthcare services

during the Covid-19 pandemic

In Person Service Provision
e Community healthcare workers (Home-based
care workers)
e Provision of maternal healthcare
e Provision of free prenatal care
« Maternal healthcare day

Virtual Service Provision
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The role of digital health to improve access to
maternal healthcare
mHealth (MomConnect)

Telehealth intervention

4. Recommend ways in which
women can have access to

maternal healthcare services

Integration of mHealth (MomConnect) with in-
person service provision
Integration of Telehealth with in-person service

provision

The following section discusses the demographic characteristics of participants.

6.3The impact of demographic characteristics on the experiences of women in accessing

maternal healthcare services

The following section presents the demographic characteristics of participants interviewed in the

study i.e., women accessing maternal healthcare services excluding healthcare workers because

the primary focus of the study was to find out the experiences of women accessing maternal

healthcare services and not that of healthcare workers. The purpose of this section is to discuss

how the demographic characteristics of the participants may have an influence on the findings

which will be presented and discussed below.

Table 6.3.1 Demographic characteristics of participants

Variables Categories Percentage (%)
Age 20-25 30
26-30 45
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31-35 15
36-55 10
100.0
Marital Status Single 15
Married 60
Separated 15
Divorced 10
100.0
Employment Status | Student 25
Employed 50
Unemployed 25
100.0
Educational Level | Grade 9 or below or equivalent |5
Matric or equivalent 55
Diploma 15
Bachelor's Degree of equivalent | 10
Master’s degree or equivalent 15
100.0
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Source: Fieldwork, 2021

Table 6.3.1.1 above provides the socio-demographic characteristics of the participants for this
study which are age, marital status, employment status and educational level. The findings from
the above table show that participants whose age fall within the bracket 26-30 were more
represented, with 45% of the total population. Furthermore, those within the 36-55 age bracket
formed the minority of the respondents; representing 10%. In addition, more married women
participated in this study, representing 60%, while the separated and single were both

represented by 15% each and the divorced, with 10%.

Women’s ability and inability to access maternal healthcare services is influenced by predisposing
factors as emphasized by Andersen’s expanded behavioural model of healthcare use (Travers et
al., 2020). In line with the results of the study, women access maternal healthcare services in
accordance to the kind of influence they get from their surroundings through socialisation but also

in accordance to the characteristics of their surroundings.

6.3.1.2 Maternal age and access to maternal healthcare

Similar to the results of the study Juqu (2021) argued that maternal age is positively related to
access to maternal healthcare services. According to the results of the study, maternal age is
significantly associated with access to maternal healthcare services with women between the age
of 26-30 years more likely to access maternal healthcare services as compared to women
between 36-55 years. Women between the ages 36-55 years were less likely to access maternal
healthcare services due to the assumptions that they have had children before, therefore they are
more knowledgeable about maternal healthcare from previous pregnancies and childbirth as
compared to new mothers who are vigilant about pregnancy and delivery. Lack of the utilisation
of maternal healthcare service might be due to previous experiences, unsatisfactory experience
of services received. Contrary to the results of the study, the empirical evidence from the study
conducted on access and utilisation of maternal health in rural Ghana by Nuamah et al., (2019),

revealed that maternal age is significantly associated with access to maternal health care with
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older women over the age of 30 years more likely to have access. Another study by Magadi &
Gazimbi (2017) confirmed that mothers below the age of 30 years have poor access to maternal

healthcare as compared to older women.

6.3.1.3 Marital Status and access to maternal healthcare

Marital status of women has a significant influence in access to maternal healthcare services, this
is supported by the findings of the study. The findings of the study state that 50% of married
women were more likely to access maternal healthcare services as compared to the 10% of
divorced women. Married women reported better access to maternal healthcare than divorced
and unmarried women due to spousal support. A solid support system also plays a significant role
in access to maternal healthcare. The empirical findings are similar to findings of the study
conducted by Samba et al., (2020) which revealed that married women made greater use of
maternal healthcare services as compared to single women. It was further emphasised that single
pregnant women used less maternal healthcare services due to fewer financial resources.
Additionally, in Indonesia for instance, single pregnant women are considered a disgrace and are
not allowed to further socialise with the community. The condition discourages single pregnant

women to access and utilise maternal healthcare services (Wulandari et al.,2020).

6.3.1.4 Employment status and access maternal healthcare

Findings of the study as indicated in the table above show that employed women are more likely
to access maternal healthcare services. This is similar to what Naumah et al., (2016), state that
there is a positive relationship between access to maternal healthcare and a woman's
employment status. Substantiated by the findings of the study, approximately 50% of employed
women were more likely to access maternal healthcare services. Additionally, employed women
were more likely to afford maternal healthcare services from private institutions when clinics were
temporarily closed due to Covid-19 infections and more likely to afford transportation costs to and

from different healthcare facilities as compared to unemployed women and students. This is in
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line with Bourdieu’s economic capital which accounts for the monetary dimension including
properties and other financial related assets. Within the context of maternal healthcare, economic
capital accounts for all material resources required to reach or either pay in advance for standard
maternal healthcare services or even purchase for better services. Better services include medical
aids, health insurances as well as treatments that cannot be offered in public healthcare
institutions. Economic capital draws back to Andersen’s expanded behavioural model within the
domain of attitudes where it states that affordability is one of the core elements of the utilisation
of maternal healthcare services. It was further emphasised that women from the highest
household wealth index quartile showed higher odds of accessing maternal healthcare services
compared to women from the lowest quartile. Another study by Furuta & Salway (2006) argues
that women that are employed with a household income have control over finances, which makes
it easier for them to afford healthcare services and have some kind of exposure to necessary

information in relation to maternal and child health as compared to other women.

6.3.1.5 Educational level and access to maternal healthcare

The findings of the study found that over 50% of women with matric or equivalent were more likely
to access maternal healthcare services than women with only grade 9 or below. Additionally,
women with matric or equivalent were more likely to access maternal healthcare services on the
basis that they understand the importance of all the services offered throughout pregnancy.
Moreover, women with matric and Master's degrees are more likely to access maternal healthcare
services also on the basis of understanding the importance of acquiring more knowledge
regarding the necessary tools of maternal healthcare services inclusive of the importance of
socialisation between different women as a way of sharing experiences. Therefore, the higher the
level of education, the higher the chances of attitude changes towards the use of maternal
healthcare services and this is also supported by Mensch et al., (2019). Findings are similar to
Tsawe, (2015) study conducted in Swaziland which revealed that literate women were more likely

to access maternal healthcare services as compared to women with no education.
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United Nations (2000), assert that there is a correlation between women'’s level of education and
access to maternal healthcare. Education level has a powerful influence on health care, and this
is also seen in maternal healthcare. Women with formal education have been associated with
higher odds of accessing and utilising maternal healthcare services as compared to women with
no formal education. The utilisation of maternal health care goes hand in glove with the level of
education a woman has. For instance, 69,3 percent of women without formal education were less
likely to access antenatal services as compared to the 69,8 percent of women with formal
education that were more likely to access antenatal services (Statistics South Africa, 2022).
Women with formal education are able to access knowledge regarding the importance of
antenatal health and other maternal healthcare related services as compared to women without
formal education. Most women accessed credible information about the Covid-19 pandemic and
their decision to take up maternal health services was not hindered by the prevailing myths and
misconceptions about Covid-19. The purpose of accessing maternal healthcare services award
healthcare workers the opportunity to detect health issues that might arise during the journey of
pregnancy. The early detection of possible complications plays a significant role in preventing
maternal mortality. Thus, the level of women’s education plays a role in the rate of maternal

mortality (Statistics South Africa, 2022).

6.4 The experiences of women in accessing maternal healthcare services during Covid-
19

Findings from this study show how the global Covid-19 Pandemic has challenged and changed
so many aspects of women'’s lives in Mmabatho in the North West Province of South Africa. The
major aspect coming out from the field research was how maternal healthcare services have been
delivered and used to pregnant women and nursing mothers alike. This was corroborated by
Sweet et al., (2021), who stated that the experiences of women accessing and providing maternal
healthcare services play a vital role in guiding healthcare practices during this challenging phase.
Findings of this study show that different women accessing and providing maternal healthcare

services have had diverse experiences, undoubtedly, these experiences gave rise to many
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unanswered questions, overwhelming and mixed emotions, however, for some women it was a
great experience to give birth during the Covid-19 pandemic. The experiences of women
accessing maternal healthcare services were influenced by the availability of services, the

adequacy, utilisation as well as access to maternal healthcare services.

6.4.1 Availability of maternal healthcare services

6.4.1.1 The experiences of expectant mothers with formal health care providers
The findings of the study also revealed that women accessing maternal healthcare services in

Mmabatho experienced being rushed during delivery which put women and their children’s health
at risk. Due to the increased workload during the Covid-19 pandemic, some nurses were impatient
with their clients which in turn affected the quality of maternal healthcare services and care. This
was substantiated by the nine studies conducted in Africa by Mannava et al., (2015) who
emphasise that attitudes and behaviours of nurses are an important element in quality care as
they influence how women experience and perceive maternal healthcare. Andersen’s expanded
model within the domain of attitudes also supports the results of the study as it highlights how
attitudes and behaviours of nurses affect how women experience maternal healthcare services
throughout their journeys of pregnancy and delivery in Mmabatho. Andersen’s domain of attitudes
state that the role of nurses regarding how they render maternal healthcare services including
how they treat and communicate with patients affect their experiences of accessing maternal
healthcare services. Therefore, it is important that women accessing maternal healthcare services
and nurses have healthy relationships to better the experiences of women accessing maternal

healthcare services in Mmabatho.

Most women were asked about their experiences in accessing healthcare services and according
to the results of the study most women skipped their monthly health service consultations,
recommended treatments, even certain medical tests because of not only the fear of contracting

the virus but the treatment from nurses. The interviewee confirmed that:
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“This has been the most stressful phase of my life and not because of the pregnancy. | remember
at one of the clinics, the midwife was so rude to me. She spoke to me as if | was a high school
teenager and that has really affected my experience in accessing maternal healthcare services. |
even changed clinics because of the bad experience. Nurses must really change their attitudes

(Interviewee No. 2, 11 October 2021)

And

“l was deeply affected by the nurses’ attitudes honestly. It was as if they were forced to assist us.
And the most devastating part is that when such things happen, we do not know where to lodge
our grievances. | would not say it was a bad experience but nurses should learn how to treat

patients with respect. We are all stressed out” (Interviewee No. 6, 29 September 2021).

Formal nurses have an impact on the experiences of women accessing maternal healthcare
services; women'’s ability and inability to utilise and access maternal healthcare services. One of
the highlighted experiences from expectant mothers was the attitude of healthcare professionals.
Despite the overwhelming experiences of accessing maternal healthcare services during Covid-
19, the positive and negative attitudes portrayed by the nurses also influenced the experiences
of expectant mothers. As alluded to by Mannava et al., (2015), the attitude of nurses are key
elements of quality as they influence how women experience maternal healthcare services. The
negative experience reported by the women accessing maternal healthcare services in Mmabatho
involves interpersonal interactions inclusive of inappropriate communication. This is one of the

factors which affected how women experience maternal healthcare services in Mmabatho.

6.4.1.2 Preparedness for birth
The recent Covid-19 outbreak which was globally felt as compared to previous pandemics, did

not only take the whole world by surprise, but it also brought disastrous effects on the healthcare
systems of many countries. A lot things had to be adjusted in order to combat the spread of the

virus, including how women accessed maternal healthcare services. Maternal healthcare services
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inclusive of giving birth. The findings of the study confirm that the birthing experiences of women
differed in terms of their plans and the clinic/hospitals preventive measures. Some women
reported to have had pleasant birthing experiences while others did not due to various reasons.
But the most important aspect which affected their birthing experiences was not being able to get
support from their loved ones during labour. The birthing experiences also differed in terms of the
state of pregnancy. Unavailability of social support appeared to mitigate the negative experiences

of women in Mmabatho. Interviewees confirm that

“My birthing experience was not what I initially planned. | had planned a home water birth

but unfortunately home births were cancelled” (Interviewee No. 8, 2 October 2021)

And
“My husband was unable to join us during labour or even stay with me and our baby after
birth. | was sad, not a birthing experience | had hoped for, for my first child” (Interviewee No. 18,

19 October 2021).

The results of the study confirm the findings of the study conducted by Goyal et al., (2020), that
different disease outbreaks have had either direct or indirect effects on women accessing
maternal healthcare services which is also supported by Andersen’s domain of social norms.
Domain of social norms comprises of expectations of care which focuses on the goals of women
accessing maternal healthcare services which were not fulfilled during the Covid-19 pandemic.
Furthermore, some women reported that their child delivery experiences were affected by lack of
support from their loved ones. The domain of availability of support clearly state that a solid
support structure has been considered an essential component during the journey of pregnancy
and motherhood. A solid support structure plays a significant role in shaping how women perceive
and experience maternal healthcare services. It is important to have a solid support system

throughout the journey of pregnancy.
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6.4.1.3 Experiences with the maternal healthcare treatment pathway

There are quite a number of essential services offered within the maternal healthcare sector. The
various services are offered and rendered to women throughout their journeys of pregnancy, in
order to safeguard the well-being of both the baby and mother. The various services include

HIV/AIDS and maternal healthcare counselling, consisting of family planning services as well.

6.4.1.4 HIV/AIDS counselling

The findings of the study emphasise that women go through quite a number of tests during their
journeys of pregnancy. The first test identified was the urine test, where urine is tested to confirm
the pregnancy and how far long the pregnancy is. There is also a blood test to confirm whether
the woman is pregnancy or not because in most cases urine can falsely detect that the woman is
pregnant. High levels of hormones (human chorionic gonadotropin) can falsely detect that the
woman is pregnant. The blood test is not done only to confirm the pregnancy but also to test for

HIV/AIDS. Interviewees confirm that:

“The journey of pregnancy can be quite tiring especially the first month. There is just a lot required
from you. There are tests, | took a urine test first to confirm the pregnancy and | also took an
HIV/AIDS test. There after the is also one on one health education where | was told about the
importance of these tests and how | have a human going inside of me, that | have to take care of

myself’ (Interviewee No.1, 42 September 2021)

And

“l was given face to face talk about health education before anything else. Then I did a urine test
to confirm the pregnancy, then after the nurse took my blood for other tests. After | went to an
ultrasound test. Honestly, the process is tiring emotionally especially the HIV testing”

(Interviewee No. 2, 11 October 2021).
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The results of the study are in line with Andersen’s psychosocial factors within the domain of
knowledge, knowing the right and necessary information of the services within maternal health
sector is essential to expectant mothers. The right and necessary information also affect how
women perceive and experience maternal healthcare services in Mmabatho. During pregnancy,
there is also important information regarding the first day or month to book for maternity where
women go to monthly check ups and the necessary information regarding the correct medication
required for pregnancy. All the highlighted services have been reported as an emotionally draining
process especially during the process of HIV/AIDS testing and counselling. The whole process
requires emotional support which is an important aspect also through the journey of pregnancy.
As stated by Tolera et al., (2020), Support gives rise to proximity as it has been described in
several forms. Various support systems are essential when going through monthly maternity

check-ups, services offered within the maternity department.

6.4.1.5 Provision of maternal healthcare counselling

The empirical findings of the study highlighted that not all women accessing maternal healthcare
services received maternal health counselling due to the workload of nurses and Covid-19
preventive measures. The findings of the study state that maternal health care counselling is
offered before all the tests are done and after birth where women are informed about various
methods of family planning. Family planning information include how contraceptive use reduces
the occurrence of high-risk and high-parity births as well as postpartum family planning education,
allowing women to determine healthy birth spacing practices. Some women reported to have been
offered the information about family planning prior to booking for maternity and after birth while
others did not receive the information after birth due to the overcrowded hospitals and clinics and
healthcare workers not having enough time after delivery due to the high influx of Covid-19

patients. Interviewees confirm that

” After giving birth | was informed about different family planning methods, their side effects

as well as how effective they are. | was then given the opportunity to choose one which is
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suitable for me. All the necessary information about the chosen family planning method

was provided. (Interviewee No. 18, 19 October 2021).

And

“I gave birth during lockdown level 5 and | did not receive any maternal healthcare counselling.
The hospital was crowded and only one midwife working, there was just a lot happening and the
only thing | wanted was to give birth and go rest at home with my family” (Interviewee No. 1, 24

September 2021).

As the findings of the study state, some women received the necessary information about family
planning services which form part of maternal healthcare counselling while some women did not
get the information due to reasons beyond control. Receiving the necessary family planning
information during and after pregnancy is essential to the well-being of women and the right
information can shape how women perceive and experience maternal healthcare services. The
findings of the study support Anderson’s behavioural model that argues that the availability of
knowledge also plays a significant role in shaping women’s experiences when it comes to
accessing maternal healthcare services (Traver et al., 2020). If the necessary information is not
available where the women give birth, the woman do not receive the important information that
she should have received. Information unavailability also contribute to how women perceive and

experience maternal healthcare services in Mmabatho.

6.5 Adequacy of maternal healthcare services

6.5.1 Expectant mothers feeling lonely and detached

The findings of the study reveal that the reduced support during Covid-19 resulted in some women
experiencing extreme feelings of loneliness and detachment during the journey of pregnancy and
delivery due to Covid-19 preventive measures as they could not be accompanied by their families

to monthly check-ups as well as during delivery. Similarly, UNICEF (2021) also noted and
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identified how only mothers were allowed in the maternity wards in a bid to limit transmission of

the Covid-19 virus. The results of the study confirm that Covid-19 indeed brought disastrous

effects on the health care systems of many countries including on people of different age groups

of 31-55 years old, with women accessing maternal health care services encountering the most

unfavourable situations including reduced support from their families, friends, and partners. This

did not go down well with some mothers who lamented the reduction in the support they had in

their journey from pregnancy to delivery. In one of the interviews, an interviewee confirmed that,

And

And

“Pregnancy and motherhood are exciting and scary, now with Covid-19 added to the list it
was just hectic. One had to be cautious all the time. With a large family like mine, it was
difficult to explain why they cannot visit to see the child as it was a norm before Covid.
How do you begin to sanitize your great uncle before he carries the child? And preventing
them from kissing your cute baby. During her vaccine days we had to go early so that
when people gather, we are long gone. As a working mom, | must constantly sanitize and
dispose of the mask when | get home because my workplace can be a possible spreader

or harbour of the virus” (Interviewee No. 14, 12 October 2021).

“During delivery, no one was allowed to visit the hospital as there were risks of spreading
the virus, this meant | had to embark on this scary journey alone” (Interviewee no. 11, 7

October 2021).

“I had the loneliest journey of pregnancy. My partner could not even hold my hand during
delivery let alone be allowed inside the maternity ward” (Interviewee No. 2, 11 October

2021).

As emphasised in Andersen’s socio-behavioural model, a solid support system goes a long way

during the journey of pregnancy and motherhood as it awards the mothers with a sense of
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proximity. Proximity in the sense of meals during monthly check-ups, different maternal healthcare
services offered in maternity, activities offered in antenatal care as well as support from family
and community at large. In trying to combat Covid-19, the government introduced preventive
measures which affected access to maternal healthcare. The preventive measures including only
one person allowed in maternity ward, being the mother giving birth and the midwife. Social
distancing also affected in-person visitation and routine access of maternal healthcare services

(Andersen, 1995).

However, healthcare facilities have prioritised high risk pregnancies. And adopted alternative
strategies to minimise complication. Some of the strategies identified by Wanyana et al., (2021),
include drive through consultations, virtual follow-up sessions consisting of antenatal class which
can be transferred easily through different social media platforms (Azziz et al., 2020; Wanyana et

al., 2021).

6.6 Utilisation of maternal healthcare services

6.6.1 Fear experienced by women in accessing maternal healthcare

One of the major findings emanating from the study was the fear of contracting the virus in the
course of accessing maternal healthcare services. This notion was similar to Pilay et al., (2021);
Juliana et al., (2021); Ombere (2021) who advanced that women accessing maternal healthcare
services around the world have expressed great fear of being exposed to Covid-19 and as a result
stopped utilizing maternal healthcare services in health care faciliies and opted for home

deliveries in some parts of the world.

Similarly, as in the case of Mmabatho in the North West Province, many women accessing
maternal healthcare services expressed fear of going to healthcare facilities. Movement
restrictions have also made it difficult for pregnant women and mothers to reach healthcare
facilities due to insufficient transportation available during the Covid-19 lockdowns. In one of the

interviews the interviewees confirm that:
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“l was nervous and excited all together. Though | knew this was a blessing, | wondered
whether the timing was perfect. | was also nervous about whether | would contract the

virus or not because | had monthly check-ups and that meant getting on and off taxis

(Interviewee No. 6, 29 September 2021).

And

“l knew going for monthly check-ups was essential and highly recommended but my worst
fear was contracting the Covid-19 virus. | kept thinking about the worst-case scenario of
contracting the virus. What if | die from the virus, | have a daughter? That was my biggest

fear amongst other things” (Interviewee no. 11, 7 October 2021).

Some women interviewed expressed positive feelings of giving birth under such Covid-19
conditions. Undoubtedly, the results of the study confirm that there were mixed feelings outcomes
of giving birth during Covid-19 as some women confirm. By implication, some women enjoyed
their experiences during the pandemic as they got to spend more time with their new born babies,
while some had unpalatable experiences which further created some fears in them while seeking

maternal healthcare services. Some research participants confirmed that

“l was so happy that | gave birth to a healthy baby under such circumstances. | was also
happier for the treatment that | got from the nurses. It was a tough journey but | am truly grateful
to the nurses that were supportive and helpful throughout the journey” (Interviewee No. 18, 19

October 2021).

And

“l was so excited about giving birth, this is my first child, and it was a great experience overall.

I did not encounter any challenges. (Interviewee No. 8, 2 October 2021)

As much as some women in Mmabatho were happy about giving birth, they still wondered whether

the timing was right for giving birth under the Covid-19 lockdown restrictions. Some women

132



stopped going for their monthly medical check-ups because of the fear of possibly contracting the
virus. The results of the study confirm the previous findings conducted on barriers to maternal
health care services during the Ebola virus outbreak in three West African countries (Palo et al.,
2022; Lawry et al.,, 2021; Campbell et al., 2022). During the Ebola pandemic most women
accessing maternal healthcare services feared going to healthcare facilities, reason being the
possibility of contracting the virus and possibly dying from the virus. Similarly in this study, some
women went through drastic measures, like, going as far as putting on hold, their monthly check-

ups altogether.

Fear was found to be the mast significant barrier to both the provision and utilisation of maternal
healthcare services. According to Miller et al., (2018), there was a certain notion that health care
workers had increased risk and exposure of contracting the virus. In consistency with the Centre
for Disease Control and prevention (CDC), approximately 148 327 pregnant women had SARS-
CoV-2, the virus that cause Covid-19 and out of the estimated number, 241 women died of Covid-

19.

Empirical findings also confirm the results of the study conducted by Mantagnoli et al., (2021);
Reale et al., (2020); Murphy et al., (2020) which have shown that during pandemics healthcare
systems are often compromised. Additionally, the health of women as well as their children are
the most affected as they face the highest rate of deaths. The information received by women has
created some form of apprehension and anxiety in them, because of the experience of a health
system which is close to not working effectively. One of the respondents whose response

captured majority of women had this to say:

“l was so happy. | am an educator by profession, so for me being a mother during Covid-
19 was a blessing because that meant raising and spending more time with my child, at
the same time, | am scared and apprehensive of this COVID. | continue to ask myself,
how safe is our health system? | am just scared, honestly” (Interviewee No, 5, 26

September 2021).
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Contrary to the highlighted difficulties and challenges experienced by women accessing maternal
healthcare services during Covid-19 Pandemic, some women expressed a different view of giving
birth during Covid-19 as compared to other women, as emphasised by some women there are
advantages of giving birth during Pandemics and disease outbreaks. Similar to the findings, Wang
et al., (2021); DeYoung and Mangum (2021) confirm that some women did not experience any
difficulties throughout their journeys of pregnancy and delivery, not even the shortage of

medication experienced by other women during their monthly visits.

6.6.2 Delays in maternal healthcare due to cultural beliefs

Findings from the study reveals that most women prefer traditional ways of preserving
pregnancies including not announcing the pregnancy until the baby has been born. However, for
some women the decision was also influenced by the fear of contracting the virus. Additionally,
most women from low-income social groups and rural background preferred to deliver at their
homes not because of the fear of contracting the virus but also due to past experiences learned
from the old generations. The knowledge passed from generations to generations also play a vital

role in the health of pregnant women and new mothers. Interviewees confirm that

“My late grandmother made sure | had a safe pregnancy and delivery during my first
pregnancy. | only went for monthly check-ups for 3 months. She always told me that she got all
the teachings from my great grandmother and that was when she was expecting my mother. |
was sceptical about it during my second pregnancy but because of Covid-19 and movement
restrictions, | had to use all the traditional ways of maternal health | got from my elders.”

(Interviewee no. 11, 7 October 2021).

And

“I prefer traditional ways of preserving the pregnancy. | had to go for check-ups here and there
just for formality. Another thing which made me consider traditional ways was the way Covid-19
cases kept on increasing, | was worried that | might get infected. (Interviewee No. 1, 24

September 2021).
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Most studies have highlighted the relationship that exists between social and cultural beliefs as
well as the health risks which result from such beliefs (Choudhary et al., 2017; Omer et al., 2021;
Mumtaz et al., 2014). Some women in rural areas believe that their mothers and grandmothers
are capable of taking care of their maternity needs. Therefore, accessing proper maternal
healthcare services is not a priority to them. This kind of behaviour Bourdieu referred to as an
objectified state, which is behaviour learned through cultural practices. One of the interviewees

mentioned that

“Some women only came to register their pregnancies and we never saw them
again. We saw another 3 months after delivery and they also delivered at home assisted by their
mothers and grandmothers. The reason for not coming was that they preferred traditional ways
of maternal health and there was nothing we could do as midwives” (Interviewee No. 21, 23

October 2021).

And

“I believe in traditional ways too but | also know how essential it is to get proper maternal
healthcare attention. Some women were only here to register their pregnancies and we would
only see them after several months after delivery. It is totally acceptable because when they come

back, we have to attend to them” (Interviewee No. 22, 25 October 2021).

The findings above concur to Omer et al., (2021) who conducted a study on the influence of social
and cultural practices on maternal mortality. They argued that societal norms, cultural beliefs and
values have an impact on maternal mortality rate. Women make decisions to seek healthcare
based on cultural beliefs passed on from generations to generations, for instance, some
communities believe in home delivery instead of delivering at clinics or hospitals. The results are
also like Bourdieu’s cultural capital which state that women tend to make decision to seek
maternal healthcare services based on cultural beliefs. Furthermore, Pretorius (2004), pregnant
women in greater Mafikeng, Mmabatho district value traditional beliefs especially women from
rural areas.
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6.6.3 Discontinuation of antenatal services

Findings from the study show and reveal that discontinuation of antenatal classes due to the
National lockdown that brought a ban on social gatherings. Despite all the challenges
encountered during the journey of pregnancy and motherhood, getting to interact with other
women seemed to be the only support system some women got. In some cases, women trying to
access maternal healthcare services got as advice and recommendations from other women with
respect to how they care receive care for complications during and after pregnancy. In one of the

interviews, the interviewees confirmed that:

‘I was so sad because | am young and clueless about motherhood and because of Covid-
19 and its regulations, some services were cancelled such as antenatal classes. So, |
could not get enough and appropriate information about the services and experiences
from other women and what | should do as a first time Mother” (Interviewee No. 1, 24

September 2021)

And

“l was hoping | would meet other women at antenatal classes like the first time | had a

child, the journey was not as difficult as it is now” (Interviewee no. 11, 7 October 2021).

The Covid-19 pandemic led to the enforcement of restrictions on movement which impacted on
the access to and delivery of healthcare. Apart from some women being nervous about giving
birth during Covid-19, some women reported to have been worried and sad because of different
reasons other than possibly being infected with Covid-19. One of the reasons reported was the
shortage and discontinuation of antenatal classes because of the high reported cases of Covid-
19. As it has already been mentioned in the literature review, different maternal healthcare
services routines inclusive of campaigns and outreach sessions were suspended due to the
preventive measures put forth by the government and the absence of routine care can result in

severe complications which could have been prevented (Durankus & Aksu, 2020; Goyal et al.,
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2020; Orjingene et al., 2020; WHO, 2020). The pandemic has taken a toll on the importation and
exportation of essential commodities among nations. Hence, a shortage in necessary
commodities to serve the healthcare system including the discontinuation of antenatal classes

(Kumar, 2020).

This is substantiated by Bourdieu’s social capital. Social capital has a direct and in turn an indirect
intervening impact on the social reproduction of maternal healthcare. Impact through
recommending valuable and quality networks, solid emotional support and encouraging
participation in different healthy behaviours amongst other things. Social capital also highlights
the importance of a solid support system during the journey of pregnancy and delivery (Collyer et

al., 2015; Hastings & Matthews, 2015; Paccoud et al., 2020).

6.6.4 The Impact of Covid-19 on the provision and utilisation of maternal healthcare
services

As North West was declared a Covid-19 hotspot, some clinics had to close and discontinue
maternal healthcare services because some healthcare workers were infected. Preventive
measures had to be implemented which included quarantine for the infected healthcare workers
and that made it difficult for women who were accessing services at nearby clinics. Nonetheless,
some participants revealed that Covid-19 did not have any negative impact on their journeys of
pregnancy and delivery except difficulties of adhering to Covid-19 regulations during delivery. In

one of the interviews, the interviewee confirmed that

“On one hand it has not affected them much, just that both the woman and the midwife
have to wear masks during delivery while pushing the baby and it is difficult as the woman

needs more oxygen during delivery” (Interviewee No. 10, 5 October 2021).

And

“We have had challenges before which affected other women negatively but ever since
the pandemic the number have doubled. Covid-19 has affected maternal healthcare

services negatively, a lot is happening including the issue of visitation. It is really sad to
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witness women embarking on the journey of pregnancy and motherhood alone, it is so
bad because some women are even afraid of coming for their monthly check-ups because

of the stigma around Covid-719” (Interviewee No 4, 11 September 2021).

In some clinics Covid-19 have affected the way maternal healthcare services are rendered and
utilised. In some instances, women accessing maternal healthcare services do not get adequate
and appropriate care as they should because of the surging cases of Covid-19 as healthcare

workers prioritised Covid-19 infected patients. One of the Interviewee confirmed that

“Ever since the pandemic, when we have a case of Covid-19 pregnant women in labour
do not receive the necessary services and you would find that they get really affected”

(Interviewee No. 19, 20 October 2021).

The results of the study support the results of the recent studies (Bisht & Sarma, 2020; Orjingene
et al., 2020; Pant et al., 2020; Poudel, 2020; WHO, 2020), recent studies have reported that
different disease outbreaks have had either directly or indirectly effects on different age and
gender groups, there is, however, a special group of women taken into consideration and that is
women accessing maternal healthcare services together with the maternal healthcare sector.
Furthermore, the results of the study confirm the notion by Andersen’s behavioural model that
women access maternal healthcare services in relation to the environment in which they live in,

the environment being Covid-19 in this instance.

6.6.5 The impact of the National lockdown on the utilisation of maternal healthcare
services during Covid-19

As the country was trying to combat the spread of Covid-19, at some point almost all services
were suspended with immediate effect. The findings of the study confirm that the sudden change
in how maternal healthcare services were rendered affected pregnant women and new mothers
the most because most women were not fully prepared for giving birth, some had not bought

necessities for their unborn babies. In one of the interviews, the interviewee confirmed that,
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And

And

“l knew | was expecting a child and | had to be prepared but with everything that was
happening, | got overwhelmed and | was even afraid to go to the shops until they were
closed without getting the necessities | needed for delivery. | had to borrow clothes from
people, so that my baby could at least be covered after birth” (Interviewee No. 20, 25

October 2021)

“I was postponing shopping in preparation for delivery because | was scared to get
infected. | went to the clinic with old clothes because Lockdown prevented me from going

to the shops” (Interviewee No. 8, 2 October 2021).

“Maternal health care services are one of the departments of health priorities. So pregnant
women were well taken care of during lockdown. And during lockdown, everyone who
had anything that required medical assistance was allowed to go to the healthcare
facilities, So | cannot really say they were affected that much” (Interviewee No. 16, 13

October 2021).

The above interview excerpts show that the various measures implemented by the government

to reduce the transmission of Covid-19 had a negative effect for women accessing maternal

healthcare. The preventive measures were inclusive of social distancing. Social distancing was a

challenge to some women due to several factors. The factors include lack of necessary outdoor

space, inability to meet online shopping delivery slots as well as proper shopping for delivery.

Most women worried about social distancing during labour, as it was impossible to maintain it.

Social distancing was one of the reasons why some women limited their clinic visits (Anderson et

al., 2021). This is supported by Pant et al., (2020), that Covid-19 brought disastrous effects on
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the health care systems of many countries including on people of different age groups, with

pregnhant women encountering the most unfavourable situations more than the rest of the people.

6.7 Access to maternal healthcare services

6.7.1 The experiences of expectant mothers with informal healthcare providers

According to the findings of the study, some women in Mmabatho resorted to informal caregiving
not by choice but due to the circumstances they found themselves in. Some women highlighted
that their family members assisted them and it was a pleasant experience, if they had to choose,
they would choose informal caregiving over assistance from qualified healthcare professionals.
One of the reasons revealed by women on why they would choose informal over professional
caregiving was that informal caregivers possess empathy and warmth. Empathy on the basis that
the knowledge passed on from generations to generations is also passed on with love and
patience unlike in clinics. After giving birth, the warmth and empathy still continues to ensure that
women are well taken care of in order to recover. In one of the interviews, an interviewee confirms

that:

“l remember how my mother took care of me after delivery. She prepared sitz baths for me until |
fully recovered. She took care of my new born baby and used old ways of taking care of the baby’s

umbilical stump. It was a great experience” (Interviewee No. 1, 24 September 2021).

In one of the interviews, interviewees expressed their experiences with accessing informal
maternal healthcare services. Some women have highlighted that their experiences with informal
caregivers were pleasant as their caregivers were people close to them, with all the necessary

indigenous knowledge about pregnancy and delivery.

‘Il am so blessed that | still have my great-grandmother who was supportive throughout

pregnancy and delivery. | used both the professional and informal services and if | had to choose
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one, | would choose to stay home and be taken care of. It was such a nice and peaceful

experience” (Interviewee No. 18, 19 October 2021).

And

“l stopped going to the clinic after the second trimester and | was assisted by my grandfather
until delivery. | asked her where she accumulated all the knowledge and she said that is how
things were done in the past and she also got the knowledge from her grandmother. My
grandmother knew every single detail about pregnancy and giving birth. She helped me deliver
my beautiful baby; | only went to the clinic to ensure everything went well. After birth she still
assisted in making sure we were both fine. This is my first smooth pregnancy” (Interviewee No.

8, 2 October 2021).

The empirical findings of the study have highlighted how women in Mmabatho appreciate the
assistance that they received from informal caregivers especially during difficult times of Covid-
19. Due to the empathy and warmth from informal caregivers, some women had pleasant
experiences as compared to going to qualified caregivers. The knowledge passed from
generations to generation was helpful in making sure that informal caregivers provide proper care
to expectant mothers. This is also supported by Bourdieu’s cultural capital which states that
learned behaviours from cultural practices from other experienced women influence how women
access maternal healthcare services. Some women might not be cultural but the cultural
knowledge regarding pregnancy and delivery come in handy when professional healthcare

providers cannot provide the necessary information regarding pregnancy and delivery.

Childbearing is one of the most important events in women’s lives. Therefore, pregnant women
have to be taken care of both informally (Household setting) and professionally by qualified
healthcare providers. Despite the sudden overwhelming experiences of Covid-19 pandemic, there
were also drastic changes on how women accessed maternal healthcare services. The drastic

changes include the discontinuation of antenatal care which is the most important care during the
141



first trimester. The drastic changes affected how women experience maternal healthcare in
Mmabatho, luckily some women received some assistance from informal healthcare providers.
Informal healthcare providers are usually great grandmothers, grandmothers, mothers or even
neighbours who are experienced in some aspects of pregnancy and delivery. Upon the closure
of some clinics due to Covid-19 cases, some women resorted to informal maternal healthcare
service as they could not afford the cost of private healthcare services. In China, for instance,
informal caregiving is part of Chinese culture. This is to ensure that women have pleasant
experiences during pregnancy and delivery in case qualified caregivers fail to provide proper care.
Zuo et al., (2022), assert that most women have resorted to informal maternal healthcare services

even prior to Covid-19 pandemic.

6.7.2 Barriers in provision and use of maternal health care services

Health and health related outcomes are not only affected by access and utilisation of health care
services, but there are also complex and multidimensional factors which play a role as social
determinants of health care. As emphasized by Ataguba & Mclintyre (2015), political, economic,
social and environmental factors, as well as inequalities are considered linked to the provision
and access of quality health care services within different healthcare sectors in South Africa. This
study found that the women in Mahikeng experienced a number of these factors in their journeys

of maternal healthcare during the Covid-19 pandemic. These factors are discussed below.

6.7.3 Lack of Medical equipment at public healthcare facilities

Findings in this study revealed that there was a challenge with the provision of healthcare during
the Covid-19 pandemic due to lack of medical equipment and supplies in the clinics. In one of the
interviews, the interviewee highlighted that in some facilities, especially public healthcare
institutions, there are not enough medical resources to cater for everyone. Consequently, this
shortage of medical equipment and supplies negatively impacted the provision of maternal

healthcare. They had this to say,
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“In some facilities there is no equipment, especially in public healthcare facilities. We do
not have necessary equipment; we do not have medication and the necessary medical
necessities to administer to patients. So, if we do not have necessary equipment like the
blood pressure machine, the stethoscope for assessments, it is quite a challenge. | mean
a blood pressure machine alone is a necessity at the maternity ward. It is risky to try and
deliver the baby without monitoring the mother’s blood pressure. If the blood pressure of
the mother is too high, the mother will lose a lot of blood and we are going to experience
what we call haemorrhage, which can end up leading to maternal mortality that we are

trying to prevent” (Interviewee No. 2, 11 October 2021)

And

“Covid-19 really worsened the existing problems we encountered before the pandemic.
First of all, there are not enough resources to cater for both Covid-19 patients as well as
women that require maternal healthcare services. It is really a straining situation even for

us frontline workers” (Interviewee No. 19, 20 October 2021).

From the above results, the challenges that exist within the South African health system have
worsened during the Covid-19 pandemic. Despite not having enough resources to cater for both
Covid-19 patients and women that require maternal healthcare services, other factors have also
affected how services are rendered. In addition to the challenges that exist within the health
system, the social environment has proven to be essential for women accessing maternal
healthcare services. Women establish connections through interaction in order to have an
opportunity to share spaces with other women accessing maternal healthcare services. Uniformity
of background has been proven to be helpful to many women in their reproductive years, new
mothers and those expecting to give birth and this is in line with one of the psychosocial factors
in Andersen’s behavioural model (Tolera et al., 2020). The results are in line with Darankus et al.,

(2020); Pant et al., (2020); Woodley, (2020); Wiley, (2020) who advance the notion that there is
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decreased availability of certain medications necessary for pregnant women due to restricted

movements.

6.7.4. Shortage of medicines in public healthcare facilities

Empirical evidence from the study indicates challenges of improving quality in the healthcare
systems. Even though many initiatives have been done to improve the quality of healthcare in
South Africa, they have not yielded desired outcomes. Consequently, leading the health system
of South Africa to more challenges and not being able to handle disease outbreaks and
pandemics. In one of the interviews, an interviewee validates that the situation in clinics is often

bad as not receiving any medication

“The situation was really bad, sometimes we would go to the clinic and not receive any
medication to ensure that my pregnancy goes smoothly” (Interviewee No. 7, 30

September 2021).

And

“l do not remember receiving any pregnancy supplements during my monthly check-ups,
each time | went to the clinic, | was told medication is not available and that | must come
the following week and | could not because | stay far” (Interviewee No. 18, 19 October

2021).

The findings highlighted above show that resource scarcity has been one major challenge for
South Africa’s healthcare system for years and this in turn has affected how women experienced
maternal healthcare services. In the North West Province, the situation has worsened. How
women experience maternal healthcare services during their journeys of pregnancy also affect
their long-term use to access such services. Women experience pregnancy different and some
women require more attention to avoid complications, insufficient resources might affect their

health and well-being during this crucial phase. Proper medical attention as well as the right
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medication are required. Maternal healthcare services were not prioritised and as a result women
encountered challenges accessing proper services as more attention was shifted to Covid-19
patients. Similar to the results, Mololekwa (2021) also states there was a shortage of medical
supplies and medication that had a negative consequence on the maternal health care services
and how women experience and perceive maternal healthcare services. In June 2020, the North
West province was reported as one province with the most reported cases of shortage of
medicines out of the nine South African provinces during the first Covid-19 National lockdown.
Prior to that, healthcare workers had been complaining about the severe shortage of medicines
and personal protective equipment (PPESs) in the North West Department of health which has
been under the National Department of health administration since 2018 in April (Molelekwa,

2020).

6.7.5 Lack of nurses at public healthcare facilities

As it has been highlighted on the interview excerpts below, Covid-19 negatively affected the
rendering and operation of services, although the challenges were already there but during Covid-
19 the situation worsened. The biggest setback highlighted is the shortage of nurses,
undoubtedly, enough healthcare workers would have made a difference as according to the
empirical results of the study. Lack of nurses also made it difficult for healthcare workers to render

maternal healthcare services. One of the interviewees confirmed that,

And

“l would go to the clinic around 9 am in the morning and only leave the clinic at 2pm
because of a shortage of nurses. We had to share nurses with other patients because
their health also matters like ours. The situation was tiring, | am glad | am through that

phase” (Interviewee No. 2, 11 October 2021).

And
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“We had to wait for the matron on duty to assist us and the queue was long. Sometimes
there would be only one matron working and have to attend to us all” (Interviewee No. 9,

3 October 2021).

From the data presented above, healthcare workers play a fundamental role in assisting to
combat the outbreak of Covid-19 as well as rendering maternal healthcare services, they are
highly valued members of the society. However, they are often relatively scarce, and it is even
worse during pandemics. The short-staffed healthcare systems have affected the healthcare
outcomes of most women especially new mothers and pregnant women (Moodley et al., 2020).
In summary the most inconvenience experienced by most women accessing maternal healthcare

services during Covid-19 was the shortage of nurses.

6.7.6. Inadequate ambulances at public healthcare facilities

The findings of the study highlight the consequences of inadequate ambulances women’s
experiences in the provision of maternal healthcare services. The results of the study attest that
the South African health care system is still facing many challenges which do not show any signs
of ending soon and the shortage of medication, healthcare workers and resource constraints are
not doing any justice to the already existing challenges. In one of the interviews, one interviewee

mentioned that

“Shortage of ambulances is a serious challenge. We have had a lot of emergencies and
pregnant women get really affected to an extent that they end up delivering on their way
to seek help because the ambulance also take time to reach their destinations because
there are not enough ambulances to cater for pregnant women and Covid-19 patients”

(Interviewee No. 2, 11 October 2021).

And
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“Despite not having enough to cater for all patients, another challenge is shortage of
ambulances. Women accessing maternal healthcare services are not the only ones
affected, sometimes families even lose their loved ones while waiting for ambulances”

(Interviewee No. 2, 11 October 2021)

According to Malakoane et al., (2020), South Africa urgently needs to improve its health care
system in order to reach Universal health care (UHC). As it has been reported by Malakoane et
al., (2020), South Africa is facing a quadruple disease burden which makes up 17% of the disease
global burden exclusive of the maternal and child mortality which make up 1% of the global
disease burden. According to the findings of the study the health system of South Africa needs to
be adjusted in order to be able to cater for women accessing maternal healthcare services during
disease pandemic and other patients. The already struggling health system of South Africa has
negatively affected how women accessing maternal healthcare services in Mmabatho experience
and perceive maternal healthcare due to the inability of the health system to handle disease
burdens. Highlighted by the findings of the study, some women reported to have had difficulties
due to insufficient ambulances in local clinics, thus affect how they experience maternal

healthcare services during the phase of pregnancy.

6.7.7 Payment dynamics of maternal healthcare services

The findings from the study reveals that some women highlighted that as much as preghancy and
motherhood has its own challenges, they never encountered any challenges accessing maternal
healthcare services as they highlighted that they were accessing services in private hospitals.
However, some women could not afford private healthcare services as others were unemployed
and from low-income families. The difficulties arose when clinics were closed because of
increasing Covid-19 positive cases, where individuals had contracted the virus and some showed
symptoms; hence, the need to fumigate the clinics and place the affected patients in isolation. For
some women it meant they had to wait for the clinics to operate again to access maternal

healthcare services. One interviewee that,
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“The biggest challenge | encountered was having to travel long distances to other clinics
and spend for trips which were not budgeted for as the clinic | had booked into had a

case of Covid-719” (Interviewee No. 2, 11 October 2021)

And

“The long trips to alternative clinics were financially draining because the clinic | used to

go to was temporarily closed and | could not afford private hospital medical fees’

(Interviewee No. 1, 24 September 2021).

The highlighted challenge from the findings was budget constraints, as some women did not have
any issues accessing maternal healthcare services in private hospitals, some women struggled
to even travel to alternative clinics as nearby clinics were closed due to Covid-19 positive cases.
However, the empirical results of the study confirm that affordability of services play a significant
role in the well-being of women accessing maternal healthcare services and protection against
risks serve as important dimensions as they determine one’s ability to access healthcare services.
Similar findings were also noted in a study conducted by Gandhi et al., (2022), where it was
revealed that the interaction between wealth index and healthcare (which drives affordability) is
significant in determining access to maternal health care services; by implication, women
belonging to higher income quintile receive better healthcare services; they could afford staying
in urban areas which are embedded with better access to healthcare services. In the same vein,
Babalola and Fatusi (2009) also reported that socio-economic status has a positive implication
and impact with the access and use of maternal healthcare services. For instance, in this study,
it was noted further that the odds of reporting use are almost six times higher among women from
rich households who can afford it, compared to their counterparts who come from poor

households.

Bourdieu’s Economic capital theory also advances the notion that affordability of resources plays
a significant role in the experiences of women accessing maternal healthcare services (Adam and
Gerry, 2021; Ayesha and Muhammad, 2021; Baum et al., 2021). It draws back to Andersen’s
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expanded behavioural model within the domain of attitudes where it states that affordability is one
of the core elements of the use of maternal healthcare services and indeed, in one of the

interviews, the interviewee confirmed that,

“I do not recall experiencing any difficulties because my gynaecologist was always present

during my monthly visits” (Interviewee No. 8, 2 October 2021)

And

“My challenge was having to travel to other clinics to the point that | ended up going to a
private hospital. After the private hospital, my pregnancy journey became smooth. | never
encountered any challenges although | had to pay for the services.” (Interviewee No. 18,

19 October 2021).

South Africa has high levels of unemployment, inequality and poverty which are the biggest
factors affecting the provision and use of basic health care services in the country. In a study
conducted on the role of social determinants of health-on-health inequality in South Africa by
Ataguba & Mcintyre (2015), good and quality healthcare services are the advantage of the
privileged families that includes access to maternal health care services, other sectors apart from
health also have substantial and important impact on the inequalities experienced within the
health care sector. Some women can easily afford private health care services when clinics are

not operational unlike others.

6.7.8 Accessing prenatal medication at pharmacies

The results of the study attest that the South African healthcare system still has a long way to go
in terms of rendering quality and better services for its citizens. Most women accessing maternal
healthcare services reported to have experienced difficulties buying supplements due to long

gueues. In one of the interviews, the interviewees confirmed that,
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“My biggest challenge was shortage of medication at the clinics, we had to buy our own
medication and that meant waiting in long queues at pharmacies” (Interviewee No. 18,

19 October 2021)

And

“Having to stand in long queues in Pharmacies was my biggest challenge, because private

hospitals also did not have medicines” (Interviewee No, 5, 26 September 2021).

Figure 6.7.8.1: long queues in different Pharmacies 21 days before national lockdown.

Source: Reuters, (2020)

The interview excerpts and image above reveal that women had similar challenges of lack of
medicines even the women that were accessing maternal healthcare services from private
hospitals. Healthcare institutions did not have medicines as that has been another issue affecting
the provision and utilisation of maternal health care services due to supply chain disruptions,
company and border closures during the Covid 19 pandemic. Similarly, findings were in line with

Maphumulo and Bhengu (2019), where it was noted that the South African government has, over
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the years, introduced several developments and health care systems. Despite these, public health
institutions have failed to meet their basic health care standards and expectations from patients;
to the extent that, findings from Koelble and Siddle (2014) described it as a ruined health care
system that needs a serious repair. Another factor delaying the provision and utilisation of
maternal healthcare services in Mafikeng health care facilities identified were long queues. Some
clinics were not operational at some point due to the spike in the cases of Covid-19 patients.
Women accessing maternal healthcare services had to buy their own supplements at local

pharmacies, increasing the cost of accessing maternal healthcare services.

6.7.9 Choices in maternal healthcare decision making

The empirical findings obtained from this study showed that women with high-risk pregnancies
were transferred to the provincial hospital during the Covid-19 pandemic. Healthcare workers sent
women with high blood pressure and caesarean section patients and other high-risk conditions
like miscarriages, foetal distressed to Bophelong Provincial Hospital for further monitoring. This
was to ensure that such women are able to access appropriate maternal healthcare services
according to their health needs. Women had no choice in terms of the decision making but to

follow the healthcare workers’ recommendations. An interviewee confirmed that

“The midwife from the clinic | registered my pregnancy at advised me to go to Bophelong
Provincial Hospital. | was initially advised to monitor my blood pressure at home but | could not
afford the blood pressure machine. During my second trimester, my blood pressure was
uncontrollable, so | needed emergency medical attention and | was sent to Bophelong Provincial

Hospital” (Interviewee No. 16, 13 October 2021).

And

“I was initially transferred to Bophelong Provincial Hospital for further monitoring after registering
the pregnancy in Montshioa Town clinic. | lost my second child because of complications related
to high blood pressure. | was so happy that | got referred to Bophelong Provincial Hospital as

early as possible, so that | can have a healthy pregnancy like other women. For me, it meant
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despite Covid-19, maybe this time | will get to a normal pregnancy without complications as | will

be closely monitored throughout pregnancy” (Interviewee No. 7, 30 September 2021).

As much as high blood pressure complicates at least 10 to 15% of pregnancies it can also
increase maternal mortality. One of the participants confirmed that caesarean section patients
were also sent to Bophelong provincial hospital for further assistance before delivery at

approximately 32 weeks into the pregnancy but others were sent as early as the second trimester.

“I honestly opted for the Caesarean section because of Covid-19, and | gave birth prematurely,
so | was referred to Bophelong provincial hospital. | was scared that | might contract the virus
some way or the other. | saw caesarean section as a faster way of going home after birth, | do

not have to serve my maternity stay in hospital” (Interviewee No. 8, 2 October 2021).

And

“I had my first child by Caesarean section and | had some complications during my first pregnancy,
so | was given a referral letter to Bophelong provincial hospital as early as my first trimester to
receive better care. | would say it's better care because | was carefully monitored unlike at the
clinics. Clinics were short staffed, we had to wait for two or three midwives to assist us”

(Interviewee No. 20, 25 October 2021)

The empirical evidence of the study highlight that the immediate strategic action from the North
West department of health played a significant role in trying to combat the virus as well as
ensuring that both women and children are safe from harm. High risk pregnancies were taken into
consideration in order to control the high rate of maternal mortality which took place between 2020
and 2021. The findings of the study contradict Nteta et al., (2010) that there have been
developments and improvements of health care facilities. According to Nteta et al., (2010)
particularly in clinics, maternal health care related programmes which included the extension of
immunizations, child nutrition and child and mother health care, as well as the management of
diseases. However, supporting Silal et al., (2014) that a poor performing South African health

care system might fail to control epidemics as it was observed during the Ebola disease outbreak
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where West African countries struggled to combat the Ebola outbreak. This was also evident

during the Covid-19 pandemic (Silal et al., 2012; Silal et al., 2014).

The following section will present and discuss findings on the provision of maternal healthcare
with respect to the second objective that sought to explore the interventions that were in place for

maternal healthcare services during the Covid-19 pandemic.

6.8 Interventions in place for access and availability of maternal healthcare services
during Covid-19

6.8.1 In person service provision

In South Africa the use of community healthcare workers initiative has also been introduced in
order to provide accessible and appropriate care to mothers and their children, but the positive
outcome of the involvement of community healthcare workers depends on the relationship and
trust between the healthcare system, patients as well as the community health workers (Nteta et

al., 2010; Silal et al., 2012).

The following diagram illustrates possible interventions which can assist women in accessing

proper maternal health care services.

Figure 6.8.1: An illustration of the factors that could possibly mitigate complications during

pregnancy
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6.8.1.1 Community Healthcare Workers initiative

Findings from the study indicated that community healthcare workers play a vital role in maternal
healthcare by providing women with the necessary information needed during pregnancy. Some
community healthcare workers were experienced mothers and such support was beneficial to
pregnant women in Mmabatho. Furthermore, the findings of the study highlight that community
healthcare workers were part of the “essential workers and services”, and they were authorized
to go around during the Covid 19 pandemic to offer maternal healthcare services. community
healthcare workers are appealing to and can reach women from low-income groups, (acceptability
of intervention) usually middle and high women prefer engaging private doctors or medical
facilities. The findings also note the readiness of the health system to adapt through its existing
structures (CHWS) to ensure the continued provision and uptake of maternal health services but

challenges are still there. The findings of the study substantiate the findings by Roux et al., (2020)
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who concluded that community health workers (CHWSs) have yielded positive outcomes in some

parts of South Africa and this is also supported by the following interview intercepts.
“Community based intervention really made a difference even though it was a bit difficult
for our community helpers to go out and assist healthcare workers with patients because
of the fear of contracting the virus. But overall, it is a fruitful initiative and it has been good

to the maternal healthcare sector” (Interviewee No. 16, 13 October 2021).

And

“I really hope the government will look into the issue of employing more people to assist
healthcare workers on a daily basis. Community healthcare workers popularly known as
Home-based care workers play a vital role in rendering healthcare services because some
of these women are our experienced mothers. They know the ins and outs of what is
required of a woman expecting a child and a woman recently gave birth, they are able to
assist us in so many ways and they outdid themselves during Covid-719” (Interviewee No.

16, 13 October 2021).

The results of the study confirm the results of the study conducted on Covid-19: pandemic
adaptation in antenatal care for better pregnancy outcomes by Uwambaye et al., (2020). The
involvement of CHWs as well as the use of mobile health assist in mitigating pregnancy
complications including all other maternal health related issues. Such initiatives are essential
especially in developing countries including South Africa. Contrary to the findings of the study,
Besada et al., (2020) state that the introduction of Community Health Workers (CHWS) has not
yielded any improvement to the health of pregnant women as well as the rate of maternal
mortality. Furthermore, Besada et al., (2020), argued that the Community healthcare worker
initiative has yielded positive outcomes compared to other initiatives during the Covid-19
pandemic. Despite the heightened risk of possibly contracting the virus for both women accessing
maternal healthcare services as well as community healthcare workers, positive responses from

women interviewed substantiate the above statement. This is also substantiated in Andersen
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behavioural model within the domain of perceived control that women make autonomous
decisions to access maternal healthcare services, despite the decision being theirs, collaborative
support and input is also needed from their loved ones. In this case, input of community healthcare
workers which in turn influence how women from low-income communities experience maternal

healthcare services.

6.8.3 Provision of maternal health care

6.8.2.1 Provision of free prenatal services

The results of the study have identified several barriers associated with access to maternal
healthcare services. Additionally, a common concern throughout the interviews was shortage of
prenatal medicines and appropriate medicines required by pregnant women. Too often, women
were not given any medicine due to low supply resulting in more supply directed to Covid-19
responses and interventions. Clinics not having prenatal vitamins and other supplements was a
major concern as according to the results of the study. In one of the interviews, an interviewee

mentioned that,

“I do not recall receiving supplements that | received when | had my first child.  There
were no vitamins at all, so | had to make a plan and get some from the pharmacy” (Interviewee

No. 2, 11 October 2021)

And

“l gave birth prematurely because | only started taking folic vitamins in my second trimester
as the clinic did not have them and | also could not afford to get my own from the pharmacy. So,
| also stopped going for my monthly check-ups altogether because | did not see the need to travel
all the way to the clinic only to be told that there are no supplements. It was a monthly thing, no

medicine every month” (Interviewee No. 18, 19 October 2021).

Findings above show that prenatal care services have been proven to be one of the effective

means of detecting diseases earlier during pregnancy. During this phase, pregnant women are
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introduced to certain supplements which assist in controlling the transmission of different diseases
from the mother to child such as the prevention of mother to child transmission (PMTCT) or the
vertical transmission of HIV. In the wake of Covid-19 pandemic, most health essentials for women
have been discontinued, shifted even delayed, thus leading women to not seek prenatal care
services. Morhe et al., (2020) assert that lack of prenatal care services serves as one of the
barriers in seeking maternal healthcare services. Additionally, the correlation between lack of
prenatal care services and shortage of medication has been reported in other studies (Mantagnoli
et al., 2021; Murphy et al., 2020; Reale et al., 2020). This also plays a role in access to maternal
healthcare as women who rely on free prenatal services cannot make other means to get
medication. Leading back to financial resources which is highlighted in Andersen’s availability of
financial resources which state that final resources play a significant role in women’s experiences

in accessing maternal healthcare services.

6.8.2.2 Maternal healthcare day
Results from this study revealed that maternal healthcare day was utilised at the clinics. This is a

day specifically reserved for all maternal healthcare services from regular check-ups to
immunization of babies. Maternal healthcare day is every Wednesday in both Montshioa clinic
and Unit 9 clinic. The results of the study confirm that maternal healthcare was helpful on the
basis that midwives were able to pick up anything unusual at an early stage during pregnancy
because during that day, the focus is solely on women accessing maternal healthcare services.

In one of the interviews, an interviewee confirms that

“l was so excited after being informed that every Wednesday is maternal healthcare day, although
it was always full but at least we were all assisted on that day” (Interviewee No. 20, 25 October

2021)

And
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“Maternal healthcare day was stressful; every week is full but at least | received appropriate care.
Even though we had to wait due to the long queue, it was worth it” (Interviewee No. 2, 11 October

2021).

Despite some women showing gratitude for the maternal healthcare day, some women have
reported to have had a bad experience of the day. The empirical evidence from the study
confirmed that some women were not satisfied because of the quality of the services received as
well as the slow pace which the midwives were working at. It was confirmed that the clinics were
always full and patients who would wait for hours only to be assisted because of shortage of
nurses. Some women also mentioned that midwives did not do a proper job because they were

sometimes in a hurry to assist all women. One interviewee confirmed that

“What a disaster day. You know | was happy that finally, there is maternal healthcare day, we will
be thoroughly checked and given appropriate medication but the day was a disaster. Despite not
receiving any medication because the clinic does not have any, their clinic was always full. | was
not satisfied at all and | had to wait because | could not afford to go to the Doctor” (Interviewee

No. 18, 19 October 2021).

And

“The clinic was so full at times that | would go back home without being assisted. Imagine leaving
your house early in the morning only to be assisted after two to three hours. | was not happy with

the services foo” (Interviewee No. 9, 3 October 2021).

The evidence from the study emphasise that just like any other intervention, people will be happy
with the initiatives but not necessarily all because people experience different situations
differently. Every woman will have reasons as to why the intervention was not satisfactory for her
or did not work out for her, same as the few that were satisfied with the intervention. However,
the empirical evidence from the study suggests that the experiences of women from low-income
backgrounds of such intervention are also influenced by several factors, some women do not

have access to cell phones, which makes it harder for them to relate to the progress of such
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interventions. The success of such initiatives and interventions is influenced by women’s attitudes
towards it. Attitudes serve as personal views concerning the utilisation of healthcare services, in
this instance maternal healthcare services. This is also emphasised on Andersen’s domain of
attitude. This domain includes the role of the healthcare workers regarding the utilisation of
maternal healthcare services, their ability to render maternal healthcare services to different
women as well as their interpersonal skills, compassion, trustworthiness, their ability to listen and
communicate with patients within the maternity department. In the previous studies (Harris et al.,

2011; Yamada et al., 2015)

6.8.3 Virtual service provision

6.8.3.1 Role of digital health in improving access to maternal healthcare services
The findings of the study confirm that most women tend to be forgetful during pregnancy and

initiatives such as telehealth become helpful (Barron et al., 2016). Telehealth refers to “healing at
a distance” and signifies the use of ICT to improve patient outcomes by increasing access to care
and medical information (Manyati & Mutsau, 2021). The initiative also assists healthcare workers
to plan the duties of the day in accordance with the appointments already made on the system.
One of the few interventions introduced during Covid-19 pandemic was Telehealth, similar to the
MomConnect. Short message services are utilised in mHealth initiatives from the Department of
health with the aim to provide necessary information to women accessing maternal healthcare
services during Covid-19 pandemic. mHealth can be defined as a healthcare delivery system
that is carried out via mobile devices for better access to healthcare and to support the
performance of health workers. (Manyati & Mutsau, 2021). The initiative works by sending low-
income women accessing maternal healthcare services upcoming appointments with healthcare
workers including dates of vaccinations for babies, health of the mother and the baby and other
maternal health related issues, achieving a vast coverage of maternal health service delivery in a
cost effectively and equitably manner across all social groups of women. This initiative was
implemented on the basis that some women forget appointments and for women afraid of going

to different clinics to access maternal healthcare services due to the fear of possibly contracting
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the virus to receive necessary information during pregnancy. In one of the interviews,
interviewees confirmed

“Initially | thought it was spam messages because | did not understand how I could be receiving
text messages about maternity information during Covid-19 from numbers | do not know. The next
appointment | enquired about it and the nurses that were on duty explained everything. But the
text messages were really helpful because one tends to forget appointments especially in such a

stressful state” (Interviewee No. 22, 26 October 2021)

And

“I do not normally check my text messages but | had to after receiving a few text messages from
the Department of health about maternity. The text messages really assisted me because | often
forgot the do and don'ts of pregnancy and motherhood and my appointments of course”

(Interviewee No. 26, 30 October 2021)

In some of the interview, interviewees stated the following:

“The initiative was a bit of a challenge at first due to some women not having cell phones but it
was really helpful to us as well, not only to the women accessing maternal healthcare services in
Mmabatho. We are able to plan our day in accordance to appointments because we already know
that on this particular day how many women are due for check-ups. Even though some women
choose to ignore the text messages, some women were cooperative and we are grateful because

our work also becomes less of a hassle (Interviewee No. 16, 13 October 2021)

And

“Some women were adamant about the whole process of text messages at first until we explained
the initiative to them. | must really say, it is really helpful not only, it makes our job easier but also

assists women who tend to forget their appointments (Interviewee No. 19, 20 October 2021).

From the interview above excerpts, both the women and the health workers commended the

digital platforms in improving the experiences of women seeking maternal health care. The
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findings of the study substantiate the findings by Agarwal & Labrique (2014) that further adds that
mHealth intervention have the potential to improve neonatal survival by not only catalysing but
also improving the delivery of different interventions of adjusting the demand for quality maternal
healthcare services as well as validating the provision of not only targeted care but also the

benefits needed

6.8.3.2 MomConnect initiative during Covid-19 pandemic in Mmabatho
Findings highlighted in the interview excerpts below show that the MomConnect assisted some

women with information related to maternal healthcare services. Even though the application had
its own shortcomings, it aided in terms of disseminating information regarding maternal
healthcare, thus improving the experiences of women in accessing maternal health care.

However, some women seemed not to know anything about the MomConnect initiative.

Even though a lot still needs to be done to ensure that the safety and confidentiality of patients
are not compromised by the use of mHealth particularly the use of mobile technology during
disease outbreaks. The empirical results of the study also put emphasis on the domain of
knowledge from Andersen expanded behavioural model. Knowledge goes hand in hand with
women’s attitudes towards the utilisation of maternal healthcare services. The availability of
knowledge, where and how women accessing maternal healthcare services access all the
information required during their journeys of pregnancy and delivery play a vital role in accessing
services. Within the journey of pregnancy, there is also important information regarding the need
to book an appointment on the first day/ month for regular check-ups and collection of medication.
In the following interviews, participants confirmed that the MomConnect is a commendable

initiative despite the shortcomings, but it is really helpful.

“I do not know about the other parts of South Africa or other women but | happened to

know about the MomConnect from a friend and it worked wonders for me. You get all the
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necessary information regarding immunization and other maternal healthcare related

services through texts” (Interviewee No. 8, 2 October 2021).

And
“As a young Mother who is always on the phone, the app was convenient for me because
it meant | get to spend my time learning about something maternal health care related”
(Interviewee No. 2, 11 October 2021).

And

“The application had its shortcomings like any other application, but it was really helpful. |
wish the government could adopt something like the clueless mom initiative. Well, the
clueless mom initiative is a page on Instagram, where you get to meet other clueless

moms and learn all the hacks of motherhood” (Interviewee No. 7, 30 September 2021).

The South African government also implemented the MomConnect which seeks to minimises the
paper based registration of pregnancies by introducing a mechanism of registering pregnancies
electronically in the public health system, the MomConnect also reckons that sending of text
messages to women will assist in finding ways to improve the rendering services of maternal
healthcare as women accessing maternal health care services provide feedback regarding the
services they have received (Barron et al., 2016). Agarwal & Labrique (2014) further adds that
mHealth intervention have the potential to improve neonatal survival by not only catalysing but
also improving the delivery of different interventions of adjusting the demand for quality maternal
healthcare services as well as validating the provision of not only targeted care but also the

benefits needed (Barron et al., 2014; Agarwal & Labrique, 2016).

6.9 Conclusion

This section aimed to provide the presentation and discussion of findings. The findings are
presented in interview intercepts from women interviewed as they provide a detailed description
of the experiences of women accessing maternal healthcare services in Mmabatho. The findings
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of the study clearly indicate that experiences differ as some women had more difficulties than
others and some did not encounter any challenges during their journey of pregnancy. Additionally,
according to the findings of the study, the health system of South Africa still needs a lot of
interventions in order to cater for both Covid-19 patients as well as women accessing maternal
health care services without considering the health needs of other patients more than others.
The following chapter provides conclusions and recommendations, inclusive of the summary
and reflections of key findings, conclusions regarding empirical objectives as well as theoretical

objective

CHAPTER SEVEN

CONCLUSION OF THE STUDY

7.1 Introduction

This chapter concludes this study, as it examines and gives a summary of the work. The main
objective of the study was to examine the experiences of women in accessing maternal health
care services during the Covid-19 pandemic. In order to limit the spread of Covid-19, inter-
province travel was prohibited during lockdown level 5 which also led to the closure of local and
international borders. Statistics from WHO (2022), show an approximately 6 240 619 Covid-19
related deaths globally out of over 511 965 711 cases reported. In South Africa from over 3 798
413 cases reported, at about 100 370 deaths were recorded with 94.2 percent recovery rate; while
in the North West region, North West Department of Health, (2021) and SABC News, (2021)
reported, there were approximately 62923 confirmed cases resulting in 1388 deaths. This shows
that COVID-19 and other similar epidemics like Ebola Virus and Zika Virus among others are life

threatening and have negatively affected some vulnerable groups.
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The health sector was impacted and subsequently, maternal healthcare. Poor maternal health
care has been reported as an indicator of extreme poverty and that is the reason why the United
Nations (UN) adopted the Millennium Development Goals (MDGSs) and Sustainable Development
Goals (SDGs) in order to improve maternal health care services with the rate of less than 70
maternal deaths per 100 000 live births. For each death, approximately 30 to 50 women encounter
maternal morbidities (WHO, 2019), poor utilisation of maternal healthcare services are the leading
major cause of maternal deaths and injuries/disabilities amongst women in their reproductive
ages especially in developing countries, South Africa inclusive. A number of pregnancies often
lead to serious health complications which are life threatening and high risk at times even though
pregnancy has been considered a natural process. Besides poor utilisation of maternal health
care services, unsafe abortions, infections and haemorrhage have also been reported the

contributing factors to maternal deaths.

Despite the efforts utilised to decrease the high rate of maternal mortality in the country, South
Africa remains the country with a high maternal mortality rate (NCCEMD, 2018). This is facilitated
by factors like shortage of healthcare professionals, shortage of healthcare facilities and is some
instances in facilities which are ill-equipped, damaged, neglected or even unavailable. Some
healthcare facilities are dysfunctional with unreliable emergency medical services and unreliable
transport within and between provinces. However, these would have been prevented if adequate
health care services and facilities are in place. In addition to the challenges mentioned above,
unexpected changes in society such as disease outbreaks or pandemics would further aggravate
an already problematic situation. It is for this reason that there was a need to study the

experiences of women accessing maternal healthcare during the Covid-19 pandemic.

The objectives of this study were:

1. To explore the experiences of Mmabatho, North West women seeking to access maternal

healthcare services during the initial outbreak of the Covid-19 pandemic.
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2. To describe how existing maternal healthcare interventions assist Mmabatho, North West
women to access maternal healthcare services.

3. Torecommend practical interventions to assist Mmabatho, North West women to access
maternal healthcare services during disease outbreaks.

4. To explore existing theoretical and methodological paradigms employed in addressing

access to maternal healthcare services during disease outbreaks.

The study utilised the qualitative research method, and this was done using an in-depth interview
method. This entails the collection of subjective data from respondents, and this was based on
their personal experiences about the objectives and goals of the study. The study was undertaken
in Mmabatho Unit 9 and in Montshioa unit 1 clinics because there was insufficient literature
concerning the effects of disease outbreaks on maternal health care in the North West province.
There was also a gap in terms of the experiences of women accessing maternal healthcare
services during Covid-19 in the North West province particularly in Montshioa and unit 9 clinics
as areas of study identified. Montshioa and Unit 9 clinics are the major service providers of
maternal healthcare services within Mmabatho, North-West. 30 participants divided into two
categories took part in the study. 20 women in their reproductive years both from the lower and
working class were used, the distribution was between two clinics identified, 10 women per clinic.
10 participants were healthcare workers and the distribution was between two clinics identified.
Also, purposive and snowball sampling techniques were used for the study in order to identify
knowledgeable participants who were able to share their experiences with accessing maternal
healthcare services during the Covid-19 pandemic. Purposive sampling only focuses on particular
characteristics of the population that are aimed at providing answers to research questions and
snowball sampling was not only time efficient but also enabled the researcher to communicate

better with participants as they are acquaintances of the first identified participant(s).
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7.2 Core argument

Disease outbreaks have lasting impacts on various aspects of society. Notwithstanding this,
different demographic groups experience these effects in different ways. Of importance is the fact
that these impacts are experienced along gender lines and other demographic factors such as
age, race, geographic location and socio-economic status. This study argued for a consideration
of the various factors when studying the impact of Covid-19 pandemic on access to maternal
healthcare. This required an in-depth collection of the experiences of low-income women in
accessing maternal health care services during the Covid-19 pandemic. The study focused on
women making use of clinics in the Mmabatho region of Mahikeng in the North West province.
The study area provided an important dimension as it is characterised with a rich history of

Apartheid segregation and longstanding unequal distribution of resources.

On the other hand, the Covid-19 pandemic brought disastrous effects on the healthcare systems
with pregnant women encountering difficulties in accessing services. In other words, the gradual
decrease of healthcare services combined with the Covid-19 pandemic has led to the growing
importance of academic scholarship in understanding the experiences of women in accessing
maternal health care services during the pandemic. The following section summarises and

reflects upon and key findings in order to elaborate certain aspects of the core arguments.

7.3 Summary and Reflection on Key findings

This section provides the summary of the key findings, relating to the experiences of Mmabatho,
North West women seeking to access maternal healthcare during the Covid-19 pandemic. To
describe how existing maternal healthcare interventions assist Mmabatho, North West women to
access maternal healthcare services. To recommend practical interventions to assist Mmabatho,
North West women to access maternal healthcare services during disease outbreaks. To explore
existing theoretical and methodological paradigms employed in addressing access to maternal

healthcare services during disease outbreaks
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7.3.1. The experiences of Mmabatho, North West women seeking to access maternal

healthcare services during Covid-19 pandemic

The experiences of women accessing and providing maternal healthcare services play a vital role
in guiding healthcare practices during this challenging phase (Sweet et al., 2021). The major
aspect coming out from the field research was how maternal healthcare services have been
delivered and used in Mmabatho. Results from this study indicate that different women accessing
and providing maternal healthcare services have had different experiences. The results from the
study show both negative and positive experiences in accessing maternal health care services.
For instance, cases of nervousness were reported because some women reported to have been
worried because of the fear of being infected with the virus. Findings are similar to arguments

advanced by Durankus & Aksu (2020); Goyal et al., (2020); Orjingene, (2020); WHO (2020).

Moreover, the results of the study have indicated how informal and formal healthcare givers have
influenced the experiences of women in accessing maternal healthcare services. Comparing the
two types of caregivers, the informal healthcare givers were reported to have been doing an
outstanding job in assisting women during pregnancy and delivery. Therefore, more women were
satisfied and had pleasant experiences with the informal healthcare givers. Attitudes and
behaviours from qualified nurses were reported as one of the factors hindering access to maternal
healthcare service during the Covid-19 pandemic. The findings of the study also revealed that
women accessing maternal healthcare services in Mmabatho experienced being rushed during
delivery which put women and their children’s health at risk and nurses being impatient which has
also affected how they experience maternal healthcare services. This was substantiated by the
nine studies conducted in Africa by Mannava et al., (2015). Andersen’s expanded model within
the domain of attitudes also supports the results of the study as it highlights how attitudes and
behaviours of nurses affect how women experience maternal healthcare services throughout their
journeys of pregnancy and delivery in Mmabatho. Andersen’s domain of attitudes state that the
role of nurses regarding how they render maternal healthcare services including how they treat

and communicate with patients affect their experiences of accessing maternal healthcare
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services. Therefore, it is important that women accessing maternal healthcare services and
nurses have healthy relationships to better the experiences of women accessing maternal

healthcare services in Mmabatho.

7.3.2. Factors affecting the utilisation of maternal healthcare services during Covid-19

It has been recognised globally that health and health related outcomes are not only affected by
access and utilisation of maternal healthcare services. There are also multidimensional factors
which play a role as social determinants of maternal healthcare. The findings of the study revealed
that despite the logistical aspect of maternal healthcare provision, there is also a cultural aspect
and financial components that affect the utilisation and provision of maternal healthcare services
in Mmabatho. The empirical findings of the study have highlighted the impact that the lack of
nurses in clinics had on expectant mothers, and how the lack of ambulances have affected the
experiences of women accessing maternal healthcare services in Mmabatho. Furthermore,
insufficient medical equipment has also been reported as one of the major factors affecting the
utilisation of maternal healthcare services in Mmabatho and this was also supported by the
findings of the study conducted by Bomela (2020). All the factors identified contribute to the
maternal mortality of the province and to the statistics of the country as a whole due to poor quality
in maternal healthcare services especially during a health disease pandemic. Amongst the factors
that have been identified as affecting the provision and utilisation of maternal healthcare services
In Mmabatho is the different cultural beliefs. Findings from the study revealed that most women
prefer traditional ways of preserving pregnancies. According to the findings of the study, women
make decisions to seek health care based on cultural beliefs that have been passed on from
generations to generations, for instance, some communities believe in home delivery instead of
delivering at clinics or hospital This is also supported by Bourdieu’s cultural capital which state
that women tend to make decision to seek maternal healthcare services based on cultural beliefs.
Also supported by Pretorius (2004), pregnant women in greater Mafikeng, Mmabatho district
value traditional beliefs especially women from rural areas. Another key factor identified was the

financial component of the provision and use of maternal healthcare services. The highlighted
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challenge from the findings was budget constraints, as some women did not have any issues
accessing maternal healthcare services in private hospitals, some women struggled to even travel
to alternative clinics as nearby clinics were closed due to Covid-19 positive cases. However, the
empirical results of the study confirm that affordability of services play a significant role in the well-
being of women accessing maternal healthcare services and protection against risks serve as
important dimensions as they determine one’s ability to access healthcare services. This was in
consistency with the findings of Gandhi et al., (2022), where it was revealed that the interaction
between wealth index and healthcare (which drives affordability) is significant in determining
access to maternal health care services. The findings of the study are also supported by
Bourdieu’s forms of economic capital which state that all material resources required to reach or
pay in advance for standard maternal healthcare services or receive better service cannot be
accessed in public healthcare institutions. Also, Andersen’s expanded socio-behavioural model
within the domain of attitudes clearly states that affordability of healthcare services is the core

element of the utilisation and access to maternal healthcare services.

7.3.3. Existing Interventions in place for access and availability of maternal healthcare

services during Covid-19

South Africa has introduced interventions prior to Covid-19 including the Community based
intervention that has been identified as a component that can be utilised to reduce maternal
mortality in many health care systems, particularly in remote areas of developing countries.
Besada et al., (2020) emphasise that high coverage of community healthcare workers

involvement has not yielded any improvement to maternal mortality.

Besada et al., (2020), found that the involvement of community health workers was not fruitful.
However, according to the findings of the study, the Community healthcare worker initiative has
yielded positive maternal healthcare outcomes compared to other initiatives during Covid-19
pandemic. Despite the heightened risk of possibly contracting the virus for women accessing

maternal healthcare services as well as community healthcare workers. Another initiative
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introduced by the government was the MomConnect initiative. The findings of the study revealed
that the MomConnect assisted some women with information related to maternal healthcare
services in Mmabatho but some women knew nothing about the initiative. Even though a lot still
needs to be done to ensure that the safety and confidentiality of patients are not compromised by
the use of mhealth interventions during disease outbreaks. The empirical results of the study also
put emphasis on the domain of knowledge from Andersen expanded behavioural model.
Knowledge goes hand in hand with women’s attitudes towards the use of maternal healthcare

services.

7.4 Conclusions regarding the theoretical framework used for the study

To address and understand the experiences of pregnant women in accessing maternal healthcare
services, this study utilised the combination of Andersen’s expanded behavioural model of health
use which serves as argumentation of Andersen’s socio-behavioural model of 1995 and
Bourdieu’s theory of social practice. The former attempted to explain and predict the provision of
health care services and the utilisation of such services in relation to people’s traits, the
characteristics of the population they belong to as well as the environment in which they live in.
The theory provides a framework for understanding the relationship that exists between people
and social structures and how social structures offer access to a variety of different social,
economic and even cultural conditions which in turn influence how they perceive and act towards
issues. Andersen’s behavioural model has been utilised countless times in several studies
investigating different diseases and different aspects of healthcare use (Andersen, 1995;

Andersen, 2008; Babitsch, 2011; Bradley et al., 2002; Davidson et al., 2004).

In most studies, researchers shifted more focus to predisposing and enabling factors that play a
significant role in the utilisation of maternal healthcare services. For instance, the socioeconomic
status of a community may be perceived as a predisposing factor, given that the induced supply
affects the demand as well as an enabling factor in terms of its association to the individual

together with community income as also confirmed by the results of the study. The study also
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adopted Bourdieu’s theory of social practice that was applied to this study in order to identify the
gaps that exist in health care sectors and the reasons behind people’s conditions i.e., illnesses
and how pregnant women behave during childbirth. In this context, the experiences of pregnant
women are influenced by the population in which they belong. The emphasis of the social learning
theory is how women accessing maternal healthcare services can acquire knowledge and other
ways of using maternal healthcare services. For instance, young women could learn alternative
ways of accessing maternal healthcare services from older women and the experiences of older
women can influence the health seeking behaviours and the decisions of young women in terms
of the utilisation and no utilisation of maternal healthcare services. According to the theory of
social practice, most women tend to learn from other women’s past experiences of maternal
healthcare services as well as society's acceptable behaviour during pregnancy and
delivery. According to the results of the study other women found alternative ways to access the
relevant maternal healthcare related information during the discontinuation of antenatal classes.
The MomConnect was beneficial for some women as the results of the study corroborated.
However, the theory of social practice should also not overlook the fact that in health research
the dominant paradigm has been behaviourism. Shifting the focus from individuals as the unit of
analysis in empirical work, the calculated risk of putting all the blame and responsibility on agents
for health outcomes, in turn overlooking the impact that different institutions have on health

outcomes can be avoided.

Bourdieu’s theory of social practice was a sociological work which builds on practices and actions
of agents; consequently, driving interactions among them in various life spheres in a defined time
and place. Bourdieu connected structuralist approaches, which gave priority to the power of social
structures as an underlying element of the society. The relational thinking built into his conceptual
system allows us to see that any ‘choice of practice’, including health practices (which this current
study on maternal health care is concerned), can be analysed in relation to people and structures
of positions or of capitals distributed unequally within social fields. By implication, much of daily

life (including health-related behaviour) is simply taken for granted and organized according to a
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practical, largely unthinking, logic of which actors are only dimly aware. As put forward by
Bourdieu, the healthcare field can be conceptualized as seen as Mmabatho in the North West
Province of South Africa. This is the social space occupied by agents such as doctors, midwives,
nurses, traditional birth attendants, and patients (for instance, nursing and pregnant mothers).
Their positions are defined by the amount of capital that they possess. Each field is a space in
which agents struggle to take the best position, i.e., achieve an advantage over other agents and

appropriate the large capital that is valued in a given field.

From the context of this study, and as implied from Bourdieu’s theory of social practice, the
experiences encountered by mothers seeking maternal health care during the Covid-19 pandemic
is a function of the effectiveness of the structure, social space and principal actors. This was
majorly reflective in the first research objective which examined the experiences of women in
accessing maternal healthcare services during Covid-19 in Mmabatho in the North West Province
of South Africa. Part of the concerns raised by Bourdieu was discovered in the findings of this
study, which showed how the global Covid-19 pandemic has indeed challenged and changed so
many aspects of women’s lives in the social space -Mmabatho in the North West Province of
South Africa. Basically, these were the factors that were identified and raised in this study. By
implication, when the structure and social spaces are not adequately positioned to provide
effective healthcare services, it creates some behavioural tendencies, for instance,
discontinuation of antenatal services, reduced support during Covid-19 and delay in maternal
healthcare services, as discovered by this study. Other services include the affordability of the
maternal healthcare services, long queues at pharmacies and several factors affecting the
utilisation of maternal healthcare services among others. As a result of these behavioural
tendencies articulated in Bourdieu’s theory of social practice, the discontinuation of antenatal
classes has resulted in a high rate of maternal deaths and the fear of women accessing maternal

healthcare services have also played a role.

Though the state, being represented by the government “placed restrictions during the period of

Covid-19, it affected the access and utilisation of maternal healthcare services due to policies of
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social distancing which affected in-person visitation and routine access of maternal healthcare
services, especially antenatal care in different healthcare facilities. Experience of extreme feelings
of loneliness and detachment in the course of their journey delivery due to Covid-19 preventive
measures as they could not be accompanied by their families to monthly check-ups as well as

during delivery.

Andersen's expanded behavioural health model is also instructive in interpreting how people seek
maternal healthcare during Covid-19 in Mmabatho in the North West Province of South Africa.
With this model, one is able to assess measures of access (e.g., equitable, inequitable, effective,
efficient) as well as understand the environment (external or healthcare system) impacting access
and utilisation of healthcare services during the period of the pandemic. This model was improved,
and majorly, it focused on the enabling factors that cause certain reasons for access or non-
access to health facilities. From this study, it was discovered that health care professionals do not
even have appropriate equipment and infrastructure for the management of Covid-19 infected
patients and as a result other patients with other health conditions including those that require
maternal healthcare are affected. As suggested by Andersen, this critical problem (limited access
to maternal health care services) is caused by increased disease burden because of Covid-19 as
well as poor management in relation to implementations of policies by the government to improve
conditions in public health care settings and all these factors affect the experiences of pregnant
women and the provision of maternal healthcare services. This is coupled with shortage of
medications and healthcare workers in public health care facilities. They are often relatively
scarce and it is even worse during pandemics and the short-staffed healthcare workers has

affected the healthcare outcomes of most women, especially new mothers and pregnant women.

The point of convergence in Bourdieu’s theory of social practice and Andersen behavioural health
model hinges on the fact that the Covid-19 pandemic has exposed how unequal the South African
healthcare system is and has been like this over the past years. The way the healthcare system

is funded plays a role in the inequalities that exist within the healthcare system. Amongst other

173



factors, the biggest setback is the largest population because the citizens' healthcare needs

exceed the healthcare system capacity.

7.4 Conclusions regarding theoretical and methodological paradigms employed

Andersen’s socio-behavioural model has undergone several developments over a couple of
years. The new development focus was shifted to various factors in the 1970s including consumer
satisfaction and in the 1980s more focus was shifted to health status and personal health practice
as well as the influence of external factors. In 1995, the model underwent new developments and
reviewed feedback loops identified on the treatment outcome affecting health behaviour. In
addition to the new development, contextual and characteristics of individuals were added to the
modified model of 2000. Years later, various versions of the model exist for different target groups
and settings and used in health research. According to the model, access to various healthcare
services is determined by different contextual characteristics, health outcomes and behaviours

as well as personal characteristics; contextual characteristics include the

environment and circumstances of individuals’ characteristics pertaining to personal experiences
might be experiences through socialization or genetics (Andersen, 1995; Babitsch et al, 2021).
The application of Andersen’s socio-behavioral model of health use has been examined in several
reviews (Babitsch et al., 2012) focusing on different diseases and settings. Babitsch et al., (2021)
has examined Andersen’s socio-behavioural model of health use in healthcare in general
excluding maternal healthcare in specific target groups including veterans as well as on studies
focusing on diseases such as Human Immunodeficiency Virus (HIV). The reviews used
guantitative research methods excluding qualitative research methods even though qualitative
research methods have been considered as a significant part of health research as they are useful
in transcribing detailed descriptions of complex issues that arise in research specifically relating
to the utilization of healthcare services. Andersen’s socio-behavioural model of health use is the
most cited model of health use in health research, however, an overview of the model in terms of
its application and new development is lacking, more especially its application in qualitative

research. Moreover, Lederle et al., (2021) assert that Andersen’s socio-behavioural model has
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shown interesting developments as some authors have expanded on an older version of 1995
and justified missing factors such as negligence of healthcare workers, location of different
healthcare facilities as well as dissatisfaction of patients. Although the model has shown new
developments from publications which adopted the model since 2013, mostly being qualitative
research studies, most still utilised the old version of 1995. Only one of the publications with a
gualitative research design applied the expanded version of the model since 2013 (Andersen,
1995; Lederle et al.,2021). Furthermore, it would be of interest to compare the model in both
guantitative and qualitative studies. However, the application of the older version of the model in
different studies do not enable researchers as it is difficult to compare different studies with one
another. Lederle et al., (2021) state that the comparison would be important in the context of
health studies. The current and comprehensive version of Andersen’s socio-behavioural model

of health use should always be considered for future research (Lederle et al.,2021).

7.6 Recommendations

The Covid-19 pandemic had a global impact as an unprecedented event, it caused disruptions
and bottlenecks in the delivery of some health services, which maternal healthcare is part of.
Covid-19 has rapidly spread, and it has not spared categories of women like pregnant women
and those who just gave birth; hence, hindering their access to healthcare services. To this end,

this study recommends the following:

e As there has been an alteration and disruption in the South African healthcare system,
the government must act urgently to ensure that mothers and their children are able to
get the needed care they need.

e The government should ensure that expectant mothers access the required information
at any stage of their pregnancy (Pamphlets with all the relevant information should be
placed at clinic receptions. Community healthcare workers could deliver the pamphlets

when they do check-ups around the communities).
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The government needs to address the issues of inequality, lack of resources etc.
(which existed even before the lockdowns) as they compound the effects of
outbreaks and other disasters on mothers or mothers to be

The government should device a strategy to pre-empt the negative impacts that the
mothers and children are facing now as a result of their experiences before, during
and after birth should they arise again in future. Challenges such as discontinuation
of antenatal classes and other maternal healthcare related challenges should be
addressed thoroughly to be avoided in future disease pandemics.

There should be adequate funding to ensure the continuity of maternal healthcare; this
should be in terms of prevention of infection, adequate supplies and control of PPEs
Counselling should be offered on a monthly basis

It was discovered in the study that transportation and logistics was a major challenge
towards the access to maternal healthcare during the pandemic. To this end, the
government and policy makers should create referral pathways and adequate
transportation systems that can be utilised for emergencies of this nature. Arrangements
should be made to ensure proper transportation networks during lockdowns of this
manner.

Special preference should be given to pregnant mothers and those with new born
babies. Apart from this, effective strategies must be put in place to control cases of
Covid-19 infection among pregnant women and nursing mothers.

The South African government should plan and make sure that women have access to
vital information on how to protect their health and that of their babies because even
though the MomConnect initiative has assisted some women, others did not even know
anything about the MomConnect initiative which was implemented in August 2014. To
this day, some women do not know anything about the initiative. The government should
ensure that the mHealth initiatives assist and meet its objectives. However, one of the
ways in which that could be possible is as if women are aware of such initiatives and

receive the necessary information regarding them.
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Covid-19 has exacerbated the insufficiency of information being accessible during the
journey of pregnancy and women’s reassurance about every single step of maternity.
Therefore, maternity services should be modified substantially in response to disease
outbreaks.

e The health system of South Africa should consider recognising the importance of
indigenous knowledge in maternal healthcare in different communities. Indigenous
knowledge/ informal maternal healthcare plays a significant role in maternal healthcare
as it can affect maternal and child mortality rates.

e The government should ensure that informal healthcare providers obtain the legal
documentation to assist women accessing maternal healthcare services.

e The government should ensure that there are outreach programmes whose primary

objective is to document indigenous knowledge from informal healthcare providers with

the cooperation as well as collaboration of informal healthcare providers and the

community at large.

7.7 Chapter summary

This chapter provided the conclusions of the whole study in relation to its theoretical objectives
and empirical objectives as well as the core and key findings of the study. Andersen’s behavioural
model was utilised in order to interpret how women in Mmabatho access maternal healthcare
services during Covid-19. The model was also utilised to assess measures of access to various
maternal healthcare services as well as to understand how the health system impact access to
and utilisation of maternal healthcare services. The core argument of the study emphasise that
disease outbreaks such as Covid-19 have long lasting impact on society. The importance of the
matter is that the impacts are experienced long gender lines and different demographic
characteristics. The chapter also provided recommendations for the Department of Health as a
government department in order to design or adjust policies in accordance with the experiences
of women accessing maternal healthcare services especially during disease outbreaks. The

policies should be able to protect women during crises and disease burden periods and ensure
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that women have the necessary information they require; combating the virus/disease without
compromising the wellbeing of other patients. Furthermore, the chapter provided

recommendations for researchers that might want to pursue a similar study

178



References

Achoki, T., Sartorius, B., Watkins, D., Glenn, S.D., Kengne, A.P., Oni, T., Wiysonge, C.S.,
Walker, A., Adetokunboh, O.0., Babalola, T.K. and Bolarinwa, O.A., 2022. Health trends,
inequalities and opportunities in South Africa’s provinces, 1990-2019: findings from the

Global Burden of Disease 2019 Study. J Epidemiol Community Health, 76(5): 471-481.

Adam, V., Gerry, V. 2021. Socio-economic resources and adult mental health in Canada:
controlling for time-invariant confounders and investigating causal directionality. Canadian

Journal of Public Health. 112 (6): 1042-1049.

Adatara, P., Strumpher, J. and Ricks, E., 2019. A qualitative study on rural women’s
experiences relating to the utilisation of birth care provided by skilled birth attendants in the
rural areas of Bongo District in the Upper East Region of Ghana. BMC pregnancy and

childbirth, 19: 1-8.

Adu, P.A., Stallwood, L., Adebola, S.O. et al. 2022 The direct and indirect impact of
COVID-19 pandemic on maternal and child health services in Africa: a scoping

review. Global health research policy. 7 (20): 1-10.

Africa, D., 2020. Constitution of the Republic of South Africa, 1996. As adopted.

Ajaegbu, O.0., 2017. Access and Utilization of Prenatal Health Care Services in Rural
Communities: A Study of Isiekenesi in Imo State. International Journal of Health Services.

47(4):795-806.

Akaba, G.O., Dirisu, O., Okunade, K.S., Adams, E., Ohioghame, J., Obikeze, O.0., lzuka,

E., Sulieman, M. and Edeh, M. 2022. Barriers and facilitators of access to maternal,

179



newborn and child health services during the first wave of COVID-19 pandemic in Nigeria:

findings from a qualitative study. BMC health services research, 22(1):1-14.

Alpren, C., Dawson, E.L., John, B., Cranston, K., Panneer, N., Fukuda, H.D., Roosevelt,
K., Klevens, R.M., Bryant, J., Peters, P.J. and Lyss, S.B. 2020. Opioid use fueling HIV
transmission in an urban setting: an outbreak of HIV infection among people who inject

drugs—Massachusetts, 2015-2018. American Journal of Public Health, 110 (1):37-44.

Andrew McKenzie, A. Schneider, H., Schaay, N. Scott, V. and Sanders, D.,2017. Primary
Health Care Systems (PRIMASYS): Case study from South Africa. Geneva, World Health

Organisation.

Andrews, T., 2012. What is social constructionism?. Grounded theory review, 11(1).

Andersen, R.M., 1995. Reuvisiting the behavioral model and access to medical care: does

it matter?. Journal of health and social behavior:1-10.

Anderson, E., Brigden, A., Davies, A., Shepherd, E. and Ingram, J., 2021. Pregnant
women’s experiences of social distancing behavioral guidelines during the Covid-19
pandemic ‘lockdown in the UK, a qualitative interview study. BMC Public Health, 21(1):1-

12.

Ashish, K.C., Gurung, R., Kinney, M.V., Sunny, A.K., Moinuddin, M., Basnet, O., Paudel,
P., Bhattarai, P., Subedi, K., Shrestha, M.P. and Lawn, J.E. 2020. Effect of the COVID-19
pandemic response on intrapartum care, stillbirth, and neonatal mortality outcomes in

Nepal: a prospective observational study. The Lancet Global Health, 8(10): 1273-1281.

180



Ataguba, J.E.O., Day, C. and Mcintyre, D., 2015. Explaining the role of the social
determinants of health-on-health inequality in South Africa. Global health action, 8(1):

28865.

Ayesha, M., Muhammad, A. 2021. Administrative Capital and Citizens’ Responses to
Administrative Burden, Journal of Public Administration Research and Theory,31 (1):56—

72

Babalola, S., Fatusi, A. 2009. Determinants of use of maternal health services in Nigeria -

looking beyond individual and household factors. BMC Pregnancy Childbirth, 9: 43.

Babitsch, B., Gohl, D. and Von Lengerke, T. 2012. Re-revisiting Andersen’s Behavioral
Model of Health Services Use: a systematic review of studies from 1998-2011. GMS

Psycho-Social-Medicine, 9.

Baker P, 2010, ‘From apartheid to neoliberalism: Health equity in post-apartheid South

Africa’, International Journal of Health Services 40; 79-95.

Baker-Austin, C., Stockley, L., Rangdale, R. and Martinez-Urtaza, J., 2010. Environmental
occurrence and clinical impact of Vibrio vulnificus and Vibrio parahaemolyticus: a European

perspective. Environmental microbiology reports, 2(1): 7-18.

Banke-Thomas OE, Banke-Thomas AO, Ameh CA., 2017. Factors influencing utilisation of
maternal health services by adolescent mothers in Low-and middle-income countries: a

systematic review. BMC Pregnancy Childbirth,17 (1): 65.

181



Barden-O'Fallon, J., Barry, M.A., Brodish, P. and Hazerjian, J. 2015. Rapid assessment of
Ebola-related implications for reproductive, maternal, newborn and child health service

delivery and utilization in Guinea. PLoS currents, 7.

Barron, P., Pillay, Y., Fernandes, A., Sebidi, J. and Allen, R., 2016. The MomConnect
mHealth initiative in South Africa: Early impact on the supply side of MCH services. Journal

of public health policy, 37: 201-212.

Baum, F., Connie, M, Hailay A and Jennie, P. 2021, "New Perspective on Why Women
Live Longer Than Men: An Exploration of Power, Gender, Social Determinants, and

Capitals" International Journal of Environmental Research and Public Health, 18 (2): 661.

Beni, D., D. & Maurizio.F. 2020., Coronavirus is leaving pregnant women with tough

choices and bleaker outcomes. World Economic Forum.

Bazile J, Rigodon J, Berman L, Boulanger VM, Maistrelis E, Kausiwa P.
2015.Intergenerational impacts of maternal mortality: qualitative findings from rural Malawi.

Reprod Health.12.

Beni, D. D. Maurizio, F.,2020. Coronavirus is leaving pregnant women with tough choices
and bleaker outcomes. World Economic Forum.

https://www.weforum.org/agenda/2020/05/women-children-covid19-srh-mortality-rates/.

Date of access: 15 August 2021.

Besada, D., Eagar, D., Rensburg, R., Shabangu, G., Hlahane, S. and Daviaud, E. 2020.
Resource requirements for community-based care in rural, deep-rural and peri-urban
communities in South Africa: A comparative analysis in 2 South African provinces. PloS

one, 15 (1): pp 21.

182


https://www.weforum.org/agenda/2020/05/women-children-covid19-srh-mortality-rates/

Bisht.R,. & Sarma J. 2021. COVID-19 Lockdown: Guidelines Are Not Enough to Ensure

Pregnant Women Receive Care. The Wire.

Boelig, R.C., Manuck, T., Oliver, E.A., Di Mascio, D., Saccone, G., Bellussi, F. and
Berghella, V. 2020. Labor and delivery guidance for COVID-19. American Journal of

Obstetrics & Gynecology MFM, 2(2):1-10.

Bomela, Nolunkcwe J.,2020. "Maternal mortality by socio-demographic characteristics and

cause of death in South Africa: 2007-2015." BMC public health 20 (1): 1-20.

Bourdieu, P. 1977. Outline of a Theory of Practice. Cambridge: Cambridge University

Press.

Bourdieu, P. 1986 ‘The Forms of Capital’, in J. Richardson (ed.) Handbook of Theory and

Research for the Sociology of Education, New York: Greenwood, 241-58.

Bourdieu, P. and Wacquant, L., 1992. Réponses. 4. Paris: Seuil.

Bourdieu, P., 2005. The forms of capital (pp. 93-111). Routledge.

Borghi, J., Ensor, T., Neupane, B.D. and Tiwari, S., 2004. Coping with the burden of the
costs of maternal health. Nepal Safer Mother Proj Part HMGN Safe Mother Programme

Publ Place Publ.

Bradley, E.H., McGraw, S.A., Curry, L., Buckser, A., King, K.L., Kasl, S.V. and Andersen,
R., 2002. Expanding the Andersen model: The role of psychosocial factors in long-term

care use. Health services research, 37(5):1221-1242.

183



Braitstein P, Ayaya S, Nyandiko WM, Kamanda A, Koech J, Gisore P., 2013. Nutritional
Status of Orphaned and Separated Children and Adolescents Living in Community and

Institutional Environments in Uasin Gishu County, Kenya. PLoS One; 8(7).

Braun, V. and Clarke, V., 2006. Using thematic analysis in psychology. Qualitative research

in psychology, 3(2): 77-101.

Brolin Ribacke, K.J., van Duinen, A.J., Nordenstedt, H., Hoijer, J., Molnes, R., Froseth,
T.W., Koroma, A.P., Darj, E., Bolkan, H.A. and Ekstrém, A., 2016. The impact of the West
Africa Ebola outbreak on obstetric health care in Sierra Leone. PloS one, 11(2):

p.e0150080.

Brouwere, V. 2017. Effect of Ebola virus disease on maternal and child health services in
Guinea: a retrospective observational cohort study. The Lancet Global Health, 5(4): pp.

e448-e457.

Brown, E.R., Davidson, P.L., Yu, H., Wyn, R., Andersen, R.M., Becerra, L. and Razack, N.
2004. Effects of community factors on access to ambulatory care for lower-income adults
in large urban communities. INQUIRY: The Journal of Health Care Organization, Provision,

and Financing, 41(1):39-56.

Brown, S. and Sprague, C., 2021. Health care providers’ perceptions of barriers to perinatal

mental healthcare in South Africa. BMC Public Health, 21(1): 1-13.

Buffington S., Sibley L., Armbruster D., Beck D., Lori J., Dynes M., 2021. “Home based
lifesaving skills: working with local leaders and families to prevent maternal and perinatal
mortality,” in Birthing models on the human rights frontier: speaking truth to power. Editors

Daviss B. A., Davis-Floyd R. (London: Routledge).

184



Burger, R., Christian, C.S., Gerdtham, U.G., Haal, K., Hompashe, D.M., Smith, A. and
Schutte, A.E. 2020. Use of simulated patients to assess hypertension case management

at public healthcare facilities in South Africa. Journal of Hypertension, 38(2): 362-367.

Burr, V., 2015. Social constructionism. Routledge.

Campbell F, Booth A, Carroll C, Lee A, Relton C. 2022. Qualitative evidence syntheses of
attitudes and preferences to inform guidelines on infant feeding in the context of Ebola

Virus Disease (EVD) transmission risk. PLoS Negl Trop Dis 16(3): e0010080.

Chitungo I, Dzinamarira T, Tungwarara N, Chimene M, Mukwenha S, Kunonga E, Musuka
G, Murewanhema G. COVID-19 Response in Zimbabwe: The Need for a Paradigm

Shift? COVID. 2022; 2(7):895-906. https://doi.org/10.3390/covid2070065

Choudhary, R., Gothwal, S., Nayan, S. and Meena, B.S. 2017. Common ritualistic myths

during pregnancy in Northern India. Int J Contemporary Paediatrics, 4(5):1-4.

Chowdhury, M.F., 2014. Interpretivism in aiding our understanding of the contemporary

social world. Open Journal of Philosophy.

Coleman, J., Black, V., Thorson, A.E. and Eriksen, J., 2020. Evaluating the effect of
maternal mHealth text messages on uptake of maternal and child health care services in

South Africa: a multicentre cohort intervention study. Reproductive Health, 17(1):1-9.

Collis, J. and Hussey, R., 2003. Business research: A practical guide for undergraduate

and postgraduate students.

185



Collyer, F.M., Willis, K.F., Franklin, M., Harley, K. and Short, S.D. 2015. Healthcare choice:

Bourdieu’s capital, habitus and field. Current Sociology, 63(5): 685-699.

Connelly, L.M., 2010. What is phenomenology?. Medsurg Nursing, 19(2): 127.

Coovadia, H., Jewkes, R., Barron, P., Sanders, D. and Mcintyre, D., 2009. The health and
health system of South Africa: historical roots of current public health challenges. The

lancet, 374(9692): 817-834.

Davidson, P.L., Andersen, R.M., Wyn, R. and Brown, E.R., 2004. A framework for
evaluating safety-net and other community-level factors on access for low-income
populations. INQUIRY: The Journal of Health Care Organization, Provision, and Financing,

41(1): 21-38.

Davis J, Luchters S, Holmes W. 2012. Men and maternal and newborn health: benefits,
harms, challenges and potential strategies for engaging men Compass. Melbourne,

Australia: Women'’s and Children's Health Knowledge Hub.

Day, C. and Zondi, T., 2019. Measuring National Health Insurance: towards Universal

Health Coverage in South Africa. South African health review, 2019(1):55-68.

Delamou, A., El Ayadi, A.M., Sidibe, S., Delvaux, T., Camara, B.S., Sandouno, S.D.,

Beavogui, A.H., Rutherford, G.W., Okumura, J., Zhang, W.H. and De

Denzin, N.K. and Lincoln, Y.S. eds., 2011. The Sage handbook of qualitative research.

sage.

186



Department of Health, “Annual Performance Plan 2018/19-2020/21,” Pretoria, South

Africa,2018. http://www.health.gov.za/index.php/2014-03-17-09-09-38/annual-

performance-plans?download=4491:ndoh-annual-performance-plan-parliament Date of

access: 12 September 2021.

De Vos, P., 2005. “No one left abandoned”: Cuba's national health system since the 1959

revolution. International Journal of Health Services, 35(1):189-207.

DeYoung S. Mangum, M. 2021. Pregnancy, Birthing, and Postpartum Experiences During

COVID-19 in the United States. Frontiers in Sociology, 6.

Dookie, S. and Singh, S., 2012. Primary health services at district level in South Africa: a

critique of the primary health care approach. BMC family practice, 13(1):1-4.

Drevin, G., Alvesson, H.M., van Duinen, A., Bolkan, H.A., Koroma, A.P. and Von Schreeb,
J. 2019. "For this one, let me take the risk”: why surgical staff continued to perform
cesarean sections during the 2014-2016 Ebola epidemic in Sierra Leone. BMJ global

health, 4(4): e001361.

Du, S., Cao, Y., Zhou, T. (2018). The knowledge, ability, and skills of primary health care
providers in SEANERN countries: a multi-national cross-sectional study. BMC Health Serv

Res, 19: 602.

Durankus, F. and Aksu, E., 2020. Effects of the COVID-19 pandemic on anxiety and
depressive symptoms in pregnant women: a preliminary study. The Journal of Maternal-

Fetal & Neonatal Medicine,1-7.

187


http://www.health.gov.za/index.php/2014-03-17-09-09-38/annual-performance-plans?download=4491:ndoh-annual-performance-plan-parliament
http://www.health.gov.za/index.php/2014-03-17-09-09-38/annual-performance-plans?download=4491:ndoh-annual-performance-plan-parliament

Dynes, M.M., Miller, L. and Sam, T., 2014. Perceptions of the risk for Ebola and health
facility use among health workers and pregnant and lactating women—Kenema

District. Sierra Leone, September,1226-1227.

Dzinamarira, T., Murewanhema, G., Mhango, M., Iradukunda, P.G., Chitungo, |., Mashora,
M., Makanda, P., Atwine, J., Chimene, M., Mbunge, E. and Mapingure, M.P., 2022. COVID-
19 prevalence among healthcare workers. A systematic review and meta-

analysis. International Journal of Environmental Research and Public Health, 19(1):146.

ECONEX. 2013. The South African private health care sector: role of contribution to the

economy, Novemeber 2013, Pretoria. https://econex.co.za/wp-

content/uploads/2015/03/econex_researchnote 32.pdf. Date of access: 20 September

2020.

Ejembi, C.L. and Otu, A., 2004. Sexual behaviour, contraceptive practice and reproductive
health outcomes among Nigerian university students. Journal of Community Medicine and

Primary Health Care, 16 (2): pp.8-16.

Elmusharaf K, Byrne E, O’'Donovan D. 2015. Strategies to increase demand for maternal
health services in resource-limited settings: challenges to be addressed. BMC Public

Health, 15: 870.

El Shiekh, B. and van der Kwaak, A., 2015. Factors influencing the utilization of maternal

health care services by nomads in Sudan. Pastoralism, 5(1):23.

Elston, J.W., Cartwright, C., Ndumbi, P. and Wright, J., 2017. The health impact of the

2014-15 Ebola outbreak. Public health, 143: 60-70.

188


https://econex.co.za/wp-content/uploads/2015/03/econex_researchnote_32.pdf
https://econex.co.za/wp-content/uploads/2015/03/econex_researchnote_32.pdf

Etti M, Alger J, Salas SP, Saggers R, Ramdin T, et al. (2021) Global research priorities for
COVID-19 in maternal, reproductive and child health: Results of an international survey.

PLOS ONE 16(9): e0257516. https://doi.org/10.1371/journal.pone.0257516

Estifanos, A.S., Kazmi, K. & Morris, S.K. 2021. Could Covid-19 Reverse the Modest Gains

Made in Newborn Health in Ethopia?. Maternal Child Health Journal, 25: 849-854.

Evans, D.K., Goldstein, M. and Popova, A., 2015. Health-care worker mortality and the

legacy of the Ebola epidemic. The Lancet Global Health, 3(8): 439-440.

Flocco, S.F., Caruso, R., Barello, S., Nania, T., Simeone, S. and Dellafiore, F., 2020.
Exploring the lived experiences of pregnancy and early motherhood in Italian women with
congenital heart disease: an interpretative phenomenological analysis. BMJ open, 10(1):

e034588.

Fourie, J. and Jayes, J., 2021. Health inequality and the 1918 influenza in South Africa.

World Development, 141:105-407.

Frederiksen, B., 2021. The Sexual and Reproductive Health Landscape In the US: Current

Trends and Impact of the Pandemic.

Furlong, E., Kotecha, R.S., Conyers, R., O'Brien, T.A., Hansford, J.R., Super, L., Downie,
P., Eisenstat, D.D., Haeusler, G., McMullan, B. and Phillips, M.B., 2022. COVID-19
vaccination in children and adolescents aged 5 years and older undergoing treatment for
cancer and non-malignant haematological conditions: Australian and New Zealand
Children’s Haematology/Oncology Group consensus statement. Medical Journal of

Australia, 216(6): 312-319.

189


https://doi.org/10.1371/journal.pone.0257516

Furuta, M. and Salway, S., 2006. Women's position within the household as a determinant

of maternal health care use in Nepal. International family planning perspectives, 17-27.

Gandhi, S., Gandhi, S., Dash, U. 2022. Predictors of the utilization of the continuum of

maternal health care services in India. BMC Health Serv Res 22, 602.

Gizelis, T.l., Karim, S., @stby, G. and Urdal, H., 2017. Maternal health care in the time of
Ebola: a mixed-method exploration of the impact of the epidemic on delivery services in

Monrovia. World Development, 98: 169-178.

Goel, S., Jaswal, N., Kaur, R. and Singh, A., 2020. Managing vulnerability to COVID-19
through" Salaam Namaste Campaign"-our traditional way of greeting. Journal of

Postgraduate Medicine, Education and Research, 134-136.

Govender, K., Cowden, R.G., Nyamaruze, P., Armstrong, R.M. and Hatane, L., 2020.
Beyond the disease: Contextualized implications of the COVID-19 pandemic for children

and young people living in Eastern and Southern Africa. Frontiers in Public Health, 8: 504.

Gray, G.E., Laher, F., Doherty, T., Abdool Karim, S., Hammer, S., Mascola, J., Beyrer, C.
and Corey, L., 2016. Which new health technologies do we need to achieve an end to

HIV/AIDS?. PLoS biology, 14(3): €1002372.

Grossoehme, D.H. 2014. Overview of qualitative research. Journal of health care

chaplaincy, 20 (3): 109-122.

Harris, B., Goudge, J., Ataguba, J.E., Mcintyre, D., Nxumalo, N., Jikwana, S. and Chersich,
M., 2011. Inequities in access to health care in South Africa. Journal of public health policy,

32: S102-5S123.

190



Hassan, H.K. and Basirka, I.A. 2021. Healthcare Seeking Behavior and Utilization of
Maternal Healthcare Services among Women of Reproductive Age in Northwest, Nigeria.

Gusau International Journal of Management and Social Sciences, 4(1); pp.17-17.

Hastings, A. and Matthews, P., 2015. Bourdieu and the Big Society: empowering the

powerful in public service provision?. Policy & Politics, 43(4): 545-560.

Henwood, P.C., Bebell, L.M., Roshania, R., Wolfman, V., Mallow, M., Kalyanpur, A. and
Levine, A.C., 2017. Ebola virus disease and pregnancy: a retrospective cohort study of
patients managed at 5 Ebola treatment units in West Africa. Clinical Infectious

Diseases, 65(2):r292-299.

Henwood, P.C., Bebell, L.M., Roshania, R., Wolfman, V., Mallow, M., Kalyanpur, A. and
Levine, A.C., 2017. Ebola virus disease and pregnancy: a retrospective cohort study of
patients managed at 5 Ebola treatment units in West Africa. Clinical Infectious

Diseases, 65(2): 292-299.

Heunis, C. and Schneider, H., 2006. Integration of ART: concepts, policy and practice. Acta

Academica, 2006(sup-1): 256-285.

Holmes W, Davis J, Luchters S. 2013. Engaging men in reproductive, maternal and

newborn health. Melbourne, Australia: Women’s and Children's Health Knowledge Hub.

Hosegood, V. 2019. The demographic impact of HIV and AIDS across the family and
household life-cycle: implications for efforts to strengthen families in sub-Saharan Africa.

AIDS Care; 21(supl):13-21.

191



Hua, Z. and David, A., 2008. Study design: Cross-sectional, longitudinal, case, and group.

The Blackwell guide to research methods in bilingualism and multilingualism, 88-107.

Huber, C., Finelli, L. and Stevens, W., 2018. The economic and social burden of the 2014
Ebola outbreak in West Africa. The Journal of infectious diseases, 218(Supplement_5),

698-704.

Human Rights Watch.2020. Africa: Covid-19 Exposes Healthcare Shortfalls. Human Rights

Watch.

Jaswal M. 2020. Coronavirus: Pregnant women struggle to access healthcare facilities

amid lockdowns. Business Today.

Jennings, M.C., Pradhan, S., Schleiff, M., Sacks, E., Freeman, P.A., Gupta, S., Rassekh,
B.M. and Perry, H.B., 2017. Comprehensive review of the evidence regarding the
effectiveness of community—based primary health care in improving maternal, neonatal

and child health: 2. maternal health findings. Journal of global health, 7(1).

Jivraj, S., 2020. Towards Anti-racist Legal pedagogy: A resource.

Joint United Nations Programme on HIV/AIDS. and World Health Organization, 2008. 2008

report on the global AIDS epidemic. World Health Organization.

Jones, S. and Ameh, C., Exploring the impact of the Ebola outbreak on routine maternal

health services in Sierra Leone. 2015.

192



Jones, T., Ho, L., Kun, K.K., Milsom, P., Shakpeh, J., Ratnayake, R. and Loewenson, R.,
2018. Rebuilding people-centred maternal health services in post-Ebola Liberia through

participatory action research. Global Public Health, 13(11): 1650-1669.

Juliana, V., Odette, D., Larissa, R., Débora, B, Adrielle, A., Fernanda, G. 2021. Stigma,
guilt and motherhood: Experiences of pregnant women with COVID-19 in Brazil, Women

and Birth, https://doi.org/10.1016/[.wombi.2021.08.009. Date of access: 20 June 2021.

Kamndaya, M., Thomas, L., Vearey, J., Sartorius, B. & Kazembe, L. 2014. ‘Material
deprivation affects high sexual risk behavior among young people in urban slums, South

Africa’, Journal of Urban Health, 91: 581-591.

Karkee R., Morgan A. 2020. Providing maternal health services during the COVID-19

pandemic in Nepal. Lancet Global Health, 20:19-20.

Kassa, Z.Y., Scarf, V. and Fox, D., 2022. The effect of Ebola virus disease on maternal
health service utilisation and perinatal outcomes in West Africa: a systematic review.

Reproductive Health, 19(1):1-17.

Kassebaum, N.J., Barber, R.M., Bhutta, Z.A., Dandona, L., Gething, P.W., Hay, S.I., Kinfu,
Y., Larson, H.J., Liang, X., Lim, S.S. and Lopez, A.D. 2016. Global, regional, and national
levels of maternal mortality, 1990-2015: a systematic analysis for the Global Burden of

Disease Study 2015. The Lancet, 388(10053):1775-1812.

Kassie, A., Wale, A. and Yismaw, W., 2021. Impact of Coronavirus Diseases-2019
(COVID-19) on Utilization and Outcome of Reproductive, Maternal, and Newborn Health
Services at Governmental Health Facilities in South West Ethiopia, 2020: Comparative

Cross-Sectional Study. International Journal of Women's Health, 13:479.

193


https://doi.org/10.1016/j.wombi.2021.08.009

Kassim, M. and Katunzi-Mollel, K., 2020. Antecedent factors influencing maternal health
information seeking behaviour of women of childbearing age in rural Tanzania. University

of Dar es Salaam Library Journal, 15(2): 57-68.

Keita, M.M., Taverne, B., Savané, S.S., March, L., Doukoure, M., Sow, M.S., Touré, A.,
Etard, J.F., Barry, M., Delaporte, E. and PostEboGui Study Group, 2017. Depressive
symptoms among survivors of Ebola virus disease in Conakry (Guinea): preliminary results

of the PostEboGui cohort. BMC psychiatry, 17(1):127.

Khan, M.S., Pande, T. and van de Ven, T.G., 2015. Qualitative and quantitative detection
of T7 bacteriophages using paper-based sandwich ELISA. Colloids and Surfaces B:

Biointerfaces, 132: 264-270.

Koelble T.A. & Siddle A. 2014. ‘Institutional complexity and unanticipated consequences:

The failure of decentralization in South Africa’, Democratization 21; 1117-1133.

Kotlar, B., Gerson, E., Petrillo, S., Langer, A. and Tiemeier, H., 2021. The impact of the
COVID-19 pandemic on maternal and perinatal health: a scoping review. Reproductive

health, 18:1-39.

Knight L, Yamin A. 2015. “Without a mother”: caregivers and community members’ views
about the impacts of maternal mortality on families in KwaZulu-Natal, South Africa. Reprod

Health.

Kraft JM, Wilkins KG, Morales GJ, Widyono M, Middlestadt SE. 2014. An evidence review
of gender-integrated interventions in reproductive and maternal-child health. Journal of

Health Communication, 19 (Suppl 1): 122-41.

194



Kumar N. 2020. COVID 19 era: a beginning of upsurge in unwanted pregnancies, unmet
need for contraception and other women related issues. Eur. J. Contracept. Reprod. Health

Care, 25 (4): 323-325.

Kusiako T, Ronsmans C, Van der Paal L.2000. Perinatal mortality attributable to
complications of childbirth in Matlab, Bangladesh. Bull World Health Organization: 78:621—

7.

Green, C. A. and Pope, C. R. (1999) ‘Gender, psychosocial factors and the use of medical

services: A longitudinal analysis’, Social Science and Medicine, 53:1363—72.

Lamptey, P.R., Johnson, J.L. and Khan, M., 2006. The global challenge of HIV and AIDS.

61(1). Population Reference Bureau.

Lawry, L. Stroupe, K., Canteli C. 2021. Mixed-methods assessment of health and mental
health characteristics and barriers to healthcare for Ebola survivors in Beni, Butembo and

Katwa health zones of the Demaocratic Republic of Congo. BMJ Open;11: e050349.

Laberge, S., 1995. Toward an integration of gender into Bourdieu’s concept of cultural

capital. Sociology of sport journal, 12(2):132-146.

Lapeyre et al., 2020., COVID 19 Crisis and the Informal Economy: Immediate Responses

and Policy Challenges, International Labour Organisation, Geneva.

Lavrakas, P.J., 2008. Encyclopedia of survey research methods. Sage publications.

Lembani, M., De Pinho, H., Delobelle, P., Zarowsky, C., Mathole, T. and Ager, A. 2018.

Understanding key drivers of performance in the provision of maternal health services in

195



eastern cape, South Africa: a systems analysis using group model building. BMC health

services research, 18(1):1-12.

Lederle, M., Tempes, J. and Bitzer, E.M. 2021. Application of Andersen’s behavioural
model of health services use: a scoping review with a focus on qualitative health services

research. BMJ open, 11(5):045018.

Lindblade KA, Odhiambo F, Rosen DH, DeCock KM. 2013. Health and nutritional status of
orphans <6 years old cared for by relatives in western Kenya. Trop Med Int Health; 8(1):

67-72.

Lindenmayer, D.B., Likens, G.E., Haywood, A. and Miezis, L., 2011. Adaptive monitoring

in the real world: proof of concept. Trends in ecology & evolution, 26(12): 641-646.

Lobel, M., Cannella, D.L., Graham, J.E., DeVincent, C., Schneider, J. and Meyer, B.A.,
2008. Pregnancy-specific stress, prenatal health behaviors, and birth outcomes. Health

psychology, 27(5): 604.

Long, M., Frederiksen, B., Ranji, U. and Salganicoff, A., 2021. Women’s health care

utilization and costs: findings from the 2020 KFF Women'’s Health Survey.

MacKian S, Bedri N, Lovel H: Up the garden path and over the edge: Where might health-

seeking behaviour take us? Health Policy Plan 2004, 19:137-146.

Magadi, M.A. and Gazimbi, M.M., 2017. A multilevel analysis of the determinants of HIV
testing in Zimbabwe: Evidence from the demographic and health surveys. HIV/AIDS

research and treatment: open journal, 4(1).

196



Maller, C.J., 2015. Understanding health through social practices: performance and

materiality in everyday life. Sociology of health & iliness, 37(1): 52-66.

Mannava, P., Durrant, K., Fisher, J., Chersich, M. and Luchters, S., 2015. Attitudes and
behaviours of maternal health care providers in interactions with clients: a systematic

review. Globalization and health, 11, 1-17.

Manyati TK and Mutsau M. 2021a. Exploring the effectiveness of telehealth interventions
for diagnosis, contact tracing and care of Corona Virus Disease of 2019 (COVID19)

patients in sub Saharan Africa: a rapid review. Health and Technology, 11: 341-348.

Manyati, T.K & Mutsau, M .2021b. A systematic review of the factors that hinder the scale
up of mobile health technologies in antenatal care programmes in sub-Saharan Africa,
African Journal of Science, Technology, Innovation and Development, 13:1, 125-131, DOI:

10.1080/20421338.2020.1765479.

Maphumulo, W.T. and Bhengu, B.R., 2019. Challenges of quality improvement in the

healthcare of South Africa post-apartheid: A critical review. Curationis, 42(1), 1-9.

Mbunge, E., Batani, J., Gaobotse, G. and Muchemwa, B., 2022. Virtual healthcare services
and digital health technologies deployed during coronavirus disease 2019 (COVID-19)

pandemic in South Africa: a systematic review. Global Health Journal.

McCall, L., 1992. Does gender fit? Bourdieu, feminism, and conceptions of social order.

Theory and society, 837-867.

197



McCloskey, B. and Heymann, D.L. 2020. “SARS to novel coronavirus — old lessons and

new lessons”, Epidemiology and Infection, 148: e22.

McCusker, K., & Gunaydin, S. 2015. Research using qualitative, quantitative, or mixed

methods and choice based on the research. Perfusion. DOI; 10.1177/0267659114559116.

McMahon SA, George AS, Chebet JJ et al. 2014. Experiences of and responses to
disrespectful maternity care and abuse during childbirth; a qualitative study with women

and men in Morogoro Region, Tanzania. BMC Pregnancy and Childbirth, 14: 268.

McLaren, Z.M., Ardington, C. and Leibbrandt, M., 2014. Distance decay and persistent

health care disparities in South Africa. BMC health services research, 14(1): 1-9.

McQuilkin, P.A., Udhayashankar, K., Niescierenko, M. and Maranda, L., 2017. Health-care
access during the Ebola virus epidemic in Liberia. The American journal of tropical

medicine and hygiene, 97(3):931-936.

Miller, N.P., Milsom, P., Johnson, G., Bedford, J., Kapeu, A.S., Diallo, A.O., Hassen, K.,
Rafique, N., Islam, K., Camara, R. and Kandeh, J., 2018. Community health workers during
the Ebola outbreak in Guinea, Liberia, and Sierra Leone. Journal of global health, 8(2): 1-

8.

Mogashoa, M.G. & Pelser, G.P. 2014, ‘An analysis of the implementation of the national

core standards in public hospitals’, African Insight 44: 142-147.

Mohajan, H.K., 2018. Qualitative research methodology in social sciences and related

subjects. Journal of economic development, environment and people, 7(1): 23-48.

198



Mohanty P.2020. Coronavirus Lockdown IlI: Is India’s public healthcare system prepared

to fight the COVID-19 menace? Business Today.

Molelekwa T. Blood shortage fears as lockdown continues. Health-e News, 22 May 2020.

https://health-e.org.za/2020/05/22/blood-shortage-fears-as-lockdown-continues/

(accessed 21 December 2020).

Molla M, Mitiku I, Worku A, Yamin A. 2015. Impacts of maternal mortality on living children

and families: a qualitiatve study from Butajira. Ethiopia Reproductive Health;1(2)

Moodley, J., 2018. Maternal deaths due to hypertensive disorders of pregnancy: data from
the 2014-2016 Saving Mothers’ Report. In Obstetrics and Gynaecology Forum. 28(3):28-

32. In House Publications.

Morgan, R., Tetui, M., Muhumuza Kananura, R., Ekirapa-Kiracho, E. and George, A.S.,
2017. Gender dynamics affecting maternal health and health care access and use in

Uganda. Health policy and planning, 32(suppl_5):13-21.

Morikawa, M., Okada, T., Ando, M., Aleksic, B., Kunimoto, S., Nakamura, Y., Kubota, C.,
Uno, Y., Tamaiji, A., Hayakawa, N. and Furumura, K., 2015. Relationship between social
support during pregnancy and postpartum depressive state: a prospective cohort study.

Scientific reports, 5(1):1-9.

Morse, B., Grépin, K.A., Blair, R.A. and Tsai, L., 2016. Patterns of demand for non-Ebola
health services during and after the Ebola outbreak: panel survey evidence from Monrovia,

Liberia. BMJ Global Health, 1(1).

199


https://health-e.org.za/2020/05/22/blood-shortage-fears-as-lockdown-continues/

Mothupi, M.C., Knight, L. and Tabana, H., 2018. Measurement approaches in continuum
of care for maternal health: a critical interpretive synthesis of evidence from LMICs and its

implications for the South African context. BMC health services research, 18(1):1-9.

Mothupi, M.C., Knight, L. and Tabana, H., 2020. Review of health and non-health sector
indicators for monitoring service provision along the continuum of care for maternal health.

BMC Research Notes, 13(1):1-8.

Mothupi, M.C., De Man, J., Tabana, H. and Knight, L., 2021. Development and testing of
a composite index to monitor the continuum of maternal health service delivery at provincial

and district level in South Africa.16(5); e0252182.

Moyakhe, N.P., 2014, ‘Quality healthcare: An attainable goal for all South Aricans’, South

African Journal of Black Leadership 7, 80—83.

Moucheraud C, Worku A, Molla M, Finlay JE, Learning J, Yamin A. 2015. Consequences
of maternal mortality on infant and child survival: a 25-year longitudinal analysis in Butajira

Ethiopia (1987-2011). Reprod Health. 12

Mueller, D., 2020. Addressing the challenges of implementing a Health Technology
Assessment Policy framework in South Africa. International journal of technology

assessment in health care, 36(4): 453-458.

Mumtaz, Z., Salway, S., Bhatti, A., Shanner, L., Zaman, S., Laing, L. and Ellison, G.T.,
2014. Improving maternal health in Pakistan: toward a deeper understanding of the social
determinants of poor women’s access to maternal health services. American journal of

public health, 104(S1), 17-24.

200



Murdoch, J., Curran, R., Bachmann, M., Bateman, E., Cornick, R.V., Doherty, T., Picken,
S.C., Simelane, M.L. and Fairall, L., 2018. Strengthening the quality of paediatric primary
care: protocol for the process evaluation of a health systems intervention in South Africa.

BMJ global health, 3(Suppl 5), p.e000945.

Murewanhema G, Musuka G, Gwanzura C, Makurumidze R, Chitungo I, Chimene M,
Tungwarara N, Dzinamarira T, Madziyire MG. Maternal, Sexual and Reproductive Health
in Marginalised Areas: Renewing Community Involvement Strategies beyond the Worst of
the COVID-19 Pandemic. International Journal of Environmental Research and Public

Health. 2022; 19(6):3431. https://doi.org/10.3390/ijerph1906343. Date of access: 20

September 2022.

Murphy, L., Broad, J., Hopkinshaw, B., Boutros, S., Russell, N., Firth, A., McKeown, R. and
Steele, A., 2020. Healthcare access for children and families on the move and migrants.

BMJ paediatrics open, 4(1).

Mushunje, M., 2016. ASSESSMENT OF ANTENATAL MATERNITY SERVICE QUALITY
AMONG PATIENTS AT MAFIKENG PROVINCIAL HOSPITAL (Doctoral dissertation,

North West University (Mafikeng Campus).

Naidoo, S. 2012. The South African national health insurance: A revolution in health care

delivery. Journal of public health, 34(1): 149-150.

Naranje, K., Gupta, G., Singh, A., Bajpai, S., Verma, A., Jaiswal, R., Pandey, A., Roy, A.,
Kaur, H., Gupta, A. and Gautam, A., 2020. Neonatal COVID-19 Infection

Management. Journal of Neonatology, 1:11.

201


https://doi.org/10.3390/ijerph1906343

National Committee for Confidential Enquiries into Maternal Deaths. Saving Mothers 2015:
Annual Report and Detailed Analysis of Maternal Deaths Due to Bleeding During or After

Caesarean Delivery. Pretoria: NDoH, 2016.

North West Department of Health. 2022. North West Health on covid-19 statistics.

https://www.gov.za/speeches/cautions-public-possible-resurgence-10-may-2022-0000.

Date of access: 10 June 2022.

National Department of Health. 2016. Statistics South Africa: midyear population

estimates, Pretoria. https://statssa.gov.za/pub:ications/P03022016.PDF. Date of access:

10 October 2020

National Department of Health, 2014, Department of Health Strategic Plan 2014/15—-

2018/19, Health e-News, Pretoria. https://www.health-e.org.za/2014/09/25/report-

department-health-strategic-plan-201415- 20189. Date of access: 15 November 2020

Nnebue, C.C., Ebenebe, U.E., Adinma, E.D., lyoke, C.A., Obionu, C.N. and llika, A.L.,
2014. Clients’ knowledge, perception and satisfaction with quality of maternal health care
services at the primary health care level in Nnewi, Nigeria. Nigerian journal of clinical

practice, 17(5): 594-601.

Nteta, T.P., Mokgatle-Nthabu, M. and Oguntibeju, O.0., 2010. Utilization of the primary
health care services in the Tshwane Region of Gauteng Province, South Africa. PloS one,

5(11): 13909.

Nuamah, G.B., Agyei-Baffour, P., Mensah, K.A., Boateng, D., Quansah, D.Y., Dobin, D.
and Addai-Donkor, K., 2019. Access and utilization of maternal healthcare in a rural district

in the forest belt of Ghana. BMC pregnancy and childbirth, 19: 1-11.

202


https://www.gov.za/speeches/cautions-public-possible-resurgence-10-may-2022-0000
https://statssa.gov.za/pub;ications/P03022016.PDF
https://www.health-e.org.za/2014/09/25/report-department-health-strategic-plan-201415-%2020189
https://www.health-e.org.za/2014/09/25/report-department-health-strategic-plan-201415-%2020189

Ombere, S. 2021. Access to Maternal Health Services During the COVID-19 Pandemic:
Experiences of Indigent Mothers and Health Care Providers in Kilifi County, Kenya.

Gender, Sex and Sexualities. 6(1).

Omer, S., Zakar, R., Zakar, M.Z. and Fischer, F., 2021. The influence of social and cultural
practices on maternal mortality: a qualitative study from South Punjab,

Pakistan. Reproductive health, 18(1):1-12.

Orjingene, O., Akondeng, N. L., Kone-Coulibaly, A., Ogojah, T. and Ganama, M. 2020.
Global disease outbreaks and effects on maternal, newborn and child health in global
south, a systematic review. International Journal of tropical disease and health, 41(11): 47-

58.

Otieno G. A., Owenga J. A., Onguru D. 2020. Determinants of maternal health care choices

among women in lunga lunga sub county in kwale. Int. J. Dev. Res. 5, 76-85.

Paccoud, I., Nazroo, J. and Leist, A., 2020. A Bourdieusian approach to class-related
inequalities: the role of capitals and capital structure in the utilisation of healthcare services

in later life. Sociology of health & illness, 42(3): 510-525.

Palo SK, Dubey S, Negi S, Sahay MR, Patel K, Swain S. 2022. Effective interventions to
ensure MCH (Maternal and Child Health) services during pandemic related health
emergencies (Zika, Ebola, and COVID-19): A systematic review. PLoS ONE 17(5):

€0268106.

Panagiotakopoulos, L., Myers, T.R., Gee, J., Lipkind, H.S., Kharbanda, E.O., Ryan, D.S.,
Williams, J.T., Naleway, A.L., Klein, N.P., Hambidge, S.J. and Jacobsen, S.J., 2020.

SARS-CoV-2 infection among hospitalized pregnant women: reasons for admission and

203



pregnancy characteristics—eight US health care centers, March 1-May 30, 2020.

Morbidity and Mortality Weekly Report, 69(38): 1355.

Pande, R.P., Ogwang, S., Karuga, R., Rajan, R., Kes, A., Odhiambo, F.O., Laserson, K.
and Schaffer, K., 2015. Continuing with “... a heavy heart’-consequences of maternal

death in rural Kenya. Reproductive health, 12:1-12.

Pant, S., Koirala, S. and Subedi, M., 2020. Access to Maternal Health Services during

COVID-19. Europasian Journal of Medical Sciences, 2(2): 48-52.

Pilav, S., Abigail, E., Sergio A., Kaat, D., Sushma, S., Sara, R., and Louise M. 2022.
"Experiences of Perinatal Mental Health Care among Minority Ethnic Women during the
COVID-19 Pandemic in London: A Qualitative Study”. International Journal of

Environmental Research and Public Health 19(4): 1975.

Polit, D.F & Beck, C.T. 2012. 9" ed. Nursing research: generating and assessing evidence

for nursing practice. London: Lippincott Williams & Wilkins.

Poudel, A.A., 2020. 200 percent increase in maternal mortality since the lockdown

began. The Kathmandu. May 27.

Ribot, J.C. and Peluso, N.L., 2003. A theory of access. Rural sociology, 68(2):153-181.

Priyadarshini, I., Mohanty, P., Kumar, R., Son, L.H., Chau, H.T.M., Nhu, V.H., Thi Ngo,
P.T. and Tien Bui, D. 2020. June. Analysis of outbreak and global impacts of the COVID-

19. In Healthcare, 8(2):148. Multidisciplinary Digital Publishing Institute.

Pretorius, R & Klopper, H.C. 2014. Positive practice environments in critical care units in

South Africa. International nursing review, 59(1):66-72.

204



Rajasekhar, T., Anuradha, K., Suhasini, T. and Lakshmi, V., 2006. The role of quantitative
cultures of non-bronchoscopic samples in ventilator associated pneumonia. Indian Journal

of Medical Microbiology, 24(2):107-113.

Reale, S.C., Easter, S.R., Xu, X., Bateman, B.T. and Farber, M.K., 2020. Trends in
postpartum hemorrhage in the United States from 2010 to 2014. Anesthesia & Analgesia,

130(5): e119-e122.

Reuters. 26 March. S.Africa’s Dis-chem profit jumps as drug demand rebounds.

https://www.reuters.com/business/cop/safricas-dis-chem-profit-jumps-drugs-demand-

rebounds-2021-11-03/ Date of access: 30 October 2021.

Ribacke, K. J. B., Saulnier, D. D., Eriksson, A., & von Schreeb, J. 2016. Effects of the West
Africa Ebola virus disease on health-care utilization, A systematic review. Frontiers in

Public Health, 4.

Rice, M.E., Galang, R.R., Roth, N.M., Ellington, S.R., Moore, C.A., Valencia-Prado, M.,
Ellis, E.M., Tufa, A.J., Taulung, L.A., Alfred, J.M. and Pérez-Padilla, J., 2018. Vital signs:
Zika-associated birth defects and neurodevelopmental abnormalities possibly associated
with congenital Zika virus infection—US territories and freely associated states,

2018. Morbidity and Mortality Weekly Report, 67(31): 858.

Rocca-lhenacho L., Alonso C. 2020. Where do women give birth during a pandemic?
Changing perspectives on Safe Motherhood during the COVID-19 pandemic. J. Glob.

Health Sci. 2 (1), 1-2. 10.

205


https://www.reuters.com/business/cop/safricas-dis-chem-profit-jumps-drugs-demand-rebounds-2021-11-03/
https://www.reuters.com/business/cop/safricas-dis-chem-profit-jumps-drugs-demand-rebounds-2021-11-03/

Rodo, M., Singh, L., Russell, N. et al.2022. A mixed methods study to assess the impact
of COVID-19 on maternal, newborn, child health and nutrition in fragile and conflict-affected

settings. Confl Health, 16: 30.

Roost, M., Jonsson, C., Liljestrand, J. and Essén, B., 2009. Social differentiation and
embodied dispositions: a qualitative study of maternal care-seeking behaviour for near-

miss morbidity in Bolivia. Reproductive Health, 6(1):1-10.

Le Roux, K.W., Almirol, E., Rezvan, P.H., Le Roux, .M., Mbewu, N., Dippenaar, E.,
Stansert-Katzen, L., Baker, V., Tomlinson, M. and Rotheram-Borus, M.J., 2020.
Community health workers impact on maternal and child health outcomes in rural South

Africa—a non-randomized two-group comparison study. BMC public health, 20:1-14.

Rozo, N., Valencia, D., Newton, S.M., Avila, G., Gonzalez, M.A., Sancken, C.L., Burkel,
V.K., Ellington, S.R., Gilboa, S.M., Rao, C.Y. and Azziz-Baumgartner, E., 2021. Severity
of illness by pregnancy status among laboratory-confirmed SARS-CoV-2 infections
occurring in reproductive-aged women in Colombia. Paediatric and Perinatal

Epidemiology.

SABC News. 2022. Coronavirus: your daily update.

https://www.sabcnews.com/sabcnews/coronavirus-your-daily-update-3/ . Date of access:

27 April 2022.

Saccone, G., Florio, A., Aiello, F., Venturella, R., De Angelis, M.C., Locci, M., Bifulco, G.,
Zullo, F. and Sardo, A.D.S., 2020. Psychological impact of coronavirus disease 2019 in

pregnant women. American Journal of Obstetrics & Gynecology.

206


https://www.sabcnews.com/sabcnews/coronavirus-your-daily-update-3/

Saha, R.P., Sharma, A.R., Singh, M.K., Samanta, S., Bhakta, S., Mandal, S., Bhattacharya,
M., Lee, S.S. and Chakraborty, C., 2020. Repurposing drugs, ongoing vaccine, and new

therapeutic development initiatives against COVID-19. Frontiers in pharmacology: 1258.

Samba, M., Attia-Konan, A.R., Sangaré, A.D., Youan, G.J., Kouadio, L.P. and Bakayoko-
Ly, R., 2020. Factors associated with the use of maternal health services by mothers in a
post-conflict area of western Cote d’lvoire in 2016. BMC Health Services Research, 20(1):

1-8.

Say, L., Chou, D., Gemmill, A., Tuncalp, O., Moller, A.B., Daniels, J., Gulmezoglu, A.M.,
Temmerman, M. and Alkema, L., 2014. Global causes of maternal death: a WHO

systematic analysis. The Lancet global health, 2(6): e323-e333.

Schulze, S., 2003. Views on the combination of quantitative and qualitative research

approaches. Progressio, 25(2): 8-20.

Shen, H., Fu, M., Pan, H., Yu, Z. and Chen, Y.,2020, “The impact of the COVID-19
pandemic on firm performance”, Emerging Markets Finance and Trade, 56(10): 2213-

2230.

Simkhada, B., Teijlingen, E.R.V., Porter, M. and Simkhada, P., 2008. Factors affecting the
utilization of antenatal care in developing countries: systematic review of the literature.

Journal of advanced nursing, 61(3): 244-260.

Singh, K., Story, W.T. and Moran, A.C., 2016. Assessing the continuum of care pathway
for maternal health in South Asia and sub-Saharan Africa. Maternal and child health

journal, 20 (2):281-289.

207



Shrestha. E & Heaton. T.2020. Like most vulnerable groups, soon-to-be and new mothers

face an uncertain near future. The Kathmandu Post.

Sinha, B., Dudeja, N., Mazumder, S., Kumar, T., Adhikary, P., Roy, N., Chandola, T.R.,
Mehta, R., Raiha, N. and Bhandari, N., 2022. Estimating the Impact of COVID-19
Pandemic Related Lockdown on Utilization of Maternal and Perinatal Health Services in

an Urban Neighborhood in Delhi, India. Frontiers in Global Women's Health, 3.

Silal, S.P., Penn-Kekana, L., Harris, B., Birch, S. and Mcintyre, D., 2012. Exploring
inequalities in access to and use of maternal health services in South Africa. BMC health

services research, 12(1): 1-12.

Silal, S.P., Penn-Kekana, L., Barnighausen, T. and Schneider, H., 2014. Local level
inequalities in the use of hospital-based maternal delivery in rural South Africa.

Globalization and health, 10(1): 1-7.

Sobanjo-ter Meulen, A., Munoz, F.M., Kaslow, D.C., Klugman, K.P., Omer, S.B., Vora, P.
and Stergachis, A., 2019. Maternal interventions vigilance harmonization in low-and
middle-income countries: Stakeholder meeting report; Amsterdam, May 1-2, 2018.

Vaccine, 37(20),2643-2650.

South African Medical Association. 2015. Submission to Minister of health, National
department of health comments in respect of white paper for national insurance for South
Africa:towards universal coverage.

https://www.mm3admin.co.za/documents/docmanager/f447b607-3c8f-4eb7-

8da411bca747079f/00105160.pdf. Date of access: 25 October 2020.

208


https://www.mm3admin.co.za/documents/docmanager/f447b607-3c8f-4eb7-8da411bca747079f/00105160.pdf
https://www.mm3admin.co.za/documents/docmanager/f447b607-3c8f-4eb7-8da411bca747079f/00105160.pdf

Statistics  South  Africa. 2017. Public health: how much per person.

https://www.statssa.gov.za/?p=10548 . Date of access: 14 September 2022.

Statistics South Africa. 2022. Quaterly Labour Force survey.

https://www.statssa.gov.za/?p=15685#:~:text=The%20above%20changes%20in%20emp

loyment,decreased%20by%201%2C4%20percentage . Date of access: 10 October 2022.

Strong A. E.,2018. Causes and effects of occupational risk for healthcare workers on the

maternity ward of a Tanzanian hospital. Human Organ. 77 (3), 273—-286.

Sweet, L., Bradfield, Z., Vasilevski, V., Wynter, K., Hauck, Y., Kuliukas, L., Homer, C.S.,
Szabo, R.A. and Wilson, A.N., 2021. Becoming a mother in the ‘new’social world in

Australia during the first wave of the COVID-19 pandemic. Midwifery, 98, 102996.

Tana, V., V. 2013. Experiences of chronic patients about long waiting time at a community
health care centre in the Western Cape, Master of nursing sciences in the faculty of health,

Unirversity of Stellenbosch.

Tanwir, F., Moideen, S. and Habib, R., 2021. Interviews in healthcare: A phenomenological
approach a qualitative research methodology. Journal of Public Health International, 4(2):

10.

Tesarik, J., 2020, “After corona: there is life after the pandemic”, Reproductive BioMedicine

Online, 40 (6): 760-762.

Tsawe, M., Moto, A., Netshivhera, T. et al. 2015. Factors influencing the use of maternal
healthcare services and childhood immunization in Swaziland. Int J Equity Health 14, 32.

https://doi.org/10.1186/s12939-015-0162-2 . Date of access: 10 Septermber 2021.

209


https://www.statssa.gov.za/?p=10548
https://www.statssa.gov.za/?p=15685#:~:text=The%20above%20changes%20in%20employment,decreased%20by%201%2C4%20percentage
https://www.statssa.gov.za/?p=15685#:~:text=The%20above%20changes%20in%20employment,decreased%20by%201%2C4%20percentage
https://doi.org/10.1186/s12939-015-0162-2

Tiruneh, G.T., Demissie, M., Worku, A. and Berhane, Y., 2021. Community’s experience
and perceptions of maternal health services across the continuum of care in Ethiopia: A

qualitative study. Plos one, 16(8): e0255404.

Tiwari, V., Bisht, N. and Deyal, N., 2020. Mathematical modelling-based study and
prediction of COVID-19 epidemic dissemination under the impact of lockdown in India.

medRXxiv.

Tolera, H., Gebre-Egziabher, T., & Kloos, H., 2020. Using Andersen's behavioral model of
health care utilization in a decentralized program to examine the use of antenatal care in

rural western Ethiopia. PloS one, 15(1): e0228282.

Tolhurst R, Raven J, Theobald S. 2009. Gender equity: perspectives on maternal and child

health. In: Ehiri JE (ed). Maternal and Child Health. Springer, 151-66.

Travers JL, Hirschman KB, Naylor MD., 2020. Adapting Andersen’s expanded behavioral
model of health services use to include older adults receiving long-term services and

supports. BMC Geriatr. 20:58.

Tsawe, M. and Susuman, A.S., 2014. Determinants of access to and use of maternal health
care services in the Eastern Cape, South Africa: a quantitative and qualitative investigation.

BMC research notes, 7(1): pp.1-10.

United Nations International Children's Emergency Fund (UNICEF). 2021. COVID-19: A
threat to progress against child marriage. United Nations International Children's

Emergency Fund (UNICEF). https://data.unicef.org/resources/covid-19-a-threat-to-

progress-against-child-marriage/ . Date of access: 30 September 2021.

210


https://data.unicef.org/resources/covid‐19‐a‐threat‐to‐progress‐against‐child‐marriage/
https://data.unicef.org/resources/covid‐19‐a‐threat‐to‐progress‐against‐child‐marriage/

United Nations Children Fund.2020. Maternal and newborn health and COVID-19 .

UNICEF DATA.

United Nations Population Fund. 2020. Data from: COVID-19 technical brief for maternity

services. Update 1: May 2020. May 1-55. https://www.unfpa.org/resources/covid-19-

technical-brief-maternity-services . Date of access: 11 September 2021.

United Nations.2008. The Millennium Development Goals Report. United Nations

Department of Economic and Social Affairs. New York

United Nations.2014. The World's Women: Trends and Statistics. New York, USA: United

Nations

Uwambaye, P., Nyiringango, G., Musabwasoni, S.M.G., Husain, A., Nessa, K. and
Razzaque, M.S., 2020. COVID-19 pandemic: adaptation in antenatal care for better

pregnancy outcomes. Frontiers in Global Women's Health. 16.

Vidler, M., Ramadurg, U., Charantimath, U. et al. 2016. Utilization of maternal health care

services and their determinants in Karnataka State, India. Reprod Health ,13 (1): 37.

Vogel, J., P, Souza J., P, Mori R, Morisaki N, Lumbiganon P, Laopaiboon M., 2014.
Maternal complications and perinatal mortality: findings of the World Health Organization
Multicountry Survey on Maternal and Newborn Health. BJOG: An International Journal of

Obstetrics & Gynaecology.;121: 76-88.

Wabiri, N., Chersich, M., Shisana, O., Blaauw, D., Rees, H. and Dwane, N., 2016. Growing
inequities in maternal health in South Africa: a comparison of serial national household

surveys. BMC pregnancy and childbirth, 16(1):1-12.

211


https://www.unfpa.org/resources/covid-19-technical-brief-maternity-services
https://www.unfpa.org/resources/covid-19-technical-brief-maternity-services

Wang, H., Yuan, X., Wang, J., Sun, C., & Wang, G. 2021. Telemedicine maybe an effective
solution for management of chronic disease during the COVID-19 epidemic. Primary

Health Care Research & Development, 22: E48

Wanyana, D., Wong, R. and Hakizimana, D., 2021. Rapid assessment on the utilization of
maternal and child health services during COVID-19 in Rwanda. Public Health Action,

11(1): 12-21.

Walsham, G., 1995. The emergence of interpretivism in IS research. Information systems

research, 6(4): 376-394.

Waris, V.S. and Antahal, P.C. 2014. Fuelwood scarcity, poverty and women: some

perspectives. ISOR Journal of Humanities and Social Science, 19(8): 21-33.

Wagqas, H. and Bilal, I. 2018. Women's experiences of mistreatment during childbirth: A
comparative view of home- and facility-based births in Pakistan. Plos One.

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0194601 . Date of

access: 11 September 2021.

Williams. S.,J. 1995. Theorising class, health, and lifestyles: Can Bourdieu help us? Sociol

Health llin, 17:577-604.

Wiysonge, C.S., Ngcobo, N.J., Jeena, P.M., Madhi, S.A., Schoub, B.D., Hawkridge, A.,
Shey, M.S. and Hussey, G.D., 2012. Advances in childhood immunisation in South Africa:
where to now? Programme managers’ views and evidence from systematic reviews. BMC

Public Health, 12(1): 1-9.

212


https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0194601

Whetten R, Messer L, Ostermann J, Whetten K, Pence B, Buckner M., 2011. Child work
and labour among orphaned and abandoned children in five low- and middle-income

countries. BMC International Health and Human Rights; 11(1):1.

White, R., 2004. Discourse analysis and social constructionism. Nurse researcher, 12(2).

Whittaker, S., Green-Thompson, R.W., & Nyembezi, B. 2000. Status of a health care
quality review programme in South Africa. International Journal for quality in health care,

Journal of the international society for quality in health care, 12(1): 247-250.

Woodley, M. 2020. Dire PPE shortage affecting morale: Study. Royal Australian College

of General Practitioners.

World Bank Publications, 2013. The World Bank annual report 2013. World Bank

Publications.

World Health Organization. 2010. Trends in Maternal Mortality: 1990 to 2008. Estimates
Developed by: WHO, UNICEF, UNFPA and The World Bank. Geneva: World Health

Organization Press.

World Health Organization. 2010. Trends in maternal mortality: 1990 to 2008. Available at:

https://www.who.int/news-room/fact-sheets/detail/maternal-mortality . Date of access:

11September 2021.

World Health Organization, 2015. Strategies towards ending preventable maternal

mortality (EPMM).

213


https://www.who.int/news-room/fact-sheets/detail/maternal-mortality

World Health Organization, 2018. WHO recommendations on intrapartum care for a

positive childbirth experience. World Health Organization.

World Health Organization.2019. Maternal mortality. World Health Organization.

World Health Organization (WHO). 2019. Maternal mortality. Available at:

https://www.who.int/news-room/fact-sheets/detail/maternal-mortality (Accessed

September 11, 2021).

World Health Organization, 2020. Pulse survey on continuity of essential health services
during the COVID-19 pandemic: interim report, 27 August 2020 (No.WHO/2019-

nCoV/EHS_continuity/survey/2020.1). World Health Organization.

World Health organization.2020. Pregnancy, Childbirth, breastfeeding and COVID-19.

World Health organization.

World Health Organization. 2022. Weekly epidemiological update on COVID-19 - 4 May

2022. https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-

19---4-may-2022 . Date of access: 02 February 2023.

Wulandari, R.D., Laksono, A.D. and Matahari, R., 2020. The effects of health insurance on

maternity care in health services in Indonesia. Int J Innov Creat Chang, 14(2):478-97.

Yamin AE, Boulanger VM, Falb KL, Shuma J, Leaning J. (2013) Costs of Inaction on
Maternal Mortality: Qualitative Evidence of the Impacts of Maternal Deaths on Living

Children in Tanzania. PLoS One.; 8(8).

214


https://www.who.int/news-room/fact-sheets/detail/maternal-mortality
https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19---4-may-2022
https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19---4-may-2022

Yerger, P., Jalloh, M., Coltart, C.E. and King, C. 2020. Barriers to maternal health services
during the Ebola outbreak in three West African countries: a literature review. BMJ global

health, 5(9): €002974.

Yin R.K. 2003. Case Study Research: Design and Methods, 3rd edn. Sage, Thousand

Oaks, CA.

Zelalem Ayele, D., Belayihun, B., Teji, K. and Admassu Ayana, D., 2014. Factors affecting
utilization of maternal health Care Services in Kombolcha District, eastern Hararghe zone,

Oromia regional state, eastern Ethiopia. International scholarly research notices, 2014.

Zhou, M. and Kan, M.Y., 2021. The varying impacts of COVID-19 and its related measures

in the UK: A year in review. PLoS One, 16(9): e0257286.

Zorrilla, C.D., Garcia Garcia, |l., Garcia Fragoso, L. and De La Vega, A., 2017. Zika virus
infection in pregnancy: maternal, fetal, and neonatal considerations. The Journal of

infectious diseases, 216(suppl_10):S891-S896.

Zuo, Y., Luo, B.R., Wang, L.N., Cheng, B.C. and Hu, X.L., 2022. Exploring lived
experiences of informal caregivers for pregnant women seeking scheduled antenatal care
during the COVID-19 lockdown in China: A phenomenological study. Midwifery,

109,103316.

215



APPENDICES

216



health

Department of r Sekame & First Street  Eng: Ms. Tshiamo Mokate
Health New Office Park Tel: 018 391 4501

. Mafiheng, 2745 TMokate@nwpg.qgov.za
North West Province g

Private Bag X2068 www.nwhealth.gov.za
MMABATHO, 2735

REPUBLIC OF SOUTH AFRICA

Name of Researcher Ms. M.Z. Mohulatsi
North West University

P >
O~ Crrice OF HE N4
Wux GENERAL

/109 0

Physical Address
(Work/ Institution)

RESEARCH, MONITORING AND EVALUATION DI ‘

This letter serves to inform the Researcher that permission to undertake the above-mentioned study has
been granted by the North West Department of Health. The Researcher must arrange in advance a
meeting with the District Chief Director and District Director to introduce their research team/members onthe
proposed research to be undertaken. Further to the above the Researcher must produce this letter to the
District and chosen facilities as proof that the Research was approved by the NWDoH.

This letter of permission should be signed and a copy returned to the Department. By signing, the
Researcher agrees, binds him/herself and undertakes to furnish the Department with an electronic copy
of the final research report. Alternatively, the Researcher can also provide the Department with electronic
summary highlighting recommendations that will assist the Department in its planning to improve some of
its services where possible. The results should be presented to the District Health and the Hospital
and Clinical Support Service branches. Through this the Researcher will not only contribute to the
academic body of knowledge but also contributes towards the bettering of health care services and thus

the overall health of citizens in the North West Province.

X

HealthylLivingforAll

217



Below are the contact details of Office of the Chief Director and District Director for Ngaka Modiri

Molema District.

Office of the Chief Director Office of the District Director
Ms. Mosela Kaudi Ms. Nomvula Legobye

Ms. Boitumelo Sethaiso (PA) Kealeboga Lobega (PA)
MKauditQnwpg.gov.za NLeoobye@nwpg.gov.za
BSethaiso@nwpg.gov.za LobegaK@nwpg.gov.za
018 384 0240 018 384 0240

Kind Regards.

ookl

Dr. F.R.M. Reichel Director: RM&E 22.09. 2021
? é; Date
Researcher 22.09.2021

218


mailto:BSethaiso@nwpg.gov.za
mailto:NLeoobye@nwpq.qov.za
mailto:LobegaK@nwpg.gov.za

Private Bag X6001, Potchefstroom
South Africa 2520

Tel: 018 299-1111/2222
Web: http/mww.nwu.ac.za

Faculty of Humanities
Tel 018 299 1586

Email: 21061719@nwu.ac.7a

30 November 2022

APPROVAL FOR CONTINUATION OF THE RESEARCH STUDY

Ethics number: NWU-00673-21-A7

Study title: The experiences of women in accessing maternal health care services during
Covid-19: a case study of Mmabatho, North-West.

Study leader/supervisor: Dr. T. Garutsa

Student: MZ Mohulatsi 25351265

Application type:Single Study

Risk level:Minimal risk

Dear Researcher

You are kindly informed that this application was reviewed for monitoring at the meeting of the North-West
University Basic and Social Science Research Ethics Committee (BaSSREC), Faculty of Humanities, North-
West University, held on 30/11/2022. Following the review of the application, it has been decided that the
study is approved for continuation.

Suspension

Continuation X

Termination

Approval date: 30/11/2022
Expiry date: 30/11/2023

If you have any questions or need further assistance, please contact BaSSREC.
Yours sincerely

Professor Erhabor IdemudiaChairperson: NVWWU-BaSSREC

Cument details: 23239522) G:\My Drive\8. Research and Postgraduate Education'8.1.5.3 Letters Templates\.1.5.3.6_Gatekeepers_Letter_HREC .docm
30 April 2018

File reference: 9.1.5.3.6

Basic and Social Science Research Ethics Committee (BaSSREC)

219



NWU

DEPARTMENT OF SOCIOLOGY

FACULTY OF HUMANITIES

INTERVIEW GUIDE QUESTIONS: Women accessing maternal healthcare services in

Mmabatho Unit 9 and Montshioa clinic

Dear Participant

This research forms part of a Master’s thesis title: The experiences of women in accessing
maternal health care services during Covid-19: a case study of Mmabatho, North West. The

objectives of this study are stated below.

Objectives of the study:

° To explore the experiences of women in accessing maternal health during Covid-19
e  Todiscover interventions in place for maternal health during the Covid-19 pandemic.
° To recommend ways in which women can have access to maternal health care

services.

Your information will be treated with confidentiality and solely used for the purpose of this

study. Thank you for taking your time to participate in this study.
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The following open-ended questions should be asked each participant interviewed:

SECTION A

DEMOGRAPHIC CHARACTERISTICS

1. How old are you?

Please indicate your age group with an (x) where applicable

20-25

26-30

31-35

36-55

2. Marital status: Please indicate with an (x) where applicable

Single

Married

Divorced

Separate

d

221



Widow

3. Do you have children?

How many children do you have?

Please specify with an (x) where applicable

None

1-2

5 and above

4. Employment status: please indicate with an (x) where applicable

Student

Employed

Self-employed

Unemployed
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5. Educational level: please indicate with an (x) where applicable

Grade 9 or below or equivalent

Matric or equivalent

Diplomal/certificate

Bachelor’s degree or equivalent

Master’s degree or equivalent

Doctorate or equivalent

SECTION B

6. What emotion did you experience when you first heard that you were pregnant?

7. What emotion did you experience when you heard about COVID-19?

8. Describe your first appointment at the clinic

a. What was required from you?

b. What was the process you were required to follow?

c. What were the rules and regulations?
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d. Were there any compulsory tests you had to do?

9. Did you have difficulties accessing maternal health care services during COVID-19

pandemic?

What were those difficulties you encountered?

How did you handle them?

10. What emotion did you experience when you had to go to health care facilities to access

maternal health care services?

11. Were there any challenges you encountered which prevented you from reaching health

care facilities?

12. Did the national lockdown and curfew have any impact on your journey of pregnancy and

delivery?

13. Were there any challenges you encountered at health care facilities?

14.

15.

16.

17.

18.

What were/are those challenges?

Describe your overall experience as a mother/ soon to be mother during COVID-19

Did you receive appropriate maternal health care services?

How was the overall experience with health care workers?

How would you describe maternal care services rendered during COVID-19?

If it was up to you, would you have given birth during COVID-19?

What would be the reason?
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Thank you for your participation

NWU

DEPARTMENT OF SOCIOLOGY

FACULTY OF HUMANITIES

INTERVIEW QUESTIONS: HEALTHCARE WORKERS

Dear Participant

This research forms part of a Master’s thesis title: The experiences of women in accessing
maternal health care services during Covid-19: a case study of Mmabatho, North West. The

objectives of this study are stated below.

Obijectives of the study:

° To explore the experiences of women in accessing maternal health during Covid-19
e  Todiscover interventions in place for maternal health during the Covid-19 pandemic.
° To recommend ways in which women can have access to maternal health care

services.

Your information will be treated with confidentiality and solely used for the purpose of this

study. Thank you for taking your time to participate in this study.
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INTERVIEW GUIDE

The following open-ended questions should be asked each participant interviewed (Health

care workers):

SECTION A

DEMOGRAPHIC CHARACTERISTICS

1. How old are you?

Please indicate your age group with an (x) where applicable

20-25

26-30

31-35

36-55

2. Marital status: Please indicate with an (x) where applicable

Single

Married

Divorced
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Separated

Widow

3. Do you have children?

How many children do you have?

Please specify with an (x) where applicable

None

1-2

3-4

5 and above

4.  Educational level: please indicate with an (x) where applicable

Diplomal/certificate

Bachelor’s degree or equivalent

Master’s degree or equivalent
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Doctorate or equivalent

SECTION B

5. Can you describe the experience of your first child and second child?

6. What is your role at the clinic?

7. What does your role entail at the clinic pertaining to pregnant women and

mothers?

8. How are your working conditions? Do you work every day?

9. What does it mean for you to be a front worker?

10. How was work before the pandemic?

Have you had a case/cases of Covid-19 at your clinic?

How did you deal with it?

What happened to maternal health care services, how were they affected?

11. What is the process that pregnant women have to go through according to

DOH?

How many visitations should be reached by women accessing maternal

health care services?

What is required from women accessing maternal health care services?
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Are there any compulsory tests that should be done?

Were they tested for COVID-19?

12. What emotion did you experience when you heard about COVID-19?

13. How would you describe your experience as a frontline worker specifically

since the pandemic?

14. Are there any difficulties you encountered/encounter as being a frontline

worker during delivery or even rendering maternal health care services?

What were those difficulties?

How did you deal with them?

15. How did the national lockdown affect maternal health care services?

16. Are there any alternative ways in place to help women access maternal health

care services?

What are those ways?

How effective are they?

17. Are there any interventions in place which currently assist women in accessing

maternal health care services during COVID-19?

18. What are those interventions?

When were they implemented?

How effective are they?
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19. How would you describe the rendering of maternal health care services during

disease outbreaks, in this case looking at COVID-19?
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INFORMED CONSENT FORM

{TEIT
DOPHIRIMA

Building F13, Room 116

Basic and Social Sciences Research Ethics Committee (BaSSREC)

BaSSREC Authorization

21081719@nwu.ac.za

Approved 22 September 2021

PARTICIPANT INFORMATION LEAFLET AND CONSENT FORM

Title of the research project

The experiences of women in accessing maternal
health care services during COVID-19: a case study of

Mmabatho, North West

Ethics number

NWU-00673-21-A7
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Principal investigator Makgake Ziphorah Mohulatsi
Student number 25351265

Address 30024 Holfontein, Mabaalstad 2841
Email address ofentsezeezy@gmail.com

Contact number 0762676555

You are being invited to take part in a research project that forms part of my Master of Social
Sciences in Sociology. Please take some time to read the information presented here, which will
explain the details of this project. Please ask the researcher any questions about any part of this
project that you do not fully understand. It is very important that you are fully satisfied that you
clearly understand what this research is about and how you could be involved. Also, your
participation is entirely voluntary and you are free to decline to participate. If you say no, this will
not affect you negatively in any way whatsoever. You are also free to withdraw from the study at
any point, even if you do agree to take part. Prior to publication of the study’s results (or the point

that publication is in process), you may also withdraw the data you generate.

This study has been approved by the Basic Social Sciences Research Ethics Committee
(BaSSREC) of the Faculty of Humanities of the North-West University (NWU-00673-21A7) and
will be conducted according to the ethical guidelines and principles of the international Singapore
Statement on Research Integrity (2010) and the ethical guidelines of the National

Health Research Ethics Council. It might be necessary for the research ethics committee
members or relevant authorities to inspect the research records to make sure that we (the

researchers) are conducting research in an ethical manner.
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What is this research study all about?

e This study is an investigation of the experiences of women in accessing maternal health
care services during COVID-19 and will involve the use of qualitative research methods.

e The researcher has been trained to use the methods mentioned in the previous sentence.

e Approximately 30 participants will be included in this study.

e The objectives of this research are:

e To explore the experiences of women in accessing maternal health during Covid-19.

e To discover interventions in place for maternal health during the Covid-19 pandemic.

e Torecommend ways in which women can have access to maternal health care services.

Why have you been invited to participate?

e You have been invited to participate because you meet the criteria for the population
needed to participate in the study. These include the following:

0 You self-identify as African, a woman in her reproductive age, part of a lower/working
class social context, you have formal education or no formal education; you are
currently employed/unemployed.

e You will be excluded if you are not in your reproductive age, not African and not a woman

from either the lower or working class.

What will your responsibilities be?

e You will be invited to participate in the noted study by participating in a 45 minutes
online/telephonic interview.

e You will have two weeks to indicate whether you would be willing to participate.
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e You will be requested to sign this Informed Consent Statement before the commencement

of the study.

Will you benefit from taking part in this research?

e The direct benefits for you as a participant will probably be learning from the participant’s

own experience in order to be more equipped with what to do next time she finds herself

in the same situation.

e The indirect benefit will probably be contributing to knowledge generation about

experiences of women in accessing maternal health care services, most especially during

disease outbreaks such as Covid-19

Are there risks involved in your taking part in this research and how will these be managed?

The possible risks in this study, and how these will be managed, are summarized in the table

below:

Possible risk

Mitigation strategy

Tiredness and discomfort.

Comfort breaks of 10 minutes.

Emotional distress

The researcher will seek support from the
staff of both clinics because there are
usually professional assigned in clinics to

assist with

such cases before the commencement of

interviews.
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e  However, we do believe that the benefits to you and to science (as noted in the previous
section) outweigh the risks we have listed. If you disagree, then please feel free not to
participate in this study. We will respect your decision.

° Should we learn, in the course of the research, that someone is harming you, or that
you are intending to harm someone, then we must tell someone who can help you/warn

the person you are intending to harm.

Who will have access to the data?

> The handling, storage, security and analysis of data is critical in ethical considerations. |
will ensure data in both hard-(printed) and soft copy (electronic) are safely locked away
and password-protected, respectively. At the analysis stage, as will be the case
throughout, the use of coding will reinforce participants’ non-identification, hence
upholding the assurance of confidentiality and anonymity.

» Anonymity will be ensured; I will assign a fictitious name to you before the interview starts.
Only this name will be used in the research process.

> Confidentiality will include the use of pseudonyms for participants, organizations and
locations. It involves not disclosing any information gained from an interviewee
deliberately or accidentally in ways that might identify an individual.

> Privacy will be ensured by not probing unnecessarily if you do not wish to discuss particular
matters.

> | will not use a transcriber for the purpose of the transcripts after the interview. | will be

responsible for transcribing the data — no other person will have access to the data.
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> | will use a translator/interpreter for the purpose of the interviews/explaining the informed

consent, etc. This person will be required to sign a NWU Confidentiality Agreement and
will not be permitted to share any information relating to the study with anyone else.

» The data will be stored safely in electronic form for a period of five years after which it will

be destroyed.

What will happen to the data?

The data from this study will be reported in the form of themes; in all of this reporting, you will not
be personally identified. This means that the reporting will not include your name or details that
will help others to know that you participated (e.g., your address or any other identifiable

information).

This is a once-off study, so the data will not be re-used.

Will you be paid/compensated to take part in this study and are there any costs involved?

No, you will not be paid/compensated for taking part in the study, if participating in the research

means that you have to travel especially for the purpose of participating, then your travel costs

will be paid. There will also be data costs involved, participants will be provided with data but not

as a compensation to take part in the study.

How will you know about the findings?
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> The general findings of the research will be shared with you by email or online platform
used to collect data and hardcopies of the summary of findings will be shared per request.
> If you would like feedback on your personal results, then the investigator can give feedback

depending on the participant’s request.

Is there anything else that you should know or do?
e You can contact Makgake Mohulatsi at 0762676555 and ofentsezeezy@gmail.com if you
have any further queries or encounter any problems.
e You can contact the chair of the Basic Social Sciences Research Ethics Committee (Prof

Jacques Rothmann) at 018 299 1595 or 21081719@nwu.ac.za if you have any concerns

or complaints that have not been adequately addressed by the researcher.

e You will receive a copy of this information and consent form for your own records.

Declaration by participant

By signing below, | agree to take part in a research study

entitled: “The experiences of women in accessing maternal health care services during covid19:

a case study of Mmabatho, North West.”

| declare that:

e | have read and understood this information and consent form and it is written in a
language with which | am fluent and comfortable.
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e | have had a chance to ask questions to both the person obtaining consent, as well
as the researcher (if this is a different person), and all my questions have been

adequately answered.

e | understand that taking part in this study is voluntary and | have not been pressured

to take part.

e | understand that what | contribute (what | report/say/write/draw/produce visually)
could be reproduced publically and/or quoted, but without reference to my personal

identity.

e | consent to an audio and/or audio-visual recording of the ... (study).

e | am aware of the fact that | may request that the researcher does not continue with

said recording if | request it.

e | may choose to leave the study at any time and will not be penalised or prejudiced in

any way.
Signed at (place) on (date) 20
Signature of participant Signature of witness
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e You may contact me again O Yes O No

e | would like a summary of the findings of this research O Yes O No

e | would like feedback on my functioning/wellbeing as reflected

in the questionnaires | completed O Yes O No

The best way to reach me is:

Name & Surname:

Postal Address:

Email:

Phone Number:

Cell Phone Number:

In case the above details change, please contact the following person who knows me well and

who does not live with me and who will help you to contact me:

Name & Surname:

Phone/ Cell Phone Number /Email:

Declaration by person obtaining consent (if not the researcher)

I (name) declare that:
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o | explained the information  in this  document to

I encouraged him/her to ask questions and took adequate time to answer them.

| am satisfied that he/she adequately understands all aspects of the research, as

discussed above

| did/did not use an interpreter.

Signed at (place) on (date) 20

Signature of person obtaining consent Signature of witness

Declaration by researcher

I (name) declare that:

e | explained the information in this document to
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e | encouraged him/her to ask questions and took adequate time to answer them.

e | am satisfied that he/she adequately understands all aspects of the research, as

discussed above

e | did/did not use an interpreter.

Signed at (place) on (date) 20

Signature of researcher Signature of witness

Declaration by researcher and participant

Personal face-to-face interviews during Covid-19 restrictions (If and when applicable)

Additional declaration by participant in those instances where the participant requests to

participate in a personal face-to-face semi-structured interview:
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By signing below, | , acknowledge the following

information related to the required measures regarding Covid-19:

| declare that:

e |t is my personal choice and preference to participate in a personal face-to-face

semistructured interview with the researcher.

e This requires that | consent to the following strict measures to safeguard the personal

health and safety of myself and that of the researcher/interviewer/primary investigator:

e | consent to the researcher taking my temperature before the interview using a

thermometer. O Yes O No

e | confirm that my temperature measured at degrees. OO0 Yes [ No e |

consent to use the three-ply mask provided by the researcher. 0 Yes [0 No e |
consent to wear the three-ply mask for the full duration of the interview.

O Yes O No

e | consent to the researcher sanitising the interview context using a sanitiser with an

80% alcohol content before the commencement of the interview. [0 Yes O No

e | consent to the researcher using a sanitiser with an 80% alcohol content before and

during the interview if required. O Yes O No

Signed at (place) on (date) 20
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Signature of participant Signature of researcher

243






	1
	2

