
R E S E A R C H Open Access

© The Author(s) 2023. Open Access  This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, 
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and 
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included 
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/. The 
Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available 
in this article, unless otherwise stated in a credit line to the data.

Nakphong et al. BMC Pregnancy and Childbirth          (2023) 23:665 
https://doi.org/10.1186/s12884-023-05962-2

BMC Pregnancy and Childbirth

*Correspondence:
Michelle K. Nakphong
Michelle.nakphong@ucsf.edu
1Department of Medicine, Division of Prevention Science, University of 
California, San Francisco, San Francisco, CA, USA

2Department of Biostatistics and Epidemiology, University of California, 
San Francisco, San Francisco, CA, USA
3Innovations for Poverty Action, Nairobi, Kenya
4Department of Community Health Sciences, Fielding School of Public 
Health, University of California, Los Angeles, Los Angeles, CA, USA

Abstract
Background Integrating support persons into maternity care, such as making them feel welcome or providing 
them with information, is positioned to increase support for women and improve birth outcomes. Little quantitative 
research has examined what support women need and how the healthcare system currently facilitates support 
for women. We introduce the Person-Centered Integration of Support Persons (PC-ISP) concept, based on a review 
of the literature and propose four PC-ISP domains—Welcoming environment, Decision-making support, Provision of 
information and education and Ability to ask questions and express concerns. We report on women’s preferences and 
experiences of PC-ISP.

Methods We developed PC-ISP measures based on the literature and applied these in a facility-based survey with 
1,138 women after childbirth in six health facilities in Nairobi and Kiambu counties in Kenya from September 2019 to 
January 2020.

Results We found an unmet need for integrating support persons during childbirth. Between 73.6 and 93.6% 
of women preferred integration of support persons during maternity care, but only 45.3–77.9% reported to have 
experienced integration. Women who reported having a male partner support person reported more PC-ISP 
experiences (B0.13; 95% CI 0.02, 0.23) than those without. Employed women were more likely to report having the 
opportunity to consult support persons on decisions (aOR1.26; 95% CI 1.07, 1.50) and report that providers asked if 
support persons should be informed about their condition and care (aOR1.29; 95% CI 1.07, 1.55). Women with more 
providers attending birth were more likely to report opportunities to consult support persons on decisions (aOR1.53; 
95% CI 1.09, 2.15) and that support persons were welcome to ask questions (aOR1.84, 95% CI 1.07, 2.54).

Conclusions Greater efforts to integrate support persons for specific roles, including decision-making support, 
bridging communication and advocacy, are needed to meet women’s needs for support in maternity care.
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Background
Access to support persons has implications for the qual-
ity of maternity care and birth outcomes. Lack of support 
is associated with higher mistreatment during maternity 
care in facilities, lower person-centered maternity care, 
higher likelihood of adverse birth outcomes and worse 
postpartum mental health [1–6]. Yet, the majority of 
women globally lack access to the support they need dur-
ing facility-based childbirth [7]. In Kenya, studies across 
settings indicate that women’s access to a support person 
is low; in one study, less than half were allowed a com-
panion during labor and only one in five during child-
birth [8, 9]. A systematic review of companionship found 
that even when support persons are allowed to stay with 
women during maternity care, they are not well inte-
grated into the care system [10]. Provider and facility bar-
riers (e.g., negative provider attitudes, unevenly enforced 
policies, lack of resources) inhibit support persons’ abili-
ties to effectively provide support [7, 11]. Integrating sup-
port persons into maternity care, such as making them 
feel welcome or providing them with information, has 
been proposed to increase support for women in facility-
based childbirth and improve birth outcomes [10].

We must address critical gaps in understanding what 
support women need during childbirth and how the 
health care system currently facilitates women’s support 
of choice to effectively design interventions to increase 
support for women. Literature has been dominated by 
research on labor and birth companionship, but up to 
60% of women in some studies in Kenya did not want 
birth companions [8, 12]. Instead, evidence suggests 
that women want their support persons integrated into 
maternity care in other ways, such as bridging communi-
cation with providers and to provide consult on decisions 
[13, 14]. Literature has also focused on male partner 
involvement, but many women do not want their male 
partners as birth companions, preferring other types of 
support persons, such as mothers or sisters [12]. A more 
granular assessment of women’s preferences for support, 
including the roles that support persons play and a broad 
array of support person types, is needed to design mater-
nity care systems that ensure women have the support 
they really need.

How the health care system currently interacts with 
and facilitates supportive functions for women beyond 
labor and birth companionship, such as decision-mak-
ing support, needs to be examined. The few studies that 
surveyed women about how the maternity care system 
facilitated support were qualitative studies [1, 10, 15]. We 
lack, however, quantitative data about how and to what 
extent the health care system integrates support persons 
in practice.

Better understanding is needed of the multi-level 
determinants that shape women’s preferences to support 

persons. Few studies have explored the factors that con-
tribute to women’s preferences for support including 
types of support persons and the kind of support they 
need. Evidence also indicates that women in Kenya 
may have different access to support persons based on 
social status, health condition or support persons’ char-
acteristics [8, 9]. In addition, qualitative studies have 
emphasized how provider practices, facility policies, 
infrastructure and level of resources influence women’s 
preferences for support, as well as how support persons 
are excluded or integrated into the model of care [7, 16–
19]. Efforts to facilitate support for women must be made 
at multiple levels, from individual providers to organiza-
tions and systems [20].

To address these gaps, we developed the concept of 
Person-Centered Integration of Support Persons (PC-ISP) 
based on a review of the literature. We define PC-ISP as 
the extent to which support persons are integrated into 
maternity care that is respectful and responsive to wom-
en’s needs and preferences, which include clinical deci-
sions [21]. We also broadly define support persons as 
lay persons (i.e., those who are not medical profession-
als employed by the facility) who accompany women, in 
or near the maternity ward during labor, childbirth or 
postpartum [18, 22]. Doulas, Accredited Social Health 
Advocates (ASHAs) or community health workers who 
provide support may also be included within this defi-
nition. We did not use the term “birth companions” in 
this study because they have been specifically defined 
as support persons who are present with women during 
labor and/or childbirth and we instead sought to inves-
tigate the ways women may look to a broader definition 
of support person throughout all maternity care [7, 10]. 
Integration refers to the process of incorporating support 
persons into the health care system and the women’s sup-
port team [10].

Using the PC-ISP concept, main objectives of this study 
were to quantitatively examine women’s (1) preferences 
for support and (2) experiences of whether support per-
sons were integrated into maternity care. Using a socio-
ecological approach, we also investigated how factors at 
women’s, support person’s, household and facility levels 
were associated with both women’s PC-ISP preferences 
and experiences.

Methods
This study used women’s survey data from the Strength-
ening Person-centered, Accessibility, Respectful Care 
and Quality (SPARQ) study. Data were collected between 
September 2019 and January 2020 from women who 
recently gave birth and their support persons in six 
facilities in Kiambu and Nairobi counties. These were 
selected in a mix of public and private facilities (three 
public hospitals, two private hospitals, one public health 
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centre) with high patient volumes, ranging from 100 to 
900 births per month.

Inclusion criteria for women were (a) between 15 and 
49 years of age, (b) spoke English or Kiswahili, (c) had 
given birth vaginally and (d) owned a mobile phone and 
(e) felt comfortable being contacted by the study team. 
We excluded women who had cesarean births, because 
the experience of care and support varies widely from 
those who gave birth vaginally, especially because cesar-
ean births may arise from emergency conditions. Women 
who have cesarean births may have unique needs or dif-
ferent preferences for support since their care is more 
invasive, births may be more complicated and recovery 
more challenging. Women were recruited from postpar-
tum wards within 48  h of childbirth by female research 
assistants in collaboration with facility staff. Research-
ers worked closely with facility managers to secure a 
private room or space that was located far from the 
maternity department to ensure privacy. Facility staff 
approached women who met eligibility criteria and 
asked if they would be interested in the study. Women 
were then referred to research assistants, leading them 
to a private, confidential setting within the facility. To 
reduce desirability bias, we ensured that providers did 
not know women’s interview responses. Research assis-
tants described the study, assessed eligibility, obtained 
informed consent and interviewed the women. Women 
were reassured that their responses would be kept con-
fidential, that the facility would not know what they had 
said and that the researchers were not affiliated with the 
facility. Research staff were trained to allow the mothers 
to nurse and care for their newborns at any point dur-
ing the interview and allowed women to take breaks at 
any point. Consideration was given to women who had 
recently given birth as vulnerable participants with the 
possibility of experiencing health problems while partici-
pating. If any participant faced health issues during any 
study-related activity, a referral procedure was in place to 
ensure that women received immediate care in the facil-
ity. Study staff made sure to fully inform the woman’s 
nearest family member or next of kin about any health 
problem if they were not present at that time. Interviews 
lasted approximately one hour and participants received 
compensation of approximately $1.00 USD worth of air-
time sent to their phones as a token of appreciation for 
their time. A total of 1,197 women provided baseline data 
and we excluded 59 women who did not report a sup-
port person. The final sample included 1,138 women who 
reported that they had someone either accompany them 
to the facility or stay with them during labor, childbirth 
or postpartum.

PC-ISP measures
To initiate the process of operationalizing PC-ISP, we 
conducted a literature review of women’s and support 
persons’ experiences in maternity care and identified 
themes regarding how support persons were excluded 
from maternity care practices, such as making them feel 
unwelcome or failure to communicate with them [23, 24]. 
We used these themes to specifically define four corre-
sponding sub-constructs of PC-ISP: Welcoming environ-
ment, Decision-making support, Provision of information 
and education and Ability to ask questions and express 
concerns.

A welcoming environment highlights the importance 
of positive interpersonal relationships between provid-
ers and women’s preferred support persons [24–26]. 
Adequate decision-making support promotes women’s 
autonomy and agency in their own care to consult with 
support persons about clinical decisions [27–29]. Pro-
vision of information and education facilitates support 
persons’ involvement in care and clarifies their roles [16, 
30–32]. The ability to ask questions and express concerns 
acknowledges the importance of engagement with pro-
viders during care, especially as an avenue to advocate on 
behalf of the supported women [13, 16, 23, 33].

In addition, we grounded the concept of PC-ISP in per-
son-centered care which asserts that women should be at 
the center of their own care [15]. Existing models of med-
ical care in low-resource settings often center around the 
institutions and providers [11]. Practically, person-cen-
tered care gives women a voice and acknowledges their 
needs for support [34, 35]. Although experiences and 
perceptions of family and community members are also 
important, evaluating women’s experiences of care from 
their own perspectives is critical [26]. We therefore must 
understand PC-ISP as reported by women, measuring 
how they perceived that support persons were integrated 
into their care.

The four themes were used to develop PC-ISP ques-
tions in the women’s survey. These were designed to mea-
sure the extent to which care integrates support persons 
(in this context, family members). That implies care that 
is respectful and responsive to women’s needs and pref-
erences (Table 1). Women were surveyed regarding their 
preferences for PC-ISP using four questions correspond-
ing to three sub-constructs. Women also responded 
to five questions regarding the experience of how their 
support persons were (or were not) integrated into care 
corresponding to four sub-constructs. Possible response 
options for all PC-ISP survey questions used a 3-point 
Likert-type scale: agree, somewhat agree and disagree.

For analyses, we conservatively recoded PC-ISP indi-
cators with “Don’t know” responses as “agree,” assum-
ing that support persons were treated positively and 
excluded answers of “N/A.” Since there were few 
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“somewhat agree” responses (ranging from 1.5 to 3.9%), 
each measure was recoded as a dichotomous variable 
(agree + somewhat agree vs. disagree). Two total score 
measures were constructed for PC-ISP preferences and 
experiences by summing the count of “agree/somewhat 
agree” responses across indicators. PC-ISP preference 
scores (range 0–4) showed questionable reliability (Cron-
bach’s α = 0.651) and PC-ISP experience scores (range 
0–5) showed poor reliability (α = 0.592), indicating a fair 
amount of multidimensionality among the few indica-
tors [36]. One PC-ISP experience indicator in particular, 
felt welcome, showed low item-rest correlation (0.1820), 
meaning that the item was not well correlated with total 
score. Because of this, we omitted felt welcome from the 
summative PC-ISP experience score (range 0–4), result-
ing in some improvement in reliability (α = 0.616). PC-ISP 
preference indicators displayed small to moderate corre-
lations (r = 0.20–0.64) while PC-ISP experience indicators 
showed no to moderate correlations (r = 0.04–0.61).

Women’s individual-level factors included age (con-
tinuous), marital status (married or partnered vs. not), 
parity (primiparous vs. multiparous), educational attain-
ment (primary or less; vocational/secondary; college/
university), current employment status (employed vs. 
not), birthplace (born in Nairobi or Kiambu counties vs. 
not) and health insurance status (covered under health 
scheme/insurance vs. not). Given that health status and 
health conditions could also influence how providers 
acknowledge women’s preferences and whether they inte-
grate support persons, we also examined self-reported 
health status (excellent/very good, good, fair, poor/very 
poor) and women’s reports of birth complications (yes vs. 
no).

Support Person variables included the total number of 
support persons reported (continuous) and the types of 
support persons by their relation to the woman including 
eight types: male partner, mother, mother-in-law, sister, 

brother, father (of the woman), other family member and 
friend/neighbor/other. No woman reported community 
health workers or doulas. Binary indicator variables were 
constructed for each of the eight support person types 
(e.g., male partner support person vs. no male partner 
support person, mother support person vs. no mother 
support person). Women also reported on the timing of 
support, indicating whether support person(s) was/were 
present with them during different periods of maternity 
care (e.g., accompanied to the facility, during labor and 
childbirth, postpartum).

Because a woman’s position within the household influ-
ences her expectations and preferences for care, we also 
examined household factors including household size 
(continuous) and indicators of women’s empowerment. 
Women who were married or partnered were asked four 
questions regarding decision-making power for vari-
ous household decisions, including woman’s health care, 
major household purchases, daily household purchases 
and visits to family or relatives [37]. We constructed a 
composite variable Empowered in household decisions, 
indicating whether a woman reported involvement in all 
four types of household decisions (i.e., “woman only” or 
“jointly”) versus lack of involvement (i.e., “partner only” 
or “someone else”) in at least one type of household deci-
sion [38]. Among women not married or partnered, those 
aged ≥20 years or the sole adult in their household were 
coded as being involved in all four types of decisions and 
we considered adolescent women < 20 years who resided 
with other adults as not involved in all decisions. Facil-
ity factors included type of facility (public hospital; public 
health centre; private facility), total number of providers 
who assisted childbirth (continuous) and type of provider 
during childbirth (doctor or clinical officer, nurse or mid-
wife, other, none).

Table 1 Women’s PC-ISP indicators
Women’s PC-ISP indicators
Subconstruct Women’s preferences for PC-ISP Women’s experiences of PC-ISP

Indicator Name Question Indicator Name Question
Welcoming environment --- Felt welcome My family member(s) felt welcome 

by the facility during my childbirth
Decision-making support Consult decisions I wanted to consult my family about 

decisions about my care for birth
Opportunity to consult I was given the opportunity by my 

health provider to consult my fam-
ily about my health care decisions

Provision of information 
and education

Know condition/
care

I wanted my family to know about my 
condition/care

Told condition/care I was asked by my health provider 
if my family should be told about 
my condition/careUnderstand 

condition/care
I wanted my family to understand my 
condition/care

Ability to ask questions 
and express concerns

Respects values I would have liked my family 
members to make sure my provider 
respects my values and choices

Welcome to ask 
questions

My family was welcome to ask my 
health care provider questions

Listened to concerns My health care provider listened to 
my family members’ concerns
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Analysis
We examined bivariate associations between dependent 
PC-ISP measures and all factors at the women’s, support 
persons’, household and facility levels, using chi-square 
tests and t-tests. We also assessed: (1) factors associated 
with individual PC-ISP indicators using multivariable 
binomial logistic regression and (2) factors associated 
with the combined PC-ISP scores, using multiple linear 
regression.

Both sets of analyses followed a sequential, blocked 
model building approach to examine how each block 
accounted for variation, beginning with a model includ-
ing women’s individual factors, then adding increasingly 
distal levels in each subsequent model (i.e., adding sup-
port persons’ factors, then household, etc.) according 
to the socioecological model [39]. Within each block of 
variables at a given level, we included theoretically rele-
vant variables (e.g., age, parity) as well as all variables that 
showed statistically significant (two-sided alpha = 0.05) 
bivariate associations. Final models included age, par-
ity, education, marital status, birthplace, health insur-
ance coverage and health status (woman-level), number 
of support persons, types of support persons, timing of 
support (support person-level), women’s empowerment 
in the household (household-level), type of facility and 
number of providers during childbirth (facility-level). 
We used linktests and Hosmer-Lemeshow goodness-of-
fit tests and found no evidence of specification error or 
poor fit. We did not find any evidence of multicollinearity 
between factors (VIF = 1.41). We also examined potential 
outliers using standardized Pearson residuals, deviance 
residuals and Pregibon leverage. We performed sensitiv-
ity analyses excluding potentially influential observations 
but found that estimates and confidence intervals of asso-
ciations were minimally affected. We also conducted sen-
sitivity analyses using different constructions of the total 
PC-ISP score, such as by assigning “somewhat agree” 
responses a value of 1 and “agree” a value of 2 with con-
sistent results.

We used two methods to account for clustering by 
facility: First, we constructed single-level regression 
models with cluster-robust standard errors. Second, 
we conducted sensitivity analyses by using multi-level 
models, adding random effects for facilities. Because 
intraclass correlations were low (< 0.035), we only pres-
ent results from simple linear regression models. We 
were also concerned with confounding that may be due 
to women’s selection of facilities and thus controlled for 
(1) whether women were referred to a particular facility 
and (2) whether women reported selection of the facility 
because of quality of care (e.g., cleanliness, higher qual-
ity, more privacy, trusted providers). To assess the extent 
to which PC-ISP occurred within and across facilities, 
we also examined facilities separately to explore possible 

differences in associations between PC-ISP and risk fac-
tors by facility.

Results
Characteristics of the 1,138 women who had a sup-
port person accompanying them to the facility or stay 
in the facility during labor, childbirth or postpartum are 
described in Table 2. Women reported an average of 1.5 
(SD ± 0.7) support persons which included their male 
partners (59.2%), sisters (16.4%), mothers (8.5%), other 
family members (20.9%) and friends/neighbors/others 
(34.3%) (Table 2). Almost all women reported they were 
accompanied to the facility (94.6%), while only a frac-
tion reported that a support person (or support persons) 
stayed with them during labor and/or childbirth (7.4%) or 
during the immediate postpartum period (43.7%). Of the 
remaining 1,054 women, 317 (27.9% of the fully sampled) 
women reported wanting a support person during labor 
and/or childbirth.

PC-ISP preferences and experiences
Most women indicated that they preferred having sup-
port persons integrated into their care. The average 
PC-ISP preference score was 3.47 (SD ± 0.91) out of a 
maximum of 4 (Table 3). Most women reported that they 
preferred integrating support persons, ranging from 73.6 
to 93.6% for individual indicators. The highest proportion 
of women (93.6%) reported that they wanted their sup-
port persons to understand their condition/care and the 
fewest (73.6%) reported that they wanted to consult their 
support persons about care decisions.

Average PC-ISP experience score was 2.63 (SD ± 1.24) 
out of a maximum of 4 on the composite score. Most 
women reported positive experiences of PC-ISP: 77.9% 
reported that families felt welcome, 58.9% reported being 
given the opportunity to consult family on decisions, 
76.7% reported that families were welcome to ask ques-
tions and 77.5% reported that providers listened to their 
family’s concerns. Only 45.3%, however, reported being 
asked by providers if their families should be told about 
their condition and/or care.

Factors associated with women’s PC-ISP preferences
Multivariable linear regression results showed that fac-
tors at multiple levels were associated with PC-ISP pref-
erences. For the composite PC-ISP preference score, 
being married or partnered (B 0.18; 95% CI 0.00, 0.35), 
employed (B 0.12; 95% CI 0.01, 0.22), having a mother 
support person (B 0.35; 95% CI 0.10, 0.61), having post-
partum support (B 0.12; 95% CI 0.05, 0.19) and being 
empowered in household decisions (B 0.11; 95% CI 0.03, 
0.19) were associated with increased PC-ISP preference 
scores (Table  4). Women who had a mother support 
person had on average a 0.35 (95% CI 0.10, 0.61) higher 
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Variable N or mean % or (SD)
Total participants 1,138
Age
 Mean age 25.4 (± 5.0)
Parity
 Mean parity 2.0 (± 1.0)
 Primiparous 435 38.2%
 Multiparous 703 61.8%
Currently married or partnered
 No 200 17.6%
 Yes 938 82.4%
Educational attainment
 Primary or less 504 44.3%
 Vocational/Secondary 454 39.9%
 College/University 180 15.8%
Religion
 Christian 1175 98.2%
 Muslim/other 22 1.8%
Currently employed
 No 687 60.4%
 Yes 451 39.6%
Birthplace
 Born in Nairobi or Kiambu counties 239 21.0%
 Born elsewhere 899 79.0%
Self-rated health status
 Excellent or very good 398 35.0%
 Good 456 40.1%
 Fair 181 15.9%
 Poor or very poor 103 9.1%
Complications during childbirth
 No 1063 93.4%
 Yes 75 6.6%
Health insurance/scheme coverage
 Not covered 169 14.9%
 Covered 969 85.1%
Support person type*
 Male Partner 674 59.2%
 Mother 97 8.5%
 Mother-in-law 37 3.3%
 Sister 187 16.4%
 Father 10 0.9%
 Brother 18 1.6%
 Other family member 238 20.9%
 Friend/neighbor/other 390 34.3%
Total number of support persons
 Mean (min 1- max 6) 1.5 (± 0.7)
Timing of support*
 Accompanied to facility 1,076 94.6%
 Labor and/or childbirth 84 7.4%
 Postpartum 497 43.7%
Household size
 Mean 4.2 (± 1.4)
Empowered in household decisions
 Involved in some or no decisions 572 50.2%

Table 2 Descriptive characteristics of the 1138 women
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PC-ISP preference score compared to those without a 
mother support person. In contrast, higher age (B -0.04; 
95% CI -0.06, -0.01) and more support persons (B-0.18; 
95% CI -0.29, -0.07) were negatively associated with the 
PC-ISP preferences score.

These results are consistent with logistic regression 
results for individual indicators, except for some asso-
ciations with support person types and facility types 
(Appendix A). Individual PC-ISP preference indicators 
were inconsistently associated with facility types. Women 
in health centres were more likely to want to consult sup-
port persons for care decisions (aOR 1.25; 95% CI 1.10, 
1.42), but less likely that support persons ensured that 
providers respected their choices (aOR 0.66; 95% CI 0.49, 
0.88) compared to those in public hospitals. Women in 
private hospitals were less likely to want support per-
sons to know their condition/care (aOR 0.76; 95% CI 0.59, 
0.97) and to ensure providers respected their choices (aOR 
0.51; 95% CI 0.34, 0.76).

For individual PC-ISP preference indicators and com-
bined scores, separate examination of facilities did not 
reveal notable differences. Likelihood ratio tests of multi-
level models did not find significant facility random 
effects, indicating that there were no systematic differ-
ences by facility.

Factors associated with women’s PC-ISP experiences
For linear regression results for the combined PC-ISP 
experiences scores, only one factor—having a male part-
ner—was associated with an increase in total PC-ISP 
experience score (Table  5). Women who reported hav-
ing a male partner support person, had 0.13-point higher 
PC-ISP experience scores compared to women without a 
male partner support person (B 0.13; 95% CI 0.02, 0.23).

Sensitivity analyses using a random intercept for facili-
ties are presented in Appendix B. Increases in PC-ISP 
experience scores were associated with increased num-
ber of providers attending birth (B 0.29; 95% CI 0.10, 
0.47) and being referred to a facility (B0.29; 95% CI 0.07, 

0.52). Although the likelihood ratio test indicated a bet-
ter fit for the random-intercept model than simple linear 
regression (p = 0.005), penalized measures of fit, Akaike 
Information Criterion (AIC) and Bayesian Information 
Criterion (BIC), indicated the simple linear regression 
model as a more parsimonious and better fit [40].

Logistic regression results of individual PC-ISP experi-
ence indicators showed that associations varied by fac-
tors at different levels (Appendix C). Employed women 
were more likely to report having the opportunity to con-
sult support persons (aOR 1.25; 95% CI 1.07, 1.50) and 
providers asking if support persons should be told about 
their condition/care (aOR 1.29; 95% CI 1.07, 1.55). Hav-
ing a greater number of support persons was associated 
with a lower likelihood of support persons being welcome 
to ask questions (aOR 0.71; 95% CI 0.53, 0.96) and provid-
ers listening to support persons’ concerns (aOR 0.77; 95% 
CI 0.62, 0.97). Women who reported having a male part-
ner support person were more likely to report support 
persons felt welcome (aOR 1.64; 95% CI 1.41, 1.90). Post-
partum support persons were more likely to be welcome 
to ask questions (aOR 1.34; 95% CI 1.04, 1.73). Women 
with a greater number of providers attending birth were 
more likely to report having the opportunity to consult 
support persons on decisions (aOR 1.53; 95% CI 1.09, 
2.15) and support persons being welcome to ask ques-
tions (aOR 1.84; 95% CI 1.07, 2.54). Compared to pub-
lic hospitals, women in public health centres were more 
likely to report an opportunity to consult support persons 
on decisions (aOR 1.42; 95% CI 1.27, 1.59) and provid-
ers asking if support persons should be told about their 
condition/care (aOR 1.30; 95% CI 1.08, 1.56). Women in 
private facilities were more likely to report support per-
sons felt welcome (aOR 1.64; 95% CI 1.32, 2.03), but were 
less likely to be asked if support persons should be told 
about their condition/care (aOR 0.76; 95% CI 0.61, 0.94) 
compared to public hospitals.

Variable N or mean % or (SD)
 Involved in all decisions 566 49.7%
Facility type
 Public hospital 834 73.3%
 Public Health Centre 137 12.0%
 Private facility 167 14.7%
Providers assisting childbirth*
 Mean total number of birth attendants 1.1 (± 0.4)
 Doctor/Clinical Officer 627 55.1%
 Nurse/Midwife 594 52.2%
 Other birth attendant 78 6.9%
 No birth attendant 12 1.1%
* Percentages do not sum to 100% because women could report multiple support persons, timings of support, and birth attendants

Table 2 (continued) 
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Table 3 Frequencies of PC-ISP preferences and experiences
Women’s PC-ISP Preferences N or mean % or (SD)
Summative PC-ISP preference score (range 0–4) 3.47 (± 0.91)
Consult decisions
I wanted to consult my family about decisions about my birth care
 Agree 809 71.1%
 Somewhat agree 28 2.5%
 Disagree 301 26.4%
Know condition/care
I wanted my family to know about my condition/care
 Agree 989 86.9%
 Somewhat agree 24 2.1%
 Disagree 125 11.0%
Understand condition/care
I wanted my family to understand about my condition/care
 Agree 1,044 91.7%
 Somewhat agree 21 1.9%
 Disagree 73 6.4%
Respects values
I would have liked my family members to make sure my provider respects my values and choices
 Agree 998 87.7%
 Somewhat agree 35 3.1%
 Disagree 105 9.2%
Women’s PC-ISP Experiences N or mean % or (SD)
Summative PC-ISP experience score (range 0–4, excluding Felt Welcome) 2.63 (± 1.24)
Felt welcome
My family member(s) felt welcome by the facility during my birth
 Agree 857 75.3%
 Somewhat Agree 30 2.6%
 Disagree 242 21.3%
 Don’t know 9 0.8%
Opportunity to consult
I was given the opportunity by my health provider to consult my family about my health care decisions
 Agree 647 56.9%
 Somewhat agree 23 2.0%
 Disagree 468 41.1%
Told condition/care
I was asked by my health provider if my family should be told about my condition/care
 Agree 499 43.9%
 Somewhat agree 17 1.4%
 Disagree 622 54.7%
Welcome to ask questions1

My family was welcome to ask my health care provider questions
 Agree 841 73.9%
 Somewhat agree 32 2.8%
 Disagree 216 19.0%
 Don’t know 30 2.6%
 N/A 19 1.7%
Listened to concerns1

My health care provider listened to my family members’ concerns
 Agree 839 73.7%
 Somewhat agree 43 3.8%
 Disagree 202 17.8%
 Don’t know 30 2.6%
 N/A 24 2.1%
1 N/A responses were excluded from analyses of individual items
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Discussion
We found an unmet need for support during childbirth. 
Although 30% wanted a support person during labor and/
or childbirth, only 7.4% of women reported having one. 
Also, a large majority of women wanted their support 

persons integrated into their maternity care, but fewer 
women had them actually integrated in practice. Women 
and their support persons were treated differently due 
to differences in social status, support person types and 

Table 4 Factors associated with summative PC-ISP preference scores (multivariable linear regression model)
Combined preference scores
B 95%CI

Age -0.04** (0.06, -0.01)
Parity 0.06 (-0.04, 0.15)
Marital status (Ref. Not married/partnered)
 Married or partnered 0.18* (0.00, 0.35)
Education (ref. Primary or less)
 Vocational/Secondary -0.06 (0.17, 0.06)
 College/University -0.06 (-0.40, 0.27)
Employment (ref. no)
 Yes 0.12* (0.01, 0.22)
Birthplace (ref. born elsewhere)
 Born in Nairobi or Kiambu Counties 0.05 (-0.14, 0.24)
Self-rated health -0.03 (-0.09, 0.03)
Covered under health scheme or health insurance (ref. No)
 Yes 0.04 (-0.21, 0.30)
Total support persons -0.18* (-0.29, -0.07)
Support person types
Male partner (Ref. No) 0.21 (-0.02, 0.44)
 Yes
Mother (Ref. No) 0.35* (0.10, 0.61)
 Yes
Mother-in-law (Ref. No) 0.26 (-0.23, 0.74)
 Yes
Father (Ref. No) 0.17 (-0.24, 0.58)
 Yes
Sister (Ref. No) 0.23 (-0.07, 0.52)
 Yes
Brother (Ref. No) 0.10 (-0.32, 0.53)
 Yes
Other family members (Ref. No) 0.21 (0.00, 0.43)
 Yes
Accompanied to facility (Ref. No support person accompanied)
 Yes 0.23 (-0.06, 0.52)
Labor & childbirth (Ref. No support person during L&D)
 Yes 0.09 (-0.13, 0.30)
Postpartum (Ref. No support person postpartum)
 Yes 0.12** (0.05, 0.19)
Household decision-making (Ref. no say in all decisions)
 Yes 0.11* (0.03, 0.19)
Facility type (Ref. Public hospital)
 Public health center 0.01 (-0.11, 0.13)
 Private facility -0.10 (-0.22, 0.01)
Total providers attending birth -0.11 (-0.30, 0.08)
Selected facility based on quality 0.05 (-0.17, 0.26)
Referred to facility 0.14 (-0.02, 0.30)
Notes: *p < 0.05, **p < 0.01, ***p < 0.001 ; B = Beta coefficient

The Friend/Neighbor/Other support person measure was omitted from models because of collinearity
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facility characteristics. Further, women desired specific 
types of support aside from birth companionship.

Women’s preferences for PC-ISP
Most women wanted their support persons to under-
stand their condition/care and have their support 

persons make sure their providers respected their values 
and choices, but fewer wanted them to know about their 
condition/care or consult them on decisions, suggesting 
a desire to remain at the center of their own maternity 
care. Although there has been progress, women’s par-
ticipation in health care is still low, especially in low and 

Table 5 Factors associated with total PC-ISP experience scores (n = 1,138)
Combined experience scores
B 95% CI

Age 0.00 (-0.03, 0.02)
Parity 0.03 (-0.06, 0.13)
Marital status (Ref. Not married/partnered)
 Married or partnered -0.09 (-0.34, 0.16)
Education (ref. Primary or less)
 Vocational/Secondary 0.00 (-0.17, 0.17)
 College/University -0.08 (-0.28, 0.13)
Employed (ref. no)
 Yes 0.07 (-0.18, 0.32)
Birthplace (ref. born elsewhere)
 Born in Nairobi or Kiambu Counties -0.08 (-0.37, 0.21)
Self-rated health -0.05 (-0.19, 0.10)
Covered under health scheme or health insurance (ref. No)
 Yes 0.06 (-0.09, 0.22)
Total support persons -0.09 (-0.34, 0.16)
Male partner support person (Ref. No)
 Yes 0.13* (0.02, 0.23)
Mother support person (Ref. No)
 Yes 0.12 (-0.12, 0.37)
Mother-in-law support person (Ref. No)
 Yes -0.01 (-0.40, 0.39)
Father support person (Ref. No)
 Yes 0.14 (-0.94, 1.21)
Sister support person (Ref. No)
 Yes 0.01 (-0.29, 0.32)
Brother support person (Ref. No)
 Yes 0.12 (-0.39, 0.64)
Other family members support person (Ref. No)
 Yes 0.14 (-0.03, 0.31)
Timing of support: Accompanied to facility (Ref. No one accompanied)
 Yes -0.04 (-0.48, 0.40)
Timing of support: Labor & childbirth (Ref. No one during L&C)
 Yes 0.03 (-0.15, 0.21)
Timing of support: Postpartum (Ref. No one postpartum)
 Yes -0.04 (0.22, 0.13)
Household decision-making (Ref. Does not have say in all decisions)
 Yes 0.01 (-0.28, 0.30)
Facility type (Ref. Public hospital)
 Public health centre 0.16 (-0.12, 0.45)
 Private facility 0.00 (-0.31, 0.30)
Total providers attending birth 0.29 (-0.01, 0.60)
Selected facility based on quality 0.15 (-0.07, 0.38)
Referred to facility 0.19 (-0.16, 0.54)
Notes: *p < 0.05, **p < 0.01, ***p < 0.001

The Friend/Neighbor/Other support person indicator was omitted from models because of collinearity
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middle-income countries, and these findings highlight 
the need to increase women’s involvement in their mater-
nity care [34].

Consistent with findings from other studies in Kenya, 
younger women preferred integrating support persons, 
which is likely because they are less experienced with the 
birthing process and need an advocate during care [8]. 
Similarly, our findings suggest women are more likely to 
look to their mothers for multiple supportive functions. 
Further, the increased likelihood of wanting to consult for 
decisions with mothers, male partners, sisters and other 
family members implies maternity care needs to expand 
access to a variety of other support persons. Literature 
and health policies have predominantly focused on male 
partner involvement and providers frequently give pref-
erential treatment to male partners [8, 33, 41–44]. Yet, 
many studies have found preferences for mothers and 
other female relatives, often stemming from cultural pref-
erences [12, 22, 45, 46]. Maternity care systems must thus 
broaden efforts to facilitate support persons’ involvement 
beyond male partners.

Interestingly, more support persons were negatively 
associated with several PC-ISP preference indicators. 
Women may need more privacy if multiple support per-
sons are involved. They may consider certain individuals 
to coach them they find unhelpful and want to limit some 
individuals’ involvement [47, 48].

Women who have a say among their household mem-
bers, also are more likely to integrate them into their 
care. When you, however, lack decision-making power at 
home, you may want to protect your autonomy in health 
care and not prefer to integrate support persons in your 
care [29]. Women’s decision-making power in health 
care is increasing in sub-Saharan Africa, suggesting that 
women may increasingly prefer to integrate support per-
sons [49].

Women’s experiences of PC-ISP
Fewer women reported experiences of PC-ISP com-
pared to those who preferred it, underscoring how the 
healthcare system is ill-equipped to facilitate support. 
Maternity care providers lack a clear agenda for engaging 
support persons directly or productively [33]. Providers 
often have widely differing practices about engaging sup-
port persons. They may only allow certain types of sup-
port persons or only provide information about women’s 
conditions if women experience problems [9, 33].

More attention is needed on the equitable, inclusive 
treatment of support persons, since women may need a 
variety of support persons. Few studies, however, have 
investigated strategies to address discriminatory or dif-
ferential treatment of support persons and intervention 
studies that aim to increase access to support persons, 
reported differential treatment [31]. Future research 

should assess whether they are treated differently in prac-
tice and how this may affect women’s receipt of support.

Women’s needs for support are greatest during labor, 
childbirth and postpartum, so excluding them then 
would probably be the most hazardous [50, 51]. Allowing 
women their support persons throughout maternity care 
contributes to their network members’ sense of inclusion 
and belonging in care [24]. Helping families and social 
network members feel welcome in facilities influences 
positive perceptions of facility-based care in the broader 
community, which contributes to women’s and commu-
nity members’ future decisions to utilize health care [4, 
6, 26, 52].

Our study corroborates existing literature that facility-
level factors influence women’s access to support persons 
[7, 8, 11]. Adequate staffing contributes to providers’ 
capacity to engage with support persons and facilitate 
support. Providers had less capacity to engage as the 
number of support persons increased. Other studies sug-
gested exclusion of support persons arise from under-
staffed wards and overworked providers [8, 11, 31, 53, 
54]. Women’s access to support persons largely depended 
upon facilities’ “allocation of resources, organization of 
care, facility-related constraints and cultural inclinations.” 
[7]. These institutional factors also highlight how health 
care providers are embedded in institutions, health care 
and social systems. Despite aiming to provide the best 
possible care, providers are often constrained and frus-
trated by institutional policies, lack of resources and 
social hierarchies [55–57]. Future research should further 
estimate how additional facility factors, such as financial 
resources or physical infrastructure, are associated with 
women’s access to support persons. This information is 
critical for developing comprehensive, multi-level inter-
ventions to increase support for women [20].

Limitations and Future directions
This study makes an important contribution to the lit-
erature on how support persons fit into a person-cen-
tered maternity care approach, but there are notable 
limitations. The PC-ISP survey measures were devel-
oped and applied specifically for intrapartum care and 
do not reflect preferences and experiences of care dur-
ing other periods (e.g., antenatal, postpartum). PC-ISP 
measures were not validated within the sample, nor did 
they undergo psychometric or formal scale development. 
Additionally, given low reliability, the combined PC-ISP 
scores may not accurately or validly measure PC-ISP as 
a broader concept. Past studies, however, have been pri-
marily qualitative or only used single measures that do 
not adequately capture the PC-ISP construct. This study 
initiates research on measuring integration of support 
persons and the proposed subconstructs merit further 
examination in other contexts.
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Although women were surveyed about their PC-ISP 
preferences and experiences, we were unable to assess 
how preferences aligned with or influenced reports of 
their PC-ISP experiences. Because acknowledging and 
respecting women’s preferences is important for per-
son-centered care, knowledge of women’s preferences 
for integrating support persons in maternity care is an 
important area of needed research. More research is 
also needed to assess the extent to which women’s PC-
ISP preferences affect their experiences of care and its 
quality.

Another limitation was that women were interviewed 
only once during the postpartum period. Because 
women reported their preferences after they received 
care, responses were possibly influenced by their experi-
ences of care. The analysis also limits our ability to draw 
causal conclusions about factors associated with PC-
ISP because of the number of factors included in final 
models, potentially because some may have reached 
significance by chance. Finally, there is limited general-
izability, because our sample included only women who 
gave birth in six facilities in urban areas in Nairobi and 
Kiambu counties. Moreover, there was notable hetero-
geneity in facility characteristics, for example, of the two 
private hospitals, one was for-profit and one was not-for-
profit. More research is needed across a greater number 
of facilities to better examine women’s access to support 
persons and how facility factors influence PC-ISP. Never-
theless, this study generates insights about gaps in mater-
nity care and how health systems may better integrate 
support persons to improve person-centered care.

Conclusions and implications
Childbirth constitutes a time when women are at high-
risk for mortality, morbidity and mistreatment. Because 
support persons play critical functions and are impor-
tant for women, efforts to improve person-centered 
care should also include integrating support persons as 
women need them. Integrating support persons can bol-
ster women’s autonomy and involvement in their own 
care [10, 27]. Maternity care needs appropriate instru-
ments to better assess women’s preferences for support 
and the measures in this study could inform future efforts 
to develop validated tools for the PC-ISP construct. The 
health care system should also establish processes to 
incorporate women’s preferences to guide maternity care. 
At a minimum, the care team should acknowledge and 
engage with women’s support persons of choice. Train-
ing for providers is needed to ensure equitable treat-
ment of women and allow different types of support 
persons as women rely on different types for different 
forms of support. Lastly, efforts to integrate support per-
sons into maternity care need to address facility factors 
including staff capacity, cultures of care that rationalize 

mistreatment and patterns of providers’ negative atti-
tudes and disrespect towards support persons [8, 23]. 
Providers need training about the benefits of integrating 
support persons for women’s care and community health 
workers may be able to fill in gaps in staff shortages for 
non-technical care. Ultimately, integrating support per-
sons into maternity care as women need them, bolsters 
efforts to advance person-centered care and has the 
potential to improve health outcomes [10, 58].
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