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ABSTRACT

Antenatal care is an impor'ant Jetenninant of child and maternal health. However,
Antenatal Carc (ANC) services in Nigerian hcalth care facililics are undertfilized as a

result of several factors related lo ciient’ satisfaction, which are not yet fully identified.
This study, therefore, assessed the satisfaction of nursing motheis with ANC received in

selecled secondary health care (acilities in Oyo State, Nigeria.

This is a8 descriplive cross-sectiunel siudy. A total of 410 three-month post-delivery
nursing mothers, weie randomiy sclecled from six oul of 34 seconday health care
facilittes in the Stale. A prelested semi-siruclured qucstionnsirc was used to collecl
information on ANC services &nd nursing mothers’ level of satisfaction. Level of
satisfaclion was measured on a 32-point scale. A score of 0-9 was regarded as low
salisfaction, 10-19 as moderale sutislaclion, and 20 and above as high satisfaction. Data

were analysed using descriptive str.tisticsend Chi-square fest.

Mcan age of respondenis was 28.3 + 3.4 years and 75.9% were married. Thirty-eight
percent of the respondents regisiered for ANC in the [isst trimester, 43.6% in the second
trimesier and 18.4% inthe third trimester. Mean atiendance of ANC (5.3 £ [.5 times) was
higher than the expected minimum of S visits. The seivices received included weight
(99.8%) and blood pressure mensurements (99.5%), urine (99.5%) and blood (99.5%)
lests, iron supplemeniation (90.9%), tclanus injection (89.5%), prophylactic malarsia
therapy (80.8%), instructions on the usc ol inseclicide-lreated net (71.3%) and dcworming
(30.1%). Mean level of satisfaction was 16.1 £ 5.0. Overall, 54.7% ol respondents were
moderalely salisfied, whife 37.3% were highly satisfied. The majority (60.0%) of the
respondents were highly satisfied with general cleanliness of the health facilities and
58.8% were very satisl ed with location of the health facllity. Many respondents were also
satisfied wilh care providers' show of empalhy (55.6%), prompt response (o clients’ needs
(55.4%%), respect for clients (53.2%), cflective listening (52.0%) ond involvement in
decision-making process (52.0%). More respondents (34.8%) aged 26-30 ycars were
highly satisfied with the care recelved, compsred with those aged 31 years and above
(p<0.05). llowever, among the 1sspondents who were not salislied, 57.7% expressed

dissatisfaction wilh caregivers’ nc¢3ative attitude and 23.1% with unnccessary demand of
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delivery ilems. Married respondents were significanity more satisfied than the unmarried
were (p<0.05).

The respondents were averagely salisfied wilh services received at the hcalth facilities.

However mosl of them failed lo regisler al first trimesler. Government should improve
health sesvicesto encourage client satisfaction.

Keywords: Client satisfaction, Nursing mothess. Antenatal care services,
Ltealth care facilities
Word count: 402
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Ope ratlonal def:nitions of term¢

Accessibility: Freedom lo ulilize any of the sclecied secondary heallh Institutions in Oyo
Stale Wilhout ony hindrance

Alfordabllity: Ability to access the relevant matemity Services with no hindrance from
time, money or energy spent on Ik 2 care

Antenatal care: ] Ieolth care servites rendered to pregnant mothers

Clients: Newly delivered molthers within the first six months of delivery or mothers Ihat
aze nursing infants within the (irst six monihs of life

Healih Care Providers: Skilled rnidwives, nuzse or doctors attending to pregnant moihers

during anlenalal, intrunatal and pesiantal periods in the selected heallh instilutions in Oyo
State

Health Quicome: Live male ur female babies delivered natumlly by the women
undersisdy

Wcalili/facility: One or all the six selected secondary health inslilutions

Midwile: 'regnant mothers' heaith core provider

Quallty: Any form of midwilery service thal gave newly delivered mother a level of
sallslaction in the selected health instilution

Satlstaction: Sense of happiness cerived by newly delivered mothers because of maternity
care received in any of the six health facilities

Verbal Analgesia: Words of encouragement

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CHAPTER ONE

INTRODUCTION

1.i  Dnckground to the study

In many counlries, Antenatal Carg (ANC) is the only time women contact the health-care
system. Therefore, ANC is a unique opportunity or platform for providing a variely of
health services, ANC as a key componeniand a pillar of Safe Motherhood, which rest on o
foundation of basic health services, equity, emotional and psychological suppoit (Federal
Minisiry of }lcalth-FMOI1-2008). Proper care during pregnancy ond delivery is important
for the health of both the molher and the baby and is an indicator of malemal and child
health in society. Antenatal carc (rom o trained provider is imgportant to monilor the

pregnancy and reduce morbidity risk for the mother during pregaancy ond delivery,
(Notional Demographic and Health Survey -NDHS- 2008).

The major objective of antenalal care is to ensure oplimal health outcomes for the mother
and the baby. Some of the benefits of antenatal care, as identified by the NDHS (2068),
ore early deteclion of complicalions and prompl treatment; prevenlion of discase through
immunizalion ond micronulticsi.t supplement, birth preparcdness ond complicalion

rcadiness, ond health promation and discase preveniion threugh messages and couaselling
of pregaant mothers.

The ANC policy in Nigeria follo vs the newest \VHO approach, which is to promote safe
pregnancies, recommending al leisi fousr ANC visits for women wilhoul complications.
This is called Focused Antenoltt Care (FANC). Four goals of ANC, as itemized by
FMOL! (2008), include: health p;omolion. prcvention of complications of pregnancy and
childbirth, early deleclion and prcmpl management of problems with birth, and emergency
planning. Recommendations mede by FMOH (2008) 10 make ANC services more user-
friendly are improving clienl provider inleraction wilth emphasis on respecling clients’
rights; ensuring thot oll the ontcAstal users have the right 10 be treated with digaity and
respect; giving oalenalol users t‘ight 1o full information and access 10 all services; and
ensuring right 1o privacy, conlidénliality. comfort, safely, fice expression of opinlon and

conl'nu i‘y Ofcurc ror nnlcnnlal\F“&[l%lGlTAL HEALTH REPOSITORY PROJECT



Nigcria, like most developing counlries, has one of the highest matemal mortality rutes in
the world. 1laemorrhage and obs'rucled labour are the principal causes, closely followed
by anaemia and other serious inl¢:tions. Mony affecled women do not book for antenatal
care carly lo receive care that *vill have remarkable prevention of those prevenlable

discases that can complicate pregnancy ond lerminate maternal and focetal life abruptly
(Adekunle 2002). All prcgrant women ore a! risk of developing complications such as
annemio, tnaloria in pregnonacy, hypestension and so on (FMOH 2008).Mony pregnant
women in Nigcrin do not oppreciaie the importance and benefits of ANC by undenstilizing
the services. They attend ANC just o oblain a registration cord in case ol unexpecled
emergency. However, most pregnant mothers do not altend or patronize healith facilities
because they were nol satislied with poor provider aitltudes, unfriendly policies, such as
compulsory blood donation lor ANC seivices, inability lo pay for seevices, inaccessibility
and non-2vailability of services (li.\lOll 2008).

According 10 \YHO (200$), o skrled health worker is ‘an accredited health professional -
such as a midwilc, o doctor or a nurse who has been educaled and Wwained lo acquire
proficiency skills nceded 1o manage normal (uncomplicaled) pregnancies, childbiith and
the immediale post-pasium period ond skills for identitication, management and referral
of complication in women ond newboms. Midwives arc among health care providers in
pregnancy, during and ofl¢cr labour. Their roles include supporling ond assisting he
birlhing pasents in their joumey through pregnancy, labovur, bisth and postpartum (though
assumed o normal life process). A midwife, ulilizes her clinical skills, intellect and
inluition, to infonn parcnls if on¥thing ['alls ouiside the range of normal. She afso handles
emergencies by refcrral 10 where help con be assessed, that is next level of health care

sysiem. This is 1o reduce birth irjuiy, Irnuma, cacsarean seclion, mortality ond morbidity

of both the newborn and the motiier.

Crow, Gage ond Hampson (2007) view, midwives’ allifude as a grenl influencing faclor
on service use and programmes aflecting its patronage. Heolth care providers are
encouraged by the Federal Minisiy of |{ealth 10 make anlenotnl clinic atlendance
pleasurble, rewarding, assuring, cmpathclic, accessible and offordoble experience for all
clients (FMOI11 2(08). Osungba;!c. Oginni ond Olumide (2008), who investigated the

contenls of antenalal core services In Secondary Health Care (ncillties In Nigeria, found
thal blood pressure mcosuretyent, ahdominal, palpation.and. detection of foctal hear! rate



were provided to all panticipant:. Ninety-nine percent of the 1espondents were reached
with al Icast one educalional meéssage. Similarly, heamoglobin ¢stimation was done for
42.3% of the respondents;, urlie checked for proicin was done for 43.1% of the

respondents. Routine iron, and folate supplement, and malaria prophylaxis were
respectively given to 36.4% and 5.4% of them.

AbouZaht/WIIQ and Wasrdlaw/UNICEF (2003) estimated that the total global maiemal
death was 529,000 covering 251,900 in Alrica, 253,000 in Asis, 22,000 in Latin America,
and 2,500 in the Caribbcan. Maternal mortality rate was estimated 1o be 830 per 100,000
in Alrica, 330 in Asia, 240 in Latin America, and 190 in Caribbean. Nigeria was ranked
the second highest with maternal death among 13 countries by W10, UNICEF and
UNFPA. The WHO National licalth Promotion Policy (2006) rated Nigerian's ovenall
health system performance lo be 187® among 191 member siates. Maternal montality rate
in Nigeria in 2006 was estimated to be 545 per 100,000 live bitths. The national liletime

risk of maternnl death was one in 13, which was one of the highest in the world (National
l1calth Promotion Poliey, 2006).

Okoghenun (2012) opines thal pregnant mothers dic in Nigeria everyday like cockroaches.
He traced the cause o the threc common delays in matemal desths: delay in decision
making by houschold whether a svomon should deliver in health care (acility; delay eaused
by roads and iransport boitlenecys, like traftic jam on the way to the hospital; and delay
caused by health cane facility in ‘r.ucnding to pregnant women in erisis. t[e also mentions
dearth of infrastructure and other socio-economic (aclors militating against maternal well-
being in pregnancy, labour and pueiperium. Only 58% of mothers received anicnatal care
from trained healih peisonnel, while 36.3% had no antenatal carc. Thiry-nine petcent of
the women received delivery care from a skilled provider, 35% of the binths were
delivered in a health facility (59'4 in urban and 25% in rural setlings); 39% of the births

were assisted by a skilled provide:; and only 12.5% reccived eare [rom a nurse/ midwife.

Trends in maternal health care, as reporied hy NDHS (2008), revealed that the propornion
of pregnant mothers that received anienatal care [tom a skilled provider tom 2003 to 2008
remained 58% (that of urban arees was 84%, while that of rural settlements was 46%) In
urban scitings, skilled providers assisted 65% of the women; while in tural settlements it

was 28%. In 2008, the tots! bin;'!s in 8 health facility were 35%; while urban births in a
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health facility had 59%, rural bisths in a health facility were 25%. North Central births
were 41%, North-East were 1343, North-West were 8%. South.East were 74%; while
South-East were 48%; nnd So=th-West wete 70%. NDHS (2008) identifies misscd

opporlunilics for essential inlervenlions in Nigeria 0s ANC (any) 58%, ANC (44) 47%,
TT2+ 40%, IPT 0.01%, PMTCF (molher) 0.t%, and many others. Fiom the above
demographic datn, il is obvious that malemal mortality is o serjous health burden in
Nigeria and women undcmlilizcilhc matemal case services aveilable during pregnancy,

delive)y and allcnwvards, despite the high ferlility mte of 5.7 and high mortality rate of 545
per 100,000 live births.

Recently, the Nigerian health system considered increasing access o professional carc
during pregnancy, Jabour and delivery ns a ceniral sirategy to redueing matemal moriality
ralio, [t then recruited midwives v/ho were posted 10 tural communities and hard-10-reach
areas. The success of this programme has not been evaluated but pregnani mothers'
palronage of institutionalized enrt k unimpressive, In spiie of the national recognition of
the need to improve matcrmal heal.h with laudable programmes, universal access to quality
service remains o distant goal. {*asluse in quality of care isa major contzibutor 1o matemal
death and serious morbidity. Health-sceking behaviour is o complex issue detennined by
the interplay of many factors related Lo patient's satisfnction and perception ol their quality
of care, health-services factors, socio-cultuiel, economic or geographic (FMOH 2008).
There is a need to look at ways to improve utilization of services provided during antenatal

carein orderto improve clienl's satisfaction on guality of matemmity care and access to the
services.

Olaniyt (2010) opines thal client satislaction isan imporiant component of the quality of
medical eare in the clicnl-ccntrclul preventive health care. Client's satisfaction has been
delined as how clients value and regard their care; il is a process as much as an allitude
(Crow, el ol., 2002). Some Inves.igators define satisfaction as o slale where the patient's
own expectations for ireatment and carc are met (Thompson and Sunol, 1995). Studies
show that clieni satisfaction is an important determinant of the choice of health facility
clients would want 1o attend in order to maximize health services (Bemharnt 1995).
Coregivers' technical skill and interpersonal skill, such as waiting lime for appointment os

well os helpfulness and eommunicnlion of staff, emergeney rcsponses and facility's

appearunce all immensely contribute 40, natient.satisfection.(Crow, et al,, 2002). tHowever,



little work bas been done on clierts’ peiceived fevel of satisfaction with ANC setvices in
Nigeria, especially with secondar health [ncilities in Oyo State, Nigeria. This study as
conducted Lo address the observed gop and use the data generated in the process to provide
solutions 0. any obscrved lopses. This study idenlified salislaclion levels of mothers on the

quality of antenatal care they received in six selecled secondary health facilities in Oyo
Slate, Nigena.

1.2 Statement of the prabicm
The Nigeria Demographic and Kzalth Suivey-NDHS-{2008), revealed that only S8% of

women aged 15-49 years received onlenatal care (ANC) rom a skilled provider {doctor,
nurse/midwile, or auxitiacy nurse‘midwile) during their last pregnancy. The proportion of
lhose who oblained ANC service: from a skilled health worker was higher among women
residing in urban acreas (84%) thaia among women in rural arcas (46%). The proportion of
those nol exposed to ANC is pro:ie (o many risks during pregnancy, labour and delivery.
Such also have knowledge deficit on malters celating (o their welfare during these
vulnerable periods. Receiving AIC from a trained provider is an impoitant skiategy in
monitoring pregnancy and reducing morbidity risk for the molher and the child during
pregnancy and delivery. it also enables early detection of complications and prompt

ircalmenl. Besides, it helps in prevenlion of disease through immunizalion and
micconutrient supplementalion.

Encreasing the births delivered in health facilities is an important lactor in seducing deaths
arising from the complications of pregnancy, Only 35% of pregnant mothers delivered in
health [acilitics nationwide (20%'in public seclor, 15% in privale sectors), 62% at home
and 3% inothers places (NDIIS 2 008). Birth atiended by midwives in Oyo Stale was 60%
compared wilh 74% in Osun ar'd 64% in EKitli Statcs. Are mothers in Oyo Stale not
satistied with the care jeceived from care providers? Vuori (1987) claims thal palient
satisfaclion is polentially a vital gediclor of partial cuse as it determines whether a patient
will seek medical help, comply wilh therapeulic regimen and would have a sustained
relationship with the physician (NDIIS, 2008). Patient salisfaction may be one of the
factois for underutilization of picnalal case in Oyo State. This sludy was conducled to

determine newly delivered mothers’ salislactlon levels with antenatal care received in the

sclected secandasy health care fagilities in Ovo State.
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1.} Justification of the study

Prompl patronage of institulionaiized care will increase access 10 health care services,
improve malernal well-being oid reduce maternal morbdidily and moitality rates in
Nigeria. Trends in maternal health care, as reported by NDHS (2008), revealed that the
proporiion of ptegnamt mothers 113l received antenatal care from o skilled provider from
2003 to 2008 rcmained 58% (that of urban areas was 84%, while thal of rural seitlements
was 46%). Underulilization of metemnal health services is a major challenge in palronizing
institutionalized care. Antenolal, intranatal and post nalal care services can give endless
oppofiunily to molhers of scprocuctive age to access care when the need arises during
pregnancy, labour and puerperium. This study examined the satisfaction leve! of ontenatal

core useis. It suggested ways ¢or impraving the quolity of matemal palronage and
utilizalion of antenatal care.

The information gathered ftom this project may be uscd for several purposes. Programme
planners and matemal health cae providers can use it 1o develop an cvidcncc-based,
participatory plan and inlcrventinn to improve the behaviours of matemal health care
providers 1owards anlenatal care. Midwifc educalors/lutors can 1op lacts from the study o
use as practical behnviournl guidslines to sircnglhen the pre-service behavioural 1raining
of midwives. Oyo State Ministry of Health can also adapt the instrument in assessing the
palronage of antcnatal caze in all slate malemity centres. Likewise, the national Ministry

of Heallh can cile and adapt ths study lo idenlily gaps in utilizing amenatal care by
expeclant mothers in differcnt par:s of Lthe nation,

{4  Droall oljeclive

‘The broad objeclive of the study was fo determine satislaction level of nursing mothers

with antenalal care in selecled secondary heatth instilutions in Oyo Stale, Nigeria.

1.5  SpeciNe objectives

The specific objeclives wee lo:

|. Document lime during p:sgnancy when pregnant women register for antenatal
)
care

2. Measure key components of prenatal care received by the nursing mothers.

3. Describe the level to which nursing mothers were satisfied with the antenatal care
teceived in the sclecicd secondary heshh Instilutions.
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4. Docusment mothers' cxps:ssed need for improvement in matcmily care in the
secondary health instituttons.

[.6  Research questions

The study provided answers to the following questions:
b, What time do mothers commonly register for antenatal care?
2. Whaot arc the comporents of antenalal care received by the newly delivered
mothers during pregna:cy?
3 Whalt satis{action leveis do newly detivered mothers have with antenaia! care in
the areas of study?
4. What are nursing mo.hers' expressed need for improvement in health care

services af the selecle¢ secondary health institutions?

1.7 Research hypothescs
The study tested the following hypotheses:
HO,  There is no sigmficant relationship belween respondents’ marital strius
and sceing health workers during pregnancy.
HO;, There is no sigrificantl diflierence between services received in heallh

facilities and level of satislaciion wilh cmpathy-showing and reassurance
by midwives.

ti0  There is no significant difference between respondents’ levels of education

and (ully meeting with personal cxpectations in heahh facilities.
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CHAPTER TWO

L TERATURE REVIEW

2.1  Mistory of antenatal carc

Antcnatal case refers to the care that is given to o pregnant woman from the lime that
conceplion is conlimied until the beginning of labour (Anne, 2003). Dame (2004) traces
the history of formal provision ol" antenatal care to the First World War, with the setting up
of the {irst clinic. The clinics were rare, 'The huge loss of fife through the war gave an
impetus (0 using ontenalal case as o methed of reducing infant and maternal mortality. The
lirst hospital ontenntal clinic was opened in 1915 by doctor Ferguson in Edinburgh and
supervised by Ballantyne, who ¢1so opencd the first antenatai bed for inpatients. Unul
then, most women had no roulire nntcnumlr core during pregnancy and rarcly were seen
either by o midwife or by a docl‘)r until they went into labour. By that time, there were
of en complications, which might have respended (o earlier diagnosis and treatment if they

had been availableand so improved the outcome for both mother and baby.

Antenatal care service was limitzd in the early days, lo abdominal examination, possibly
urinalysis and advice or instructlén on diet (Pame, 2004). The conccpt of antenatal care as
a preventive measure grew slow'y and developed until well ofter the Maternal and Child
Weliare Act of 1918, which encouraged local outhorities (o set up antenatal clinics. The
content and intervals of antenolal visits were lirst specilied in 1929 by the then Ministry of
Health, Later, measurement of {1¢ mother’s blood pressuse, external assessment of the
nelvis and guidelines for the ninilmum number of antenatal examinatlions undeitaken
during psegnancy were included (WIEO, 1985). Only o doctor would carry out the first

cxomination; those at 32 and 36 'veeks had midwives cairying oul the remainder (WHO,
1985).

By 1935, it was cstimated that 80% of the women In the UK were receiving some
antenatal care and the secommended intervals were similar to those of today, namely 16,
24, 28, 32, 34. and 36 weeks and then weekly until the outset of labous (Oakley,1982). By

1946, the estimated ligure for women receiving antenatal care had risen to 91%

(Oakley, 1982). Now, most womzen, in. the LK. seek regular antenatal care and accept that it



is importani (or their own heallth und thc health of their babies. Unforiunately, those who
arc Jeast likely 10 attend an antcnatal care clinic tend 10 be those who are most at risk of

developing complications, for cxamplc women from the lower socioeconomic classes,
young icenagers and women at hign parity (Oakley, 1982).

2.2 Concept of safc motherhoa’l

A meeting held by Regional Reproductive Health Task Force in Dakar, Senegal in 2003
called a¥l parincrs to develop an¢ implement a8 road map for accelerated maternal and
newbom mortality reduction in Africa, because the Millennium Development Goals
(MDGs) call for 75% reduction sf matemal mortality ¢atio and 2/3 reduction of child
mortalily fate by 2015 in Africc. To achicve this, there is an urgent need lo ensure
univcrsal access lo quality health care services during pregnancy, labour and aRer
delivery. The provision of skilled birth attendant during pregnancy, childbirth, and post-
natal period at all levels of heaith care delively system 10 stengthen the copacity of
individuals, families, and commu:itics 10 impsove matermal and neonatal health capturcs
the concept of sale motherhood. Sale molherhood is 8 concerted eifort by a pregnant
woman herscll, her immediate and exlended family members, her community and all
health personnel at the primary, Isecondaly, and (crliary levels to ensurc the safety of a
pregnant woman and her baby during pregnancy, labour and aRer delivery. Safe
motherhood is a multi-sector approach o the reduction of matemal mortality. Related
sectors include education, health, transporl, human rights, mass communication and so on.
A similar single-sector approach 10 reducing malemal and newbom mortality rates
introduced by WHO and other devclopment partncrs is Making Pregnancy Safe Initiative.
It is a health-seclor response to alleviating matemal ¢nd newbom morbidity and mortality,

The aim is 1o provide safc antenalal carc, delivery and post-natal scrvices as well as
quality nconatal care (FMOH, 20(3).

There is a significant mismatch ir reproductive heaith scrvices and the workforce (FMOH
2008). For example, more than half (58.2%) of the health centres that ofter antcnatal care
and delivery services do so without a midwife, or 8 SCHEW, while midwives work In
some health cenires that do not off2r pregnancy care servlces. The mismatch |s attributable
to a lack of traincd health work force and to inappropriate distribution of the available
workforce (FMOI{ 2008). For auality antenatal carc and attalnment of Millennium

Development Goals, there is the "lced to put in place training and retraining of matemal
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health care providers on safe motliethood and other life-saving skills 10 make pregnancy
safer (or Nigesian mothers.

2.3 Components of antenaial care

Anne (2003) idcnislies the followir 3 as essential components of ANC globally:

Booking visit- The initial visit (¢ the antenatal clinic aimcd at introducing women (o
matcmily service. During this period, information wilt be shared between the women and
the midwilc or health care provider in order to discuss, plan and implement care for the
duration of the pregnancy and postnatally. Mothers will be encouraged to book early
because the carlier the time of first contact with the matemity health care provider, the
more appropriate and valuable the ndvice given relaling 1o nutrition and cate of developing
foctal delicate organs. Early pregnancy may leave the woman (eeling exhausted and
overwhelmed.

Referral 10 a physician or obsletrizian for cxpert caze. The caie include : inticduction o
malcmily care, physical examination, the midwilc's examination, medical examination,
abdominal examination, preparation for Jabour and initial assessment. Osungbadc, Oginni
and Olumide (2008) notc thal an:cnatal services include blood pressure measurement,
abdominal palpation and detection of foctal heart rate, which has reasonable capacity for

intervention against pre-eclampsia and some foctal problems and could contribute (o
deliveiy in a health facility and by a health worker.

2.4 Patterns ofanicnatal car:

From the outset of antenatol care ia the UK, the paliern of antenatal visits has rarely been
questioned even though when set up there was no evidence to suggest there were any
benefits. The attendance ritual oppeared 10 be generally acceplablc, with neither women
nor professionals questioning the :ationale. There was a recommendation, as (ar back as
1982, that matemily providers rev:ew the number of visit for ‘low- risk women’ but this
was never widely implemented (11l et al., 1985). This challenge to routine practice was
less likely 10 happen in one piace of birth changed and women werte under (urther scrutiny
in the hospital eavironment. The publication of changing childbirth (Dotl. 1993) urged
service providers 1o review the sys:cm of anlenatal vlsits, suggesting that it must focus on
the mos cflective way, The WHQO's newes! approach is 10 promole safe pregnancics,
recommending at lcast four ANT visils (or women withoul complication instead of

(ocusing on the traditiona) numbcr' of visit (F'MQOH, 2008). The new schedule of visits is as
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follows: the [irst visit should occur by the end of 16 weeks of pregnancy; the second visit
should be between 24 and 28 weeks of pregnancy; the third visttis & 32 weeks; and the
fourth visit lokes place at 36 weeks, However, \wwvomen with complications, special needs,

or conditions beyond the scope of tasic care may require additional visits (OHS 2008).

2.5 Status of antenatrl care in Nlﬁerla

A total of $9.2% of women attend ot least one ANC visit in Nigeria (NDHS, 2008). The
paltem of ANC in Nigerin involved transition from traditional approach to FANC
approach. Ndidi and Oscremcn (2010) assest that a study on the timing of booking in
Nigeria showed that 73.6% (256) dbooked in the second trimester and 26.4% in the third
trimester. However, in answer (o the question on the best time for women to book for
antenalal care, nbout three quarter {73.3%) felt the (irst three months of pregnancy was the
best time to book for antenatal care, while 22.4% chose the second trimester and 4.3% the
third trimester. Of the 256 mvliiparous women, 205(80%) had booked al lcast one
psevious pregnancy late. Arulogur: (2007) asserts that antenatal care aims at providing
care for normal, low risk and abnormal high-risk pregnancies. There isa great variation in
the provision and content of prenafal care in developed and developing countries. Specific
barsiers (0 {tee access o prenatal c‘m persisy, as it appears that the number of women not
secking or receiving antenatal care is increasing in Nigeria. Many strategies were put in

place to increase prenatal, natal ard posinatal care uptnke. Among them was deployment

of 4000 midwives 1o 1000 health facilities to provide skill eare to mothers in rural setting
during pregnancy, labour, and prerperium. Providing financial incentives was another
strategy planned in Nigerin (0 encourage increased acccss (0 matemal care and reduce

mortalily rates in rural health facilities that render matemity care services (FMOL, 2012).

Arslogun (2007) avers that [inancial incedtives alone do notl overcome barrier (o
tecciving prenatnl care. Additional elforls to facilliate enrolment and enhanced social
support services for the pregnant r-others are necessei1y. Antenalal care isinevitably about
balance. All women scek a healtly outeome to their pregnancy but not necessarily have
the same anienatal care as their ne'glibours. Antenatal services should be acceptable to all
women Wwho use them. Wheneses these ore provided, there should be visible and
accessible information, All the siaf” in the team should be tralned appropriately to meet the

vasying necds of women, particula-ly those who may be vulnerable and disadvantaged.
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Antenatal care has several funclio®s. K gives the health professional an ideal opportunity
{o share infortnation and olfer suppont. Earle’s (2000) qualitative siudy exploring the
relationship between women's experiences of pregnuncy and the maintenance of self-

identity found that the relationship between the community midwives and the womat was

importanl to the experience, and thal continuity of both cares might be influential. Despite
increase national cffoils 10 rectify this chalienge of underutilization, access lo

inslitutionallscd care remains a distant goal (FMOH, 2011).

2,6 Roles of heatth care providers during pregnancy

| lealth care providers, othenvisc known as health workers or skilled altendants, are
defined by Liormputtong ct al. (2005) as individuals or institutions thal provide
preventive, curative, promotional oz tehabililative heahh care services in o systematie way
to individuals, {amilies or comm:tnitics. A joint statement made by WHOACM/FIGO
{2004) defines a skilled birth aicndant as *“an accredited heshh professional, such as a
midwile, doctor, or nurse who has| been educaled and tmined to prof ciency in the skills
needed to manoge normal (uncomplicated) pregnancies, childbirth, and immediate
postnatal period, and in the identification, management, and referral of complications in
women and newbams”. llealth care providers may be an health care professionals,
gynaccological nurses or midwives, or obsieleicians. Health (acilities, include hospitals,

clinics, primary caresites, and other delivery points.

Mavis (2000) observes that midwsves do not relate only to mothers; they also relate 10
babies, paitncrs, (athers, giundpzrents, whole families and many vaiying signiticant
others. They equaily relaie to iso!a".cd women and help them 1o build the support network.
She cites Nicky leap’s opinion of milwivesas being “alongside with women", embracing
uncestainty together as women “ta! ¢ up” the power that will enable them to lead fulffling
lives as individuals and mothers a1 d motivating the women's lriendship group 10 be there
for her. They arc professiona’ servants. Mavis (2000) describes midwives as
extraordinarily poweeful when a waman is in labour influence; they also direct women in
labour. They are a safe anchor (fecling sefe cnough to let go) that is trustworthy. They are
calm and quiet, able to avoid being unobstructive, for example not naughty, and angiy;
producing Inlrusive direclions; being undermined; wrong assumptions; trusl betrayed; and
anxicty-provoking interventions. .\ny problem in the relationship ofien become obvious

because of heightened emotional a*musphcre that suerounds a birth.
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A midwile has many roles to pla¥ duzing pregnancy, labour, and post-delivery, Herthis
roles during pregnancy period inchde:

i To give the nccessary supervisicn, care, and advice to women during pregnancy.
i1 Health counselling and cducation. She/he should inctude antenatal education and
preparation (or parcnthood and extend to certain areas of gynaecology, family planning,

and childcare. She may praclice in hospilals, clinics, heafth units, domiciliaiy conditions
or inany other services (Adam, 1998).

|
Roles during delivery: Midwives are to conduct deliveties and to care (or the newbom.

This care includes preventive measures for the detection of abnormal conditions in the
molher end the infanL. They give procurement ol medical assistance and the execution of
emergency measures in the absence of medical help. To perform the above roles,
according to \Wiman et al. (2004), involves being open to and perceptive of olhers, being
genuinely concemed about patients, being morally responsible, being truly present for the
solisfaction of patients and being dedicated and having the cournge to be approprialely
involved as a professional nurse. Cfi (2008) identilies care as a requisite for coping and an
inherent feature of nursing practice whereby clients are assisied 1o recover in the lace of
iliness, undesstand the illness, cope", and re-establish connection, She views the outcome of

caring as the outcome of health, wkich, in tum, aftects (uture inlerventions.

The above definition can be adop:ed to describe qualily antenatn) carc as being open to
and pesceplive of others, being.genuinely concerned about patients, being morlly
responsible, being truly present Jcr expectant mothers, and being dedicated and having

cournge 10 be appropriately involy::d as a professional. Thesc roles and attributes can be
used to measure the quality of anteatal care or services,

2.7  Concepi of quality and sa‘isfaction

Thiedke (2010) said “in 20 ycalrs of practice, | rarely recelved a report on patient
satisfaction that 1 found wsciul. ‘ikc many of my colleagues, | feli ambivalent about
palient satisfaction and wondered why so many organizations seemed to value it S0
highly". The icony, of course, is that providing care 1o patients that is respect and helps
them maximize their health is amoag the most important things to do. In additio,
discussions in the literature make i\ elear that quality of care is not what ls being measured

in patient surveys. [n fact. many surveys intentlonally avoid asking patients how they (eel
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about the quality of their care, pretumably because patients are not in a position to judge
their physician's technical skill. it appears that what's being measured is typically a
combination of the patient's cxpectntion belore the visit, the patient's experience at the

visit and the extent 1o which the petienl experienced a resolution of the symptoms that led
him or her to making the visil.

The published output appearing in the medical and nursing literature, which incorporated
the term “patient satisfoction”, rose 10 a8 peak of over 1000 papers annually in 1994,
reflecting changes in scrvice managcment especially in the U.K. and U.S.A, over the pasl
decade. National Nealth Policy Gu:delines and Siandard of practice (2005) claims thal the
aim of quality assurance is lo improve provider’s performance and increase client's
salislaction. Professionals define cuality in many ways. Deming {1998) defines quality as
“doing the right things right.’ Qual‘ily, from a public health perspeciive, means offering the
greatest heaith benefits, with the Iénst heaith risk, to the greatest number of people, given
the available resources. World Hezlth Organizatlon (1996) aifirms that “Quality of licalth
Care consists of the proper perforraonce (according (o slandards of inlerventions) that are
known lo be safe, that are alfordable 1o the society in question, and that have the ability to
produce an impact on morulily, morbidily, disability and malnutrition". Clients’
perspective of quality depends jargely on client’s interaction with providers. Such
atributes include wailing time and privacy, case of access fo care, and whether they gel

the scrvice they wani. Most clien's want respect, understanding, complete and accurute

information, technical compctcm:c:.l access and fair results.

Donabedian and Maxwell (19805 view the level of Ppaticnt satisfaction as being an
imporiant determinant in quality of care, Salislaction is a measurement that obtains reports
or rulings from patients aboul strvices received [rom an organizatlon, a hospital, a
physician, or a health provider (Denabedion and Maxwell, 1980), Drvise (1990) identifies
six independent elements of qualitt healih service thot are termed the 3°'A's snd 3’E’s. The
service must be Appropriate, Accessible, Acceplable, Equitable, Ellective, and Efficient,
Mohammed and Rajiv (2008) aver that revicwing the client’s perspective should be an
integral part of health programme management, The fcedback of clients must be
complemented by dlrect observalicn of process and resource evaluation. They observe that
client satisfaclion related 10 antens'al care services In the Musandam region of Oman was

very good. Communicating with clients in their nalive language could be the Key to
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satisfying their antenatal service nteds, They also claim that the presence of community
suppont group members or Aradic-speaking health staff improved cooperation of
panticipants in the study. lvanov, Flynn,West and June (1999) note that client satisiaction
is the litmus test that eables health piogrammes to assess the impact of their services;

hence.itisan integral part of quality assurance process of health delivery. IPAS (Issues in

Post Abortion Cares) identify some eclements of quality care. These are discussed below:

2.7.1 Timing of counselllng and provision of methods: Mavis (2000) asserts that, in her
study, all the women experienced temporal and tocality distortion, and experienced a sense
of timelessness. Also, Beck (1994) found that labouring women's sense of time fluctuates
throughout the process. This has implications for midwifeiy practice {(Mavis, 2000), Time
taken for antenatal care must be w:thin the limit that the expectant mothers wiil be able to
cope with to improve access. Impioving access can have positive effects on health care
outcomes {Surji, \Vadhwa and Frac), 2002).

2.7.2 Informatlon and counsclting: Health cote orpanizations should be encouraged to
address those aspects of service that consumees most readily appreciate: relationships
between health practitioners, mean;ngful and understandable infonmation and participation
in their own health carc and treatment decision-making processes (Surjit et al., 2002).
Onc aspect of health care quality tl:at is being increasingly reeognized for ils importance is
the influence of patient perception which relics on information. The ability of the health
care organisation to satisfy the coasumer's demand for convenience and information can
signilicantly inMuence the quality »f health care it ultimately delivers. Providing patients
with relevant information is a link that increases patient compliance (Surjitetal., 2002).
2.73 Technica) competence: |atemational Plannced Parenthood [Federation (IPPF)
Framework (Huezo and Carcigar, 1997) identilies providers’ neced for tiaining on
technical and communication skills In quality. i is an Inftuenced framework developed by
the IPPF, as cited by Population Reperts Volume XXVI No. | (1998), which empowers
clients and motivates providers by presenting elements of quality care. The framework
adds access as another basic element of quality. Population Repent (2000) afTirms that
quality of care is closely linked to cccessibllity. Ensuring access 10 scrvices means making
good quality ond alTordable cate available where and when convenient 1o the ncarby
health worker or {scility. It adds th.at: “When a facility lacks properly trained stafl, opens
ivegularly, suffers from supply si‘&ﬂngcs. charges high prices. the community dots not

have adequate access 1o services”. Quality services help programmes to pursue their goal
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of making services universally avuilable. Quality of care is a cardinal issue in health

service delivery with many elements.

2.8  Dimensions of quality

There are cight dimenslons of quclity of health service delivery as dentif ed by Brown
Dickie, Brown and Bichn (1995):

2.8.1 Effective: Means the desired oulcomes (resulis) of care achleved through accurate
and approgpriate diagnosis and trealment 10 this degree. It relates the accuracy of the
dragnosis (be it medical, nursing or midwifery) and the capacity of the treatment to
boosiing the health of the clients such as safe delsvery, life bables and mothcrs.

2.8.2 Efficlency refers 1o clients’ perceptions of how well the personnel perform
administrative processes and use -esources 1o achieve a sel goal. [t is the ratio of the
outputs of services 1o the associsicd cost of produclng those services, taking into
consideration bothmaterial and tin!c Jesources.

2.8.3 Technical competence: According 1o Clients’ Feedback in Perv, technical
compelence is “the abllity and g:2efonnonce of hcalth providers as measurcd ogoinst
clinical guldellnes”. Some Indlcators that con be useful in mcasuring technical
compelence are trained pro!’cssion‘als (speciallsls), meticulous and thorough care, ropid

service or limely altcndance and painless care such as painless injection.

Mensol ct al, (1994) opine that proplc everywhcre continually assess the quality of the
services that they receive. Given e chance, they use providers and {ncilities thai offer the
best available care, as they perceive it. Vuori (1987), clied by Populstlon Repott, (1998),
notes that clicnts can and do judgc‘ the technical competence of the services they receive,
although they may not be technically accurate. For example, cllents surveyed in Chile
based their judgement on the clcalnllncsa of the clinies in Kenya; those in Zembls based
thelrs on how thoroughly they were exXamined; those in Indonesia on what type of
medicine they received. Poputatior Reports (1998) avers that cllent could judge technical
compelence by whether their needs are met or whether their problems are resolved.

2.8.4 Interpersonal relutions: Those include: level of respect, courtesy, responsiveness,
empathy, efTective listening and communicatiun between clinic personnel and clients.
2.8.5 Access 1o service: The degree to which health care services are unresiricted by

geographic, economic, social, organizational, or linguistic bariers.
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2.8.6 Safety: The level of trust, ccnf dentiality, and privacy in the services and the degree
10 which the risks of injuty, infecti_n, or other harmful side efliectsare minimized.
2.8.7 Continuity: The degree to Mii.h consistent and constant care is provided, including

the value of visiting the same prov +ier and continuing treatment.

i. 8.8 Physical nspects: Ths .:h}asical appearunce of the lacility and the level of
cleanliness, comfort and umenilics;)fl“crcd. The physical aspects of the lacility, such as the
appearance and cleanliness of the clinic and provider, and arrangements o assure
imaximum privacy during the exaiaination are other impostatit dimensions of quality of
care. Odaniyi (2010) notes that wor'.en in Kenya reposted that they had more conflideace in
a provider who had clean and lron:d clothing; a clean appcarance, clean instiuments, and
clean linen on the examination table. PATH: (2002) claims that screened svomen were
more likely to believe that equipment was safe (p <0.002), found waiting times accepiable
(p <0.001), reported receiving good care (p < 0.02) and were more likely 10 say that they
were satisticd with the scrvices they had received at the health facility (p < 0.001). [n
addition, screencd women exhibied significantly higher mean scorcs on the client

satisfaction scale (p < 0.001) thizs unscreened women(Winkler, Bingham, Colfey and
Penn, 2007).

From the above, one can deduce that quaiity of care is an important issue in health service
delivety, that has many clements or components., The component of interest in this
research is satisfaction of aursing mothers with services received, inicrpersonal relations
of health providers in some secordary health facilities, the outcome of such experience

and the influence it will have on aecess or patronage of Institutlonalized matemity care in

Oyo Staie at large.

2.9 Mensurabie Indicators of qus:ity

1n managing health programme or organization, programme managers must (irst translate
quality objectives into measurable Indicators of the perfonnance of individual siatf
members and of an enlire system (Diprete, Franco, Rafch and liazeli, 1993). A
comprehensive quality control syst2m uses dillerent types of indicators, each measuring a
particular aspect of quality, and providing complementary Information (De Geyndy,
1995). There are many ways to conccptualize and define indicators. The Evaivation

Project specifically for lamily planning programmes adapts the foliowing system:
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Input indicators gauge whether a programme has the needed resources, for
example, the number of (rained providers and the stock of contraceptives.

’roccss indicators measure how well progmmme activilies are implemented.
Examplcs include waiting times, the percentage of providers who follow infection-
prevention procedures, and t'e percentage of clienis who arc informed on when to
return for resupply or a check-up.

Output Indlcators measurc xesults al the programme level. Examples include the
number of clients served, the percentage of clienls who receive an appropriate
method, continuation rates, and the percentage of cascs of STDs successfuily
treated.

Outcome Indlcators measurs the programme’s short-term effects and long-term
impacts on the gencral popaslation— lor example, contraceplive prevalence, the

incidence of sexually transmitted discases, and the fertility rate (Bertrand ct al.,
1994).

2.10 Elements af quality measurcd in this study

Theclements of quality measured in the study include the following

2.10.1 Effectiveness: The aim of anlenatal care is to ensure safe and uncomplicated
delivery, leading to a living and lcalthy newbom without causing injuiy or truuma to
matermal health. Antenatal care must be health-promoting to both the foctus and the
mother. The indicators 10 measurz the outcome effectiveness of midwifery carc are: (a)
mode of delivery, (b) live baby, (c) injury to the molher and (d) trauma to the new bom.

Whether baby is alive or not was n yardstlick of the efTectiveness of service because sgle

delivery is the hallmask of the interaction.

2,10.2 Technical competence: Vucri (1987), Vern (1993), Mensol ct al. (1994), Ndhiovu
(1995), Ndulo (1995) and Population Reports (1998) assert that technical competence is
very diflicult 10 measure. The indicators ol technical competence Inclede presence of a
trained midwife or professional tha. attends to the mother in pregnancy, during deliveries
and, gives melicutous and thorough care. Such care includes early diagnosis of danger that
can complicate delivery and prom:t refenal to lhe next level, exphnalion of procedurcs
priior to intervention in order to obtaln informed consent. it also includes the involvement
of the client in decision-making processes in lerms of treaiment options, rapid service or

limely attcndance lo client complainis and readiness 10 assist. Painlcss care is another

indicator of 1echnlcal competence of midwives, Midwives reliye labour prins through use




of analgesics, verbal analgesia, buck rubbing, therapeutic touch, and so on. Going deep
nto technical compelence of midwives is essential to be sure of safety of clienl and
emergency prepamtion in order 1o ‘mprove matemal and infant well-being and directly or
indirectly reduce morbidity and tronality sate. To aitain the ultimate goal of anlenatal

carc, skilled care is necessary for eurly diagnosis of risks that can complicate delivery right

from pregnancy and prompl interveation when necessary.

2.10.3 Interpcrsonal Relations: June (20)0) asserls that, for one (o gain palients' 1rus!,
one inust show interest in their vatues, goals and be & good lislcncr per excellence. 1t is
also necessary (o refrain f[rom dominating conversation during visits. 1f one forces
paticnts to acccpl a treatmcnt plan before they are ready, they will be less likely to trust
one’s advice and comply with the pian. ElTective listening and inquiry will help one to
uncover a palient's rcal needs and goals. Therefore, it is important to encourage dialogue
nol monologue. Developing strong patienl relations that increasc levels of satisiaction is
challenging bul a realistic goal. Good intcipersonal relationship will provide fresh insights
into the approach to adopt with the palient and can lead to gresicr understanding of Lhe
patient’s need and increase compliance, Indicators of gocd Interpersonal relationship are

courtesy, respecl, empathy, responsivencss, eflective listening and communication

between clients and health care providers.

2.10.4 Access to antenatn! scrvice: This Is one of the major elements of quality.
Increased patronage to antenatal care always advocated for in health care enterprises in
order to achieve the aim and obieclives of the health progtamme. The success of any
business is o encourage palronage or win cusiomers. Accessibility is a good indicator of
success or failure of any business, including health programme, Accessibility of qualified
health core services and satisfaction of those receiving them are very important issues,
which have always received mich atiention and are progressively gaining more
importance. Pregnant mothers in Thailand attend at least four (4) antenetal care check-ups
every month until 28weeks, then fortnightly from 28 1o 32weeks and every week until
delivery. Antenolal care is also fis¢ In Thailand in the public health sector, private and
teaching hospitals. Howcver, the number of visits depends on the woman and her health

care providers.
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2.11 Satisfaction levels of the mothers with anlcantal care

This can be on outcome or process indicator. 1t can be achieved through setisfying the
needs of mothers and their expectations which, in tum, causes o plcasant fceling and
promoles well- being. It also brings about lceling of colmncss and security. Schoil (2000)

stotes that “if the needs and expeclotions ore satisfied, the satisiaetion achieved will be
more profound ond complete and vice versa. [n other words, (ailure to salis(y their needs
couses anxiety and imbalonce. He odds that “without complete identification of the
perceptions salisfying them will certainly be defective™. So the mother's needs ond
expectations must be identified. Acceptonce and compliance should be evaluated in order

lo promole the quality of matemi:y care, prevent dissipation of health care provider ond
expenses incutred in providing ma:zmal services.

2.12 Positive predicting factors of client satisfoctlon

The determinants of satislaction examined in relation (o the cxpeciations. and

demographic ond psychosocial variablcs. These distinguished from the multidimensional

components of satislaction os asp<cts of the delivery of care, identified by many authors.

Fosbindcr (1994) has identified 1'e following lactors as key areas determining patient

satislaction and quality of care:

1 Auitude of stall: Fosbindcr (1994) obscrves that “interpersonal competence” and
“intcrcultural competence” for skilled providers may be as imponant as technical
compeicnce. al (east from ths perspective of patient satisfaction with matemity care;
and that “core compelencies” for skilled providers must go beyond skills training
alone. Many malernal survival programmes already recognlze the essential role of
provider behaviours in quality of, and satisfaction with, skilled childbirih care. Most
clinical skills training maiuals and progrmmmes include bosic principles and
guidelines for providing emional and informational supportt to women and their
families during normal pregnancy and birth, and also during complications ond
emergencies, “Core compelence™ lor skilled carc providers has been expanded to
include courieous, respectful, individualized care during bicth, and awereness of and
respect (or culturnl differences.

2 AfYordability of cosl of care: Dsucker (2000) claims that the putposc of any business
is to create a customcr, because it is the customers who detetmine \what a business (s.

Any business enlesprise has two and only two basic functions as markeling and

innovations, Iowgill (2000} epcourmges health. managers.and planners 10 positlon




themselves in their markets’ minds and embrace fundamental marketing principles,
beginning with a sound understanding of the feelings, attitudes, and expeclations of
those they sesve. Jasper and Raymond (2006) describe customer satisfaclion as
largely developed in the production scclor and consumer services markets, and is
regarded as the raison d'ctre for company's existence and operations. The provision
of service or production of & product offered for sale should be aimed at satisfying
the Identified needs of the targcicd cusiomers.
3 Availability of doctors or midwives: Ofi (2009) opines Ihat care <an be construed as
a professional connection an¢! involvement, which is personal, value laden, culiuml

bound and with moral implications. 1n other words, care is professional fouch and

human touch.

Arc the maternity services having human professional touch? What about the attitudes of
health caregivers? Arc they thercpeutic or injurious 10 cxpeclant mothers? Are clients
salisflied with buman touch of maiemily carc providers? Is there any genuine concern of
the health care providers about patients? Are health care workers morally responsible
individuals? Do they present 10 aviend 1o expeclant mothers in faces of needs? Are they
dedicated? Do they summon courage as professionals In the discharge of their duties?
Time spent at the hospital, availabilily of drugs, avatlability of equipment, proXimily to the

hospital, explanation of health problems o patients and language barrier are other factors

thatcan predict patronage of anten:lal care services.

In salisfying consumers, there is 1.eed for communicatlon, a Iwo-way process whereby a
pecson or a growp of persons passes a message through a channel to another person or
group of persons and gets a feedtack that acknowledges the recipient’s undcrstanding of
the message. ft has four major types: (1) Inim-personal communication, with oneself; it
include sclf-justification for one’s action; (2) Inter-personal, person-to-person
communication, and this type is verbal and non-verbal exchange that involves sharing
information and feelings between individuals or In a small group;, (3) Mass
comemunication, Usnsmiiting massages o a large audience through the mass media; (4)
Organizational communication within a group or an organization and among
organizalions.

Communication can be verbal o non-verbal. Non-verbal communication may include

faclal expression, body gestures taand, leg, fopl, or cve), bady posture/position, finger




drumming, loc/foot laping, and fcidcd srins when non-verbal behaviour does not match
verbal messages. Odeku (20095) acseits that, when clients feel uncomfoitable, they start
rumours, default (drop owt) and use thc method inconectly, She then gives some pieces of

advice on what a midwife could do to ensure clicnts® satisfaction as: welcome clients o

the clinic, introduce yourself, speak in the client’s language, be patient, do not interrupt,
make eye contact, don't discuss other clienls, keep the clinic ciean and show that you are
listening. In verbal communicetion, something is said. Words, tone and behaviour should
convey intcrest and concern. Verbil communication may be influenced by emotions, such
as anger, boredom, happiness, [ itration, and disgust, lack of interest, impatience, and

disapproval. A good health prov.der must recognize clicnls as consumers of heallh
services that need Lo be satisfied.
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2.13 Factors that determine satistaction

According to Thiedke (2010), factors that determine satisfaction include:

l. Paticnl-rclated faclors:

Some studies statc that paticnt demographics aic a minor faclor in paticnt satisfaction,
(Hall and Dornan 1990), while oli1zss claim that demographics represent 90 percent to 95
percent of the varlance in rales oll satisfaction (Sixma, Sprecuwenberg and Pasch,]1998).
Nevertheless, the literature sheds some light on how particular demographic lactors alfeel

paticnt satisfection.

Age: The most consistent finding 'ias been selated 1o age: Older paticnts terd to be more
satisficd with their health care Thiedke (2010)

Ethnicity: Studies that have looked ot cthnicily have generally held that being @ member
of a minority group is associalced with lower rates of salislaction. in a ranking of degrecs
of safisfaction, non-l{ispanic whiics had the highest satislactlon, followed by Aftican
Amcricans, Aslan/Pacif ¢ Islanders and Hispanlcs. The lowest degree of satisfaction was

found in Indians/Alaskan natives (rlaviland, Morales, Disi and Pincus, 2005).

Gender: Studics on the elfccl of gender are conlradiclory, with some studies showing thal

women lend 10 be less satislcd and other studics showing the opposite.

Socioeconomic status: Most studies have found that individuals of lower socioeconomic
stotus and less education tend to be less satlsficd wilh Lheir healih care (Kersnik, Svab and
Vegnuti, 2001). Other studies have shown thit poorer satisfaction with care is associaled
wilh experiencing woiry, depressian, fear or hopclessness(Frostholm, Fink, and Ocrnbeel,
2005) having o psychiatric diagnosis, such as schiaophrenin, post-troumatic stress disorder

or drug abuse (Desai, Stclanovics cnd Rosenheck, 2005),

llcatth stalus: Looking al paticats with chronic discascs has shown some consisicnt
patlems. Paticnts wilh poarly controtled diabctes were less satisfied with their care (Desai
ct al, 2005) as were migraine sulferers who reporied more migraine-related disability
{Walling, \Woollcy, Molgaard, and Kallail, 2005). Dissatisficd migraine sufferers were less
likely to use triptans currently, were more than two times more likely (o have stopped
them, and were less likely to have their medicallons paid for by their insurancc. Palicnis

with two or more chronlc llincsses reported more hassles with the henlth care sysiem than
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those with a single chronic iliness (Parchman, Noel and Lee, 2005). In this sludy, when
communication and <oordination of carc incrensed, the patients' perception of hassle

decreased ond sotisiaction improved.
2 Thysician-related factors

Physiclans can promote higher rates of satisfaction by improving the way they interact

with their patients.

Expectalions: Perhaps the most iraportant lesson for physicians is 1o take the time and
effort 10 clicit patient expeciations. When physicians recognize and address paticnt
expcctotions, satisfaction is higher not only for the patient, but also for the physician.
Patients often show up ot a visit desiring information more than they desire a specific
action (Wolling, 2000). In addition, approximately 10 percent of the patients In one study
had one or more unvoiced desires In o visit with their physicians. The desires for a refervul
or for physical therapy were the most common. Young and undereducated paticnts were
more likely 10 experience unmet needs o1 their visits, and they demonstrated less symplom

improvement and evaluatcd their visits less positively.

Comniunicatlon: Doctor-patient communicotion csn also affect the rate of satisfaction.
When patients who presented to their family physician for work-related, low-back pain felt
that communlcation with the physician was positive (that is, the physicion took the
problem seriously, explained thc ccndition ctearly, tried to undersiand the patient’s job and
gave advice to prevent reinjuty), their rates of satlstaction were higher than could be

explained by symptom relief (Rao 2005).

Control: Physicians con also imgiove paticht satislaction by relinquishing some conirol
over the cncounicr. Studies have fiund that, when physicians exhibited less dominance by
encouraging paticnls 1o express their idcas, concems and expectations, patients were more
satisfied with their visits and more likely to adhere to physicians' advice ( Bell, Kravitz,
Thom, Kcupat and Azari, 2001).

Dcclsion-making: Paticnt satisfaction can olso be inftucnced by physicians' medical
decision- making. Paticnis expressed a preference for physicians who recognized the
importance of their social ond meatal functisining 8s much as their physical functioning
(Shcrbouenc, Sturin and Wells, i979).
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Time spent: Time spent during a visil plays a role in patient salisiaction, with satisfaction
rales improving as visit length incecases. In a study, the gross lime spent chalting during
the visit was also related to higher rates of satislaction. Physicians with high-volume
practices were morc cfficient witl, their time but had lower rotes of palient satisfaction,
offered fewer preventive services snd were viewed as less sensitive in the doclor-patient

relationship (Zyzanski, Stenge, Langa and Flocke, 1998).

Interestingly, one study showcd that, while physicians felt rushed 1@ percent of the time,
paticnts felt that way only 3 percent of the time Patient satisfaction was identical whether
the physician did or did not {cel rushes {(Lin, Albertson and Schilling, 2001), This suggests
that physicians may be more scnsitive to feelings of being rushed and their feclings may

not rellect the actua) time spent during the visy.

Technlcal skiils: Several studies r.ave looked at patients' assessment of their physicians’
technical skilis and the effect on salisfaction, but the findings arc contradiclory, In a
survey of 236 “vulncrable” older putients, betier communication skills were linked to
higher patient satlsfaction but tecanical expertise was not (Cheng. flays and Shckelle,
2006). Howevcr, another study found that, when forced lo make a trade-ofY, participants
expressed a strong preference for physicians who have high technical skills (Fung, Elliott
and | lays 2005). Patients also irdicated that a physician's ability to make the correct
diagnosis and crall on cflectlive treatment plan were more important than his or her
“bedside manner’” (Fung ¢t ol 2005).

Appearance: Palients also seem Lo respond to a physician’s appcarance. In one study from
New Zcaland, patients indicated that they preferred “semiformal” altire and a smile. Next
in order of preference were “scmi-formal” dress withoul a smile, o white coal, a formal
suil, jeans and casuol dress (Lill and Wilkinson, 2005). They were less comforiable with
facial piercings, short lops. or eairings on men. In addition, most patients wanted to be

called by their first name, be introduced to the doctor by his full name and title, and see o

name badge.

3 System-rcinled faclors
Patient salis/aclion is nol simply a product of the palient's demographlcs and (he

physician's skills, 1tis also offected by the system in which care is provided.
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Patient sotistaction surveys of inpatient physician performonce showed o inverse
relationship between satislaction #nd risk management episodes (Stelfox, Gandhi, Orav
ond Gustafson, 2005). The following picces of advice are given to improve positive client

providers intetpersonal relationship: Treat patients with dignity and include them in

decision moking; work with n tean you can be proud of and invest in their ongoing
development; Elicit patients’ concerns by asking questions such as *What do you think is
going on?" or*'\What are you afraid of7” Dress in semifonmal attite - and do not forget to
smile. Carcgivers med to find pleosure in what they do. Physicians who report high
professional satis/action have patients who are more satisfied with their care (lloas, Cook,

PPuopolo, Burstin, Clco:y and Brennan 2000).

2,14 Outcomc of paticnts’ sntisfo¢tlon

Client satisfaction is onc of the most impoitont results of good-quality care because
clients’ satisfoction influences their behaviour. It is o woithwhile programme goal.
Salisfaction may influence whether clients seek care; whether they go for care; whether
they are willing 10 poy for service; whether people in need of family planning; whether
clients follow the provider’s instructions on coriect use, whether clients continue using
their method; whcther they retum to the provider and whether they recommend services to
others. Adrienne (£998). Clients’ satislaction level influence health-secking behaviour,
patronage, utilizatlon of health seivices ond continuity of service utilization. Schuler ct ol
(1998) recorded the opinion of ¢ poor womon in Bangladesh, as “even though they
behaved badly, I have to be conicnl. We ore lucky i fwe can gei the fiee medicine that they

give oul ot the clinic”. ‘The stat=mcm is loaded with meaning and implies that client
salisfaction depends not only on service quality but also on client’s expectations. Clients

ore satisfied when secvices meet ce exceed their expectations. If clients’ expectations ore

low or if they have limited acccss to any services, they may be satisfied with relatively

pOOr scrvices.
Brown ct al, (1995) give a survey repor: that heaith care clients oflen expect poor quality

core, accept it without complaint, and even express satislaction. Client satisfaction does

not necessarily mean that quality is good. It may mean that cxpectotlons are Jow.

Mohlovw (1999) avcrs that clicnis moy say they are satis{ied because they want 1o plcase
the intervicwer. They ore ofraid that care might be withheld in the future. They have
cultural norms against complairing. They want 1o respond positively 10 the word
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“satistied. Brown ct al. (1995) als¢ opines thnt managers should not assume that the care
provided is adequate just because clients do not complain. Low level of reported
dissatisfoction as low as 5% sho!ld bc taken seriously. Bennet ct al (1994), Gilson,
Aliloo and 1lcggenhougen, (1994), Olatunbosun and Edward (1997), and Paredes ef al.
(1996) observe that when clients perceptions of quality arc innceurate, their expectations
con influence providers' behaviour and actually lower the quality of care. Some clients
somethnes want inappropriate teste, procedures, or treatments in the mistaken belief that
they constitute good quality. Gilson and | fcggenhaugen (1994) gave two accounts of what
carc did in response 10 such demaids; Peruvian physicians have prescribed unnecessary
incdicines for childhood diarrhoea; whilc Indonesian providers have given unnecessaly
injections loill patient,

Jasper and Rnyetnond (2006) itemize the advantages of client satisfaction as [oltows:

. Add value (o the organization f-om a number of perspectives: creation of sustainable

client loyalty to the firm.

2. Repeat puichase

3. Acceptance of other products or services offered by the service firm

4. Increase market share and profitability levels

5. Creation of posiltive word of mouth and n measuse of market performance

6. Reflection of a positive outcome from the outlay of scarce resources and/or fulfitment

of uninel needs.

Michael (2012) asserts that ‘clforts to obtain useful infonnatlon on patient satisfaction in
Indonesia have been fiusirated Ly a tendency of respondenis to withhold critical
comments. | lis survey of 75 patierts in eleven health centres on three islands attempled to
obtain credible infoimation on srtislaclion by asking for information on events, not
opinions, and on the relative impor.ance of the factors surveyed. Unlike previous research
where 95% of respondents typically answered that they were “fully salislied’, 28% of the
respondents replied that their consullation had not been conducted in private (ranked first
in importance among the non-medical faclors), 65% said the facility could be clcaner
(ranked second in imporiance), and 19-48% repoited nol receiving various Kinds of
information (ranked third). The respondents were able 10 suppor: their positive answers

wvithcorroborative information in 8 high perceniage ol instances.
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For many decades. the goal has been lo salisly customers. While satisfaction is impontant,
it is not sufficient lo guaranice ti:al your customers will continue 1o buy from you. The
world changes quickly and themirule you get complocent, a new compelilor surfaces wilh
a solution il claims Js better, faster or cheaper. A satisfied customer is NOT always a loyal
customer. Proliles International (2009) gives seven indicators that will help progiamme

planner 1o go beyond simply salisfying cuslomers, lo prolecting and growing stialegic
accounts (see Appendix iii).
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2.15 Conceptual framework

2.13  Applleation of the PRECLDE fromework for Understanding Clients’

Percelved Level of Satisfactlon with Maternal 1lealth Care Scrvices Given By ITcalth
Care Providers,

PRECEDE is an acronym lor Predisposing, Reinforeing, Enabling Causes in Educational
Diagnosis and Evaluntion Figure . PROCEED is an acronym for Policy, Regulation, in
Organizalion, Constructs in Education and Environmental Dcvelopment. The PRECEDE-
PROCEED made] was developed as a planning framework from which hcalth education
and health promotion programmes could be designed (Green, Kreutcr, Deeds and
Partridge, t980; Green & Kreuter, 1991) The PRECEDE (figure 1) model is based on the
platform that an cducational diagnosis should precede an inlcrvention just as 2 medicol
diognosis precedes a Ircaiment plan (Green ct al., 1980). This model is multidimensional,
founded in the social/behavioural sciences, epidemiology, adminisiration and educalion.
As such, it recognizes thal heaith and health behaviours have multiple cousations, which
must be cvaluated in order 10 cusure appropriale intcevention. This model believes in
problem-solving based on targeling the root couse of the problem. The comprehensive
nature of PROCEED allows [or agplication in a variety of scitings, such as school health
cducation, patient/client education, community health education, and direct patlent care

seltings.

The planning pracess outline in &ic mode! rests on lwo principles:

* The principle of patticipation, which slaies |het success in achieving change, is enhanced
by the active participation of members of the targel sudience in defining their own high-
priority problems and goals and in developing and implcmenting solutions.

* The imporiant rale of the cnvironmenial factors as dcicrminants of health and hcalth
behaviour such as media, industy, politics, and sacial inequitles

PROCEED has 7 phases (figure 2;

Phasc ] - Social Dlagnosls: This phase idcntifies and evaluates the social problems which
influcnce the quality of life of a targcl populstion. Prevent behaviors that lead to
undceutilization o fmoatemal health care services thal predisposes 10 matemnal ill heglth and
death during pregnancy, labour and pucrperium. Social diognosls in this study is on client
satislaction issue the has greal Influcnce on utilizalion of antcnatal carc services in Oyo

State.
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Phase 2 - Epldemlological Diugnosis: This phase helps determine health issues
associated with the quality of life. it helps identify minor or major disorders of pregnancy,
labour and puerperium such as muloria and anaemia. This, in tum, helps in reduction of

women Mmorbidity and mortalily reintcd to pregnoncy, fabour and puerperium.

Phase 3 - Behavioural Dlagnosis: This phase focuses on the systematic identilication of
health practices and other factors, which seem 1o link to heaith problems defined in Phase
2. This includes non-bchavloural causes (personal and environmental factors such os use
of insccticides treated net or prophylactic use of antimalarla) that can contribute to health
problems, but not controlled by behaviour or mothers secking matemal health care
services. Likewise rncasures onc services rendered in prevenung complications and
Infection during pregnancy for exemple blood check for carly detection of the anomaty

that may complicnic pregnancy end Tetanus Toxoid injeclion to expectant mothers in
pregnancy to prevent telanus infeclion,
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FIGURE 1 DIAGRAM SHOWING PRECEDE MODEL USED FOR TIIE STUDY
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Phasc 4 - Educatlonil Dingnosis: This phase assesses the causes of health behaviours.
Sec figure 1,

24.1 Predisposing factors: These [actors molivate or provide rcasons for behaviours.
They include knowledge, attitudes dand cultural beliefs. Knowledge of predispasing factors
ond altitude towards prcnalal care, will help to decide whelher it tequires special 1reaiment

when detectcd or not it also alds perception of the outcomes of the care.

2.4.2 Enabling factors: These arc factors thal enable people lo act on their own
predisposition. These faclors include available resources, supportive policies, assistanec
and services.

2.4.3 Reinforcing f(actors: These arc factors that come into play aflcr a behaviour, has
been initiated, Thcy encourage repetition or persistence of behaviour by providing
continuing rewoard or incentives, social support, praise, reassurance and symptom Reliel
might all be considered a reinforcing factor. Atlilude of midwives, experiences with the
health providers, their nliitudes an disposition as well as location of health (acilities are
imporinni

Phase S - Adminisirative & Polley Diagnosis: This phase focuses on the adminlstrative
and organizational concems which must be addressed prior to programme impliementation.
[t includes the assessmenl of resources, budget development and alfocatlon,
implententation limetable. organization or personnel within programmmes, and
coordination of the programme win all other depar:ments, and institutionsl organizations
and the community.

Admlalsirative Piagnosis: This has 1o do with the analysis ol policies, eesourccs,
prevailing circumsiances and orgenizational situations that could hinder or facilitate the
development of the health programme, for example, number ol antenatal visits schedule
during pregnancy.

Policy Diagnosis: The aim is to assess |he compatibility of programme goals and
objectives with those of the organizalion and its administration, docs it fit into the mission
stalements, rules and rcgulations?

Phase 6 — Implemcntation of the aropramme

Phascs 7— Evaluatlon: Evaluation measures change in terms ol overall objectives and
changes in health and social benefits or the quality of life. Safe delivesy with lityle or no
trauma (o both the mothers and lhc.ncwbom is the expecied results of midwifery care, [y

may lake years before 8n actual chenge in the Yuality of life Is achieved. The outcome s T
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improve matecmal ond child well-bsing, which, in tum has drastic ond consistent reduction
clfects on mortality and morbidity rates in both mothers and their newbom.
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FIGURE 2: Dingram Showing Pracced PPeecede Conceptual Framework Explaining

Satlsfaciion Level of the Respondents with Antenatal Care
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CHAPTER THREE

METHODOLOGY

3.1 Study deslgn

This study utilized o descriptive cross-sectionnl design to assess Nursing mothers® levels

of satistaction with antcnatal core services received in seleeted sccondary health facilities
in Oyo State.

3.2  Scopcoflthe Stuily

The rescarch measured nursing mothers’ satisfaction level with caring relationship

between the matemity care providers and their elients In six randomly sclccted secondary
henlth institutions in Oyo State.

3.3  The study aren

Oyo stole covers o total of 27,249 square kilometers of land mass and bounded in the
South by Ogun state and in the noith by Kwara Stote, To the west, il is bounded barily by
Ogun State and partly by the Republic of Benin; while in the East, itis bounded by Osun

State. Ibadan has been Lhe reputed largest indigenous city, and capitol, and centre of
administrotion of Oyo State.

The State consists of 33 locel govenments with population (according 10 2006 Census) of
5$.591,589 comprising 2,809,840 males and 2,781,749 females. The state is divided into
thsce senatorial districls of Oyo INotth, Oyo Central and Oyo South. Oyo North has |3
Locnl govermments, namely: Sak: \West, Saki East, Atisbo, liepo, Olorunsogo, Kajola,
lwajows, llesiwaju, Ogbomoso North, Ogbomoso South, Orire, Oorelope and Iseyin. Oyo
Central comprises 11 local goversments Afljio, Akinycle, Ogo Oluwe, Egbeda, Logelu,
Surulere, Ona_are, Oluyole, Atiba. Oyo East and Oyo West. Oyo South Senatorial District
consists of 9 local governments, viz: 1badan Norih, Ibadan North East, Ibadan North \vest,
lbadan South cast, Ibadon South West, Ibaropa Central, Ibarapa Nosth, Ibasapy East

and
I[do. The stwote is homogencous, comprising mainly the Yoruba ethnic group who

descended from Oduduwn and speak the Yoruba language. They are rich in culture and

belicve in strong kinship ties with cxtentled lamlly system. Agriculture is the major source
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?f income for the greatest number of the people of Oyo State, especially those that reside
in rural scitlements,

6)'0 State has 47 gencral hospitals. 351 primary health centres, 166 primary health clinics,

113 rural health centres (health posts), | maternily and dental centre at Arcmo. The stale
has 887 registered privale hospitals and clinics.

There arc 5 notable state hospitais namely: State lospital Ring Road lbadan, Genernl
Hospital Ogbomoso, State llospitl Oyo, Generul llospital Sakl and Adeoyo Matemity
Teaching 11ospital, Yemelu, tbaden, Adeoyo Matermily opened in 1927 and was upgraded

on Sunday, 3 October, 2003. The tist of secondary health institutions rendeiing anicnatal

cate scrvices is in appendix [V and appendix 1l]. This project collected data from six
secondary health institutions located in urban and rural settlements of Oyo State. The

urban sites are [badan, Ogbomose, and Oyo, whlle the rural sites are Moniya, Fiditi and
[gboora.

[n Ibadan, a large matemily hospital kxnown as Adcoyo Matemity Hospital selected
because it is one of the busiest hospital in Oyo State and for her appellation *Daby
[‘actory.” Adeoyo Malemity Teaching Hospital is the oldest hospilal in Oyo Siaje,
established in 1927 by the Native Authority. The regionat government took over, then the
State Government of Nigeria in 1957. It is situoted in Jbadan North Local Government.
The hospital takes care of nll aspects of medical services like medical-surgical, obstetrics
and gynaecology, ophthaimology, peadiatricts and so on. In 1986, the hospito] services
were lisnjted o matemity services owing to the large number of deliveries being
conducted in the hospital hence its appcliation “the baby factory of Oyo Siate. The
hospital provides antcnatal, imimnatal, family planning, children outpaticnt and
breastfeeding services. The clinic runs fiom Monday to Friday, while the wards run all
shiflts for 24 hours, It has 247 bed :zpaces witl 483 stafTsirength. The religious practices in
the hospital area are Christianity, [stom and African Traditional Religion. The availaple
social services 10 the people in the local govermment orea include road network, clectricity,
boscholes, pipe.bome water and educational institutlons. ‘The hospital has just being
upgraded “ater 80 ycars of neglec,” from the former Oyo State Governor, Alao.Axalg,
General {{ospital, Ogbomoso was recently upgraded to a Teaching [fospital under 1he
auspice of Ladoke Akintola Univessity “of Technology, Ogbomoso. General tospital Oyo
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and State !lospitals in Igboora, Moniya and Fiditi were under the management of Oyo
State llospital Management Boare, secretariat, Ibadan. All the facilities treat complicated

obstetric cases and give referial scevices 1o the next level of care.

34  Study population

The population for this study consisted of Nursing mothers within 1549 ycarsofage.

3.5 Target populntion

Nursing mother that received care [rom ntidwives and other health workers duting
pregnancy, labour and peur perium.

3.6 Samye size determinatica

The sample size for this study was dclermined by using electronic device in calculating the
number of respondents. Epi-Info sofiware device was used (o calculate from (he stale
fesnale population in Oyo state, which was 2,781,749. Expected frequency used was 27%
of the population. The calculeted :xpecied population for {emale in the state was 1,892,
1,892 female population was divided by 33(No of the l.ocal Govemment areas of Oyo
state) = 57.3. So 57.3 female poprlation per local govemment was multiplied six (6), the
number of selected local government arcas in the state. (57.3 X 6 = 344),

Taking non-response to be 20% Adjusied sample size: 344+68.8 = 412.8. Approximately
= 410. (Devane, Begley, Clatk, 2004),

3.7  Inclusion criterin
Inclusion criteria for selecling the research participants included:
). Newly delivered molthers must visit the sclecied sccondary hospitals for entenatal
care regardicss ol the number of visits or their marital status.
2. Delivery status must beon¢ or more.
3. Mothers must deliver within a period of six months.

4. Age: 14.49 years

3.8 Exclusion Crlteria
StaiY of the unit
Women wilh gynaccological problein

Women 100 ill lo 1espond

I I

. Women that delivered betore geling to the hospital, that is Bom Before Arrival
(BBA).
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39 Sampling technique

The Multistage samipling echniqus was used to select the secondary health facilitics.

Stage |- A record review was done and g sampling fme of 34 secondasy health facilitics
rendering inatemity care in Oyg Siate was generated.

Stage 2- Oyo Siate has three senatorial districts. Therefore, the facilities were clustered
into three,

Stage 3- From each cluster, one rural secondary health institution and one urban secondaiy health
institution were selected

Stage - From each of the lacilities selected, respondents were selected using snow balling
method. The respondents help in .racing the newly delivered mothers in the community

and those that qualified, using the stipulated inclusion eriterin, were interviewed,

3.10 Instcument for tlatn collettion

The instrument used for data cclicction for this study was. semi structuredl Inlerview
Guide ( please see appendix 1).

SectionA:  Soclo-demographic charocterlstics of respondents

Matenily serviee reccived by mothers in the health facllity

Mothets' satis(action level with quality of care

Section B3¢
Section C:

Section D:  Perception and expectations of mothers on utilizstion ofthe heafth facifity

Section E:  Arcas needing Improvement

J.11  Valillty of the Instcument

The instrument dralled under su*ervision and subjected to several stages of pretesting.
Initially, it was peer reviewed. 1:-house assessment of the instrument was done among
nobles in the ficid of Reproductiye Health, Faculty of Public Health, College of Medicine,
University of ibadnn to ensure fac: and conlent validity. Neeessaty cotreclions were made
based on the experts® observalio ;s in order 10 impsove the standard of the instrument.
‘Then the instcument was pretestal in a secondary government health institution in ikire,
Osun State. From the data collec:ed, it was observed thal the mothers interviesved in the
hospital setting were not assertive enough 1o give details of their experiences with the care
providers. So ten {10) instruments was adminisicred (o respondents in thelr community
setlings, l¢ was then observed thal mothers were assestive enough 10 give details on their
satlsfaction with the care received in the sclected secondasy health jnstitutions. ‘Mhis

necessitated o change in the proposed in<depth exit interview to in-depih interyiew with

AFRICAN DIGITAL HFjﬁhTH REPOSITORY PROJECT



house-to-
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use communily appruach to elicit reliable information on the topjc under
study. The findings of (he pretest were used to fuither scrutinize and jeset the items in the
Insttument for necessory adjusiment for 1he main study.

Training of rescarch assistants was conducted, $ix research assistants were employed and
(cained 10 oSsis|

in dain collection. During the process of training, emphasis was laid on the
following:
Understanding the concepts of the sludy and the objectives of the study

How to approach and probe respondents (o collect data during interview

Review of inclusion and exelusion criteria

Intcrpcrsonal communication skill

I’ractical dcmonstretions

3.12  Reliability of the instrument

The instriment also wenl through measures of intemal consistency, with the usc of
Cronbach's alpha cocTicient analysis to conlimm its rcliability. This is a model o fintemnal
consistency, based on the averags inter-item correlation. The result showing correlation

coc(Ticient greater thnn Q.5 is said 1o be reliable. in this study the result was 0.615, which
is greater than 0.5, thereby conlirming its high degree of reliability.

3.13 Lithical Considerations

The following ethical steps were (sken:

1. Permission vas obtained from Jyo Siate Ilospital Manogement Board and the selected

secondmy health institutions prior 1o the Jats collectionl. Sec Appendix vii for UCH/UI
Ethical Review Committce app oval and Appendix viii for University of

ibadon
Postgradunic Registration of Title of Thesis/] dissenation,

2. I'ofticipation o each was voluntaty.

3. Careful explonation of purpose, conies and implications of the study was provided ond
verbal infonned consent was obtained from each respondent befort the collection of dnta.
4. Respondents were assured of the conlidentially of the dato,

5. Names, oddresscs and other identiliers of the respondents were excluded from the

instirument.
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3.14  Procedure of (nta colleclon

Six research assista 7 '
nts (wo male our female) recruited in July 2010, went in pairs from

hous .
¢ (o house, per each local govemment per day. Snowball method of sample Selection

was used in choosing the house and (he respondents. On gelting 1o the respondents, the

rescarch assista i Y,
ssistance validated the respondents’ status (o participatle and obtain verbal

consent (rom them cthically before the interview. Afer the interview, the respondents

were inguired of the next house o go in order to trace another respondent thus
sno\wballing method. All women that were ready to paiticipate with the inclusion eriteria
were chosen for the study. Initially, Questions were asked on place of delivery to be sure
that birthplace wvas under one of the health facilities under study. The research assistants
had been trained to document place of birth and participants' intension (o paslicipate
{please sec appendix | - the sawple of the instrument). The swudy lasted two weeks
working days. The first six days aere for collection of the data. other days for mop up.

Each of the research assistants obtained data from 10 -1$ respondents on daily basis.

Weckends days were not included in order to meel the respondents on ground. The
following stages were procedure involved in data collection:
Stage one tracing the respondent rom the health facilities.

Stnge two interview of the responden.

Stage three asking the interviewed respondent o trace newly delivered mothers in
the community.

Stage four sereening of the nuising mothers to ascertain her suitability for the
Intcrview,

Stage five the interview of the new respondent and repetition of stages 3 and 4 until
the total number of the rcspondcn:.s interviewed.

The intention of the intervicw <xplained to the resnondents and the troined research
assisiant imicrvicwed newly delivered mothers in their home seitings and workplace after
verilication of the inclusion and exclusion crileria. The respondeiits were traced from the
other respondents. Afler cach day's work, dota cleansing done. Action plan for the

collection of data was ensued and then followed.
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3.15 Data Analysis

The investigator and two research assistants checked the data collected each day to make
sure that they were accurate. The 1sta collected were clcansed manually, coded and were
fed into a computer for analysis Jsing the coding guide. The number of the instiuments
used was checked daily for errots and corrections were made before entering the data into
the computer; that is, dota clcansir.g and sorting were done daily, SPSS Soltware iackage
was used for dota analysis. Frequencies generated and Chi-square test was used to test the
associations between categorical variables in the dota. The level of statistical significance

was set at 0.05. Information obtalaed summarized and presented in Tables and charts for
betlter comprehension.

3.16 Limitation of the Study

Cost and time limit were major foclors that restricted this study.
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CHAPTER FOUR

RESULTS

§.1  Soclol-demographic characteristles of the respondents

Toble 4.1 shows the socio-tlemographic characteristics of the iespondents. The
respondents’ age ranged between 17 and 45 years. About one third of the respondents
(37.3%) were within 30 - 39 years age group; and more than hall (52.4%) of the
tespondents were between 20 ond 29 years, with a meon age of 28.34 years+5.5. Most of
them (74.4%) were married and 20.0% were co-habiting. Almost all the respondents
(94.4%) were Yoruba. A total of 61.7% had sccondary education, and 25.6% had primary
cducation. Many 57.8% of the respondents were Mushms, while 42.2% were Christians,
The tnajority 32.4% of the women had two children. The highest parity was six (6). Only

1% of the respondents were widews. More than half (50.3%) of the women were sclf-
employed, followed by those who ‘acre eitlsan (10.2%).
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- Frequency Percemtage
19 17 Y
: 20 -179
2013
Age Broup in yeary 3033 ' - E
1S3 37
0 -4 ¥ 31
| Primasy 103 56
* Secondary 233
Educational Siatus ' &1
1tigher a2 102
" No forms| cducstion G 1.46
1 Alﬂb‘t ' o 2‘
= |l ont 3 0.73
" Yorubs 389 949
Hausa ] :
2.
Edo 4 1.0
LT ogolcse 6 1S
| Single 6 K
Muarilal Status Married 308 714
- Cohabliing $2 200
Wlilow ) | N
Scivaruted 6 1.8
Mo response 3 1.9
i 108 25.6
2 133 J2d
J L)) 20.7
4 64 15.6
Parlty [3 ] AN |
6 J ?
{ can’| say ! 2
No response 3 |.4
I Civil senant 21 N
Selfcmploved 32) 50.2
fumen 2 K
Occupation Arilians 42 10.2
Siudents 8 2.0
Unem'oved 3 1.3
Apprentices ] 3

N:D Noa-Nigeriant included Togolese {? 5%)
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1.1 Type of henlth workers (hag pravide antenatal care — A (ota] of 38.8% of the
respondfnls claimed that during pregnancy they received antenatal care from nurses,
25.4% from community health workers,

| 13.7%, fiom doctors, 8.7% fiom midwife and
12.4% {rom morc than gne health ‘yorker. Sec Table 4.2

TABLE 4.2 Types of heald workers that gave antenala] care services

llealth Worker Frequeacy | Percentage
Doctor 56 13.7
Nutses 151 36.8 1
Midwives 16 8.7
Auxiliary midwives b ) R
Community/village health worker l 103° -L?._SE.J
Multiple health workers {] 1124
lpUnnblc to identily cadre of Vicalth \vokers | 7 1.7

4.) Anicnotal care s¢rvices recelved

Anltenotal core services received by the subjects were prenotal disgnostic care, preventive
care received during, pregnancy and prenaial curative care,

4.3.1 Prenatal diagnosticcare

Almost all the pregnant mothers (69.5%) were weighed, 99.3% had their blood pressure
estimated, almaost ail (99.5%) had their urine tested and 100% had blood test done. See
table 4.3

4.3.2 Preventlive care recelved dring [iregnaocy

Many (90.0%) of thc pregnant wemen had iclanus iliection: Most of the respondents
(71.3%) reportcd thot they were (oid (0 sleep under insecticide-1reaicd net. Most mothyers,
(78.8%) received prophylactic antirilaria Table 4.3

4.).) Pre natal curative care
A large proportion (89.7%) of the subjcct had iton dnigs Also 28.8% were dewormed.

See Table d.3
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F‘;hle 4.3 Services provided by ¢ie healll

- Carc providers for (he respoadenls
of :
- yire ol services dering ANC No v
e | Weith a0 9.5
| B/pressure 407 99.3
Diagnosiic Urine (est I4og 99.5
Blood test 410 100
lron drug 368 39.7
Curotive Deworming 118 88
T.T. injection % 169 90.0
Preventive care | Anti-malaria 323 738
Told to usc Inseclicide Treated | 71.)
Net ‘l
= |

4.4 Respondents' level of satisfacilon with care given by the health care providers

A m3jority (93.1%) of the respondents’ declared that their personal expeciations were
fully met. Many (60%) of them were very satisfied with the general cleanliness of the
Wealth facilities, good physical oullook of the labour ward and location of the health
facilities (58.8%), with midwives sowing cmpathy and rcassurance (55.6%). wilh
prompt responsivencss of the midwives to their needs (55.4%); midwives' level of
Tespect (53.2%), and with effective listening of midwives and their involvement n

decision making process (52%) and of approprisle management of pain duting labour
(51 $%).

The fews respondents (6.6%) clalmed that their expectations were not fully met. The

i i ing too m
teasons given wcre uncaring attitude of heir caregivers (57.7%), demanding too Much

(23.1%), and wasting a lot of time (15.4%). Sec Table 44,
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Cable 4.4 Mothers' satisfac tion
providers

level with qaality of health care received from the

ment on salisfaction ven “TSansticd Cow No
salislled satisfact | comme
— | jon nt
No |% |[No |% |[No|% [No|%
Level of respect 218|532 (170 (415 [0 [49]7 |33 =
Prompt responsiveness to your neeG 227 1554 1164 |40 19 1361 — o
Show cmpathy and reassurance 228 |55.6 [150 366 [30 [7.3(2 |.S
| Effective listening of midwives 213 |52 |63 [39.8 (31 763 |7
Il Allowling femily members to see visitor 166 140.5 1207 Ts0.s 132 17815 112
_|I in decision making precess 213 |82 1SS [37.8 138 |93 |4 |1I
| Tu&mtive carc given by midwives 1207 |50.6 | 176 1429 |24 |59 |2 |.5
\Amenutnl clinie visit schedule 200 |S1.2 | 187 456 |9 [22]2 |.§
| Enjoyed therapeutic touch 194 |47.3 |189 [46.1 |19 |.4.6 :6 ‘IIA
| Cleanliness of the health facilities 248 {60.5 | 151 |368 |36 Ia 3 |7
S vrivacy 205 1500 1176 1429 |7 (17|22 |5.4
Good physical outlook (labour warc) 241|388 |102 |39.5 |5 |1212 [.5
Location of health facility 224 |S46 |69 (412 |16 |39 |1 |.2
Referral services 181 |44.1 1203 |495 |7 1.7119 14.6
| Approprinte management ol psin 211 |st.s [ 191 |465 |6 15)2 |4
Ensuring baby is given | \mmunization 254 |62 15051366 §3 (121 fi2

4.5 Respondents’ Jevel of salis{action score

Table 4.5 below shovvs the frequercy dishiibution of level of salisfaction scorc in groups.
The median satis(action scorc amoug respondenls Was 17.0, while the mean was !6.11.5_0
and ranged between 0-22. A little above helf of the 1espondents hed mod:::lc satusfa:llo:
(54.7%6). more than onc third lad high sotisfaction (37.3%). Only 33 of the responden

(8.0%) had low satisfaction. Sce Tasle 4.5
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Ii\il'e 4.5: Level of satisfactica score

faction score Frequency Percentage
ﬁw satisfaction (0-9) 13 I B - 30
:iM‘Bdcntc satisfaction (10-19) 227 54.4 :
1ligh satisfection (20 and nbove) 150 116

4.6 Comparisons Of mean satisfaction score Lelween levels of socio-demograghic
varinbles.

The lable 4.6 shows e conparison of mecan salisfaction score belween socio-
demographic characteristics of mothers. Mothers aged 26-30 yeors had n higher mean
satisfaction score (17.2), compared to those 16-20 ycars (16.5), 21-25 years {15.6), 31-35
years (15.3); and 36 years and above (13.4) (p=0.00). Those thal were mairied hod a
higher mean satisfaclion score (16.7), compared to those that were cohabiting (13.8), and
those in otlier categorics (15.9) (£<0.001). Those with primary/no education had & lower
meon solisfaction score (16.1), compared 10 lhose with secondary/lertiary educalion
(16.3). This, however, was not signilicant (p=0.651). Mothers from the Yoniba cthnic
group had a higher mean satisfaction score (16.2), compared to those {iom other ethnic
Broups (14.2); this was significant (p=0.049).
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4.6 C '
Comparlsons OfMean Satlsfacilon Score Beiween [ evels Of Socio-
Demographic variabies, n=gt0

Verlable
1I'E Nean Scare | S¢ TF Tet | P.Valuc
., ::i 49 4.984 000
$0
| 30-39 17.2 48
40.49 15
No response !
1).4 48
Marltal status
Married 2
A :ia :; 12.21) <$.00)
Others 159 483
Occupation
Skilled 143 50 1342 0.262
Semni skilled 16. 5.
Unskilled 15.7 4.9
Level of education
Primery 16.1 45 0434 0.651
Sccondary 163 43
liighere
No formal educailon
Atablc
Noresponse
Religlon |
Chuisllan 16.1 X 0.154 0878
fslam 16.0 50
Trikic
Yonuba 16.2 5.1 2068 0049
Others 14.2 4)
Incoms (naira)
1000-10000 £4.2 5.1 47.197 <0.00)
11000+ 1.2 19
Others 20.2 30
Parlty
Once 15.6 48 1.070 0.361
Twlce 16.7 L
Thice 19 38
Four and above 5.4 t
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4.7  Arcasof mldwifery care (4ynt
facilities

About Wall |35 (45.1%) of (he resnondents

the services provided g1 (he

(47.5%),

need |mprovement in (he sclected heaith

expressed some concems for improvement in
heeth facilitics, which include:
inadequate materiols (26.5%),

ottitude towards patient
and insul¥icient staff (15,1%). (Toble 47

Table 4.7 Arcas of Midwifery services that need improvement In

the sclected health
institutions N 185

Arcas that needs imiprovement No I %
[nvolvement of paticnis 4 i 2.2
Insuflicient sto(T 28 15.1
No. adequate materinls 49 26.5
Clcanliness of the surrounding 4 2.2
Midwives should have good etts:ude towards patient | 88 476
ITN should be provided for pregnant women on admission | | K

| Midwives should stop giving paicnts cpisiolomy 3 1.6
Midwives should be checking Uic weight of the baby | 5

ll Improve Fomily I’lonning 2 t.1
Incompetent midwives S 2.7

| (TOTAL T 185 100
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sampled facility/town
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Adeocyo | Q
— gbomoso | O —
= ; - - yo Monlya | Fidi igboora | Total
L = 1 ' — =3
Fl,_nsinfﬁcnenl of stalf | s 0 7 ' : ] 3 ]
| inadequate 12 3 7 = 2 : <l
| moterials ! ° v
| Cleanliness ofthe |2 0 2 0
surrounding s 0 :
| Need for 10 18 T T N ;
itnprovement on .
atlitudes of
midivives
Provision of ITN | 0 0 1 0 0 0 |
for pregnant
mothers
Lpisi h
pisiotomy should |0 0 ] 0 0 ] 3
stop
Midwives should I 0 0 0 0 0 '
be checking baby's
weight
Family planning 2 0 0 0 0 0 2
scrvices should be
improved
Emprove midwife's |4 0 1 0 0 0 S
compcelency



month (second

viils wag 5.3 (imes, Sec Table 4.9
| Table 4.9 Tine of first nntenalal egre
Monlth (Trimester) Frequency "
I First 109 n,"c""”
2 Second 217 | 26'6
3 Third 76 e
+ No response 8 12803
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F_.Elo Test of hypothesis

- lypothesis 1- The first hypothesis siates that there 13 no significant relationship between
tespondents’ Marital status and secing healih worker during pregnancy.
The resulls showed that out of 74 4% respondents’ that were mamied, received care (rom
health workers during their pregnancy. All (1.5%) respondents that were scparated sow
health workess. Qut of 1.5% of the respondents thot were single, only 0.2% did not sce any
hcalth worker during pregnancy. All (20.0%) of the respondents that were cohabiting saw
health workers dunng pregnancy. The statistical test of significance revealed that p<0.0S,

indicating there is assoCiation between respondents’ marital swatus and whether they saw

health workers during their pregnancy. This suggests that the hypothesis is not teues it s,
therefore, rejected. (Table 4.10).

Table 4.10: Associatlon betwecr. marltal status of respondents and weather they seen
health workcr durlng pregnancy.

Marllal siatus S:en health worker during Er;gnancy \
1 Ves — TNo Total |
™o L% | No | % No |% k
Single 5 Lis (" 0.2 6 | 1.5
Marmied 304 . |12 |1 02 305 | 744
Cohabiling 79 19.3 3 0.7 32 |200
Widow - 2 0 4 K 0.2 | 0.7
Separated = |3 12 | 02 6 |15
= 0.0 8 1.9
Those who did not disclose |8 19 0
their marital status L

XT= 62423 Degree of freedor = 4 p value 0.000 p<0.05
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Hypoth : i
ypothesis 2: The second hypothesis Stotes that there is no significant dif ference between

services received in healih facility and level of satisfaction wit

h empathy showi
reassurance by midwives. pathy showing and

The results showed that, outof 34.4%

fespondents that used Adeoyo Hospital, 15.9% were
very satisfied, 12.7%

were salisf.ed, and $.9% were not salisfied. In General !{ospital,
Ogbomoso, out of 14.49% respondents 8.0%

were very satisfied, satistied (6.1%) and
0.2%. In Genetal | lospita, Oyo, out of 14.4% respondents; 8.5% were very satisfied, 4.9%

were satisflied, 0.5% were nol satisfied; and 0.5% were not sure. In General llospited,

Moniyn, oul of 14.9% respondents: 9.0% were very salisfied, 5.6% satisfied and 0.2%
were nol satisfied. In General Ilospitnl, Fiditi, oul of 7.1% respoadenls; 5.6% were vety

satisfied while 1.5% were not satisfied. in Igboora General Hospilal, out of 14.9% of
iespondents, 8.5% were vety saticficd, 5.9% were satisficd, and 0.5% were not satisfied.

The statistical test of significance revealed that p<0.03, indicating lhere is essociation
between services Teceived In health facility and showing of empathy and reassurance to

respondents’ by midwives. This cuggests that the hypothesis is nol true, it ls, therefore,
rejected. (Table 4.1 1)

Table 4.11: Associntion Detween services received in health facllity aad level of

satisfaction of respondents with showing of empathy and reassurance by midwives,

llcalth Faclilty Showng of cpniby and reassurance

‘ Very satlsficd | Satlsfied Not Satisficd | Not sure
Adeoyo = | 65 (15.9%) 2 (1271%) |24 (5.9%)___ q o'so;ov'.)
Ogbomoso 3)(8.0%) |25 (El'l_i)ﬁ_'l_(ﬁ‘/:) 0(0.0%)
Oyo \ 3508.5%) | 20(4.9%) |2(0.5%) 2 (0.5%)
Moniya 3700%) (DB G6% |1002%) | 0(0.0%)
Fiditi 23 (5.6%) 6(1.5%) |0 (0.0%) i 0 (0.0%)
Igboora 15(3.5%) n 24 g§.97-) 2 (0.5%) 0 So;o-/l)_
XTad050] Degrecof fecdom= 15 pvalue0000  P<003
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liypothesis 3: There is no signifizant difference between respondents’ evel of cducation
and fully mecting with the respondents’ personal expectation in health facility-

The results showed that all the respondents® without any formal schooaling (1.3%) and
those with Arabic education {0.3%%) had their expectations fully met, Among Fespondenis
with Primaty Education, 23.5% l.ad their expectations were fully met. Most, $9.2% with
Secondary School Certificale, haii their expectations fully met, and 8.8% of respondents’
with higher educalion had their expectations fully met. The statistical test of signilicance
revcaled that p>0.05, indicating there is no associalion between cespondents’ level of

education and weather personal expectation fully met in health facility. This suggests that
the hypothesis is true; il is, therefore ascepled. (Table 4.12)

Table 4.12 Assoclatlon betwees respondents' level of education and (ully mecting
with the respondents’ personal expeciatlon.

Level of Education l;tccting with persoanl expectaiions

Ves No Can't say
No Educalion 5 (1.3%) 0 (o.m'-.')_r E (0.0%)
Primary — [18(35%) Ts (16%) |0(0.0%) 1
Arabic Education 1(03%) ~ |0(0.0%) 10¢0.0%)
Secondsry Education 323 (592%) | 140.7%) | 1(03%)
Higher Education [33E S(13%) | 0(0.0%)

¥ =3800  Degiccof ficcdom =8 pwawe 0875 p> 005
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CHAITER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATIONS

Reducing maternal deaths and complicalions around childbirth will depend on many

factors, especially identifying end improving the services that are ceniral to the

reproductive health of Nigerian women. ‘hese factors include high quality and access to

anicnntal care, intro. natal care, postnatel care, family planning and the like. This study

examined ulilization and satisfaction of mothers with antenstal care services received in
health facilities in Oyo State, Nigeria.

5.1 Soclo-demographic charscleristics of the respondents

A lorge number of the respondems were aged between 20-39 years (Table 4.1), This age
corresponds 1o the most aetive age during which most women engege in childbearing.
hMost of the respondents were married. This may be because the majority of those sampled
were above 20 years of age end they iwere likely 1o be married. Culturelly and
physiologically, the female reproduciive age ranges belween 15-44 years of ege.
Economic factors force parents 10 maery off their daughiers at an carly age in Nigeria. [n
Nigerie, most men get married eround 23 years and most women ot 17 Years. More than
three-quarters of the respondents were (rom the Yoruba ethnic group. This was expceted
because the study area is in southwest part of the countiy, o reglon predominetely inhibited
by the Yoruba. Therc was not much difference in the religious offiliation of the
respondents, as they were mainl? Christians ond Muslims, the two major religlons In
Nigeria. Almost ol the responden's® had acquired ot least secondofY education. This might
be due (o the fact the free cducation Scheme has been the hallmark of successive
governments in Southwest Nigeria since the 1950s. Despite their educational background,
mosl of the respondents were traders. This might be the result of massive rural-urban
migration witnessed afler indepenucnce in the country, The sestch for “’"i"'c°"|°' jobs in
the cities o ften leads to uncmiplo;ament and people usually reson (o pelty trading (Table
4.1).
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F 52  Mothers’ opinion on health wor kers competence nad key componeats of
B antenalal care

The majosity of the respondents received anenatal care {rom skilied birth attendants. This
health-secking behaviour is pood and indicates quality health care services during

pregnancy. The finding is in line with WHO, ICM and FIGO (2004) joint statement on
skilied birth atiendants. In addition, Focused ANC opines that ANC increases the

likelibood that a skilled anendant will be present at bith (WHO/UNICEF 2004). The

higher the proportion of piegnant women attending antenatal clinics also determines, the
higher proportion of women delivering s health facilities.

The compelence of the midwives were judged based on the diagnostic care, preventive
care and cusalive care reccived by the 1espondents during entenalal, naial end postnatal
care. During anicaatal visil, the diagnostic care recorded by the  respondents included
weighing. blood presare check, urine test and blood test. Almast all the respondents
were weighed. with blood presswre measweed, and urine analysis and blood test donc as
disgnostic carc. This means that the health care providers were compeient in giving
diaposiic care during aniematsl care (o the -respondents. This is in line with what
Populalion Report (1998) affirms, that clients can judge technical competence by whether
heir needs are met or their problems are resolved. The indicator cited by Population
Repont (1998) fof measmng ocompeience include presence of trained midwives,
professionals that attend 10 mothey in delivenes, meticulous and thorough care w0 include
enly disgnosis of danger-tha cas compliate delivery, Vuori (1987) avers that cliewmts
sutveyed in Chile based their judgnent 00 the cleanlinen of the clink; (hoso in Kenys and
Zambia cn how thoroughly they were cxamined; and thone in Indans3ia on the type of

medicine they received.

{o antenatal clinic

53  Time of first visit lo a | ety =4
h'ﬁmmnmuﬂnfﬂnlnpaﬂmummdm -
MWMMMhﬂtiﬂtﬂmmﬂwmﬂﬂmﬂfnw“ﬁm
(Table 4.9). This result implics that {ate booking for first ANC indicates underutilization
pl m- maternity care especially health promoting, preventive and detective

r empower mothers aganst slight touch of pregnancy, that is,
information/tcachings 10 | B
minor disorders of pregnancy that may increase morbidity and mortality during
winerable period mumhfumnlmmmmhhnmdmukhm
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antenotal visit. The new schedule of visis js as
end of 16 weeks of pregnancy;
pregnancy; the

follows: the first visit should occur by the

° preg the second visit should be between 24 and 28 weeks of
third visit s at 32 weeks; and the fourh visit takes place at 36 wecks,
women with complications, spec nd

’ needs, or conditions beyond the scope of
basic core moy require additional visits (ICF Macro, 2009).

lowever,

34 Level of satisfaction with 11 circgiven by the health care providers

Most of the cespondents reporied satisfaction with the services given by midwives,

and good physical outlook. mosi of them

Majority of those that were satisficd hod
secondory educotion, ond few had primary education. This high.leve! rating indicales o

remarkable level of service delivered by health workers especiolly the midwives, and it

needs to be maintoined. Thomas, Messerschmid Mersserschmidi, and Devkota (2004)

including level of respect, gencral cleantiness,

were morried ond few were co-habiting.

found 1hat effective ond respectful provider communicotion 10 clients influenced women's
experience with care. Furthermore, the women apprecioted being addressed by their nomes
and wanted providers to spcak simply, soflly, and gently and avold brusque behaviour.
lowever, many of the respondents were not satistied with not being involved in decision
making on their corc, not allowing family members to visit or come Into the room during
hospitatization, and no: pioviding them with supporiive care during pregnoncy. This
cormoborates a study by Surjit (2002) in which clients weee more satistied when they were

involved in their health care and treatment decision making.

5.5  lnplications of the finlings lor health promotion and c'ducalion

Considering the reproductive agc population in OYyo State, with 34 secondaiy hcf"h
facilitics rendering health core for pregnant mothers, theie is no doubt |h.at women might
have imitcd acces to health case. It was also observed tljm the nvallt{blc om.:s were
underutilized. Many scspondents reporicd disspisfactioo with the negative attitude of

malemity service providers towards them, which can be a hindrance to the patronage of

the core given 1o the expectant mothers by the midwives, Those negative attitudes con

arc ircated,
translate 10 negative elfecison how users of the health care
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5.6 Conclusionp

sclected health [acilitics. The findings of

stems from pegative attitudes of heqlth

materials 10 give adequale cxpected health
period by the health care providers,

this syudy showed that clients’ dissatisfaction

€arc providers, insufTicient workforce and

57 Recontpien doljons
In line with the lindings of this sludy,

the following nre hereby recommended
I Publicity programmes should be

intensifed by the govemment in order to creale
dwareness and improve utillzation of compelent health core

given to mothers during
pregnancy, labour and pucrperium in the slate.

2 To prevent untoward cflects of the negative attitudes, there Is the need for stall
development programmes and conlinuous - education of matemity health cgre
providers in order to encourage positive behaviours of the providers towards their
paticnts.

3 Stakeholders of maternal and child health care should address issues of posilive clienl.
provider interactions to motivaie mothers and encourage patronage..

|

Ina critical period of childbearing where the outcome is not mathematically

prediclable, it is necessaly for competentand cxpert handling of the expectant

mothers to ensure life and salc delivery with tittle or no trauma to boik the mother

ond the baby. So the govcmment should provide adequate manposwer

3 The pull factors on service ulilization identificd in the study need to be encourngeq.
for ¢ xample, affordability and svailability ofthe scrvices within casy reach, |

6 Thc Nursing and Midwifesy Council of Nigeria shoufd embark on strategies to |y
more emphasis on positive behaviours and attitudinal aspects o.[' antenatal care as o
vehicle to accelerating patronagc and utilization of the services in onler to beer (hc
lots o mothers during pregnancy, labour and puerperium. | -

7 Tocysed antenotol care should he encouraged in govemment hospitals to minimize the

in the clinic in order to encourage
i el i nd encrgy spent In
bime of visuits amnl reduce time a P

ulilization o antenatal care.
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reas for further siyay

Need for communj|
Y assessrent on the availability, accessibility and aflordability of
ring pregnascy, labo

the utilization g1ndard of care
The Eospital Management poanl

quality health care for mothers du

esscntinl for uplifing Ur and puerperium, This is
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APPENDIX 1
INTERVIEW GUIDE

PIC:
::R C ;\PPRAISAL OF CLI1ENTS SATISFACTION LEVEL WITI: MIDWIVES
E AMONGC NEWLY DELIVERED MOTIERS IN SELECTED SECONDARY
HEALTII INSTITUTIONS INOYOSTATE

Dear Respondent,

My name is Amao, Josephine Olufunmike. | am a student of the Department of
Health Promotion ond Education Taculty of Public Health Colicge of Medicine, University
of Ibadan. 1 om carrying out a research o assess the level of satislaction of patients with
midwilciy care and services at some sclected healthcare (acilities you will be asked some
questions on your expericnce, Xindly give sincere and genuine answers 1o the questlions.
No answer is wrong or right. Your response will be kept conlidential and ysed for the
rescarch purpose only. The survey usually takes between 20 and 60 minutes to complete,

Should you have any questions feel frec to calt any of ihe following contact person(s)

Contact person: Mrs Amao L-mail: j{[nmk@yahoo.coom Phone: 08056435906
Supervisor; Professor OladepoO.  E-mail: Qladepod@yahoo.com Phone: 08033263302

Participation in this survey is voluntary and if we should come to any qucstion you don’t
want 1o answer, just i me knowand | will go on to the next question. Jlowever. we hope
that you will participate in this survey since your views arc impoitant.

Al 1his time, d 0 you want to ask mcanything about the survey?

May [ begin the interview now?

Signature of interviewer: — Date: . |
Respondent Agrees lo be intervieaed -...... Respondent does not agree to be intervicwed

Record the time: 1lours ( }, Minulc ()

ap—

Start  ——

e

Siop —
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Name ofthe Health facility-

"‘h—.m
——-h_h_._‘_

| \as the baby delivered in this health 1acility? ves ( ) No ( ‘
Ifno don’t jpicrvie y |
2 i Yes, wheneeoe .

L Bads o P,

SECTION A: DemograDhie Daig

3. Howoldare you af your fast bigthday?

9. Have you ever attended school? Yes[ ] Nof ]

S. \V.hat is the highest level o Fschool you altended: Primary [ |, Sccondary [ },
HMigher[ ], No former edusation [ ] Other (specify) A X

6. What is your religion? Christianity [ ), Istam | ], Traditlonal Religion [ )
Other (specify)

7. \Vhat is your cthnic group? Yoruba[ ] Hausa[ ] Ibo[ )
Other (Specily)

8. What is your occupation, that is, what kind of woik do you mainly do? Civil
scevant [ ] Self employed { ] Fonners [ ] Artisans | |
Others (Specify) A"

9. Are you paid in cash or kind for this work or are you siot paid & ail?
Cash only [ ], Cash and kind [ }, In'kind only [ ]}, Notpaid [ |

10.

Give an estimate of your income daily, weekly or monthly

Il.  State your marital status: Cohabiting [ |} Widow [ } Never married [N
Unmarried [ ] Sepsarated [ ]

12 Total number of pregnancy cver had
13.  Number of children ever bom? Number ative [ | Number dead[ ] Total [ )
SECTIONB

Materaity service reccived in this health facility

14.  \What is the mode of delivery of the new baby? Nonmal vaginal delivery [ |
Assisted delivery { ] Cacsarcan Section|[ ] Other (Specify) —___

15.  Wha was the outcome of your lobour? Baby alive | ) Baby dead [ ] Stillbinth [ ]

16.  Did you sustain ony injury during birth? Yes [ ] Nol |

4 If No po quesilon number 1§
1. If Ycs, whot Iype of injury _
ma during binth ~ Yes[ ] or No[ ]

8. Didyourbaby had any form of trat

~oon ITNo g0 10 tluestion 20
l9‘ Ifyc's’ \th‘ rOﬂn?o IPRYTCITIITL Lond 008 000 200000 )
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20.
21,

Did

I you sec anyone for aql=natal care for thys pregnancy? Yes [ ] No[ ]
If Yt.:s‘. whom did you ice? Doctor [ |, Nurse [ ], Midwife [ |,
Auxiltary midwife [ ), Tradiional birh attendance [ |

Community/village liealth workets[ |, Others {specify)

If No go to question I8

22,

2%

24.

25.

26.
27

28.

29.

30,

31,

32,

33,

I[ you received antenatal carc for this pregnaney, how many months ptcgnant

were you when you first reccived antenatal care for this pregnancy in this healthy
factlity? Months ( ), Don't know ( )

Iow many times did you receive antcnatal care during this pregnancy in this
facility?: Numberoftimes () Don't know ( )
As part of your antenatal carc during this pregnancy, were any of the folfowing
done at least once by the midwives in this focility?
Yes No

Weight

Br

Urine

Blood

Were you given injeclions on your arm lo prolcct you from geiting a disease called

Tetanus Yes () No{ )
If yes, how many? (o) 1 1(b) 2[ ) (c) 3{ ](d)Can’t remember [ )
If No, why? (a) I have completed the dose of the injection [} (b) I booked late [ }

(¢) ! am reacting to it [ ] Others (specify)
During this pregnancy, did the midwives give you any dngs 10 keep you from

) No () Don’t know ( )
How nany months pregnant were you when you took your first dose of

(S PfFansidor/Amatur/Maxoline)?: Month () Don’tknow( )
pregnant were you when took your second dose of

), Don't know ()
ticide treated net? Yes [ |

getling makuria? Yes (

How many months
(SWFunsidnr//\malnranxolinc)?: Months (

Wete you told by the midwives 10 sleep under insec

No| ]

During this pregnancy, vere you give
midwives? Yes( ). No( ), Don’t know ( ) | k

During the whole pregnancy. for how many days did you tske the tabicts or

), Don't know( )
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3,

35.

36.

37.

38.

39.

40.

41.

42,

43

M,

15.

During this Pregnancy, did the midwives give you any dnyg for inlestinal Worms?
Yes( ),No ( ), Don't know ()

Was the

baby weighed at birth by midiwives? Yes( ),No( ), Don'
When ‘

tknow ()
the baby was bom, was he/she vely big, bigger than average,

average,
smaller than average, or vely small? very big (

), Bigger thai average (),
overage (), smaller than oaverage (), veiysmall (), don'tknow ( )

How long after the baby was delivered did you stay there?: Hours 1 (), Days 2
( ) Weeks (), Don’tknow( )
Before you were dischargsd alter the baby was bom, did any midwives check on

your health?: Yes ( ),Ne ()

How long after deliveiy did the lirst check took place? Hours | (), Days 2( ),
Weeks (). Don'tknow( )

Wete you given any pain relicf measure in labour by midwives? Yes{ JNo [ ).

If No go to question 42

If Yes. what form of pain relicf measurc did you reccive in
18bOUr Twewes. mraiuoggessss: -oses

(i) Back rubbing [ ) (ii) Verbal analgesia [ ] (iii) Pain drugs ¢.8. (8) poracctomol
{ ](b)1don't know the rame of the drug [ J(iv) Pain injection: (a) Analgin [ ]
(b) Paracetamol [} (c) Fortwin [ J(d) DT L8[ ](c)] don'tknow( )

(f) Other Specify
After delivery of this baby, were you given injection to control blood loss Yes ( )

No ()

If no why? Not available [ ].1 reject it ( ) Other (Specify) { )
» were discharged, did miilwives check on your health? Yes ( ).No( )
If (Nu go to yuestion 55

Alter yo
If Yes, what did they do? ___
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SECTIONC
Mothers' satisfactioy

el with quafﬁ}* of care

46

How salisficd are you

behavlor In respect to this last delivery you Just had

with (e following Mlidwives

Very

satisficd

Satistied

Not
salisfy

47

Level of respect

Prompt responsiveness 1o your needs

48

Showing empathy ond recassurance (0 you

49

EMective listening

Allowing family members to sce you

]

Involves you in decision making process of your care

52

Midwives supponive care you received during pregnancy

33

Antcnatal clinic visit schedule by the midwives

54

Enjoyed therapeutic touch ol midwives

$$

Cleanliness of the health (acility

356

Midwives keeping your privacy

57

-~

Good physical outlook ofthis healih facility

b

Location of the health (acility

59

Referral services given by the midwives.

60

Appropriatc management of oain

61

Ensufing my baby is given frst immunization

Pcreeption nnd Expcclations .
Mention the type of service you ulilized in the [RCHIEY . coceumenrrimmeerreiaetnsconens
asc of ncw pregnanc) will you, If you have oltemotive motemity care switch

62.
63.

64
65

66
67.

SECTIOND

Inc
it? Yes[ ] Panially( ] Nol ]
I yes, why?— — - —n

1f No, could you please give reason

s for preferring this focility 1o others—

{ mothers on Utilization of the Health Facllity

%ce oo

Were your personal €x
If No, please specify who' aspects ere not met

__,'_.-.—ll-'-i'-""'"""-

{1) g A

pe-lotion fully met? Yes( )yNo( )

(2) =
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8.  Were you satistied with ik of items Jou were asked 10 bring? Yes( ) No ()
69 {80, AV hy? e e N

SECTIONE
Areas necding Improvement

70.  Mecntion areas of midwifery care you think need improvementin this focility——

71.  {dentify pny form of challenge to occess carc [rom this health institution in

respect of this last pregnorcy and delivery ....ooeveeree.reeanean.
a. Economic (ability to afford the cost)
b. Geographical (abilily (o reach the facility easily)
c. Socinl (acceptability of the facility by the community)

080000000 00¢00000

d. Orgonizntional (availabilily of several matemal secvices)
¢. Time spent (gencrally) -

o4 B Buildd P cm——

Thank you.
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Llst

of Secondary Healjly Bacility renderin

APPENDIX (1

B Midwifery Services In Oyo State

S/N | Toual Staff Ten
f’l‘ypc of selt, |
— __|SNMISN Tothers [Toul
‘ coyo Malemity |[203 |3 3 210 Ibadan North Urban i
2 Ring Road 188 |2 —_— 190 IONE
3 | Jericho Special 60 |3 S g
4 Jericho NS Home | 5] 4 E & iy
4 59 IDNW Urban
S St. Petce Mat. (Hos. | 18 — o I8 INNE Urban
6 |G.H.Kuteyi 6 2 - 8 Lagelu Ruml
1 | G.H. Igboms 7 2 4 1) Ibarapa Centrul Rural
8 |G Enuwa 5 |2 4 1 ibaraps East Rural
9 | StateHospital, Oyo | 57 |14 1) 84 Oyo (Alibs) Urban
10 | Staic Hospital, M |3 17 |54 | OGNoxih Urban 1
Ogbomoso |
11 |G.H, Iscyin 19 |5 2 26 Iseyin Urban |
12 | State Hospital. Saki |33  |— |9 42 | Saki Rure] Awban |
13" | G.H. Igbako 6 2 |2 10 Ibarapa Ceniral RursU/Urben
14 | G.H. Okeho 2 i 2 11 [ Kajola Urban
1S | G.H. Igbeti 4 ) 4 1 Olorunsogo Rural
16 |G.H. Sepeeri . |3 2 |9 Shak| East Rurat/urban
17 | G.H. Tcde 6 3 |— | Atlsbo Runi
18 [Gil lloa T B J' T R Aljjio RuralAsban
19 [GMH. Kishi 7 2 - |9 Irepo Rural
20 |G Fidun O E i O | Rumi
5] GH.Ksson Ajis |10 |— |1 [N Egbes Rurs Usrban
"'—22 T G == 0l = 13 Lagely Rural ]
23 | G.l. Moniys 21 [+ |1 |6 |Abinyek RuralUirben
|2 [0t OO0 [13 |3 |~ LI b Rl
(35 [GlInesaadu |7 |2 [— |F [Sumke i
26 | GJi. Lanlaie 6 ’AF' ) -~ ey |
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27

G.H. Okaka 7 o 2 ltesiwaju Rural
'n G.H. Ago-Are 4 2 T Alisbo Rurslurban
29 | G.H. Aycte 2 3 2 7 lbarapa East Rural
30 | G.1. Ikoyi-lle 4 3 3 10 Olorunsogo Rural
3 |GH.AdoAwnye |S |2 2 I9 lseyin Rural
32 | G.H Ago Amondu | - e S iShnki Eost | Rura) —
' 1 ' G.H. lpanne == -— 6 [ 1wajows Udan |
34 |MCHApas |20 1 1= [
" ﬁToul 841 (8 [87 |10

N.B: heis include: Nuwrses with Accident and Emergencies Nursing, Health Education
(BSC), Orthopacdx Nursing, Psychiatric Nursing, Public leslth Nuising, Peri-operative

Nuzsing. Paediatric Nursing. Thesire nursing, Medical Surgicat Nursing. Bachelor of
Nursing Science, Occup3tion Hea'th Nursing, etc
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APPENDIX 1([

DISTRIBUTION QF 1{EALTH FACILITY BY SETTLEMENTS

N Settlement
Urban Rural Rurnl Urban
| Adeoyo Maternty llospital | G.H. Kuteyi State Flospital Saki
2 Ring Road, State Fospital G.H. \gbeti G.H. Igboho
3 Jericho Special G.H. Kishi G.H. Okeho
4 Jericho NSH G.U. Fiditi G.H. Sepeicri
5 St. Peter Maternity Hospital G.Il. Lagun G.H. liora
6 G.H. Iganna G.11. Orile Odo | G.H. Xosimu Ajin |
7 | G.H. Okeho | GH. Iresa Adu G.H. Moniya
8 Siate Hospital Oyo G.tl. Lanlate G.ll. Ago Arc
9 Statc Hospital Qgbomoso G.H. Oknka G.11. 1gbooia
10 G.H. [seyin G.H. Ayele G.IL. Cruwa
1 MCH Apala G Ixoyl Jic -
2 — " ['G.HI. Ado-Awaye — =
13 s G.tH. Ago Amondu -
14 = ) {O.Hﬁlc —
Total 2 14 8
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APPENDIX IV

Modcl of Midwifcry Practlce
Model of practice adopled from Alberta Associotion of Midwivcs are set of principles
outlined below o5 fundomentals of midwifery practice which when taken together ensure

that midwifery meets the needs af the women who choose this service in Manitoba ond
con be adopted by Nigerian Midwives,

1. Midwives arc autonomaus health care pravidecrs

Midwives are primary hcalth care providers that clients may choose as their lirst point of
enity 1o the maternity care systerr

As primary heolthy care providers, midwives make outonomous decisions in collaboration
with the clients and ore fully responsible for the provision of primasy health services
within theirs scope of practice. They coordinate services to ensurc continuity of care, They
identily condilions that rcquire management outside their scope of practice and refer such

cases (o other providers.

2. Cammunily input

Communily inpul is fundomental (o the developmient and evalualion of midwilery praciice

ocross all settings. Communily paiticipation must be structured into the midwilery system

during the development and ongoing planning of midwilery services and education. This
would be achieved by:

o. Fnciliwtion ongoing community input into midwilfety practice In oll sites {e.g.
communily forum, community boards, fonmal; linison with consumer organizalions,
consumer ceprescntation or governing body).

b. Eoch and every client being able 1o give input ot some level {e.g. client evaluation of
carc)

¢. Cach midwife being responsible for soficiling client and community input
{c.g. client cvaluation of care;,

d. Cducation about the 10leofl community input at all levels incosporated into the
cducation of midwives {c.g. public reptesentatives on ndvisofy commitice(s);

consumer participotion in the teaching of midwives).
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3.Informed choice

Responsiv . : -
PONSIVENEsS to women's needs is o gutding principle of midwifery practice. Midwives

t.cspcu the right of their cliens 10 moke informed choiccs and actively encourage
informed clicnt decision-making.

idwi ih 2 e : .
Midwives facililote decision-moking by moking relevant objective imformation available to

their clients. Informed choice is o process which relies on o full exchange of information

I non-urgenl, non-authorilarion, cooperative manner.

Midwives support the principle of
informed choice by;

0. Encouraging clients to participate actively in their care and to moke choices ebout the
services they will receive and L.¢ manner in which they are provided.

b. Recognizing and supporting thc pregnant woman as the primay decision maker and
promoling shared responsibility between the woman, her tamily and her care givers.

c. Discussing the scope and limiletions of midwifery care with their elients.

Community of core is fundamnental (o the midwilery model of practiced. liis both o
philosophy and o process thai cnanles the midwife 10 provide holistic care and to establish
on on-going partnership with the: client in order o build understands, support and Lrust,

Continuily of corc is (acilitercd thiough o relationship between midwife oand client.

There must be 24-hour availability of the primary care midwives known to the women.
Cvery midwife must make the commilment necessoary lo develop o relationship pf trust
with the woman during pregnancy in order 10 suppoit the woman during the childbearing

year.

In group praciiccs, continuity of care could be achieved by a small tcom of midwives (not
greater than four) provided the client has the opporiunity to establish relationships with al}
the members of the team. Midwife involved in group placlice musl  shore a common

philosophy in ord e to suppor! conlinuity of core. Womcn must have input into the manner

in which continuity of care is provided.

3. Choice of birtl sct{Ing

Midwives respect the right of women (0 mak
eltings, including hospitals, birth centres and

c infarmed choices about the setting for birth.

Midwives provide care in 3 vasiety of s o
homes. The ability to foliow the client is an essential aspect of continuily of care nnd
omes.

informed choice.
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6. Two attendants at cach birih

The safest care can e provided at birth when lhere are 1wo Qualificd present. The
Canadian standard of care is fo have wo attendants, sk
emergencies 01 each birth,

illed m neonalal and maiemal

The second birih aitcndan: must understand and support the midwifery model care
and could be

2 Another midwife

A health earc practitioner with the knowledge and skill required 10 assist the

midwile.

Reject any form of gift, favour or gratification which might appear to have undue

influence or advantage tov-ards obtaining preferentinl rcatment.

. While providing care, ensure thot use of technology and scientific advances are

compalible wilh the safety, dignily and rights ofclicnis/paticnts.

The I'rofesslonal Nurse and I'rofesslonal Collecagues:

‘e Nurse must:

«  Work co.operatively and collaboratlvely with professionol collcagues and other
members of the heahh team ior ethical procedures and other members of the health
tcam for ethical procedures ONLY.

« Exhibit "SPIRIT DL CORPS" in all silunlions except when it invoives fraudulent and
uncthical prociices.

« Delegate funclions and respo.sibililies 1o subordinates according 1o their obilities and
compctencies, supervising them accontingly.

» Not ridicule professional collecogues and cspecially NOTE' in the presence of
clients/patients or other members of the health tcam.,

Accountability nntl Evaluntion of Praciice

Midwives are accountable 10 their clients, theis peers and the wider community for safe,

competent, elhical practice. Midwives fundamental accountability is to their clients. They
are also accountable to their owr, regulatory body, employers, the health case institutions
in which they practice and to the public.

Midwives continuously cvaluote their practice to improve the quality of care they provide

T i on are | oraled
ond 10 ensure their client's needs are mel the results of this evaluallon are incorp

into mIdwifery praclice
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9. Accessibitity of midwifer; care

Midwifery care must be accessible toall women, Mechanisms shoutd be in place toensure

cquitablc access 10 midwifery cure for all women

| regardless of place of residence or
circumslances,

A midwilery practice must consicer the demographics of the practice aren so that services
are offered 10 the variety of worhien therein. This ensures that women who would most
benelit from midwifery care, but who might not seck such are, have on opporunity to use
midwifery services. The midwives ond the community which suppotl practice ore
cesponsible for being knowicdgesble about the women within their practice area and for
developing and implementing outrzach programmes.

If o midwifery practice finds out that cannot scrve oll women who are requesting services,
the midwives are encoumged o try ond rcach a representative variely of clients and be
able to refer women to other midwifesy piactices or related services (e g {abour

companions, compowering childbirih classes).

10.  Rescrrch on effcctivencse of midwifery
Midwives develop and share midwifery knowledge and initiate, promole and participate in
rescarch regarding midwifery outcomes Resulis of this research should be incorporated

into midw'ifery practices,

I). Midwives as cducators

Midwives have a responsibility to share their knowledge and experiences with collcagues.

clients and students of midwifery.
In keeping with the history and irzdition of midwifery, midwives have the responsibility to

pacticipatc in the opprenticcship of midwifery.

The Nursing and Midwilery Council of Nigcrio subscribes to the fact that using is an
inalicnable right of cilizens and s such the Professional Nurse has the responsibilities of
assisting them to atigin the Oplim:J level of health, The Nursing and Midwifery Council of
Nigeria believes that this Cede of Piofessional Conduct will serve as » springboard for
providing ellective nuising core in Nigeria

'Mie Code of Protessional conduct hightighted in this document is intended t 0 empower the

Professional Nurse Practitioncrs to provide clfective care lo individuals. familics and
communilics.
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APPENDIX V

CODE OF PROFESSIONAL CONDUCT FOR NURSES AND MIDWIVES IN

NIGERIA

(Establishcd By Dccree No. §9 of 1979)

The Code of Profcssional Conduct places the client/patient at the center al Nursing

aclivilies -

The purposes of the Code of Professional Conducts are to:

Inform Professional Nurses of the Standards of Professional Conduct requires of
them inthe exercise of their Professional accountability and praclice;

Inform the public, other professions and employers, of the standard of professional

conduct that they can expect of a registered praclitioncr;

A nurse is a person who has received authorized edueation, acquired specialized

knowledge, skills and attitudes, and is regisiered and licenced with the Nursing and

hMidwilesy Council 1o provide prcventive, supporiive and reslorative carc (o

individuals, familics and communitics, indcpcndently, and in collaboration with other

members of the health tcam. The nurse must provide core in such a manncr as (o

enhance the integnty of lhe prolession, safeguard the heahh of the individual

client/patient and protect the interest ofthe sociely.

The Professional Nurses and the lleasith Care Consumcr

The nurse must-provide care to atll members of the public without prejudice to their
age, religion, ethnicity, race, nationalily, gender, polilical inclination, health or socio-
cconomic stalus

The nusse must uphold the heslth consumer’s human rights a8 provides in the
constitution.

The nurse must ensue (hat e cllent/patient is of legal age of 18 ycars and above
gives informed consent for nursing Intervention.

The nurse must incase the health consumer is under aged. the next of Nin of the
parents can give the infosmed consent on his behalf,

The nurse must keep Information and records of the client conlidential except in

conSultation with other members of the health team to come up with sultable
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intervention strategies or in compliance with a court ruling or for protecting the
consumer and the public from danger.

The nurse must avoid ncgligeice, malpractice and assault while providing carc (o the
client/patient.

The nurse must A with o consumer in a professional manner only.

The nurse must not to take bribe or gifl that can inftuence to give preferential

[reaimcnt.

The nursc must consider the views, culture and beliefs of the clients/patient and his

family in the design and implementation of his caic/treatment regimen.

The nurse must know that all clients/patients havc a right to receive information about

their condition.

®  The nurse muslt provide infonnation that is accurote truthful and presented in such a
Wway as (o make it easily understood.

*  The nurse musl respect clients and patients autonomy, their rights to decide whether
or not 10 undergo any health carc intervention even swhere o refusal may resull in or
death to themselves ora foetus, unless a court of law ordess to the contrary,

*  The nurse must presume thal every patient and chient is legally competent unless
othcrwise assessed by a suitably qualified practitioner. A paticnt or clicnt who is
legally competent can undersiand and retnin iccotment information and can use it to
make rn informed choice.

» The nurse must ensure that when clients ond patients are detained under statutory
powers (e g Mental health Ac?), he/she should know the circumstances and safcguards
nceded for providing tieatimert and care without consent,

*  The nurse must provide care .n emergencies where ireatment is necessary (o preserve

life withou! clients/paticnt consent, if client&/patients arc unable to give it, provided

that the nurse can demonstrate that she is acting in the client/paticnts best interest.

The professional Nurse and the Nursing Professlon
The Nurse must:

. Attend workshops, conferences, scmtinars and courses that arc recognized by the
Nussing and Midwifery Council of Nigeria and which are relevant (0 the profession,

at lease once a year.
s+ Engoge in behaviour and sctivities that uplift the sacial status and integrity of Nurscs.
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Afways appear neat and deccntly dressed, withoul using bogus/dangling car-rings,
long and big wigs (all hair do must not extend below the neck level), high heeled
shoes, long painted nail and ¢!aborate make up while on duty and in uniform.

*  Not fight or stcal on duty.

Be courtcous, honest and respurceful.

Not wear uniform without an overall outside the hospital premises.

Not strap a baby on her back swhile in uniform

Provides care, using current evidence based principles and practice and the nursing
process.

Perticipate in the training of students Nurses/Midwives and siudents of healih related
disciplines.

Co-operates and collaboraies Professional Association to secure good conditions of

services.

*  Demonstraics and abilities requised for lawful, safe and efleclive Professional

pracliee withoul direct supervision.

The Professiona) Nurse and Nussing Practice

The Nursc must:

' Be personaily accounuable for the care she provides to clients/patients. This means
thatshe is answerable for her action and omisslons regardless of advice or
directives from other heal:h professionals.

- B¢ punclual to duty and hand over patients and equipment physically.

. Avoid the use of self In (he advertisement, promolion or sate of commercial

products scrvices and illicii \rade such as aflficking In haid drugs,
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APPENDIX VI
FACTORS OF LXTREME CUSTOMER LOYALTY

Josiah Royce, an American philesopher in the mid-to-late 1800s, identify what really
drives customer loyalty and claimed that the 1rait of loyally was most often associated with
political institutions - rcligion, war, and famify. In these situations, people had one key

influence in common - a passionate link a "common cause”.

He believes that one butld loyally when he and his customers are aligned on seven key

factors. These factors of extceme cusiomer lovally arc:

1 Emotional dependence

Emotional dependence is the psychological commitment fiom the customer. Tt is the
customer’s reliance on an organi2ation for support, guidance, and decision-making - the
tendency of the customer o sce elp from you as a supplier in making decisions or in
carrying oul diflicult actions. When an individual is emotionally dependent and things do
nol go as expecled, they can dislance themselves and seek out a relationship that provides
the support they need. Emotional dependence includes: integrity, reliability, depth of
relationship, and empathy. Go beyond your customer's expeclations to satisty their
emotional neceds. Sometimes the smallest things can make the biggest diflerence,
Conversely, a negative experience -an have a deirimenta) ctfect on customer loyalty when

you arc in a heighted emotional six'e.

Profiles Intemntional (2009) gave llps on how fo create emotional dependence as
follows;

Learn what your customers value on a persunal level and go beyond thelr expectations

to demonsirate that you care about diem

Show a bigh degree of empathy Pnd respoasiveness when you sense your cusiomers arc
getling emotional about an Issue. ['ven il you cannot solve the problem on the spot, let
them know they are impoitant and that you will do what it tnkes 10 saMsly thelr personal

needs.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

84



Put 2 ’
ut the right person on the Johr. This person should be able to connect with the customer

On a personnl level. Make sure your employee can provide this support and that you have

the right processes in place for triaging issues. Make the customer feel good about

working with your organization.

2 Structural depenidence Con you help strengthen your customers' weak links?
Structural dependence is the operatlonn] foundation of the relationship and consists of
people, facilitics, systems, and distribution channels. Structural dependence builds a

common causc between the buyer and seller, and this helps build loyalry.

An organization outsourcing n:n<osc opcrations to companics creates siruclural
dcpendence. Heving outsourced, it is much more difficult for them to bring these functions
back in house because the investment is high and expertise is scarce. Although switching
service providers is possible, it is dilYicult and risky. Structurnl dependence is among the
most powerlul loyalty builders.
How to crenic structural dependence:
Understand how your customers' businesses operntc, Then determine where they have
gaps or InciTiciencles that would cnable you to operate portions of their businesses belter,
cheaper and with iewcer headaches or risks (or your customer.
3 Busincss depenilence Business dependence is the marketing positioning ofthe
relationship. This includes how you heip your customer create go-to-macket solutions,
grow and retain their customers, and be competitively sound in their tarket.
Ilow (o create business dependence:
3.] Identify arcas where your cs atomer I8 weak lhut yau are strong - as well as areas
where you are weak and your custcmcr is sirong.

* 3.1 Aflcr conducting this analysis, idcntify opportunitles for building on cach other's
strengths and minimizing cach otker's weaknesses,

3.2 Then, start to envision how the reiationship woulkd work operatlonally and financially (o

build mutun! value.

4 Sntlsfaction
Customer satisfaction influences lcyalty, but itIsn’t the only predictor. Customer

sotislaction is oftcn an indication ofhow well your organization perfonncd during arecent

event. This often includes clements of service, support and delivery - delivering a new

productorservice; solving 8 serviccor maintenance issuc; of executing e campaign, pilot
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program or evaluation.

et =k
Customer satisfiction measures are 100 Ilmltc‘x 10 be an accurate predictor, especialty

when il comes 1o complex business solutionsj

Satisfoction ratings are imporiant because we necd 10 know that if we’ve been tasked to

deliver somcthing, we have successlully donc so. But we need to be careful that we don't

use that as the only driver or only :‘{\clric ol our loyaltly assessment.

How to crealce hiph customer sallsfaction:

Creating high customer satisfaction staits with a careful asscasment (o determine necds
and uncover expectations with rcgard to price, impact and level of service. Then yau
must meet or exceed cxpectations.

"llow" you deliver can be as important as "what" you deliver, so don’l underestimaic

the impact emotions play in satisfection scores, Formal surveys and propetly designed
qucslionnaires are a big help.

Performance Not too hot, not too cold - fust right!

“Merformance” refers to how a product or seevice hiolds up 1o expectations and required
industcy stendords. Measurements of performance can include mecting (SO and Six Sigma
requirements. “F'ypically performance is measured over o longer petiod of time and with
more objective crileria than the measurcment of satislaction, which is event-based and

emotionally influenced.

Performance is impertont, but is not the sole predictor of loyalty.
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