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ABSTRACT 

Antenatal care is an important Jctenninant of child and maternal health. However, 

Antenatal Core (ANC) services iq Nigerian hcallh care focililics are undcn.11ilizcd as o 

result of several factors related lo client' satisfaction, which ore not yet fully identified. 

This study, therefore, assessed the sntisfaction of nursing mothers with ANC received in 

selected secondary health care facilities in Oyo State, Nigeria. 

This is a descriptive cross-sccti11nol study. A total of 410 three-month post-delivery 

nursing mothers, were random!) selected from six out of 34 secondary health care 

facilities in the State. A pretested semi-structured quC$tionnoirc was used lo collect 

infonnation on ANC services Gnd nursing mothers' level of satisfaction. Level of 

satisfaction was measured on o 32-point scale. A score of 0-9 \VIS regarded o.s low 

satisfaction, I 0-19 as moderate sot is faction, and 20 and above as high soti.sfaetion. Dnta 

were analysed using descriptive st-.tlstics ond Chi-square test. 

Mean age of respondents was 2&.3 ± 3.4 years nnd 75.9% were mnrried. Thirty-cig.ht 

percent of the respondents registered for ANC In the first trimester, 43.6% in the second 

trimester and 18.4% in the third trimester. Mean attendoncc of ANC (SJ ± I .S times) wns 

higher than the expected minimum of S visits. 'The services received included weight 

(99.8%) and blood pressure mwurcments (99.5%), urine (99.5%) and blood (99.S%) 

tests, iron supplementation (90.«i%), tetanus Injection (89.5%), prophylactic malaria 

therapy (80.81/i), instructions on the use of Insecticide-treated net (71.3%) ond dcwonnlng 

(30.1%). Mean lc\'tl of Slltisfactinn was 16.1 ± S.O. Overall, 54.71/, of respondents were 

moderately S3tis0ed, whlle 37.311, were highly S3llslied. The mojorily (60.0'/4) of the 

respondents \\ere highly satisfied with general clc11nllncss of the health facilities ond 

58.8% were very satisfied with l()l;ation of the health fac:llhy. Many respondents were olso 

sotisficd with core providers' show or empathy (SS.6%), prompt response to clienlS' needs 

(SS.4o/,), te$pect for clicnis (53.2%), effective listening (52.0%) ond involvement in 

dccision-makln11 proecss (52.0'/4). More respondcnis (34.8%) aged 26-30 years were 

hi11hly ,atisfied wilh the care received, compercd wilh those aged 31 ye= and abo\'c 

(p<O.OS). llowcvcr, among the 1:spondcnlS who were not Slltlsfled, 57.7% expressed 

dlssolisfoctlon with caregivers' n<Jatlvc aullude and 23.1% with unnecessary demand or 
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delivery items. Married respondents were signiOcnntly more satisOed than the unmarried 

were (p<0.05). 

The respondents were averagely satisOed with services received at the hcallh facilities. 

However most of them failed to register al Orst trimester. Government should improve 

health services to encourage client satisfaction. 

Keywords: Client satisfaction, Nursing mothers, Antenatal care services, 

I ICllllh care facilities 

\Vord count: 402 
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Ope ra Ilona I definitions or term, 

Accesslblllly: Freedom to utilize any or the selected secondary health Institutions in Oyo 

State without ony hindrance 

Arrordoblllty: Ability to access rhc relevant maternity services with no hindrance from 

time, money or energy spent on t�: care 

Antenatal care: I lc:ohh care servi�cs rendered to pregnant mothers 

Clients: Newly delivered mothert within the first six months or delivery or mothers that 

arc nursing infants within the first six months of lire 

Hc1ltl1 Cnre l'rovhlera: Skilled midwives, nurse or doctors anending to pregnant mothers 

during nntenotal, intmnatal and pcstnatal periods in the selected health institutions in Oyo 

State 

llullh Outcome: Live male or female babies delivered naturally by the ,vomcn 

understudy 

llcalth/faclllty: One or all the six selected sccond11ry health institutions 

lllldwtrc: Pregnant mothers' heai:h core provider 

Quallty: Any form of midwifery service thnt gave newly delivered mother o level of 

sntlsfoetlon in the selected health Institution 

Satisfaction: Sense or happiness ccrived by newly delivered mothers because of maternity 

care received in any or the six health foci lilies 

Verbal Analgesia: \Vords of encouragement 

' 
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CHAPTER ONE 

INTRODUCTION 

I. I Dnckground to the study
In mnny coun1rics, An1ena1ol Cor� (ANC) Is the only lime women con1ac1 the hcollh-carc
system. 111ereforc, ANC ls a unjquc opponunity or plo1form for providing o variety of
hcahh services. ANC 115 o key componenl and a pillar of Safe Mo1herhood, which rest on o
foundation of basic hcnllh servicu, equity, cmotionol and psychological support (Federal
l\llinislry of I lcollh-FI\IIOI 1-2008) Proper care during pregnancy ond delivery Is lmponant
for the hcohh of bolh the molhcr and the baby ond is on indlca1or of mo1cmal nnd child
heallh in society. An1cna10I care from o trained provider Is important lo monilor lhe
pregnancy and reduce morbidity risk for the mother during pregn11ncy 1111d delivery, 
(Notional Demographic nnd Hcahh Survey -NDHS- 2008). 

The major objective of antenatal u,re is to ensure oplimal hcohh outcomes for the molhcr 
and the baby. Some of the benefits of ontenolol core, as ldenlificd by lhc NDHS (2008), 
ore early detection of complications and prompl 1reolmcn1; prevcnlion of discnsc through 
lmmunlz.otion ond micronutric�t supplement, binh preparedness Md complication 
readiness, ond heohh promotion and discilSC prevcnlion 1hrough mcssoges nnd counselling 
of pregnant mothers. 

111c ANC policy in Nigeria folio .vs the newest \VIIO approach, which is to promole safe 
pregnancies, recommending at kJSI rour ANC visits for women withou1 complications. 
This ls called Focused A111eno11 I Core (FANC). Four goals of 1\NC, ns itemized by 
FMOl l (2008), include: hcnllh promolion, prcvenllon of compllcatlons of pregnancy and 
childbinh, early detection and prompl management of problems with binh, nnd emergency 
planning. Rttommcndotions mt.de by FMOH (2008) 10 make ANC services more user­
friendly arc improving cllcnl provider in1eroc1ion with emphasis on respccling cllenlS' 
rights; ensuring thot oil lhe onte.ltn1.o1 users have the rlghl to be treated with dignity 11nd 
respect; giving ontcnotol users right 10 full lnformnlion and access 10 all services; and 
ensuring right to privacy, confidentiality, comron, safely, free expression of opinion and 
con1lnuhy or c11rc for ontcn111al US'Jrs. 
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Nigcrio., like most developing counlries, ho.s one of the highest maternal mortality niles in 

the world. I lacmorrhnge 11nd obs:ructed labour o.rc the principal causes, closely follo,vcd 

by anaemia ond other serious lnfo:tlons. Mony a1Tcc1cd women do not book for antenatal 

care early to receive care that will have rcmo.rkoble prcvcnlion of those prcvcnlllblc 

diseases that can eomplicnte preanancy nnd terminate matemol and foetal life abruptly 
(Adekunle 2002). All prc&nant women ore al risk of developing eomplic4lions such a s  
onnemlo., rnnloria in pre&nonacy, hypertension and so on (FMOII 2008)J,1ony pregnant 

women in Nigcrln do not opprccite the lmporuncc and benefits of ANC by underutilizing 
the services. They allcnd ANC just 10 obtoin a registration cord in C4Se of unexpected 

emergency. However, most pregnant mothers do not ollend or palronize health facilities 
because they were not satisfied with poor provider auhudcs, unfriendly policies, such as 
compulsory blood donation for ANC services, inability to pay for services, lnacccsslbillty 

and non-avoilobility of services (f·�l011 2008). 

According 10 \VHO (2005), o skuled health worker is 'on accredited health professional -
such as a mldwirc, o doctor or 3 nurse who has been eduCllled and trained lo acquire 
proficiency skills needed 10 manage normal (uncompliealed) prcgnoncie5, childbirth and 
the immediate post·p.irtum pcrioJ ond skills for iden1ilica1lon, management ond rcfcm1I 
of complication in ,vomen ond newborns. tvlidwives ore among health core providers in 
pregnancy, during and oner labour. Their roles include supporting ond assisting the 
birthing parents in their journey through pregnancy, labour, birth ond poslp;uturn (though 
wumed o normal life proc.css). A midwife, utilizes her cllnicol skills, intellect and 
intuition, to inronn pnrcnts if on:,thlng folls ou!Sidc the rnnge of normal. She also handles 
emergencies by refcrrnl lo where help con be assessed, 1h01 I s  next level of hcnhh care 
system. 1111s is to reduce birth lrjury, 1n1um11, caC$11fCOn section, mortality ond morbidity 

or both the newborn and the mother. 

Crow, Oagc ond Hampson (200�) view, midwives' allilude os o grcn1 lnOuencing factor 
I 

on service use and programme, arrecting its patronage. 1 leolth core providers ore 
encouraged by the Fcdernl �thlstry of licohh to make ontenotnl clinic ollendonce 

' 

pleasurable, rewording, assuring. cmpa1hc1k, accessible and orfordoblc experience for all 

clients (fMOM 2008), Osungbode, Oglnnl ond Olumldc (2008), who lnvcstlgoted the 
contents or on1eno1al core services In Sccond11ry Health Core fncllltles In Nigeria, round 
lhnt blood pressure mcosure111en1, nbdominnl palpation ond delc:ctlon of foetal hcort mle 
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\\Crc provided lo oil panicipant... Nlncly•ninc pcrtcnl of lhc rcspondcnls ,vcrc reached 

\\ilh at lcasl one educalional m s�ge. Similarly, hcamoglobin �imation was done fOf 

42.3% of 1hc rcspondcnis, url ,c checked for protein ,vas done for 43.1 �� of the 

respondents. Roulinc Iron, anJ folatc supplcmcn� and malaria prophylaxis \\'Crt

respcc1ivcly given to 36.4% and �.4% of them. 

AbouZahr/\VI 10 and \Vardlaw/UNICEF (2003) cs1ima1cd that the total global mn1ernol 
dcoth was S29,000 covering 2S I ,QOO in Africa, 253,000 in Asia. 12,000 in Lalin America, 
and 2,SOO In lhc Caribbean. Malcrnal mortality role was estim111ed to be 830 per 100,000 
in Africa., 330 in Ash1, 240 in Latin America, and 190 in Caribbean. Nigeria \\llS ranked 

the second highest whh mn1ernnl death among 13 countries by \VI 10, UNICEF and 
UNFPA. The \VHO National I lealth Promotion Policy (2006) rated Niacrian's overall 
health system performance lo be 18'79' among 191 member states. Maternal monnlity rate 
in Nigeria in 2006 wos estimated to be S4S per 100,000 llvc binhs. The notional lifetime 

risk of mntemAI death was one In I l, which was one of the highest In the world (National 
I lenlth Promotion Polley, 2006). 

Okoghenun (2012) opines Lhnl prcgnanl mothers die In Nigeria cvel')day like cockroaches. 
He 1111ecd 1he cause 10 the three common delays In matemnl deaths: delay in decision 
making by household ,vhclhcr a Homan should deliver In health care facility; delay caused 
by roads and transpon boulcncc;.s, hl.c t111ffic j11111 on lhc \\ay 10 1hc hospi1al; nnd delay 
caused by heollh cm facility in tuendlng 10 prcgnant \\omen In crisis. I le also mcnlions 
dennh of lnfnulructurc and other socio-economic facton mili1a1ing against maternal well­
bein11 In rregnancy, labour and pJerpcrium. Only 58% or mothers received onlcnatol care 
from lrllincd hulth personnel, ,�'1ile 36.Jo/, had no anlenatal core. Thiny-nine pcrtent of 
1hc women rccchcd dcli,ery CJrc from a skilled provider, JS% of the blnhs were 
delivered In a health facility (59' • in urban and 25% In rural sellings}; 3�� of the blnhs 

were assls1ed by a skilled provide-; ond only 32.S¾ received care from a nurse/ midwirc. 

Trends in maternal health care, a, rcponed hy NDIIS (2008), rcvcalcd that the proponion 
of prcgn11n1 molhcrs that rccci\cd an1Cna1AI care from II skilled provider from 2003 lo 2008 
remained S8% (lhal or urb11n al'Cl's wu 84%, while thll of runil scnlcmcnts was 46%) In 
urb11n setting,, skilled providers 1ssls1cd 6S% of the women; whlle In rural senlcmcnis h 
\\IS 28% In 2008, the 1011I bin ,s In n he11lth facllily were 35%; while urban blnhs in a 
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health facility had 59%, rural bil ths in a hcahh facilily were 2S¾. North Centro I births 

were 41%, North-East were 13',� North-\Vesl were 8%. South-East ,vcre 74¾; while 

South-East ,vcrc 48%; nnd So·:1h-Wcst were 70%. NDHS (2008) identifies missed 

opportunities for essential interventions in Nigeria as ANC (any) 58%, ANC (4+) 47%,

m+ 40%, IPT 0.01%, PMTc;r (mo1hcr) 0.1¾, and many others. From the above

demographic dn1n, ii Is obvious, that molemol mortality is a serious hcallh burden in 

Nigeria and women undcruliliu\lhe mntemol care services ovoiloblc during pregnancy,

delivery and oncnvords, despite 1he high fertility nllc of S. 7 and high mortality rate of S4S 

per I 00,000 live births. 

Recently, the Nigerian health sy:.lem considered increasing access 10 professional can: 

during pregnancy, labour and delivery as o cenlml slratcgy 10 reducing malcmal mortality 

ratio. II then rccrui1ed mid,vivcs Ttho were posted lo rural communities 11nd hard-10-rcach 

areas. TI1e success of lhis prog·amme h4s nol been evaluated but pregnanl mothers' 

po1ronage of ins1ltutionolltcd enre Is unlmprcsslvc. In spile of the notional rccognillon of 

the need to improve motcn,al hcal.h with lauJablc programmes, universal nc«ss to quality 

service remains o dis111nt goal. f-allun: In quo lily of can: Is n major contributor to motcmol 

death and serious morbidity. lleolth-sceking behaviour is a complex Issue detennincd by 

the ln1crploy of many foc1ors rclo1ed to potienl's sotlsfnctlon and perception of their quality 

of care, health-services fac1ors, soclo-cuhurol, economic or geographic (FMOH 2008). 

There is o nccJ 10 look 01 ways 10 fmprove u1illz.o1ion of services provided during anlcnotal 

care in order to improve client's ::itisfnc1ion on qualhy of ma1cmi1y care and access to 1hc 

services. 

' 
Oloniyl (20 I 0) opines that clien1 ..atlsfocllon Is 11n Important component of lhc qua lily or 

I 

medical care in the client-ccntrcJ prcvcn1h·e hcahh care. Client's sotisfaclion luu been 
• • 

dellncd os how clients value and regard their care; it is a process os much as an attitude 
I 

(Crow, cl al., 2002). Some lnvcS'igo1ors dclinc .solisfaction os II slalc where the patien1's 
' 

own cxpcctolions for lrcotmcnl ond care ore met (Thompson and Sunol, 1995). Studies 

show tho1 clicnl S11tisfoc1ion is &11 importanl dc1cnnlnant of 1hc choice or health raclllty 
' 

clients would won1 lo anend I n  order to maxlmlu health services (Dcmhort 1995). 

Caregivers' technical skill and ln1crpcrsonal skill, such as walling lime for appointment as 

well os helpfulness and communlcn1lon of stofT, emergency responses and facility's 

apJ)Cllnlncc all Immensely eontribu1c 10 patient sn1lsfnetlon (Crow, cl  al., 2002). J lowevcr, 
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linle work bllS been done on clic.•ts' perceived level of satisfaction with ANC services in 

Nigeria, especially wi1h sccondor, health facilities in  Oyo State, Nigeria. This study ,vas 

conducted to  address 1he obscrvet gop ond use the data generated in the process to provide 

solutions to ony observed lapses. TI1is study identified $1lisfac1ion levels of mothers on the 

quality or ontenallll care they rectlved in si:< selected secondary health facilities in  Oyo 
Slate, Nigeria. 

1.1 Stntcmcnl of the probkm 
TI1c Nigeria Demographic and H:olth Survey-NDHS-(2008), revealed that only 58% of 

women aged 15-49 years receive:! ontcnotal care (ANC) rrom o skilled provider (doctor, 

nurse/midwife, or auxiliary nursc/midwifo) during their last pregnancy. The proponlon of 

those who obtained ANC service� from o skilled health worker \VDS higher among women 

residing in urban areas (84%) tho,, among women in rural areas (46%), The proponlon of 
those not exposed 10 ANC Is pro:tc 10 many risks during prcgm1ncy, labour ond delivery, 
Such also hove knowledge deficit on molters relating lo their welfare during these

vulnerable periods. Receiving A '•IC from a trained provider Is on impor1on1 strutcgy in 
monitoring pregnancy nnd reducing morbidity risk for the mother and lhe child during 
pregnancy and delivery. II olso enables early detection of complications and prompt 
lrcotmcnL Besides, it helps In prevention of diSC4Se through immunizntlon and 
mlcronutricnl supplcmcnlotion. 

Increasing the binhs delivered in health facilities is on imponanl factor in reducing deo.ths 

arising from the complications of pregnancy, Only 35% of prcgno.nl molhers delivered in 
heohh focililics nationwide (20% l11 public sector, IS% in private sectors), 62% at home 
and 3% in others places (NOi iS �008). Blnh nllended by midwives in Oyo SUlle was 60"/4 

compared with 74% in Osun 011d 64% in Ekili States. Arc mothers In Oyo State not 
sailslicd \\Ith the care received from core providers? Vuorl (1987) claims that patient 
&olisfoctlon Is potentially o vitnl r ·cdlctor of paniol cure as it determines whether a patient 

I 
will seek medico! help, comply with therapeutic regimen nnd would have a sustained 
relationship with the physician (NOi IS, 2008). Patient satisfoctlon may be one or the 

I 

foc1ors for underutlll1..11tlon of prcnallll c:nrr in Oyo State. This study wn.s conducted lo 
determine newly delivered mothers' s:11lsfoc1lon levels with antenatal Cllrc received in the 

selected secondary health core facilities In Oyo Stoic. 
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1.3 Ju,llncalion of the study 

Prompt patronage of lns1ilu1ionoliicd care will increase access to heallh core services, 

Improve maternal well-being or•d reduce maternal morbidity and mortality rotes in 

Nigeria. Trends In maternal health care, as reported by NOHS (2008), revealed that tile 

proportion of pregnant mothers 1�01 received ontcnotnl c11tc from o skilled provider from 

2003 to 2008 remained 58% (that of urban areas \VOS 84o/,, while tl1ot of rurol scnlcmcnlS 

was 46%). Underutilization of rnP.ternal health services ls o major challenge in patronizing 

lnstilutionalizcd c-111e. Anlcnotol, ,ntranotal and post natal core services can give endless 

opponunhy to mothers of rcprocuclive age to access care when the need arises during 

pregnancy, labour and puerpcrium. 1l1is study examined the so tis faction level of ontcnollll 

core users. It suggested ways i'Jr improving the quolily of motemnl patronage ond 

utilization of 0111cno1al care. 

The information gathered from this project may be used for several purposes. Programme 

planners and motcmal health co,e providers can use it to develop on cvidcncc·bnscd, 

panicipJlory plan ond lntcrvcnti':>n to Improve the behaviours of molemol health cnrc 

providers towards antenatal corc.,i\<lidwifc educators/tutors con lop foc1s from lhe study lo 

use as prnctical bchnvioural guid�lincs to s1rcng1hen the pre-service behavioural lniining 

of midwives. Oyo Stole Ministry of Health con also adopt the instrumcnl in assessing the 

patronage of ontcnotol eorc in all stole motcmily centres. Likewise, the notional Ministry 

of Heollh con cite and ndopl 1h: sludy 10 Identify gaps In utilizing omenallll core by 

expec1an1 mothers In dirfercnl parts of the na1ion. 

1.4 Orontl objective 

11,c broad objective of lhc sludy was 10 determine Slllisfoction level of nursing molhcrs 

whh antenallll core in selcctcd secondary heol1h Institutions In Oyo Slllte, Nigeria. 

1.5 Srcdnc objectives 

The spcclnc objcc1ives 11·r -e 10: 

I . Document time during p;:gnnncy when pregnanl women register for ontenotal
I 

Cll/'e 

2. �kosurc key components of prenatal care received by 1he nursing mothers.

3. Oe5eribc lhe lcl'cl 10 which nursing mo1hers were salisncd with the an1cnn1ol care
f

received In the sclcctcd secondary hci.hh Institutions.
I 
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4. Document n1others' cxp::s3cd need for improvement in motcmhy care In the

secondary health instltutio.,.s.

1.6 Re.senrch que5tions 

The study provided nnswcrs to thi. following questions: 

I. \Vhat time do mothers commonly register for ontenatAI care?

2. \Vhot nrc the compor.�nts of antenatal care received by the newly delivered

mothers during prcgna11cy?

3. What satisfaction levels do newly delivered mothers have with antenatal core in

the areas of study?

4. \Vhat ore nursing mo.hers' expressed need for Improvement In hcnhh care

services at the selected secondary health institutions?

1.7 Research hypotheses 

The �udy tested the following hypotheses: 

HO, There is no sign:ficnnt rclntlonship between respondents' marital stntus 

and seeing health workers during pregnancy. 

H01 There is no sigr:ilicont difference between services received in health 

facilities and level of Slltisfoction wilh cmp,llhy•showlng nnd reassurance

by midwivCS'. 

I 10, There is no significant difrercnce between respondents' levels of education 

and fully meeting with personal cxpcctotions in heahh facilities . 

f 
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CJIAPTER T\VO 

L�TERA TURE REVJE\V 

2.1 lllslory or anlcn11tal care 
Anlcnnllll care refers lo 1he ca� 1h31 is given 10 o prcgnanl woman from the time 1h01 
conception Is conlim1cd until the beginning of labour (Anne, 2003). Dame (2004) lracc.s 
lhc history of fonnol provision or

1
anlcnatal c.ire to 1he First World \Vor, 1vith the setting up 

of the lirst clinic. 1l1c clinics were rare. TI1c huge loss of life through the war gave on 
impetus to using ontenolol core as o method of reducing infant and mntemol mortality. The 
lirst hospital ontcnlllol clinic wa� opened in 1915 by doctor Ferguson in Edinburgh and 
supervised by Ballantyne, who rlso opened the first antenatal bed for inpatients. Until 
then, most women hod no routir� ontcnotol core during pregnancy and rarely were seen 
either by o midwife or by n doctlr until they went into labour. By that time, there were 
often complications, which mlghihave res;ndtd to earlier diagnosis ond treatment if they 
had been available and so improved the outcome ror both mother and baby. 

Antena1al care service ,vos limit:d in the e11rly days, to abdominal examination, possibly 
urinalysis and advice or instruc1lon on diet (Dame, 2004). The conecpl of antenatal core as 
a preventive measure grew slow1y and developed until well oner the Maternal and Child 

. 
' \Velfore Act of 1918, which enC1>uragcd local outhorities to set up ontcnatol clinics. The 

content and intervals of ontcnotal visits were lirst spccllied In 1929 by the then Ministry of 
Health. Later, mwurement of I 1e mother's blood pressure, external llSSCSSment of tho 
pelvis and guidelines for the n lnlmum number of antenatal ex,aminotions undertaken 
during pregnancy 1\crc included (\VIIO. 1985). Only o doctor would carry out the first 
cxominotion; those al 32 and 36 vceks had midwives carrying out the remainder (WHO, 
1985). 

Dy 1935. It was estin1ated that 80¾ of the women In the UK were receiving some 
antcnaLDI core and the recommended intervals \\ere similar to those of today, namely 16, 
24, 28, 32, 34, and 36 weeks an1 then weekly until the outset of lobour (Oakley,1982). Uy 
1946, the estimated ligurc fo• women receiving antenatal core had risen to 91% 
(Oakley, 1982). Now, most \\om·n in lhe UK seek regular antena!4I care and accept that it 
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is imponanl for their own health und U1c health of their babies. Unfonunotely, those who 
arc least likely to ottend on ontcn�lal care clinic tend to be those who arc most at risk of 

developing complications, for cx�mplc women from the lower socioec-0nomic cl11SSCs, 
young tcen3gers and women 01 his11 parity (Oakley, 1982). 

r 

2.2 Concept of sofc motherhoo·I 
A meeting held by Regional RcpfOductive Health Task Force In Dakor, Senegal In 2003 
called oil p3nncrs to develop one. implement a road map for accelerated m3ternal and 
newborn monolity reduction in Africa, because the Millennium Development Goals 
(MDGs) coll for 75% reduction ()f maternal monality ratio and 213 reduction of child 
monality rate by 2015 in Afrlcc. To achieve this, there is an urgent need to ensure 
univcrs3I access to qu3lily health care services during pregnancy, labour and oner 
delivery. The provision of skilled binh auendant during pregnancy, childbinh, and post-, 
nallll period at oil levels of hea'.1h care delivery system to strengthen the c.ipacity of 
individuals, families, and commu itics to improve maternal and neonatal health captures 
the concept of safe motherhood. Safe motherhood is a concened effon by a pregnant 
woman herself, her immediate and extended family members, her community ond all 
health personnel a t  the primary, secondary, and lcr1iory levels to ensure the snfety of a 
prcgnant woman and her baby during pregnancy, labour and oner delivery. Safe 
motherhood is a multi-sector oppro.,ch to the reduction or maternal monality. Related 
sectors include education, health, transpor1, human rishts, mass communic.ition and so on. 
A similar single-sector opprooch to reducing maternal and newborn monnlity rates 
Introduced by \VHO and other de\'clopment panncrs is Making Pregnancy Safe lnitintive. 
It is a health-sector response to alleviating maternal 11nd newborn morbidity ond monality. 
The aim Is to provide safe ontenntal Cllrc, delivery ond post-nollll services IIS well u 
quality neonatal C4fC (FMOH, 20(d). 

There is a significant mismatch Ir reproduc:uve health services and the workforce (F/l<IOH 
2008). For example, more than h�lf(S8.2%) of the hcohh centres that offer 11ntc:natal C4rc

and delivery services do so without a mld11lfc, or a SCIIC\V, while midwives work In 
some health centres that do not o[:r prcgnanc..-y core services. The mismatch Is attributable 
to a lack of trained health work force and to lnopproprlotc diltributlon of the available 
workJon:e (FMOI I 2008). For 1-\Uallty on1cnatal core and ottolnment of Millennium 
Development Goals, lhcrc i.s the �ecd to put In place tralnlns ond retraining of maternal 
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henhh care providers on safe moll1crhood and 01her life-saving skills 10 make pregnancy 
safer for Nigerian mothers. 

2.3 Componcn11 of anlennlal care 
Anne (2003) idcnlllies lhe followirJ as csscn1ial components of ANC globally: 
Booking visit- The iniliol visit 1c the antenatal clinic oimcd al introducing women 10 
malcmily service. During this period, information will be shored between the women and 
the midwife or hcallh care pro\•ldor in order 10 discuss, plan and implement care for lhc 
duralion of the pregnancy and P('.Stnn1ally. Mothers will be encouraged to book early 

' 
because the earlier the time of lir:;1 contact with the molemity health care provider, the 
more appropriate and valuable the •dvicc given relating to nutrition and care of developing 
foetal delicate organs. Early pregnnncy may leave lhe woman feeling exhausted and 
ovenvhclmed. 
Referral 10 a physician or obstctri ion for c.�pcrt core. 1110 core include : inlroduclion 10 
maternity care, physical examlnnt.on, the midwife's cxominolion, medical examination. 
abdominal examination, preparntion for labour and initial assessment. Osungbodc, Oginni 
and Olumidc (2008) note that an�cnalRI services include blood pressure meosuremcn� 
abdomiMI palpation and detcclion of foetal heart rnle, which has reasonable capacily for 
intervention against pre-eclampsia nnd some foetal problems and could c-0n1ribu1e 10 
delivery in a health facility and by a health worker. 

2.4 Pallerns ofanlenalal car, 
• 

From the outset of anteno10I core in the UK, lhe pouem of an1ena1ol vlJhs has rarely been 
questioned even though when set up there wos no evidence lo suggest there were any 
bcnelits. The attendance ritual Dpi)Carcd to be generally occcploblc., whh neither women 
nor professionals queslioning the ·atlonalc. There was o recommendation, BS for �ck BS
1982, that malcmily providers rcv:cw the number of visit for 'low- risk women' but this 
was never widely Implemented (H 111 cl al., 1985). 1l1is challenge 10 routine practice wus 
less likely 10 happen in one pince or birth chnnged 11nd women were under further scrutiny 
in the hospltol cnvlronmenL The publication of clulnglng childbirth (Doll, 1993) urged 
service providers to review the syccm of antenatal vlshs. suggesting that h must focus on 
the most cfTcc1ive way. 111c WHO's newest approach Is to promote safe prcgnoncics, 
recommending al least four AN,. visits for women without compllca1lon Instead of 
focusing on the traditional numbci of visit (FMOH, 2008). The new schedule of visits Is as

I 
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follows: the first visit should occur by the end of 16 weeks of prcgnancy; the second visit 

should be between 24 and 28 weeks of pregnancy; the third visit i s  at 32 ,veeks; and the 

fourth visit takes plocc at 36 \l'Cck.�. However, ,vomen with complications, special needs, 

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

2.5 Status of antenatal care In Nl3crla 

A total of 59.2% of women alien<! ot least one ANC visit in Nigeria (NDHS, 2008). The 

pancm of ANC in Nigeria involved transition from trnditionol opprooch 10 FANC 

approach. Ndidi and Oscrcmcn (2010) assert that a study on the timing of booking in 

Nigeria showed that 73.6% (256) booked in the second trimester and 26.4¼ in the third 

trimester. However, in 11nswer to the question on the best time for women lo book for 

anlenalal core, about three quorter t,3.3¼) felt the first three months of pregnMcy wos the 

best time to book for antenatal core, while 22.4o/o chose the second trimester and 4.3% the 

third trimester. Of the 256 muh parous women, 205(80%) hod booked ol least one 

previous pregnancy late. Aruloguri (2007) asserts thnt nntenatnl care aims ot providing 

care for normal, low risk nnd obnotmol high-risk pregnancies. There is o great variation in 

the provision and content of prcm1rJI core in developed and developing countries. Specific 

barriers to free occess to prenatal Jarc persist, os it oppcllrs that the number of women not

seeking or receiving antenatal core is increasing in Nigeria. M1111y strategics were put In 

place lo Increase prenatal, natal ar.d postnatal care uplllkc. Among them WIIS deployment 
I 

of 4000 midwives 10 I 000 health facilities lo provide skill enre 10 mothers in rural setting 

during pregnMcy, labour, ond pLerpcrium. rroviding finnneinl incentives was another 

strategy planned in Nigeria to entourage increased occcss to motemol Cllre and reduce 

mortality rates In rural hcahh facililies that reuder maternity core services (FMOH, 2012), 

Arulogun (2007) avers that financial Incentives alone do not overcome b4rricr to 

receiving prenatal core. Additional elTorts to facllllotc enrolment Md enhanced social 

suppon services ror the pregnant rothers arc necessary. Antenatal Clare i s  inevilably about 

bnlancc. All ,vomen seek o healLl.y outcome lo their pregnancy but not nccc1S;1rily hllvc 

the same ontcniuol care as their nc'&)lbours. Antenatal services should be acceptable to all 

women who use them, \Vhene,cr these ore provided, there should be visible and 

accessible inrormation. All the star· In the team should be trained appropriately to meet the 

varying needs or women, putlcula�ly those who may be vulnerable and dlsadvan1agcd. 
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Antenatal care hns several funclio·s. II gives the health professional an ideal opportunity 
lo share infonnation and olfer suprort Earle's (2000) quolitotivc study exploring the 
relationship between women's cxpcricnoes of prcgmmcy ond the mnintcnancc of self· 
identity found that the relntionship between the community midwives and the ,,'Omllll was 
lmponnnl lo the experience, and thnl continuity of both cares might be lnnucntiol. Despite 
incrcoso notional efforts 10 rectify 1his challenge of underutilization, access lo 
lns1i1u1ionnllscd care remains a diS1ant goal (FMOH, 2011). 

2.6 llolc, or hcDllh CR re provldcrJ during pregnancy 
1 lcnh.h core providers, othe"visc known as health workers or skilled ollendonlJ, ore 
defined by Linnnpunong ct nl. (2005) iu Individuals or institutions that provide 
preventive, curnilve, promotional er. rehabili101ive heahh core services In o syS1ema1ic way 
10 Individuals, families or comm'Jnhics. A joinl siotemenl mode by \VHOnCMJFIGO 
(2004) defines o skilled birth anendonl as "on occrcdi1cd hCAhh professional, sooh as n 
midwife, doctor, or nur.;e who haJ b«n educated and troined to proficiency in the skills 
needed to manage nonnnl (uncomplicated) pregnancies, childbirth, and immediate 
postnnllll period, nnd in the identification, management, and referral of complications in 
women and newborns". llcnlth core providers may be on health core professionals, 
gynaecological nurses or midwives, or obstetricians. lleolth facilities, include hospitals, 
clinics, primary c:nrc sites, and other delivery points. 

Mavis (2000) observes thot mid\\'lvcs do not relate only to mothers; they also relate to 
babies, pnrtncrs, fathers, g,undp:rcnls, whole f11mllics ond many varying significant 

I 
• others. Titey equally rcln1e to Isolated women and help them lo but Id the support nct\\'Ork. 

She cites Nicky l�p's opinion of "liJwives n, being "alongside with women", embracing 
unccr111in1y together as women "lll1 e up" the power lhnt will enable them 10 leod fulfilling 
lives os individuals and mothers otd motivotlng the women's friendship group to be therc 
for her. n,ey nrc profcssiono• servants. Mavis (2000) describes midwives as 
extrnordimuily powerful when a \I �man ls in labour innucncc; they also direct women in 
h1bour. They ore a safe anchor (feeling safe enough to let go) that is trustworthy. They arc 
calm ond quiet, able to ovoid being unobstructive, for example not naughty, and angl)'; 
producing intrusive directions; beiig undermined; wrong 11Ssump1lons: tntsl betrayed; nnd 
onxiety•provoking interventions. ,\ny problem in 1hc rclntionship onen becomo obvious 
because of heightened emotional o•musphcrc that SUn'Ounds a birth. 

I '� 
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A midwife hns many roles to pla!I during pr.:gnancy, labour, and pos1-delivery. Her/his 
roles during pregnancy period inch·de: 

i To give the necessary supcrvisicn, care, anti advice 10 women during prcgnoncy. 

ii Heahh counselling and cducalion. She/he should Include nntenotol education ond 

preparnrion for pn.rcnthood and extend to cenoin orcos of gynaecology, fomily planning, 

ond childcare. She may prncricc in hospilals, clinics, heohh units, domiciliary condhions 
or in ony other services (Adam, 1998). 

RoleJ during dclh•cry: Midwives.arc to conduct deliveries and to care for the newborn. 

This care includes preventive mCASurcs for the dctcclion of abnormal conditions in the 
molhcr end the infnnL They give procurement of medical assistance and lhc execution of 
emergency meosurcs in the absence of medical help. To perform the above roles, 
according to \Viman ct al. (2004), involves being open to and perceptive of olhcrs, being 

genuinely concerned about patient�, being morally responsible, being truly present for lhc 
satisfaction of patients and being dedicated and having the courage to be opproprialcly 
involved o.s a professional nurse. Oli (2008) idcnlilics care as a requisite for coping nnd on 

I 

inherent fellturc of nursing praelicc whereby clients arc essislcd to recover in the face of 
illness, understand the illness, cope: and re-establish connection, She views the outcome of 
caring as the outcome of health, which, in tum, affects fulurc inlcrvcntions. 

The above dclinition can be adopted to describe qualily ontenallll can: as being open to 
I

and perceptive of others, being genuinely concerned obout patients, being morally 
l

responsible, being truly present for expcctnnt mothers, and being dedicated and having 
courage to be appropriately invoh !d as II professional. 11,esc roles nnd ottributcs c:on be 
used to measure the qu11ity of ante llltal tllre or services.

2.7 Concept or quality and satisfaction 
TI1ledke (2010) said "In 20 yC111s of practice, I rarely received a rcpon on patient 

I

satisfaction that I found uscrul. · l�c many of my colleagues, I fell ombivolent about 

palient sotisfaction and wondered why so many orgnnlza1lons seemed to value it so 
highly". The irony, of course, Is thJt providing core to pallcnts that Is respectful and helps 
them maximl7� their health is a.nong the most important things to do. In addition, 

discussions In the literature make it clcor that 4ualhy of carc Is not what Is being measured 
in patient surveys. In fact, many surveys intcntlonolly avoid asking patients how they feel 
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, 

about the quality or their care, prc�umobly because patients arc not in o position lo judge 

their physician's technlcol skill. It appe.1rs lhat what's being measured Is typically a 

combination of the patient's cxpc<:tnlion bcrore the vish, the patient's experience at the 

visit and the extent lo which the pttienl experienced a resolution or the symploms that led 

him or her to making the visit. 

The published output nppe.1ring in lhe medical nnd nursing literature, which incorporated 

the term "patient solisfoction", rose 10 o peak of over 1000 papers annually in  1994, 

renecting changes in service manaicment especially in the U.K. ond U.S.A. over the pnsl 

decade. Notional Health Policy Gu:delincs and Slllndard of Proclicc (2005) claims thol the 

aim of quality assurance is 10 ir:iprovc provider's perfom1once and incl'Cllse client's 

s01isfoc1ion. Professionals define t;uality In many ways. Deming (1998) defines quolhy as 
• 

"doing the righl things right.' Qua1:1y, from n public health perspective, means ofTering the 

greatest hcahh benefits. with 1he ltast health risk. to the greatest number or people, given 

the ovailoblc resources. \Vorld lleal1h Orgnniza1lon (1996) affirms that ''Quality of llcalth 

C4re consists of the proper pcrforr,1once (according to s1andords of inlcrvcntions) that ore 

known 10 be safe, that ore alTordablc lo the society in question, and that have the ability lo 

produce an impact on moroli1y, morbidily, disability and malnulrilion". Clients' 

perspc<:tlve of qualily depends largely on client's lnteroction wilh providers. Such 

auributes Include wailing time and privacy, ease of access 10 core, and whelhcr they gel 
I 

the service they wanl. l\iost clien•.s want rcspc<:1, underslanding, complete and accurate 
• 

information, technical competence. access and fair results. 
I 

' 

Donabedlan and l\laxwell (1980) \iew lhe level of PJllcnt salisfaction u being an 

impol'1llnt delcrminanl in quality of core. S01lsfuc1ion Is a measurement that obtains reports 

or rolings from patients obou1 strvlce, received rrom an orgoniz.a1lon, a hospital, a 

physician, or o heahh provider (Donabedion and Mo.�well, 1980). Drulsc (1990) ldcn1IOcs 

six independent clements of quolh: heallh service 1h01 ore termed the 3' A's ond 3 'B's. The 
I 

service must be Appropriolc, Accessible, Actcplllblc, Equitable, B1Tcc1lve, and l!IT"icienl. 

Mohammed and R.ojiv (2008) aver that reviewing the client's perspective should be an 

Integral p:irt of health progrom'Tlc managcmenl. Tho rcedbock of clients must be
I 

complemented by dlrec1 observallcn of process and resource cvaluallon. They observe that 
I 

client sotisfoclion related to anten�'al care services In the lvlusondom region of Oman was 

very good. Communicating with cllenlJ In their nolivc longuolle could be 1hc �cy to 

. . 

•
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satisfying their nntenntal service needs. They also claim that the presence of community 
suppon group members or An1�ic-spcaking health staff improved cooperation of 

panicipnnts in the study. h•anov, Flynn, \Vest and June (1999) note that client satisfaction 
is the litmus test that enables health programmes to assess the impact of their services; 

hence, i t  i s  on integral pan of quality assurance process of health delivery. IPAS (Issues in 
Post Abonion Cares) Identify soml! clements of quality care. These arc discussed below: 

2.7.1 Timing of cou,uclllng and provision or methods: Mavis (2000) asserts that, in her 
study, nll the women experienced temporal and IOClllity distonion, and experienced o sense 
of timelessness. Also, Beck (1994) found that labouring women's sense of time nuctuatcs 
throughout the process. This hos implications for midwifery practice (Mavis, 2000). Time 
t.1ken for antenatal core must be w:thin the limit that the expectant mothers ,viii be able 10
cope with to improve access. Imp oving access can have positive errccts on health arc 
outcomes (Surji, \Vodhwa and Frac;,, 2002). 
2.7.2 lnfom1atlon and coun.sclllng: Health core organlz.otions should be encouraged to 
address those aspects of service that consumers most readily appreciate: relationships 

• 

between health practitioners, mc.,n,ngful and understandable information ond pnnicipation 
in their own halth care and tn:aiment decision-making processes (Surjit ct al., 2002). 
One ospcct of hcalth core quality tltat is being incmuingly recognized for iLS lmponnnce is 

' ' 

the lnnucnce of patient perception which relics on information. The ability of the health 
care organisation 10 satisfy the t0:1Sumcr's demand for convenience and information can 
signilicontly lnOucncc the quality if health Cllrc It ultimately delivers. Providing potienLS 
with relevant Information is a link thot increases patient compliance (Surjit ct ol., 2002). 
2.7.3 Technical competence: htcmotionol 111onned Parenthood Federation (IPPF) 

I Framework (HuCU> and Carrigar., l 997) ldcntilicJ providers' need for training on 
technical and communication skills In quality. II ls an lnnucnccd framework developed by 
the IPPF, os cited by Population Rcpons Volume XXVI No. I (1998), which empowers 
clients and motivates providers by presenting clements of quality care. The framework 
odds access as another basic clement of quality. Populotlon Rcpon (2000) affirms thot 
quality of care is closely linked to ccccsslbllity. Ensuring access to services means making 
good quality ond arfordablc care ovailablc \\here ond when convenient to the nearby 
health worker or focllhy. It odds tl,at: "When a facility locks properly t11lncd stoff, opens 

irregularly, suffers from supply sl.onogcs, charges high prices, the community docs not 
have adequate ac:ccss 10 services". Quality services help prognimmc.s 10 pursuo_ their goal 
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of mnking services universally n,"�ilable. Quality of care is a cardinal issue in health 

service delivery ,vlth many elcnicnts. 

2.8 Dimensions or quallly 

There are eight dimensions of qullity of health service delivery as identified by Brown 
Dickie, Drown and Biehn (199S): 

2.8.1 EfTectl\·c: Means the desired outcomes (results) of care achieved through occunue 
and npproprinle diagnosis and lre.ilmcnl to this degree. II relates the accuracy of the 
diagnosis (be il medical, nursing or midwifery) and lhe cop.icily of the lrcatmenl lo 
boosting the health of the cllenlS such as safe delivery, life babies and mothc.rs. 
2.8.2 Efficiency refers to clients' perceptions of how well the personnel perform 
administrative processes and use 1esources 10 achieve a set gonl. I t  is the ratio of the 
oulpulS of services to the asSO(:otcd cost of producing those services, taking Into 
consideration both maleriol ond tin�c resources. 
2.8.J Technical competence: /,ccordlng lo Clients' Feedback in Peru, tc:chnic.11 
competence is "the ability and p:rfonnonce of health providers ns measured ogolnsl 
clinical guidelines". Some Indicators thnl cnn be useful in mCll5uring technical 
competence arc t111ined professionals (specialislS), meticulous and thorough earc, rapid 

I 
service or timely aucndance and painless cnrc such as painless irijec1ion. 

Menso) ct al. (1994) opine that p-oplc e1•crywhcrc continually D.S5CSS the quality of the 
services that they receive. Given r, chance, they use providers and facilities 11101 offer the 
best awilable core, ns they perceive It. Vuorl (1987), cilCd by Populotlon Report, (1998), 

I

notes that cllcnlS can and do judgt the tcchnlcol competence of the services they receive, 
although they may nol be 1echnit11lly accurate. For example, cllenlS surveyed In Chile 
based their judgemenl on the clea ,ll�eu of the clinics In Kenya; those in Zambia based
theirs on how thoroughly they were examined; those in lndoncsh1 on whnt type of 

medicine they received. Popuhuior Reports (1998) avers that client could judge tcchnlcol 
competence by whether !heir need, arc mcl or whether their problems ore resolved. 
2.8.4 Interpersonal rclnlion,: ·n1:se Include: level of respcc1, courtesy, responsiveness, 
empathy, effective listening and communlu1lun between clinic personnel 11nd clients. 
2.8.S Access lo acrvke: The degree to which health care services n,e unrestricted by 
geographic, economic. &0eial, orlln,lzatlonal, or linguistic banlc11 . 

•
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2.8.6 Safety: The level of trust, co:ifidcntiality, and privacy in the services and the degree 
to which the risks of injury, infecti n, or 01her harmful side effects ore minimized. 
2.8.7 Continuity: The degree to \\•aich consis1cnt ond constant core is provided, including 
h I f . . • ' t c vn uc o v1s111ng the .same prov ,ler ond continuing treatment. 

i . 2.8.8 Physical n1pcctJ: Th• ,,h}sicnl oppc11rancc of the facility and the level of
cleanliness, comfort ond nmcnitics �rf-crcd. The physical aspects of the facility, such as the
appearance and cleanliness of the clinic ond provider, ond arrangements to assure
maximum privacy during 1he cXOJ,1inotion ore other importllllt dimensions of quality of
care. Olnniyi (20 I 0) notes that wo, · en in Kenya reported that they had more confidence in
a provider who had clean ond lron.d clothing! o clean oppc4rance, clean instruments, and
clean linen on 1hc examination table. PATH:(2002) claims that screened \VOmen were • 
more likely to believe that equipment was safe (p <0.002), found waiting times occeploblc 
(p < 0.001), reported receiving go0'.I core (p < 0.02) and were more likely 10 say that they 
were S4tislicd ,vith the scr\•ices they hod received ot the health facility (p < 0.00 I). In 
addition, scrcencd women cxhibi:cd significo.ntly higher mcnn scores on the client 
.satisfaction st4lc (p < 0.001) lhr.:i unscreened women(\Vinklcr, Binghlllll, Coffey ond 
Penn, 2007). 

From the above, one can deduce that quality of care is nn important issue in health service 
delivery, that has millly clements or components. 1l1c component of interest in lhil 
research is S4tisfoction of nursing mothers with services received, inlcrpcrsonol relations 
of hcollh providers in some sccor.dary heallh focllltles, the outcome of such experience 
and the innuence it will have on access or p:llronnge or lns1hu1lon11llzcd maternity care in 
Oyo Stale at large. 

2.9 l\lcnsurablc Indicators or qu,:lly 
In managing health programme or orsanl1.111ion, programme managers must Orsi translate 
quality objcctivCl ln10 measurable lndlco1ors or the perfonnance of Individual slatT 
members and of an entire S)'ltcm (Dlprctc. Franco, Rafch and 11012.ell, 1993). A 
comprehensive quolhy control sysl,:m uses different types of indlco1ors, each mCllSuring 1
p311iculor aspect of quality. and providing complementary lnronnalion (De Ocyndy, 
1995). There arc many ways to conccptuallu and dcnne lndlcaton. The Evaluation 
Project spcciOcally for family planning programmes adapts the following system: 
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• 

• 

Input lndicotora gauge whether a programme hns the needed resources, for 

example, the number or trained providers and the stock or contraceptives. 

Procu, indicotors mc.uurc how well programme activities ore implemented . 

E.xomplcs include ,vniting times, the percentage of providers who follow infection­

prevention procedures, nnd t'•e percentage of clients who ore informed on when lo

return for resupply or a checl..-up.
• Output lndlcotors measure "CSUlts ot the programme level. Examples include the

number or clients served, the percentage of clients who receive un appropriate

method, continuation rates, and the pcrcenlllgc of ca.scs of ST0s successfully

treated.
• Outcome Indicators mcasur! the programme's shon-term effects 1111d long-term

Impacts on the general popJlation- for example, contraceptive prevalence, lhe

incidence of sexually transmitted diseases, and the fcnility rule (Benmnd ct al,,

1994).

2.10 ElemcnlJ of quality mciuurcd In thb study 

The clements or quality measured in the study include the following 

2.10.1 Effectiveness: The aim of untenatnl core ls to ensure safe 1111d uncomplicated 

delivery, leading 10 a living and l,calthy newborn without causing Injury or trnumo to 

motemol health. Antenallll care must be health-promoting to both the foetus ond the 
mother. The indicators to mcosur: the outcome effectiveness or midwifery c.irc arc: (o) 

mode or delivery. (b) live b3by, (c) Injury to the mother and (d) Lmuma to the new born. 

\Vhcthcr baby is alive or n01 was n yardstick of the effectiveness of service because safe 
delivery is the hallmark or the intcr.1ction. 
2.10.2 Ttehnital compclrncc: Vu�ri (1987), Vera (1993), Menso! ct ol. (1994), Ndhlovu 

(1995), Ndulo (1995) and Popula1ion Reports (1998) assen that lcchnlC41 competence is

very difficult 10 measure. The Indicators or technical competence Include presence or 11

trnined midwife or profc:sslonol tho attends to the mother in pregnancy, during deliveries 

ond, gives meticulous and thorougl, core. Such care includes early diagnosis of danger that 

con complicate delivery and prom;:t referral to the nexr level, exphuuuion of proccdun:s 

prior to Intervention In order to obtJln lnfom1ed consent. IL nlso Includes the ln,·olvcmcnt 

of the client in decision-making processes In terms or treatment option', rnpld service or 

timely ollcndnncc to client complaints and readiness to assist. Poinlcu core Is another 

Jndic.itor or tcchnlcal competence <if midwives. �ildwlves relive labour pains through use 
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of analgesics, verbal analgesia, bLck rubbing, 1herapeu1ic louch, and so on. Going deep 

inlo tcchnicnl competence of midwives is essential lo be sure of safety of clicnl ond 

emergency prcpam1ion in order lo 'mprove malemal and infont well-being and dircclly or 

indircc1ly reduce morbidity and 111onali1y rote. To onain the ultimate goal of nnlenotol 

carc, skilled care is necessary for cnrly diagnosis of risks 1h01 can complicole delivery right 

from pregnancy and prompt in1erven1ion when necessary. 

2.L0.3 lntcrpcrsonAl Rclallons: June (2010) osscrts lhal, for one lo gain palienlS' lrusl,

one rnusl show in1eres1 in their values, go:ils and be II good lislcncr per excellence. It is

also necessary to refrain from duminallng conversalion during visilS. If one forces

policnlS to occcpl n trcaln1cnt plan before they ore ready, they will be less likely to lrust

one's advice and comply with the pion. EITcclive listening and inquiry will help one to

uncover a palicnl's real needs and soals. Therefore, it is irnportanl to encoumgc dialogue

not monologue. Developing slroni; palicnl rclotions that incre.isc levels of salisfoction is

challenging bul a realiS1ic goal. G.x>d inlcrpcrsonol relationship will provide fresh insighlS

into the approach 10 adopt \\ llh 1h: pallent and con lead 10 greolcr under.ilnnding of the

patient's need and increase compliance. lndlcniors of good Interpersonal relolionshlp ore

courtesy, respect, empathy, �r,onslvencss, effective listening and communication

between clienlS ond health care providers . 

2.10.4 Access 10 ontcnotnl scn1ce: This Is one of lhe major clements of quality. 

Increased patronage to 11111cnatal care alwoys advocated for in health core enterprises in 

order 10 achieve the aim and objectives of the health programme. The success of any 

business is to encourage patronage or win cuslomcrs. Accessibility ls a good indicator of 

success or follurc of any business, Including hcollh programme. Accessibility of qualified 

health core services and s1tisfnc1ion of !hose receiving them arc very lmportllnt issues, 

1�hich hove nlways received rn 1th nllcntion and are progressively gaining more 

importance. Pregnant mothers In Thailand allcnd at lcnst four (4) antcnotal care check-ups 

every month until 28weeks, then fortnightly from 28 to 32wccks and every 1vcck until 

delivery. Antcnollll care Is also free In Thailand in lhc public health sector, private and 

1cachlng hospitals. I lowcvcr, the number of visits depends on the 1\'oman and her health 

CDSC providers. 
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2.11 Satisfacllon levels or the mothers with nntcnat1I care

This can be on outcome or proce.s indicator. It can be ochievcd through sntisrying the 

needs or mothers and their expcuations which, in tum, causes o plcosont feeling ll!ld 

promotes well• being. It also brings obout feeling of colmncss and security. Scholl (2000) 

stntes thnt "ir the needs ond expcctotions ore satisfied, the sntisfoetion achieved will be 

more profound ond complete nnd vice verso. In other words, foilure to satisry their needs 

eouscs nnxicty nnd imbolonco. He odds thot "without complete ldentificntion of the 

perceptions Slltisrying them will certainly be defective". So the mother's needs ond 

expectations must be identified. Atceplonce and compli110ee should be evaluated in order 

to promote the qu3lity of mnlcmi y care, prevent dissipation of health core provider ond 

expenses incurred in providing ma1�mal services. 

2.12 Posllh•e predicting rnctors or client s11tlsfllcllon 

The determinants of sntisfnctioll examined in n:lotion to the cxpcciations. nnd 

demographic ond psychosocial vorioblcs. These distinguished from the multidimensional 

components or S11tisfoction os osp<cts or the delivery of cl\lC, identified by mo.ny authors. 

Fosbindcr (1994) has identified t!'e following factors as key nrens determining patient 

satisfaction nnd quality of care: 

I Attitude of staff: Fosbindcr (1994) observes that "interpersonal competence" nnd 

"intcrcultunil competence" for skilled providers may be ns imporlllnt as technical 

competence, at ICllSt from th: pcrspectil c or patient s:itisfoction \vith maternity clU'e; 

and that ''core compctencl�" for skilled providers must go beyond skills training 

alone. Many maternal survival programmes alrcndy recognize the essential role of 

provider behaviours in quality of. and satisfaction with, skilled childbirth can:. Most 

clinical skills tniining ma1.uals and programmes include bluic principles and 

guidelines for providing em)lional and lnfom,atlonal support to women and their 

fo.milies during normal pn:anancy and blr1l1, and also during complications ond 

emergencies "Core competence" for skilled care: provide!'$ has been expanded to 

include courteous, respectful, indlviduallz.cd care during birth, and nworcncu or and 

respect for cultural difTcrcnce,. 

2 Affordability of cost or care: Drucker (7000) claims that the purpose or any business 

is to cn:ate II cuSlomcr, bcca•nc I t  Is the customcr1 who determine \�hat a business I,. 

Any business enterprise hill two and only two basic runction.s as marketing and 

innovations I lowglll (2000 encourages health managers and planners 10 position 
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themselves in their markets' minds and embrace Cundamenlnl marketing principles, 

beginning ,vi1h o sound understanding of the feelings, ollitudes, ond expectations of 

those they serve. Jasper and Raymond (2006) describe customer satisfaction os 

largely developed in the production sector ond consumer services markets, ond is 

rcgnrded as the raison d'etre for comp.iny's existence and operations. TI,c provision 

of service or production of, produel offered for sale should be aimed at satisfying 

the Identified needs of the lllrgctcd customers. 

3 Avallnbilily of doctors or midwives: Ofi (2009) opines that care can be construed as 

a professional connection one! involvcmcnl, which is personal, value laden, cultural 

bound ond with moral impllCJlions. In other words, core is professional touch and 

human touch. 

Arc the maternity services having humnn professional touch? \Vhol nbout lhe altitudes of 

health c.1rcgivcrs? Arc lhey 1hertpeu1ic or injurious to cxpcctanl mothers? Arc clients 

satisfied with human touch of maternity c<1rc providers? Is there ony genuine concern of 

the health care providers about p�tients? Arc health care workers morally responsible 

indh•iduols? Do they present 10 :inend 10 expcctnnt mothers in faces of needs? Arc they 

dedicated? Do they summon courage as professionals In the discharge of their duties? 

Time spcnl 01 the hospital, avallobllhy of drugs, avollobllily of equipment, proximhy to lhe 

hosphal, explanation of health problems lo patients and language barrier a.re other factors 

that can predict polronoge of onten!llll core sc1viccs. 

In satisfying consumers, there Is 11ccd for communication, a lwo-way process whereby o 

person or n group of persons pastes o me$$1gc through o channel to another person or 

group of persons and gets a fecdtack thol acknowledges the recipient's undcrstnnding of 

the message. ll hBS four major tys;cs: ( I) lntni-personol communication, with oneself; h 

include sclf-JustiCicalion for one's action; (2) lnlcr-pcrsonol, person-to-person 

communication, and this type Is verbal ond non-verbal exchange thnl involves shoring 

information and feelings bcl\\een Individuals or In o small group; (3) Moss 

communication, 1111nsmlning massages to o large audience through the moss media; (4) 

Organluulonal communlcallon ..vhhln a group or an orgnnlmtlon ond among 

organiZDtions. 

Communication can be verbal 01 non-verbal. Non-verbal communication may Include 

faclel ei1prcsslon, body gestures (,1and, leg. foot, or eye), body posturc/p05itlon, finger 
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drumming, loc/fool laping, and fcldcd onns when non-verbal behaviour docs nol malch 

verbal messages. Odeku (2005) 11!.SCrts 1h01, when clienlS feel uncomfortable, they slort 

rumours, defoull (drop 0111) nnd us� 1hc melhod incorrcclly. She then gives some pieces of 

advice on wha1 a midwife could do to ensure clicnlS' satisfaction as: welcome clients to 

lhc clinic, introduce yourself, spca.'< in lhc client's language, be pa1ient, do not ln1errupt, 

make eye conlllct, don't discuss olher clienlS, keep 1hc clinic clean nnd show thal you ore 

lislcning. In verbal communication, something is said. \Vords, tone and behaviour should 

convey intcrcsl and concern. Vcrbt,I communicalion moy be inOuenced by emotions, such 

os anger, boredom, happiness, frt ,lmlion, and disgust, lock of interest, impatience, and 

disapproval. A good hc3lth pro" dcr must recognize clicnlS ns consumers of hcahh 

services thol need lo be satisfied. 

• 

' 
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2.13 Faclors thal determine s111sr�ction 

According to Thiedkc (20 I 0), factors that dclcrmine satisfaction include: 

I. Patlcnl-rclnlcd f11clors:

Some studies stnlo 1h01 pnlicnt demographics ore o minor foclor In pnlicnl sa1isroc1lon, 

(Holl ond Dornon 1990), while olil!l'S clolm 1h01 demographics rcprescnl 90 percent lo 9S 

perccn1 or lhe vorlonce In roles of so1isfac1ion (Slxma, Spreeuwenbcrg and Pa.sch, 1998}. 

Nevenhelcss, the lilerolurc sheds s:>me llghl on how ponic:ular demographic factors alTccl 

p:11icn1 sa1lsfoc1io11. 

Age: The most consis1cn1 nnding •uLS been related 10 oge: Older policnts tend 10 be more 

sotisncd with their hen Ith care Thkdke (20 I 0) 

Ethniclly: Sludies 1h01 hove looked 01 clhnicily have generally held 1h01 being o member 

or a minority group is ossociolcd with lower 1111es of solisfoction. In o ranking of degrees 

of sotisfoction, non-llispanic whi.cs had the highest satlsfoc1lon, follo\vcd by African 

Amcr!Cllns, Aslon/Pocific Islanders and 1-lisponlcs. The lowest degree of so1lsfac1lon was 

round In lndlnnsfAhlSknn nnllves (i;l11vi1011d, Morales, Dini ond Pincus, 200S). 

Gender: Sludics on lhe elTccl of gender ore c,onlrodiclory, 1vi1h some sludies showing thol 

women lend 10 be less sa1isficd 1111d other sludics showing the opposite. 

Socioeconomk slnlus: �1osl s1ud:.:s hove found 1h01 individuals of lower socioeconomic 

s1a1us and less educotion lend 10 be less sa1lsficd wilh lhelr health core (Kersnik, Svob ond 

Vcgnu1i, 2001). Other siudies hav,e shown 1h111 poorer so1lsfoc1ion whh core Is nssociolcd 

wilh experiencing worry, dcpress!Qn, feor or hopclcssnc.ss(Frostholm, Fink, ond Ocrnbocl, 

200S) hovlng o psychia1rlc diagnosis, such os schizophrcnin, pos1-1raumo1ic stress disorder 

or drug abuse (OeSQi, S1cfanovics and Roscnhcck, 2005). 

llcallh sraluJ: Looking ol pa1ic.1ts with chronic discoscs hos shown some consislcnl 

pol le ms. Policnts wilh poorly conlrolled diobclcs were less so1lsfied with their core (Dcsoi 

cl ol, 200S} as were migraine sufferers who reponed more migraine-related disabili1y 

(\Volling, \Vootlcy, Molgaord, ond Kalloll, 2005), Dissotlsncd migraine sufferers 1vcre less 

likely 10 use triplnns currcn1ly, wr.re more than two limcs more likely lo h11vc stopped 

1hem, and were less likely 10 hove 1hcir mcdlco1lons paid for by their insuroncc. PoticnlS 

wilh two or more chronic lllncssc: reported more hassles with lhe henlth care syslcm thon 

... 
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1hose ,vith a single chronic Illness (P4rchrnan, Noel and Lee, 2005). In this sludy, when 

communica1ion and coordinalion of care increased, 1he p:llients' perception of hwlc 

decreased ond snlisfnction Improved. 

2 Physicia11-rcl11tcd rnctora 

Physlclons con promote higher rates of sa1lsfoc1ion by improving the way they inleract 

whh their patients. 

Ex1lcclnlions: Perhaps the most irnportont lesson for physicions is to take the time and 

effort to elicit patient cxpccllltions. \Vhcn physicians recognize and address p:11icn1 

expcctotions, sotisfaclion is higher not only for the palient, bul also for 1hc physician. 

Patients oncn show up 01 o visit desiring information more than they desire o specific 

action (\Volling, 2000). In additio:1, approximately 10 percent of the pollenls In one sludy 

hod one or more unvoiced desires In o visit with their physicians. The desires for a referral 

or for physical therapy ,vere the mosl common. Young ond undereducated palicnts were 

more likely lo experience unmcl needs 01 their vlsil.S, and they demonstrated less symplom 

improvement ond evolualcd their v:.Sits less positively. 

Comn1unlc11tlon: Doc1or-pa1len1 communico1ion Clln nlso affect lhe rate of saiisfoclion. 

\Vhen patients who presented 10 th.:lr fomily physician for work-related, low-bock pain felt 

1ha1 communlc.ition with the physician was positive (that is, the physician took the 

problem seriously, explained lhc ccndition clearly, lrlcd 10 underslllnd the patient's job ond 

gave advice 10 prevenl rcinjury), their mies of sn1lsfoc1ion were higher thon could be

explained by symptom relief (Roo 2005). 

Co111rol: Physicians cnn olso imr,tovc po1i0111 sa1isfoc1ion by relinquishing some conlrol 

over the cncounlcr. Sludies hnvc f.und 1h01, 11hen physicians exhibilcd less don1inoncc by 

encouraging poticnls 10 express their idcns, concerns and expccllllions, patients were more 

s:i1isfied with their visits and more likely to adhere 10 physicians' ndvlce ( Bell, Kravitz, 

Thom, Krupat and Auri, 200 I). 

Occlslon-muklng: Pa1lcn1 sntlsfacllon can nlso be inOucnccd by physicians' medical 

decision- making. Potlcnu expressed o preference for physicians who recognized the

impor1ence of their social nnd mcillll fune1i11ning as much os their physical functioning 

(Shcrboumc, Stunn and Wells, 19'119). 
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Time spent: Timc spcnl during n, lsil plays n role in patient solisfoction, with sntisfoctlon 

rotes Improving ns vish length inc,enscs. In n study, the gross lime spent chatting during 

the visit ,vns also rcl111cd to higher rotes or sotisfaclion. Physicians with high-volume 

pmctlccs ,vcrc n1orc efficient will. their lime but hnd lower rotes of p.ilienl sotisraelion, 

orrcrcd fewer preventive services nnd were viewed as less sensitive In the doclor-pntient 

rclnlionship (Z)'Zllnskl, Stonge, L4nga and Flocke, 1998). 

Interestingly, one study sho,vcd that, while physicians fell rushed 10 percent of the time, 

patients felt that wny only 3 percent of the time. Patient sotisroction ,vo.s identical whether 

the physician did or did not foci rushes (Lin, Albertson and Schilling, 2001). This suggests 

that physicians mny be more scnshivc to feelings of being rushed and their feelings may 

not rencc1 the nctuol time spent during the visi1. 

Tcchnknl skills: Several studies r.11ve looked at  patients' 11SSessmcnl of their physicians' 

technical skills and the efTcct on sotisfnc!ion, but the findings ore contradictory. In n 

survey of 236 "vulnerable" older pntienll, belier CO!llmunicntion skills \\'ere linked to 

higher patient sntlsfnction but 1cc,1nlcal e.�pcnisc wns not (Chong. llays nnd Shckcllc, 

2006). Ho,vevcr, another study fo.md 1h01, when forced to mllkc a trndc-ofT, particlp;ints 

expressed a strong preference for physicians who have high technical skills (Fung, Elliott 

and l loys 2005). Patients also lr.ditntcd that o physician's ability to make the correct 

diagnosis and cran on efTcctive lreotmcnt plan were more imponant than his or her 

"bedside manner" (Fung cl nl 2005). 

Appcnrnnce: P111lcnts also seem to respond to a physician's appearance. In one study from 

New Zealand, patients indicated that they preferred ''scmiformal" 111tlre ond a smile. Next 

In order of preference \\ere "scm,•formal" dress withoul o smile. o white coot, 11 fonnal 

suit, jeans ond casuol dress (Lill ond Wilkinson, 2005). They were less comfortoblc with 

facial piercings, short tops. or erurings on men. In addition, most patients wanted to be 

called by their lirsl name, be lntro•luced to th� doctor by his full name ond title, ond sec o 

name b;idge. 

3 S)'slcm-rclnlcd fnctors 

Patient sotisfnclion Is not simpli' a product of lhe patient's dernogmphlc.s end the

physician's skills. It is also orTected by the system in which cnrc ls provided. 
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Patient sotisfoction surveys of inpatient physician pcrfonnonce shoY.-cd 1111 inverse 

relationship bct,veen s.itisfoction Ind risk management episodes (Stclfo,c. Gandhi, Ornv 

ond Gustafson, 2005). The following pieces of advice arc given 10 improve positive client 

providers interpersonal rclolionship: Trc.it patients with dignity 1111d include lhcm In 

decision n1oking; work with n tcrun you can be proud of and invest in their ongoing 

development; Elicit patients' concerns by asking questions such as "\Vhat do you think is 

going on?" or "\Vl,at ore you of raid 01'1" Dress in scmifonnal attire - and do not forget to 

smile. Caregivers med to find plcosure In whnt they do. Physicians ,vho report high 

professional sotisfnction hove pntients who arc more satisfied ,vith their care (I loa.s, Cook, 

Puopolo, Durstin, Clcory ond Drennon 2000). 

2.14 Outcon1c or po lien ts' sntbfn,tlon 

Client satisfaction is one of the most importont results or good-quolily care because 

clients' sotisfoction inOuenccs ti.cir behaviour. It is o worthwhile programme gonl. 

Satisfaction may inOuencc whether clients seek care; ,vhether they go for core; whether 

they ore willing to poy for servicll; whether people in need of fomlly planning; whether 

clients rollo,v the provider's instructions on com:ct use, whether clients continue using 

their method; ,vhcther they return to the provider nnd whether they recommend services to 

others. Adrienne (1998). Clients' satisfaction level inOuence heolth-sccking behaviour, 

p:11ronnge. utlliz.:itlon of henlth services ond continuity of service utiliution. Schuler ct ol 

( 1998) recorded the opinion or c poor womon in Bangladesh, os "even though they 

behoved badly, I hove to be contcr,I. \Ve ore lucky i fwc  con gel the free medicine that they 

give out ot the clinic". 11,c stat�mcnl is loaded with meaning and implies that client 
I '  

sotisfoction depends not only on service quallty but olso on client's expectations. Clients 

ore satisfied when services meet r, exceed their expectations. If clients' expcctations ore 

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

poor services. 

Drown ct al, ( 1995) give a survey report that 'heohh core clients onen expect poor quality 

core, accept it without c�mplaint, nnd even express satisfaction. Client satisfaction docs 

not ncccssorily mean that quality i� good. It n,ay me11n thot cxpcctotlons are low. 

MohloY\v (1999) o,•crs that cllcnl!l moy soy they ore s:itlsfied bccnuse they wnnt to plcnse 

the intervic1vcr. TI1ty ore ofmld 1hat core might be withheld In the future. They hove

cultural norms ngolnst complair,1ng. They wont to respond positively lo the word
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"satisfied. Drown ct ol. (1995) alS<i opines thnt managers should not assume that the core 

provided i s  adequate just bccou;e clients do not complain. Lo,v level of rcpo11ed 

dissotisfoction os l01v ns S% sho:ild be tnkcn seriously. Dennet ct al (1994), Gilson, 

Ali loo ond llcggcnhougcn, ( 1994), Olatunbosun and E<hvord ( 1997), ond Paredes ct al. 

( 1996) observe thot when clients perceptions of quality ore in11ceura1e, their expectations 

con lnOucnce providers' behaviour and actually lower the quolily of core. Some clients 

somethncs ,v11n1 inoppropriate tcsu, procedures, or 1rca1n1cnts In the misloken belief lh:11 

they constitute good qunlily. Gilson ond llcggcnhougen (1994) gave two accounts of ,vhal 

cnrc did in response to such dcmt.1ds: Peruvian physicians hnvc prescribed unneccssruy 

rncdicincs for childhood diarrhoea; ,vhilc Indonesian providers have given unnecessary 

injections lo ill patient. 

JI\Spcr and Rn)'lnond (2006) ilemiu: the advantages of client Sltisfoction cu follo,vs: 

I. Add value to the organization ("Om II number of perspectives: crci11ion of sus!Jlinoble

client loyalty 10 the finn.

2. Repeat purchase

J. Acceptance of other products or services offered by the service finn

4. Increase morkct shore and profitability levels

S. Creation of positive ,vord of mouth nnd II me11S11rc of morl<et pcrfonnoncc

6. ReOcction of a positive outcome from the outlay of scarce resources and/or fulfilment

of umnet needs.

1'1ichncl (2012) asserts 1ha1 'clTortJ 10 obtain useful infonnn1lon on p.11ien1 s111lsfoction in

Indonesia have been frustrated by a tendency of n:spondcnts to withhold critical 

comments. I tis survey of 1S p111ierrs in eleven health centres on three islands ollcmplcd to 

obtoin credible informarlon on s'ctlsfocrion by asking for infonnotion on events, not 

opinions, and on 1hc rclntive lmpo·.ance of the factors surveyed. Unlike previous research 

where 95% of respondents typically answered 1h01 they were 'fully Sllislicd', 28% of lhe 

respondents replied 1h01 their consul!Jltion had not been conducted in private (ranked first 

in importance omons the non-medical factors), 65% sold rhe facility could be clconcr 

(ranked second in lmportnncc), ond 19-48¾ reported nol receiving various kinds of 

informotion (ranked third). l11e respondents were able 10 support their positive aOS\vcrs 

with corroborative informolion In o high pcrccn!Jlge oflnstonccs. 

28 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



For many decades, the goal has been to satisfy customers. \Vhile sotisfoction ls import31lt, 

ii Is not sufficient to guo.rantce that your customers will continue to buy from you. The 

world changes quickly ond the mirute yau get comploc:ent, o new competitor surfaces with 

o solution it claims Is better, foster or cheaper. A satisfied customer Is NOT olwoys o loyal

customer. Profiles lntemntlonnl (2009) gives seven indicators that will help programme 

planner to go beyond simply satisfying customers, to protecting and growing slllltcgic 

accounts (sec Appendix iii}. 
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2.15 Conccplual fr1n1cwork 

2.13 Appllcnllon oflhc PRECCDE framework for Under,tanding Clients' 

Perceived Level of S1111,rncllon with l\111ternal Health Care Scrvku Given Dy ncallh 

Care Providcn. 

PRECEDE is on acronym for J>rcJlsposing, Reinforcing, Enabling Causes in Educotionol 

Diagnosis and Evalun1ion Figure J. PROCEED is on acronym for Policy, Rcgula1ion, in 

Org11niw1ion, Cons1ruets In Educarion and Environmcnlol DcvelopmenL The PRECEDE­

PROCEED model \VOS developed os o planning frome1vork from which health education 

nnd health pron101ion progran1mcs could be designed (Green, Krculcr, Dc:cds and 

Partridge, 1980; Green & Kreuler, 1991) The PRECEDE (figure I) model is based on the 

plolfonn thnt on cducationol diagnosis should precede an in1crvcn1ion just as a medical 

diagnosis precedes o 1rco1n1en1 pion (Green ct nl., 1980). This model is mullidimenslonal, 

founded in the sociol/bchaviournl sciences, epidemiology, 11dminis1ratlon and educo1ion. 

As such, ii recognizes that health .:1nd hcnhh bclu1viours hove multiple couSDtions, which 

must be cvoluored in order to cruurc appropriate inlcrvention. This model believes in 

problen1-solving boscd on 1orge1ing lhc rool cause of the problem. The comprehensive 

nnlure of PROCEED nllows for ni;plicotion In o varie1y of sclllngs. such os school hcolrh 

cduco1ion, patient/client education, community health education, and direct pnllcnt care 

settings. 

The planning proccs.s oulllnc In 1:1c model rests on tn·o prlndplcs: 

, The principle of porticiparion, which stoics 1h01 success in achieving change, is enhanced 

by the ncrive pruticiparion of 111cmbers of the lllrgct audience in defining !heir own high­

priority problems ond goo ls ond in developing nnd implcmenrlng solurlons. 

, The in,portanl role of the environmental (acrors as dcrcm1inants of hClllth ond hcollh 

behaviour such os media, Industry, poll1ics, ond social Inequities 

PROCEED has 7 phases (figure 2; 

Phnsc J - Soclnl Olngnosb: This ph11sc ldcnlifics nnd evaluates the social problems which

innucncc the quality of life of a 111rgc1 population. Prcvcnl behaviors that lead to

undcrutiliuition of 111a1cmol hcalrh care services thot predisposes 10 m31emol ill hcDlth and
death during pregnancy, lnbour and pucrpcrium. Social diagnosis in this sludy is on client 

salisfaction issue 1h01 t111S great ln!lucncc on u1illui1lon or onlcnalol core services in Oyo 

Stoic. 
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Phase 2 • Ephlcmlologlcal Di11gnosis: TI1is phase helps detenninc health Issues 

associated ,vith the quality or life. :1 helps identify minor or major disorders or pregnancy, 

labour and puerpcrium such as mLloria and anaemia. This, in tum, helps in reduction of 

,vomen morbidity and mortality rclntcd to pregnancy, labour ond puerpcrium. 

Phsue 3 • Behn,•lournl Olognosls TI1is phase focuses on the systematic idenlilication of 

health practices and other factors, which seem 10 link to health problems defined in Pha.sc 

2. Tilis includes non-bcl111vlournl causes (personal and environmental factors such as use

or insecticides treated net or prophylactic use or o.n1imalarl11) that can contribute lo health

problc1ns, but not controlled by behaviour or mothers seeking maternal health CCIC

services. Likewise rncasurcs one. services rendered in preventing complicatioru and

lnrcction during pregnancy ror extmple blood check for early detection or the anomaly

that may complicolc pregnancy �d Tetanus Toxoid injection 10 cxpcc1on1 mothers In

pregnancy 10 prevent telllnus infcc11on.
• 

• 
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FIGURE I DIAGRA�I S110\VING PRECP.DE MODEL USED FOR TIIE STUDY 

Predisposing factor 

Admlnistmtivc ond 

Policy Dingnosis 

E.'lnbling factor 

lmplcmcntotion 

outcome 

)2 

Reinforcing factor 
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rhasc 4 • Educntlonnl Dlngnosis: This phMC assesses the causes of health behaviours. 

Sec figure I. 

2.4.1 Predisposing fnctors: Th�c factors molivatc or provide rcnsons for behaviours. 

Tiiey Include knowledge, attitudes und cultural beliefs. Knowledge of predisposing foc1ors 

ond ottilude lowords prcnalnl core, will help 10 decide ,vhcU1c:r ii requires special 1ttat.ment 

,vhcn dclectcd or not II olso nlds pcrcc:plion of the oulcomes of lite core. 

2.4.2 Enabling factors: These nrc foclors thol enable people to DCI on their o,vn 

prcdisposilion. These foclors Include ovailablc: resources, supportive: policies, osslS1anec 

ond services. 

2.4.3 Reinforcing fnctors: 1l1csc: arc factors that come into ploy aflcr a behaviour, hos 

been Initiated, TI1cy encourage r:pctltlon or persistence of behaviour by providing 

continuing rc,vord or incentives, social support, praise, reassurance and symptom Relief 

might oll be considered o reinforcing factor. Allilude of midwives, experiences wilh the 

health providers, lheir nllitudcs on:I disposition os well os local ion of health facililics orc 

imponnnt 

Phnse 5 - Ad rnlnlslrall"e & Polley Dlngnosls: This phase focuses on the odminlstrotlvc 

ond orgnniu11ional concerns which must be addressed prior to programme implementation. 

fl includes 1hc osscssmcnl of resources, budget development and allocatlon, 

implen1cntotion limctablc, organiution or personnel within progrommmc:s, ond 

coordination of the programme wit:1 all 01her departments, and institulionol organizations 

ond the community. 

AtlmlnlslrAlh•e Diagnosis: This hos to do with the analysis or policies, n:soun:cs, 

prevailing circumstances and orgcnlzolionol situations that could hinder or focilitntc the 

development of the health progrummc, for cxnn1plc, number of antenatal vlsllS schedule 

during pn:gnnncy. 

Policy Oingnosis: The aim Is to assess tlte comparibllity of programme gools and 

objectives ,vith tltosc of the orgnnizalion and its administration, docs il Iii inro the n1ission 

stntements, rules nnd rcgulntlons? 

Phase 6 - lr11plen1cntntlon or lhc :,roi:rammc 

Pluucs 7 _ E"aluotlon: �valuation measures chnngc: in terms or overall objectives and

changes in health nnd social bcncrlts or lhc quality or life. Sore delivery with litlle or no
trauma 10 both the mothers ond the ,cwbom is the expected rcsult.s of midwifery care. It
may take )'enrs before 011 actual chcngc in the quality of life Is achieved. The outcome is ro

• 
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Improve motcmol ond child ,,ell-b1ing, whic:h, in tum has drastic ond consistent reduction 

effects on mortality ond morbidity rules in both mothers ond their newborn. 

i QUALITY Op J 

Lift; PIAGNQSIS EPIOP.MIQLOCJC\L 
l EDUCATIONAL, IPEIIAYIQllRAI, 

PIACNOSIS DIAGNOSIS 

5 rrcdlsposlng Fnctor,: 

Knowledge, bclicrs, values 

and oniludcs of mothers 

to,vords motcmity care 
• 

SCrYICCS 

DIACNOSJS 

I Seeking prenatal

co.n:, starting 

anlcnolol CMC 111

Reduction in 

morbidity ond 
l-::-:=-�:---

-;--;-:-::-:----i
1

..the right lime,
6 Enabllng fnc:lors: 

screening 81 the 
Accessibility ond 11vnilobili1y 

of health core services 
appropriate 

rendered by midwives 
intcrvo I, ond 

C11rly treatment 

1------11 mortollly due io 

pregnancy, 

labour ond 

pucrpcrium 

7 Reinforcing fnctors: 
in case of 

discomfort In 
Easy access to the scrviccs, 

pregnancy 

providers' ollitudc to pregnant 
survival leads to 

mothers ' belier care for 

1hc children, 

enhances 

conlribulion lo 

famlly ond 

communily 

welfare 

lflClJRE 2: r O Precede Concc111u1l Framework Explalnlng Dlngrarn Showlni; roccc 

I r II c R-:srondcnt, wlfh Antenatal Cnre
Satlsfocllon l.,cvc O 1 
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�l lAPTER TJI REE 

\tETllODOLOGY 

3.1 Study tlc3lgn 

This Sludy Ulilitcd a dcscriplivc cross-scc1ion11I design to 115.SelS Nursing mothers' levels
of solisfaction ,,•ilh nntcnolol core services received in selected secondary henllh facilities
in Oyo Slotc. 

3.2 Scope or the Stuily 

The research n1cl\Surcd nursing mothers' satisfaction level ,vhh caring rclolionship 

bc1,vccn the motemily core providers nnd their ellents in six randomly selected secondary 

hcnhh inslitutions in Oyo Stale. 

3.3 The stutly nrl'n 

Oyo stole covers o 10101 of 27,249 square kilometers of litnd moss ond bounded in the 

Soulh by Ogun slalc ond In lhc north by Kwom Stole. To lhe ,vest, ii is bounded i»rtly by 

Ogun Stale ond partly by lhc Republic of Ocnin; while in lhc East, ii is bounded by Osun 

Sllltc. lbodnn hos been the reputed largest Indigenous city, and capitol, and centre or 

ndminislrution of Oyo Stole. 

The State consists of 33 locnl govc11ments with population (according to 2006 Census) of 

S,59 I ,589 corn prising 2,809,840 moles ond 2, 78 I, 749 females. TI1e slllte is divided into 

three senatorial districts of Oyo North, Oyo Central ond Oyo South, Oyo North has I J 

Locnl governments, namely: Sak \Vest, Saki East, Atisbo, lrcpo, Olorunsogo, Knjoln, 

hvajo\\'ll, llcsiwaju, Ogbomoso North, Ogbomoso South, Orire, Oorelopc ond lscyin. Oyo 
Central comprises 11 local gover!lmcnts Afljio, Aklnyclc, Ogo Oluwo, Egbcdo, Lagelu, 

Surulcrc, 01111-aro, Oluyole. Atiba. Oyo Easl ond Oyo \Vest. Oyo South Senotorinl District 

consists of9 IOC11I govcn1ments. viz.: Ibadan North, lbod11n North East, lbndan North \Vest,
Ibadan South cast, lbndon South \Vest, lborupn Ccnlrol, lbornpo North, lb;impo East nnd
(do, The stole is homogeneous, comprising mninly the Yoruba ethnic group who
descended from Oduduwn ond speak the Yorub;i longuoge. They ore rich In culture nnd 

believe In strong kinship lies whh ext.ended famlly sYStcm. Agrlcullurc Is the major source 

I 
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of income for the grentcst nu be f h m r o I c people or Oyo State. especially those that reside
in rural settlements. 

Oyo Slntc hos 4 7 general hospilllls. JS I primary hcahh centres, 166 primary health clinics, 

113 rural health centres (health posts), I maternity and dental centre at Arcmo. The state 

hns 887 registered private hospitals and clinics. 

There arc S notable state hospi111ts namely: State I lospital Ring Road Ibadan, General 

llospital Ogbomoso, State Hospl!lll Oyo, General llospital Saki and Adcoyo Maternity 

Teaching 1 lospilal, Ycmctu, Ibadan, Adeoyo Maternity opened In 1927 and \VOS upgraded 

on Sunday, 3 October, 2003. TI1e list or secondary health institutions rendering antenatal 

care services is in appendix IV nnd appendix Ill. This project collected data from six 

secondary health institutions located in urban and rural scnlcmcnts of Oyo Slate. The 

urban sites arc Ibadan, Ogbomosc, and Oyo, while the rural shes ore Moni)'ll, Fiditl and 

lgboorn. 

In lbndan, a large matcrnily hoJpital known os Adeoyo Maternity Hospital selected 

because it is one of the busiest hospital in Oyo State and for her appellation "Doby 

Fn.ctory." Adeoyo Maternity Te11-.:hing Hospital is the oldest hospital in Oyo Stoic, 

cstnblishcd In 1927 by the Native Authority. 1l1c regional government took over, then the 

State Government of Nigeria in 1957. II is shunted in lbndnn Nonh Loal Government. 

The hospilnl takes care of all nspects of medical services like medical-surgical, obstetrics 

and gynaecology, ophthalmology, pcodiotricts nnd so on. In 1986, lhe hospitnl services 

were tirnhcd to m111emi1y scrvi.es owing lo the lorae number of deliveries being 
conducted in the hospitol hence its appcllotion "the baby factory of Oyo Stole. The 

hospital provides antenatal, in1rnna1al, family plonnlng, children ou1pa1icn1 ond 

breastfeeding services. The clinic runs from Monday to Fridoy, while the words run all 

shins for 24 hours. It hos 247 bed &paces with 483 storr strength. The religious practices in
the hosphal orcn ore Christionity, Islam ond African Traditional Religion. 11,e available
social services 10 the people in the local government ore.i include rood network, elcc1rici1y, 
boreholes, pipe-borne \voter nnd educational lns1i1u1lons. 111c hospital hos just being
upgraded "aOer 80 years of neglect," from the former Oyo Stoic Governor, Alao-Aknla.

General Hosphal, Ogbomoso \\'115 recently upgraded 10 a Teaching llosphol under the
auspice of l..Ddokc Aklntola Unive:1ity 'of Technology, Ogbomoso. General Hospitol Oyo
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and Stoic Hos-pitnls In lgbooro, l'vtoni}a and Fiditi ,vcrc under the monogemcnt of  Oyo 

Slllte I lospillll Mon3gemcn1 Doore., sccretariot, Ibadan. All the facilities treat compliClltcd 

obstetric cases nnd give referral sctvlces to the next level of airc. 

3.4 Study populnlion 

T11c populntion for this study consisted of Nursing mothers within 15-49 years of  age.

3.5 Tnrget populntlon 

Nursing mother thnt received <lllrc from n1ldwivcs and other hcohh ,vorkers during
pregnancy, lnbour and pcur pcriu1n.

3.6 Snm11te size dctcrmlnnllrJ 

T11c somplc size for this study ,vos Jctermincd by using electronic device In calculating the 

number of respondents. !!pl-Info son,varc device \l'IIS used to calculate from L11e slate 

female population In Oyo s101e, which wns 2,781,749. Eicpccted frequency used ,vos 2.,./4 

of the population. The calculotcd :xpcc1ed populaiion for female in 1h0 stole 'l'IIS 1,892. 

1,892 Ccmole population was divided by 33(No of the loc41 Government areas of Oyo 

state) • 57.3. So 57.3 fe1nale popMlation per local government ,vo.s multiplied six (6), the 

number of selected loco! government areas in the slate. (57.3 X 6 • 344). 

Toking non-response 10 be 20o/e Adjus1ed somple size: 344+68.8 • 412.8. Approximately 

• 410. (Devone, Degley, Clark, 2004).

3.7 Inclusion crllerin 

Inclusion criteria for selecting the research participants included: 

1. Newly delivered molhers "1us1 visit the sclec1ed sccondnry hospilols for nn1eno1al

care regnrdlcss of  the number of visits or their m11ritol status.

2. Delivery s101us must be onr or more.

3. Mo1hers n1us1 deliver ,vithi, a period of six months.

4. Age: 14-49 years

3.8 Exclusion Crllel"ia 

I. Staff of the unit

L 

2. \Vomen ,vhh gynoccologkal problc111

3. \Vomcn 100 ill lo respond

4. \Vorncn that delivered bcl Jrc gen Ing to lhc hospitnl, 1h01 Is Dom Defore Arri vol

(DOA), 
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J.9 Sampling lechnlque 

The Muhistoge sonipllng I h · cc niqu� ,vas used IO select the secondary health facilities.
Staitc 1- A record rcvic,v ,vos d d . one an o somphng frame of34 secondary he11hh focililles
rendering rnatcmily care in Oyo S\Jtc ,vas generated.

S11gc 2. Oyo Slate has three scnntorial districts. Therefore, the racilhics ,vere clustered 

into three. 

Slagc 3• From cnch cluster, one n.ral secondary hcahh lns11tu1ion and one urban secondlll)' health 

institution were sclcc1ed 

Slagc <I- From each or lhe foci I Illes sclec1ed, rcspondenis ,verc selccled using snow balling 

niethod. The respondents help in .racing the newly delivered mothers In 1he communhy 

ond lhose that qualified, using the s1ipula1ed Inclusion erilerla., ,vere lntcrvic,ved. 

3.10 Instrument for tlnln colle,llon 

The lnslrurncnt used for dn1a collcc1ion for this sludy \vas, semi struc1urctl ln1ervic1v 

Guitlc ( plensc sec appendix I). 

Section A: Socio-tlemogmphlc charnc1crls1ics of respondenis 

Section 0: tvtn1cn1ity service received by mothers in 1hc health rocllity 

Section C: Mo1hcrs' so1lsfoction level with quality or core 

Section D: Perception ond cxpec1a1ions or molhcrs on u1iliu11ion orlhc health facility 

Section E: Arens needing Improvement 

3.11 V11lhllty of lhe lnslrurncnt 
The inslrumenl drancd under su·ervision ond subjec1etl to several su1gcs or prelcsting. 

Initially, it ,vos peer reviewed. I •-house o.sscssmcnl of the instrument ,vas done nmong 

nobles in lhc field ofReproduclhe Hcahh, Fneulty of Publie Health, College of Medicine, 

Univcrshy of lbodnn 10 ensure foe--: ond contcnl validity. Ncecssory corrections were made 

�cd on the experts' obscrvotio 1s in order to improve lhc sLDntlard of the instrument. 

llicn lhe instrument ,vos pre1estc1I in o secondary govcmmcnl hcallh inslitutlon In lkirc, 

Osun Slote. from the dolD collcc:td, ii wos observed lhat lhc mo1hers in1crvie\ved in the 

hospital selling were no111Sser1ivc enough 10 give dcloils oflhcir experiences ,vith the core 

providers. So ien ( 1 O) ins1rumcnts \VOS administered to respondents In lhelr eommunily 

sc11ings. II ,vos 1hcn observed 1hnt mo1hcrs were osscrtive enouah to aivc dclnils on their 

sailsfaciion wilh tlu: core received in lhe selected secondary health ins1i1utions. llris
ncccssillltcd O change in 1he pro,�o)cd In-depth cxil in1crview to in-dcplh in1crvicw with

38 

•

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



house-to-house community op ' h · . • proJc lo ehc11 rehnblc lnformotion on the topic under 
study. 11,c findings of the 1 pre cs1 ,verc uscd lo further scru1inlie ond reset the ilems In the
instrument for nccCSSllry odjustmcn1 for the main study.
Training of research nss'st ls 1 on ,vas conducted. Six research assislllnts ,vcn: employed and
trained to ossi5t in dnin collection. During the process of training, empha.sis was loid on the
follo,ving: 

• 

• 

• 

Undcrstnnding the concepts of the s1udy ond the objectives of lhc study 

Ho,v to approach and probe rcs:pondcnts 10 collccl dotll during interview 

Rcvic,v or inclusion and exclusion criteria 
• lnlcrpcrsonal communication skill
• Proclicol dcmonstrctions

J.12 Reliability of the instrun1cn1 
ll1e instn1men1 also "'en1 throuah measures or inlcmal consistency, ,vith the use of 
Cronboch's alpha coefficient analysis to confirm its reliability. lltls Is a model of  intcmnl 
consistency, bnsed on the ovcrng: inlcr-ilcm corrcla1ion. The result showing correlation 
coefficient grca1c:r lhnn 0.5 Is snid 10 be reliable. In this study the rcsull ,va.s 0.615, which 
is grater lhan 0.5, thereby conlim1ing Its high degree of reliability. 

J.13 Ethlcnl Conshlcratlons 
The following ethical steps were t.1kcn: 
I. Permission wu obtained from ':lyo S1n1c I losphnl l',,lanogcmenl 003rd ond the scleclcd

secondary health institutions prior to the da10 collcctlonl. Sec Appendix vii for UCH/UI
Ethical Revle,v Com111i1tcc apr -oval and Appendix viii for Univcrslly of Ibadan

Postgruduntc Registrution of Title of Thesis/I >lsscnotlon.

2. l'anicipotion of  coch was voluntary.

3. Careful explanotlon or purpose, content 1111d implications of lhc study \VOS provided ond

vcrb31 infonncd conscnl ,vas ob1oined from e.ich respondent before thc collec1ion of dn1a .

4. Respondents were assured of the conlidcn1lolly of lltc data.

s. Nlllncs, addresses ond 01hcr ldenlilicrs of the respondents were excluded from lite

instrument. 
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3.14 Procedure or dnt11 collcct1,n
Six research nssistonts (t,vo male !'our femolo) recruited in July 20 IO, ,vent in poirs from
house to house, per each local go\cmment per doy. Snowbllll method of Sllmplc selection
,vns used i11 choosing the house und the respondents. On getting 10 the respondents, the
research nssistnncc vnlidatcd the respondents' status 10 porticipote and obtoin vcrb:il
consent from them ethically before the interview. AOcr the Interview, the respondenis
were inquired of the next house to go in order 10 trace onothcr respondent thus
sno,vballinc method. All 1vomcn thot were rcody to participate 1vi1h the Inclusion critcrfa
1verc chosen for the study. lnltlolly, questions 1vcrc asked on pince of delivery to be sure
thnt binhplncc \Vns under one of the h�llh facilities under study. 11te research assistants
had been troincd to document place of birth and pnrtlcipants' intension to porticlp:itc
(please sec appendix I • l11c sa.T1ple of the instrument). The study lasted two weeks
working days. The lirst six days .o\'cro for collection of the data, other days for mop up. 
Each of the research nssistonlS obtained dalll from 10 ·IS respondents on doily basis. 
\Vcckcnds days 1vere not includL-d in order 10 meet the respondents on ground. The 
following stages \\'ere procedure involved in doto collection: 

Stage one trncin11 the respondent �,om the hCJllh facilities. 

Singe two Interview of tho respondent. 
Stage three asking l11c interviewed respondent lo lrnce newly delivered mothers in 

the community. 
Stage four screening of the nursing mothers to osccnain her suitobility for the 
lntcrvic1v. 
Singe nve the interview of the new respondent and repetition of stages 3 and 4 until 
the total nun1bcr of the rcspondcn:s interviewed. 

Th · • f ll "ntftrv,·c,v explained lo lhe respondents ond the troincd researche intention o 1e 1 � • 

oss Slllnt mterv1c1v n I , · cd civl)' delivered mothers in their home scuings nnd workplace oner
• · f I I I slon and exclusion criteria. The respondents were traced from thevenlicat,on o l 1c nc u 

An each <fa,y's work doto cleansing done. Action pion for the other respondents. er • 

collection of data ,vos ensued ond then followed. 
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3.15 D111 An1l)·11, 

The ln'<estigotor and t\\ o reseortt, ossistanlS checked the doll collected each d11y 10 make 

sure lhol they ,vcrc accurole 1l1e Jalll collected \\en: clcan�d manually, coded and \\en: 

fed Into o computer for anolysis uing the coding guide. The number of the instruments 

used ,vos checked d11ily for erTOrs 1nd corrections \\ere n111de before entering the dllto inlo 

the co1npu1er; that is, data clcnnsi,;g and soning were done dolly. SPSS SoR,YlltC Pockage 

was used for dalll analysis. Frequencies gcncrolcd and Chi-square test wo.s used lo test the 

associations bct,vcen colegorlcnl -.ari11bles in the data. The level or st.alistical significance 

wiu set nt 0.05. lnfomu11io11 obtal 1ed summarized and presented in Tables and chons for 

belier comprehension. 

3. 16 Lln1ltallon of the Study

Cost and time limit ,verc major fo1.tors lhlll restricted this study.

41 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CIIAPTER FOUR 

RESULTS 

4.1 Soclnl-dcn1ogrnphle char1ctcrlslle3 or the rc.,pondcnu 

Tobie 4.1 sho,vs lhc soclo-<lcmogrophic chnroctcris1ics or 1he respondents. The 

n:spondcnlS' ogc ranged bchvccn 17 ond 45 years. About one third of the n:spondcnlS 

(37.3%) \\'Crc ,vlthin JO - 39 years age group; and more thnn half (52.4%) of the 

respondents ,vcrc bct,veen 20 ond 29 years, witl1 a mcon age of28.34 yc.ars ±5.5. Most of 

lhcm (74.4%) ,vcrc morrlcd and 20.�/4 were co-habiting. Almost all the respondents 

(94.4%) ,vcre Yoruba. A total of6l.7% hod secondary education, and 25.6% had primary 

cduc:ition. Mnny 57.8% of the respondents 1vcrc Muslims, while 42.2% 1vcrc Christions. 

11,e 1nojorlty 32.4% of lhc ,vomcn hnd hvo children. 111c highest parity 1vas six (6). Only 

7% of the rcspondcnlS ,vcrc ,vidows. More than half (S0.3%) of the 1vomcn 1vcrc sclf­

employcd, followed by those who•xcre artlson (10.2%). 
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Table 4.1 Soclo-den1ogra11hlc chtractcrlsllcs of the respondents (n-410) 

< I 9 

2D -29
Aae groop In years

lO -39 

40 -49 

o RClpOn,e

Primary 

Educo1lonal S111u, 
s� 

111&),cr 

No for,ml cduallon

Arabic 

Nora,.onsc 

YONb:\ 

111= 
Ethnic Oroup Ibo 

Edo 

Togoluc 

Single 
�larllAI Slalus Married 

Cohabiting 

\Vlllow 

StJllRIC'd 

Nores;o,uc 

I 

2 

) 

4 

P111ty s 

6 

I can'l$AY 

No mp.,rue 

Ch•II ..,_..,,, 
Solf cmalo•·od 
Farm�i 

Occupetlon Artlwu 
S1udcn1J 
Uncm"'.:>._,_

I\ pprcntl«J 

td To•olut (I .S¾) N:D Non-Nl&trhnt l•clull • 
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F rtqutney Ptrt••••c• 
17 4.1 

llS S2.4 

IS) 37.J 
ll J. I
12 2.9 

IDS 2.S.6 
2.S) 61.7 
42 10.l
6 1.46
I 0.24
J 0.7)
319 94.9
g 2.0
J .7 

4 1.0 

6 1.$ 

6 I.S 
JOS 74.4

12 20.0 
J .7 

6 I.$ 

I 1.9 

IOS 2S,6 

13) Jl.4 

1, 10,7 

6,1 IS.6 

14 ).4 

) .1 

I .l 

' I 4 

21 J. I
)2J S0.2
2 .J 
42 10.2 
g 2.0 
s 1.2 
) .7 
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'4.2 Type or henlth workers th I • provide •nttn1t1l care - A total or 38.8% or the
respondents clairncd thot duri ng prcanancy they received llltenatal care [rom nurse•
25.4% from community health 

...,
\\Orkers, 13 7'/o, from doctors, 8.7% from midwife and

12.4'/e from more than one health 'Norker. Sec Table 4.2

TABLE 4.2 Types of heal-'t workers U111t gave anten:it.al care services
l lcnlth \Vorkcr 
Doctor 

Frequency Perccntogc 
S6 13.7 

Nurses IS I 36.8 

36 8.7 

Auxiliary midwhes s 1.2 

Community/village hcali.ithi:"::w=or:i:k:::cr=-----+--:-::-:----+-­
l\1ultiplc health workers:----------+--=-=-­

104 25.4 
SI 12.4 

U noble to ldent if y end re:-:o::;r:;l;-:lc::-a;:;lth",::-,-:-or:;:k
-:-
ers-=---1---=--7 

4.J An tcnntnl cnre sen lcc.s r •cch•cd 

1.7 

Antenotal care services received b) the subjects ,vcrc prcnotol diagnostic care, preventive 
care received during, pregnnncy ond prenatal curntive core. 
4.J.I Pre natal diagnostic care 
Almost all the pregnant mothers (�9.So/e) \\ere \\'Cighed, 99.J�'o hid their blood pressure 
estimated, almost all (99.S¼) had their urine tested o.nd 1001/e hod blood test done. Sec 
table 4.3 

4.3.2 Prc,·cntivc cArc rcceh•cll ll ,ring 11rcgnancy

l\lany (90.0%) or the pregnant ,v-,men had tetanus injection: Most or the respondents

(71.3%) reported thot they "ere to!J to sleep under insccticidc-trco1cd net. Mos, mo1hers,

(78.8%) rccel\ed prophyh1ctic an11n1laria Tobie 4 3 

4.J.J Pre natal curative core 

A large proportion (89 7�'o) or the subject haJ Iron dnr&S Also 28.8% \\'Crc dcwormcd.

Sec Table 4.3 
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Table 4.J Scn·lcc, pro, lded by t b IC t1lll1 C:I 

T 
re pro,ld,n ror tbe re.spo1de1ts

> pe or sen,lc,s daring ANC No % 
\Vc1ght 

401 99.S 
8/prcssurc 

407 
Dlognostlc 

99.3 
Urine test 408 99.S 

Dlood test 410 100 

Iron drua 368 89.7 

Cunlli\c Dc\\onn1ng 111 288 

T.T. injection 369 900 

Preventive core Anti,n,11lari1 323 78.8 

Told 10 USt Insecticide Trclllcd 71.3 

Net 

4.4 Respondents' level of satbfatilon wllh c:a� ghc:n by the health care 11rovldcrs 

A maJority (93.1 %) or the rcspor.dents' dcc:l:ircd that their personal cxpcctatlons were 

fully met. Many (60'1e} or them were very satisfied ,vith the general elc.anhncu or the

health f11c:ilities, good physical O\.tloo\. of the fobour \\-Ord ond location of lhc health 

facilities (58.8%), \\ith mid,\hcs sho"ina empathy 11Dd russurance (SS.6%): with 
prompt responsiveness of the m idwives to their ncc:ds (55.4%), midwives' level of 

�peel (53.2%), ond ,vith clTcc:tivo listening of mid\\livcs and their in,'Ol\'Cment 1n 

decision making process (S2%) 11.,d or appropri11te man11gcmcnt or pain during labour

(SI .S��). 

The fe1v respondents (6 6��) clal:ned that their c.,pccu1tlons ,vcn: not fully met The

reasons given ,vcrc uncaring ollituJe of their carcghers (57.7%), demllnding too much

(23 l�e). and \\&Sting a lot ofume (IS.4o/e). Sec T11.blc 4.4,
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Table"·" l\lotbcrs' satbr ti I •c 01 .. ,cl "1111 qaallty of bcalth care rccchcd from 1hc
pro,•ldcrs 

S111cmcn1 on s11l,f11c1lon 
Vtl') Sat ls lied Lo\\ No 
satblicd 11tisf1ct commc 

Ion nl  
No .,,. No •1. No •1. No

Lc,el of respect 218 S3.2 170 41 S 20 4.9 2 
rrompt rcsponsi\lcncss to your need 227 SS.4 164 40 19 4.6 -

Sho,\I empath) nnd rcnssumncc 228 SS.6 ISO 366 30 7.3 2 
E!Tccti,e listening or midwives 213 S2 163 39.B 31 7.6 3

Allo,"lng family members to sec visitor 166 40.S 207 so.s 32 7 8 s 

ln,·ot, es )'OU in decision making pn:cess 213 S2 ISS 37.8 38 9.3 4 

Supporthc core &i,en by mid\\hCS 207 S0.6 176 42.9 24 S.9 2 

An1enat11I clinic , i�il schedule 210 S 1.2 187 4S 6 9 2.2 2 

Enjo)td 1hcrapcutic 1ouch 194 47.3 189 46.1 19 4 6  6 

Cle3nlincss of 1he hahh facilities 248 60.S ISi 36 B 36 8 3 

Keeping privncy 20S so 0 176 42 9 7 1.7 22 

Good physicnl ou1look (labour ,van!) 241 SB 8 102 39.S s 1.2 2 

Loc11ion of heollh facility 224 S4 6 169 41.2 16 3.9 I 

Rcfcmil services 181 44. I 203 49 S 7 I 7 19 

Approprintc mnnngcmcnl or pain 211 S I.S 191 46 S 6 I .S 2 

Ensuring baby is g1, en I ii immuniution 2S4 62 ISO 366 s I 2 I 

4.5 Respondents' lc,cl of s11b 'acllon score

T.1ble 4 s bclo\\ sho,,s ihe frcqucrc) distribution of te,cl of S3tisfoclion score in groups.

. . 1 rcs-AcnlS was 17.0, \\hile the mcllll \\AS 16. l±S.O
The mcd1nn s.i11sfnc11on score amO"I l""-

1. 1 bo . half or 1hc rcspondcnlS had modcnitc satisfaction
and ranged bcl\\ecn 0-22 A 111 c • ,c 

. rd I d h' h s01lsfaction (37 3�•) Only 33 or ,he respondents
(S4. 7�•), more thon one 1111 10 1g 

(1.0-/o) hnd lo,v sn1isroctlon Sec Tn,lc 4.S

o/'. 

.s 

0 

.s 

7 

1.2 

I 

.s 

.s 

1.4 

.7 

S.4

.s 

.2 

4.6 

.4 

.2 
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Table 4.5: Le,·el or satisfacll<. 1 score 

S.tbfactlon score Frequency P,rc,nlag, 
Low s11israc1ion (0-9) 33 8.0 
Moderate sa1isfoc1ion ( I 0-19) 227 54.4 

lligh satisfaction (20 and above) ISO 37.6 

4.6 Con1[1ar1Jons or n,cnn sat1sr11c1lon score between lc\lcb of soclo-dcmogr11pblc 

\larl11blcs. 

Tlic tnble 4.6 shO\VS the co,nporlson of mc:in satisfaction score bcl\\ccn socio­

dcn,ogmphlc chnractcrlstics of mothers. Mothers aged 26-30 years had a hi�cr mean 

satisfaction scorc (17.2), con11>3rcd 10 those 16-20 )'tors (16.5), 21-25 ycan (IS.6), 31-35 

)tars (15.3); and 36 years Md above (13.4) (pc>r().00). TI,ose 1h01 were married h11d 11 

higher mean sotisfocllon score (16.7), comp:111:d lo those lhM \\ere cohabiting (13.8), 11nd 
I 

those In other Clllegorics (15.9) (r,<0.001). Those with primllfY/no edUClllion hod II lower 

mean satisfaction score (16.1), comp.ired 10 those with sccondory/1crti11ry cduc.ilion 

(16.3). This, ho\vcvcr, was not s•gnllicnnl (p•0.651). Mothers from lhc Yonib.i ethnic 

group had n higher mean s:11lsf11c1ion scorc (16.2), com1>3rcd 10 those from other ethnic 

groups ( 14.2); this ,vas signilicanl (p-0.0-19). 
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Table 4.6 Comparisons or Mean Sa1t,r11c:tlon Score Between Levels or Socio­Demographic Variabl-s. N-=410
V1rl1ble 

At• 

<19 

20-29

l0-J9

40-49

No rupon1<

l\larltal tlatu,

Married

Collablllng

Others

Ottup1tlon

Skilled

Sm1I skilled

Uruklllcd

Lcvd or tduc1tlon

Primary

Srcondaty

lllahcr

No fonnal cduaulon

Arabic

No rc3poruc:

R•llcton

Chrhllan

hl1m 

Tribe 

Yoruba 

Olhtts 

lncom, (n1lr1) 

1000.10000 

I 1000� 

Others 

Parity 

Ontt 

Tulcc 

™cc 

Four and obovc 

II ••n Score 

16.$ 

I S.6 

17.2 

1$.J 

ll.4 

16 7 

13.8 

IS.9 

14.& 

16. 

15.7 

16.1 

16.l

• 

lo. I 

16 0 

16.2 

14.2 

lj.2 

13.7 

20.2 

IS 6 

16.7 

1.9 

,�. I 

Sd 

4.9 

so 

4.S

5, I

4.1

5.3 

).2 

4,1 

5,0 

5. I 

4,j 

4.& 

4.1 

I , 

5,1 

5.0 

5.1 

4.3 

5.1 

J.9

l.O

4.8 

s.o

s.a

4,7 

T/l'Tut P-Valuc

4.914 0.001 

12.213 <0.001 

1.342 0.262 

-0,4$4 0.6SI 

O.IS4 0&71 

2068 0�9 

47.197 <0.001 

1.070 0.)61 
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4.7 Areas or midwifery care 111111 need lmprov,ment In the scl,ctcd healthracilltlcs 

About hair 18S (45.1%) of the rC!:,><>ndcnts expressed some concerns for improvement inlhe services provided 01 the h� th focllillcs, which Include: ottitude 10,vards patient(47.S%), inadequate mnteriols (26.S%), and insufficient stolT (15.1%). (Tobie 4.7)

Table 4.7 Arca, or t.1hlwlfery ser,•lcc., thnt need Improvement In the seJc:ctc:d heallhInstitutions N• 185
ArcllS lhnt needs ln1pro,•cmcnt No •;. 
lnvolvc:111cn1 or pnticnts

4 2.2 
Insufficient s101T 

28 IS. I 
No. odequ:ite mnterinls 

49 26.S• 
Cleanliness or the surrounding 

4 2.2 

lvlidwives should hnve good 0111'.udc to,,11rds p3ticnt 
88 47.6 

ITN should be provided for pregnant ,vomcn on admission I .s 

t-1idwivcs should stop giving pa.tents cplslotomy 
J 1.6 

l\1idwivcs should be checking t!tc ,velght of the baby I .s 

Improve Family Planning 2 I.I
• 

2.7 
Incompetent midwives s 

185 100 
TOTAL 

I 

4!1 
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Table 4.8: Number or respond,, Is thnc ldcntlncd needs for Jmprovtmcnc per sampled facillty/town 

A dcoyo 0 i:bon,oso 0 yo r.toniya Fiditl 15:boora In volvcmcn1 3 0 0 I 0 0 I nsumcient of stnrr 5 9 7 I 3 3 I nodcqunte 12 3 7 10 I I 6 mntcriols 

CICllnllncss of 1hc 2 0 2 0 0 0 surrounding 

Need for 40 18 II 10 0 9 
irnprovcn1c11t on 

ouitudcs of 

midwives 

Provision or ITN 0 0 I 0 0 0 
for prcgnonl 

mothers 

Episio1on1y should 0 0 I 0 0 2 
slop 

t.1idwivcs should I 0 0 0 0 0 
be checking baby's 

,vcigh1 

Fomily planning 2 0 0 0 0 0 
services should be 

impro\'cd 

Improve n1idwlfc's 4 0 I 0 0 0 

con1pc1cncy 

Tolol G9 JO JO 22 1-1 20 

so 

Total 

4 

28 

49 

4 

88 

I 

3 

I 

2 

s 
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4.9 Tim, or first antenatal care
The majority of the respondents (S2.9o/,) booked 01 about the fifth month (secondsemester). The mean nun1bcr of v..iits wos S.3 times. Sec Table 4,9

Tobie 4,9 Tlrnc or first ourcnntal care
l\1onth (Trln1csrcr) Frcc1uency Percentage I first 

109 
26.6 2 Second 

217 
52.9 3 TI1lrd 

76 
18.S4 No response 

8 
2.0 

SI 
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4.10 Test or hypothesis 

Hypothesis 1- The lirsl hypolhesls st.ales 1ha1 there IS no significant rclnuonship bcl\\ctn
rcspondcnlS' marital stolus and SC(.ing health \\Olkcr dunng pttgnancy.
The results showed th111 ou1 of 74 4% respondents' 1ha1 ,,ere married, received cm from
health workers during 1he1r pregnancy. All �I.S%) rupondcnts 1h11 \\Crc scp11111cd snw
hcallh ,,orkers. Out of 1.S% of the respondents 1hnt were single, only 0.2% did not sec any

health \\Orkcr dunng pregnancy. All (20.0-/4) oflhe rupondcnts 1h11 \\ere cohabiting sa,v 

health \\Ofkers dunng pregnancy. 'The S1a1is11e1I tcsl of significance rc,alcd lhlt p<O.OS, 

Indicating there Is association bct\\ecn respondents' merit.al Slltus and \\hcthcr they sa,v 

hcallh \\Orkers during their pttgnJncy. This suggests that the hypothesis is not true, ii Is, 

therefore, rejected (fable 4. 10) 

Table 4.1 O: 1usoch11lon bctwcci. marlt11I slalu.s of rcspo11den1.s and weather they seen 

bc11llh \\'Orkcr during prci:n11nc)'· 

l\l1rllal st11tus S !Cn hcnllh 11orkcr during prrgnancy 

\ cs No To1al 

r-.o •• ,. No •t. No % 

s I.S I 0.2 6 I.S 
Single 

0.2 30S 74.4 
304 74.2 I t-iamcd 

19.3 3 0.7 82 20.0 
Coh:ibiting 79 

0.2 3 0.7 
- 0 4 I 

\Vidow -

1.2 I 02 6 I.S 
Scp:11111ed � 

0.0 8 1.9 
did not disclose 8 1.9 0 

Those \\ho 
their morhol status 

frccdoc, • 4 p \'31UC 0.000 p<O.OS 
" X • 62.423 0egr« of 
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H)polbcsls l: The second hypothesis Sllltes that there is no signifitllllt difference betweenservices received In hcnlth focility and le\.el of sa1isfac1ion with empathy showing andreassurance by midwives. 
The results sho,vcd 1h01, out of34.4% respondent, 11101 used Adcoyo Hospillll, IS.9o/• were
very 5.'.ltlsfied, 12.7% \\ere sntlsfied, and S.9% were not satisfied. In General llospilal,
Ogbomoso, ou1 or 14.4% respondent, 8.0'/e \\ere \.cry satisfied, satisfied (6.1%) and
0.2%. In General I losplt11I, O}o, ou1 of 14.4% respondents; 8.S¾ were very satisfied, 4.9%
,,ere satisfied, O.S¾ \\ere not sn1isficd; Wld O.S¾ were not sure. In General llospillll,
l'-1on1ya, out o f  14.9% respondents; 9.0-/4 \\ere very satisfied, S.6o/', satisfied and 0.2%
\\ere nol satisfied. In General l lospunl, Fidi1I, out or 7.IY, respondents; S.6% \\Cn: very
satisfied ,vhile 1.5% were no1 satisfied. In lgbooni General Hospital, oul of 14.9% of
respondents, 8.S¾ were very satirlicd, 5.91/, \\ere $11tisficd, and 0.5% ,ven: not satisfied. 
The statisticnl test of  significance revealed 1h11 p<O.OS, indicating there is wocia1ion 

between services received In heal•h facility and showing of empolhy and re1USuroncc 10 

respondents' by ,nid" ives. This tuggests 1hn1 1hc hypothesis is not true, ii 1,, therefore, 

rejected. (Tobie 4.11) 

Table 4.1 I: Associnllon t,c11iccn scnkcs received In hCllllh raclllly and lc,tt or

salisfacllon or rc.,pondcnts wllh ho\\lng or cmpalh)' and reassurance by mld11 il·cs.

llcallh F11clllt)' Shoiilni; or cmpnlby nnd rc11SSumncc

Very sn1lsflcd S111lsficd Nol S111i1ficd 

AdtO}O 65 (IS.er�) S2 (12 7%) 24 (S.��) 

Ogbomoso 33 (8.0-/4) 25 (6. I¼) I (0.21/,) 

Oto 3:i(S.S��) 20 (4.9'/4) 2 (O.S1/,) 

I (0.21/,) )'/ (9.0�,) 23 (5.6%) l'-toniyn 
6 (I.SY,) 0 (0.0%) 23 (S.61/,) Fidi1l 

lgboora �5(8.5%) 24 (S.91/,) 2 (0.5%) 

cdom • IS " X • 48.SO I Degree of  frc p value 0.000 p<O.OS 

Sl 

Nol sure 

0 (0.0%) 

0 (0.0%) 

2 (0.S'/4) 

0 (0.01/,) 

O (O.OY,) 

0 (0.0%) UNIV
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llypotllub 3: There is  no signifi:1111t difference bet'l\ccn respondents' level of education 

and fully meeting ,v,th the respondents' personal expect.ohon In hC4lth facility. 

The results showed that all the respondents' without any formal schooling (1J%) and 

those with Arabic cducahon (0.31,) �d their CllpcctatlOI\S fully met Among respondents 

\\Ith Primary Education, 23.S�, I.ad their cl!pcct.otions \\Crc fully met Most, 59.2% ,,ith 

Secondary School Certificate, hall their expectations fully met, 111d 8.8% of respondents' 

,vhh hiahcr education had their expectations fully met. The statistical test or si&nilicancc 

rc,ealcd that p>O.OS, indicating there 1s no association bel\\ecn respondents' level of 

education and \\Cather personal c,pcctation fully met in health [acility. This SU8'CSlS thnt 

the h)pothesis is true; it is. therefore acc:cpted. (J"able 4.12) 

Table 4.11 ,usoclatlon bet\\ ec· rtspondrnts' le,·cl or education and Cully meeting 

"Ith the respondents' personal upcctatlon. 

Lt,cl or Education l\tectlng \\Ith pcrso111l ci:pcc11tlo11J 

VCJ No C111't aay 

No Education S (1.3%) 0 (O.<n,) 0 (O.Oo/,) 

Primaf) fB (23.S,�) 6 (1.6�,) 0 (0.0%) 

Arabic Education I (OJ�•) 0 (0.0%) 0 (O.OY,) 

SccondDf)' Educntion 222 (59.l�•l 14 (3.7%) I (0.3%) 

S (1.3%) 0 (O.ln•) 33 (8 g�.)Higher Education 

Dciircc of freedom• 8 p val UC 0.875 p> 0.05
X'•l.802 

I 

' 

\ 
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CIIAM'ltR FIVE

DISCUSSION, CONCLUSION Al\1) RECO�l�IENDATIONS

Reducing maternal deaths and complications around childbinh will depend oo many
factors, especially identifying and improving the services that arc central 10 lhc
reproductive he.11th or Ni11er·1·n , ·o 11 fi • • · u ' men. ,cse actors include high quohty and access 10
antcnRtol cnrc, Intro- 00101 care, postnatal care, family planning and lhc like. l11ls study
ci,.omined uliliz.otion ond s;11isfoc1:on of mothers with onlenolal care scrvice1 f'C(cl\ed In
hcohh focililics in Oyo Stoic, Nigeria 

5.1 Socio-demographic ch11n:c1erb1lca ur lhc rcspondtnb 
A lnri:e nun,bcr of lhc rcspondcm:s ,vcrc aged bch\ecn 20-39 )"Cllf1 (Tobie 4.1 ). This oi:c
corresponds lo the most oethc age during which most women engage in ehlldbcarln&,
l'>lost o f  the respondents ,1 ere married. 111is moy be bccoUlc the majority or those s;implcd 
were above 20 ycnrs of age end lhcy were lil.cly 10 be married. Culturally and 

physiologically, the femnlc n:p"Oductive age mnges bc1,vccn 15-44 years of age. 

Econon1ic foetors force pan:nls 10 morry off their daughters DI on early age In Nigerim. In 

Nigeria, most men gel n1orried around 23 years ond most women at 17 )cars. 1'>1ore thnn 

1hrce-quancrs of lhe respondents ,1erc from 1hc Yorub:i ethnic group. This wu cxpcc1cd 

b(Clluse the s111dy area Is In southwest pan of the coumry, o region predominately inhibited 

by lhc Yoruba. l11crc ,10s not much dilfcrcncc in 1hc rcllg1ous offiliotlon of 1hc 

rcspondcnts, 05 they \\ere moinl/ Chns1h1n1 ond !',,luslims, the 1wo major rcli11,lons In

Nigeria. Alrnost oil 1hc rcsponden· ;' had ocquireil ot lco.sl sccondory education. This might

be due 10 lhc fact the free cd11cation scheme has been the �llmark or successive

11,0\cmmcnts in Southwest Nii:cri� since the 19SOs. Dcspilc their educotlonol background,

f h d ts \\•ere 1r.1dcrs This might be the n:sull of miLSsivc rural-urbanmos1 o t e respon en 
· • · d n · dcpcnucnce in the country. The scorch for white-collar jobs inm1a,u11on ,v11ncsse a er in 

lh I · n 1 .,. t eniplo nncnl and people usually reson 10 pe11y trndina (Tablee c lies o en eow o un _. .. , 

4 I). 

ss 
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5.2 �loth,n' opl•loa 08 healtll k 'ft Or trs c:ompttcnc:, 1ad key compoac•IJ of
aat,aatal care 

The majonty of the rc"""'"·nts · d �rn- rcccl\t lllltcnntol Clll'C from skilled b111h attendants. This
hcal1h-s«k1ng bcha,·1our is """'1 d d' I>""" an 1n 1ca1cs quolity hr.a.Ith care services during 
pregnancy The finding is in line \\1th \VHO, ICM 1111d FIGO (2004) joint statement on
skilled btnh aucn<bnts. ln addition, Focused ANC opines that ANC increases the
lil.elihood that a skilled attcncbnt will be present II birth (\VHO/UNICEF 2004). The
hi&hcr the proportion or pregnant \\omen anending anten:illll cllnlc:s also dctcnnlnc.s, the
hi&hcr propon,on of\\'Offlcn delivering 11 health racilitlcs

The competence or the mid1\lvcs "� Judged based on the d1:a&110stlc care, prevcnti,e 

care and cura11,e can: rccci\"Cd by the respondents during ante1111tal. natal and postNtal 

care. During antcnaal visit, the d11gnostic care rccordcd by the respondcnlJ included 

v.ci&)ling. blood prcssw-c chccl.. unnc lest nnd blood lest. Almost oil the respondents

•'Cl'C V.'tighcd. v. 1th blood pressure measured. and urine arualysls and blood lest done as

diagnostic care. This means lha1 the health C4l'C providers .,..,re compe1cnt in ,ivina

d1qnostic care dwina antcrwal � to the respondents. This Is in hnc v.ilh •h:at

Pop.ilalJOn Rcpo,1 (1991) affitm.i., that clients tan Judge technical competence by •hcthcr

I.heir needs are mtt or �r problems arc rcsol,ed The Indicator cited by Popubuon

Report (1991) for mcasunn1 Qlfflpctcnce Include presence or tnlncd miJ,..ncs.

profc,sionah 1h11 anmd 10 mothn 111 dch,cncs, mctlculOIIJ and lhorou&h care IO ial;lude

early diagnosis or dlnlCf thaa car. compltatc dch,c,y, Vuori (1917) avm that climls

ai.nq"Cd "'Chile based lhcit Judpt\Cff1 on the ckanhna> of the clink: thole in fo.cnya anJ

7.ambia on ho\\ thorou&bl> the) "m: cununcd, and thole in lnJoncsia on lhc 1ype or

mcdtcll'IC lhC) rcccl\cd
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1n1cna111I vlsl1. The new schedule of . . visits IS as follows: lhe first visi1 should 0tcur by theend of 16 "eeks of prcanancy· lh nd , • • e scco visu should be bct\1ccn 24 and 28 \\CCU ofpregnancy; 1hc lhird vish ls 111 32 " lu· . cc , and lhe fourth vls11 14kcs ploec at 36 \\ccluI lowcver, women whh complications 5.,..,.1•1 d .. 
' 

I 1�v U nee S, or cond111ons beyond the scope Qfbasic care may require additional v1si1S (ICF Macro, 2009).

5.4 Level of s11tlsfaclio11 \\ 1111 111c tnrc gh·en by the hcallb care pro, Ide rs �losl of lhe respondents reported s01lsfac1ion with the services given by midwives,
including level of rcspcc1, general elcnnllncss, and good physlC4I Olltlook. most of them
\\ere married and few were co-habiting. �1ajority of those that \\ere Slllisficd had
secondary education, and fe,v had primary rdllClltion. This high-level rating indic.i1cs o
remarkable level of service delivered by h�lth \\Orl.crs especially the midwives, ond it
needs to be maintained l11omas, l\'lcsserschmidl �1crsscrschmidt, ond Dcvkolo (2004)
found that crTcctive and respectful provider communication 10 clients inOucnced women's
experience "ith core. furthermore, the women appreciated being addressed by their names 
and w.intcd providers 10 spcol.. simply, sonly, nnd genlly ond ovoid brusque behaviour. 
l1011cver, many of the respondents were nol Slllisficd with not being involved in decision 

making on their core, not ollowin11 family members to visit or come ln10 the room during 

hosphatiution, and nol providing 1hcm with supportive care during prcanancy. This 

corroboralcs O s1udy by Surjil (2002) in which clients were more satisfied ,�hen they \\ere

involved in their health core nnd 1rcatn1cnl dccbion making.

S.S l1111llk1tlons or the Ontllni';S for hcollh promollon and cduc11lion

Co · · 
rod · c popula1lon In 0)0 Stoic, \\ilh 34 sccond3ry healthns1de11ng the rep uc1we ag 

thcrs there is n o  doubt thal 11omcn might facilities rendering hC3hh core for prcgnanl mo 

II 115 olso observed that the 11Y11ilable ones 11crc
ha1c limited occcss to health core. 11 

• • 

d diSSIIIISfactioo wilh the negall\ e 01111ude of
undcru1iliz.cd. Many respondents rcportc 

h hich c.1n be O hindrance 10 the p.itronagc of
malcmity service providers 1011nr1s I cm, I\ 

• • 

b ,he midwives. TI1osc ncgotivc ot111udes can
1hc care given to 1he expcc1nnl moihcrs Y 

. • crs of 1he hcnhh care ore trcotcd.
1ronsln1c 10 negouve effects on ho11 us 
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5.6 Condu!lon
A large number of the rcspo d n cnts were aged between 20 3 either Christian s or  Muslims Th , • 9 YelllS, were Yoruba and I\Cre· e maJoruy of theskilled binh a11cndants. Fe1v f h 

rcsponden19 received an1cnatal care fromo t cm were not satisfied . h th selected health focllhlcs Th Ii d' 
Wit e c:irc received from the· e '" rngs or this study h d stems from negative allitud f h 

s owe that clicncs' dlsso1isfae1loncs o ealth core provid I materials to give ad crs, nsumc,ent 1vorkforcc andequate expected health core toperiod by the hen Ith cnrc providers.
pregnan1 mo1hers during lhc prcnatol

5. 7 Rcco111 n1cndo tlons
In line whir the findings of this study the rollow· h b • mg ore ere y recommended I Publicity programmes should be intensified by lhc govemmc I • rd n m o er 10 createawareness ond improve utlllzotlon or competent health C3rC given 10 mothers duringpregnancy, labour and puerperlum in the state.

I 2 To prevent untoward clTccts or the negative auiludcs, there Is the need for staffdevelopment programmes and continuous education of ma1emi1y health coreproviders in order to encourage positive behaviours of the providers towards their
patients. 

3 Stakeholders of niatcmal nnd child health Cllre should address issues of positive client·
provider interactions to motivate mothers nnd encourage patronage ..

4 In a critical period of childbearing where the ou1comc is not m31hemn1ically
predictable, It Is necessnry ror competent and cxpcn handling of the cxpcc1an1
mothers to ensure life and snfc delivery with lillle or no trauma lo both 1hc mother 
nnd the baby. So the go�cmment should provide ndcqun1c manpower 

S The pull rnctors on service utilliotion identified in the study need to be encouraged,
for CXllmplc, affordability and availability of1he services within easy reach. 

6 

1 

TI1c Nursing ond Midwifery Council of Nigeria should cmbJrk on s1ro1egics to loy 
more emphasis on  positive bc!111viours and a11i1udinal RSpccts or on1cnnllll core as a
vehicle to occelcrnting patrona.:c and utilization of the services in order 10 bcncr 1J1c
lots or mothers during pregnancy, labour and pucrpcrium. 

l'oc d I I O Id I"' -ncouraged in °ovemmcnt hospitals to minimize the· use an1enn1a cores 1 u ,.., • " 

I• f 1 , ti d 1· e and cner"" spent in the clinic In order to encouragermc o v s,ts nn re uce rm .,, 

ulilizotion of nntcnolol core. 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Areas for further sludy
I. Need for community osscssrren1 on lhc nvailobili1y, occcssibilhy ond urrordability ofquality hcahh care for mothers during prcgnilllcy, labour ond pucrpcrium. This iscsscntlol for upllOing lhe utillza1ion 51ondord of ClltC
2. TI1c I lospitnl Mnnogcmcn1 Doan! ofOyo State should cndco,•our to cany out researchthat loys more cmph11Sls on supervision of health care providers services especiallywhere client potronogc is low.

•
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APPENDIX I

INTERV1E\V GUIDE

TOPIC: APPRAISAL OF CLl"NT - S SATISFACTION LEVEL \VITU l\11D\VlVES 
CARE AMONG NE\VLV DELIVERED l\10Tll£RS IN SELECTED SECONDARY

lfEALTii lNSTITUTIONS IN OVO STATE

Dear Respondent, 

My name is Arnao, Josephine Olufunmike, I am a studen1 of the Dep;1rtmen1 of
Health Promotion ond Educa1ion -:-acuity of Public Ucallh College of Medicine, University
of Ibadan. I on, carrying ou1 a research lo assess the level of s::itlsfac1ion of  patients with
midwifery core and services at some selected hcalthcorc facilities you wlll be iukcd some
questions on your experience, kindly give sincere and genuine answers 10 the questions.

No DnS\\'er i s  wrong or right. Your response will be kepi conlidential and used for the 

research purpose only. The survey usually tokes bct,v«n 20 and 60 minutes to complete. 

Should you have ony questions feel free to cnll any oftlie following contact pcrson(s) 
I 

Contact person: Mrs Arnao 

Supervisor. Professor Oladepo 0. 

!;-mail: jfnmk@whoo.coom Phone: 08056435906 

!;-mall: QJadcpQd@ynhoo.com Phone: 08033263302 

r 
· · 

i · h" ·
5 volJnta"' and if we should come 10 any qucs1ion you don'lar11c1pa1 on ,n l 1s survey 1 ·, 

· 
I t know and I will go on 10 tlic next quc.slion. I lowcvcr, we hopewant to ans,vcr, Just e me 

that you ,viii p:1rticipa1c in lhis survey since your views arc importnnL

At this lime, do  you want 10 Mk me anything about ihc survey?

M11y I begin the intcrvic,v now? 

SignatuJC of Interviewer. ______ _ Dale: ______ _ 

, .. d Rcspondenl docs not agree lo be lnlcrvlcwcd
Respondent Agrees lo be iniervic,ic •······· 

Record the time: I lours ( :, Minule ( )

Start - -

Stop --

-
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Nome oflhe Health focilily---·--------
1 \V:is 1hc baby delivered in 1his hc.illh facili&y? Ye·s-(-) __ N_o_( _) __lrno don't lntcn•icw 
2 If Yes, when-·-----·----.•• 

·----

SECTION A: Dcmogrnphlc Dllta
3. 

4. 

s. 

6. 

7. 

I low old nrc you a& your ln.s1 birthday?
------

Have you ever allendcd school?  Yes [ ] No ( I
\�ha1 is the highesl level of school you nucndcd: Prim11ry ( I, Secondary [ J,
Higher [ J , No former education ( ) O&hcr (specify) 

------

\Vh:11 is your religion? Chris&ianity ( ), Islam [ ), Tradillonal Religion [ J
O&hcr (specify) 

-----

\Vhal Is your clhnic group? ---- Yoruba [ I Hausa r I Ibo [ I 
O&hcr (Specify) ____ _

&. \Vha1 is your occupa1ion. Iha& is, wha& kind of work do you mainly do? Civil 
serv:in& [ ) Self employed ( ) Fanners [ ) Artis.ins ( J 
O&hcrs (Specify) 

9. Arc you paid in cnsh or kind for lhis work or ore )'OU 1101 paid :11 nil?

Co.sh only ( J, Cnsh and kind [ ], In kind only [ ], No& Pllid [ J
10. Give an eslima&e of your income daily, ,veekly or monthly
11. Slalc your mnrillll s1111us: Cohobiling [ ] \Vldow [ I Never married ( J

Unmarried [ ) Separalcd ( )
12. Total number or pregnancy ever had ___ _
13. Number of children ever bom? Number olive [ I Number dead [ I Totnl [ )

SECTION B 
ti1aternl1y service rccch•cd In 1hil hrallh raclllly 

14. \Vhol is Lite niodc of delivery of the new baby? Nonna! voginnl delivery ( J

Assisted delivery ( ) Coc.,11rcan Scc1lon I ) Other (Specify)----

\vh LI 1 e Or,our labour? Baby olive! I Doby dead r I Slill birth r J15. al was 1c ou com , 

16. Did you sus&Dln ony Injury �uring birth? Yes ( J No ( I

17. 

18. 

r' .1 ________ l(No go question number 18 
If Yes, wha11ype o inJury 

r dun·ns birth Yes ( I o r  Nor I
Did your b.iby had any folTTI O lroumo

19. If yes, ,vhot fonn? ................. ...................
.... . If No go 10 c1ucstlo11 20
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20. Did you sec onyone for ont.enntal care
21. Ir y cs, whon1 did you SC ? D 

for thts pregnancy? y cs I I No r J

A ·1· . . 
c • actor I ), Nurse I ), Mldwlre I J 

ux, iary m1dw1fc I J T ir I . '
' rn it onol birth attendance [ I 

Comn1unity/villogc health workers r I Otl . ' • 1ers (spcc1ry) 
Ir No go to question JS 

..................... . 

22. 

23. 

24. 

2S. 

26. 
27 

28. 

29. 

If you received nntenotol core r.o ti. " r us prcgnnney ho 
,vcre you when you fi . 

• w mony months prcgna.nt 
"st recc,vcd ontenntal ca ri h · 

facility? Months ( ) 0 , 
re or 1 ,s pregnoncy in this healthy 

, on I know ( ) 
1 lo�v-

many times did yoi. receive onlcnatal care during this pregnancy in this
facility?: Nu1nber of  times ( ) D • kn , on t ow ( ) 
As part of your antenollll core during this pregnancy, were ony of the following 
done at least once by the midwives in this fncillty? 

Yes No 
\Vcight 
BP 
Urine 
Blood 

\Vere you given injections on your orm to prolcct you from getting o disc11SC called 
Tetanus Yes ( ) No� ) 
If yes, ho,v mMy? (o) I( J (b) 2( ) (c) 3( ) (d) Can't remember ( J 

If No, why? (o) I h:ivc completed 1he dose of the Injection ( J (b) l booked late [ J 

(c) I 11111 reacting to it ( J Othell (speciry),------------­

During this pregnancy, dl:I the midwives give you nny drugs to keep you from

gelling n1ohirio7 Yes ( ) No ( ) Don't know ( )

f-101v rnony months prc(;nont were you

(SP/Fansidor/Amoh1r�l11JColine)7: Month (

when you took you r first dose of 
), Don't know ( ) 

)0. I low many n1onths pregnant were you when took your second dose or

(SP/Fonsidor/Amalor/M'1)(ollne)?: �lon1hs ( ), Don't know ( ) 

) l. \Vere you 1old by 1he midwives to sleep under insecticide treated net? Yes ( )

No I I 
32. During this pregnancy, � ere you given any iron tabletJ or iron syrup by the

midwives? Yes ( ), No ( ), Don't know ( ) 

33. During the whole pn:gn,ncy, for ho,v mnny d4ys did you take the lllblcts or

syrup? Days ( ), Don't know ( )

10 
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34. During this pregnancy, did the midwives give you nny drug for intestinal worms?Yes ( ), No ( ), Don't know ( )
JS. \Vas the baby ,veighcd nt birth by midwives? Yes ( ), No ( ). Don't know ( ) 
36. \Vhen the baby ,vas born, ,vas he/she very big, bigger than nvcruge, overage,

s1naller than overage, or very small? very big ( ), Digger thilll average ( ),
average ( ), smaller than overage ( ), very small ( ), don't know ( ) 

37. l-10,v long nfier the baby was delivered did you slay there?: I lours I ( ), 011ys 2
( ), \Vceks ( ), Don't know ( )

38. Before you were discharg:d afler lhe baby was born, did any mid,vivcs check on
your health?: Yes ( }, Ne ( )

39. 

40. 

41. 

42. 

43 
44. 
45. 

How long nficr delivery did the first check look place? Hours l ( ), Days 2 ( ),
\Vccks ( ), Don't know ( )
\Vere you given any pain relief measure in labour by midwives? Ye� ( ] No ( ).

If No go to question 42 
If yes. ,vhol form of pain relief measure did you receive in 

lal>our? .............................. . 

(i) Back rubbing l J (ii) Verbal analgesia I J (iii) Pain drugs e.g. (a) por11�1omol

l ) (b) I don't kno,v the r.llme of the drug ( I (iv) Pain injection: (a) Anolgm I 1

(b) Paracetamol ( ] (c) Fort win I ] (d) OF 118 I I (c) I don't know I I

(f) Other Specify ____ _
. f th' '-�b,., were ) 'OU given injection to control blood loss Yes ( )Aficr delivery o is"" ..,. 

No ( ) 
·1 bl I I I rc'cct II ( I Other (Specify) ( I1 r no why? Not ava1 a e • J 

) N ( ) . I d did mitlwlvcs check on your health? Yes ( ' o 
Afier you were disc uirgc ' 

If No co to 11uc.sllon 55 
If Yes. what did they do? ________ _ 

71 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



SECTIONC 
1\forhcrs' s11rlsfacrlo11 /ere/ wlrh qualify of careHo\\• snllslicd arc you l\ith the following i\1idwivcs Very Satisfied Not llchnvlor In respect to this last delivery you Just bad satisfied satisfy 

46 Level of respect
47 Prompt responsiveness to your needs
48 Sho,ving empathy ond reassurance to you 
49 E!Tcctivc listening 
so Allowing fo1nily members to sec you 
SI .Involves you in decision making process of your care 
52 Midwives supponive core you received during pregnancy 
53 Anlcnotal clinic visit schedule by the midwives 
54 Enjoyed thcrnpcutic touch of midwives 
ss Cleanliness of the hcnllh facility 
56 

• t.1idwivcs keeping your pnvncy 
57 Good physical outlook oflhis health facility 
58 Locution of the health focility 

59 Referral services given by the midwives. 
60 Appropriate management of onln 
61 · · first immuniw1ion Ensuring my baby is given 

sEcnON D 

1 Utillualion or the Hen Ith Facility 
r t i  n nntl Expectations or mot ,en on creep o 

• ilizcd in ihc faeili1y? .................................... .. . I type of scrv1" you u1 62. Menuon tic 
. 

Ir ou hove oltcmotivc molcmhy care switch 
63. In case of new prcgnonc), will you, y 

64 
65 

66 

67. 

I P•rtially [ I No I I
10 it? Yes I u 

If yes, ,�hy?---·
r. rc'crrlng this focili1y to others-·---. rc450ns ,or P '' If No, could you plc

=
nse

=-�
g,

_
vc

-------
���

-----
--- ----

.-to1ion fully met? Yes( ) No ( ) 
\Vere your personal cxpc 

ts were not met 
If No, plCIISC specify who' GSpct 

----------------
·-·· (1)------ --------------

(2)--------

l 
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68 \Vere you snlislied wilh Ii� of ilcms )OU ,vere oskcd 10 bring? Yes ( ) No ( )
69 If No, why?----------·------------ ----

SECTION E 

Areias needing lmpro\'cn1cnl 

70. Mcnlion Ol"C3S of midi\ if cry cnrc )'OU 1hink need impro,cmcnl in  1his focilily--

.. -----
-

·---------------------

--·-···----------
---------

71. ldcnlify nny fonll of ch,llcngc to access core from this hcallh Institution In

respect of this 111st prcgnan-.:y and delivery ......................................... . 

o. Economic (abilhy to afTortl 1hc cost) --------------

b. Gcogn1phic11l (obilily to reach the facility easily) ---------

c. Social (occcplobilily of the focilily by 1he community)--------

d. Orgonluuionol (nvnllobilily or scveml m111cmol services) -·-------·-

e. Tin1c spcnl (generally)-·--------

Thank you. 

I 
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APPENDIX II 

Lisi ors�ondary Htallb Fadlily rendering �lhlwlfory Scn·lces In Oyo SlaleTotal 

sm1 SN 
Adcoyo Maternity 203 4 

Ring Road 188 2 

Jericho Special 60 3 
Jericho NS Home SI 4 

St. Peter �\Gt. llos. 18 -

G.H. Ku1eyi 6 2 

G.H. lgboora 7 2 

G.11.�'I .5 2 

S111c Hospital, Oyo 57 14 

Stille Hospital, 34 3 

Ogbomoso 

G II lscyin 19 .5 

Slate Hospila� Saki 33 -

GH lgbobo 6 2 

G.H Ol-cho 8 I 

G H. lgbctJ 4 ) 

Olt Scpctal 3 2 

G.H Tcde 6 ) 

G 11. llora 10 2 

G II Kishi 7 2 

G Ii F'idi1i 4 .5 

G H Kasun Ajia 10 -

G II. Ll&Un ll , __

G II. t.ioniya 21 .. 

GH OrileOdo 13 .) 

G II Ima Adu 7 2 

G. II. Lan late 6 2 

Storr 

Others Total 

3 210 

- 190 

s 68 

4 S9 

- 18 

- 8 

4 13 

-I II 

13 84 

17 .54 

� • 26 

9 42 

2 10 

2 II 

4 II 

" 9 

- 9 

I 13 

- 9 

- 9 

I I I  

- 13 

I 26 

- 16 

- 9 

,,_ I 

.,. 

LGA 

Ibadan North 

IONE 

IBN\V 

IBNW 

IONE 

uigclu 

lban11>3 Cen1ral 

lbiuaJ>3 WI 

()yo (Atib.t} 

OONorth 

lscyln 

Saki 

lb.itlpo Ccnltll 

K1Jol11 

OIOl'Unsoao 

Stal.I f..&11 

Atlsbo 

AOjio 

lrq,o 

AOJlo 

l:abcda 

Laielu 

Al.tn)Clc 

OIU)'Olc 

Surulm 

lblrapa l:&11

Type or sell. 

Urban 

Urban 

Urban 

Urban 

Urban 

Rural 

Rural 

Rural 

Urban 

Urban 

Urb3n 

Rural�n 

Rural/Urban 

Urban 

Rural 

R ural!wt,.,.n 
-I-

Rural 
-

Rural� 

Rural-.. 
Rural 

R ural/wb,m 

Rural 

Run I., Urben

R11nl 

Rani 

Rani 
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27 GH OkakG 7 - s 12 ltcsiwaju Rur1l 
28 G.H Ago-Arc 4 2 6 Atisbo RunaVurb,n -

29 G.H A)etc 2 3 2 7 lbanlpa East Rural 

30 G.I I. lkoyi-lle 4 3 3 10 Oloninsogo Rur1I 

31 G.H. Ado A\\-a� s 2 2 9 lscyin Rural 

32 G.H. Ago Amondu - - - s Sh�iu.st Rural 

33 G.H. lganna - - - 6 hvajowa Urblin 

34 l',ICI-I Ap;ita 20 I - 21 

T011l 8�1 8J 87 IOlJ 

N 8. Olhcrs indudc: Nurses "ilh Accident and Emergencies Nursing, Health EdUC1111on 

(DSC), Orthos*Jic Nursing. Ps}l.h111nc Nursing. Public llullh Nursing. Pcri-opcrall\C 

Nursin&, Pecd11lric Nursina, Thca•rc nursing. l',lcdical Surgiul Nursing. Baehclor or 

Nursin& Science., Occupation Hca th Nursing. etc 
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APPENDIX Ill 

DISTRIOtITION Qr, IIEALTH FACILITY DY SETILE�IENTS
SIN 

Sc1tlcmco1 
UrlJan Rurnl Rural Urban 

I Adcoyo t.1ntcrn.ty llospillll O.H. Kutcyl Sllltc llospitnl Saki 
2 Ring Rood, Sllltc llospital O.H. lgbc1i 0.11. lgboho 
3 Jericho Special O.H. Kishi G.H. Okcho 
4 Jericho NSH 0.11. Fldill G.H. Scpe1cri 

St. Peter Mnlcmlly Hospi1al 0.11. Logun G.H. lions 

6 G.11. lgnnnn 0.11. Ori le Odo G.H. K11Simu Ajin 

7 G.H. Okcho GJ�. lrcSG Adu O.H. Moniya 

8 Stoic Hospi1nl Oyo G.I I. Lonlatc 0.1 I. Ago Arc 

9 Slnlc: I lospitnl qgbomoso G.H. Ok11k11 0.1 I. lgboons 

10 G.H. lscyin G.11. A)CtC G.11. l:ruwo 

II t.1CI I Ap.1111 G.I I. lkoyl lie -

12 - 0.11. Ado-A,Vllyc -

13 -
G.11. Ago Amondu -

14 -
0.11. Tcde -

Total 12 14 8 

• 

76 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



APPENDIX IV 

r.todcl of r.Udwifcry Pnaellcc
Model of practice odoptcd from Albcno i\ssociotion of 1',lidwivcs ore se t  or principles
outlined below as fundomenlllls f ·d l' 

· · o m1 w ,cry proct1cc which when token together ensure
lhot midwifery n,eets the needs or the women who choose this service in Monhob3 and
con be adapted by Nigerinn Midwives.

I. r.ttdwh·cs nre nutonomoUJ health core providers

1'1idwivcs ore prhnory hcohh core providers that clients may choose u their lirst point or

entry lo the maternity core systc1r

As prin1ary healthy core providers, midwives make autonomous decisions in colloborotlon

with the clients and ore fully responsible for the provision of primo.ry henllh services

within theirs scope or practice. They coordinate services to ensure continuity or c11rc. They

identify conditions thnl require management outside their scope of proctice ond refer such

coses to other providers.

2. Comntunlty input

Co111111unity input is fundomcntol co the development ond evoluotion of midwifery prnctice

across oll senings. Communhy p11rticlpntion must be structured into the midwifery system

during the development and ongoing planning or midwifery services and education. This

would be achieved by:
o. Fncilitotion ongoing community input into midwifery practice In all sites (e.g.

community forum, community bonrds, fonnol; llalson whh consumer organizntions,

consumer rcprcscntotion or governing body).

b. Each nnd every client being able to give input at some level (e.g. client cvnluation of

core)

e. l:lich midwife being responsible for sollchlng client ond community input

(e.g. client cvoluotion or core,.

d. l;ducotlon about the role of community input ot all levels incorporolcd into the

education of midwives (e.g. p\Jbllc representatives on advisory committcc(s);

consumer portlcipolion in the teaching of midwives).
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3.lnformcd choice
Responsiveness to women's ne d . . . e ' IS a gu1dmg principle of midwifery procticc. MidwiVC$
respect the right of lhcir clien J lo mokc lnr.onn--' choircs •nd 
informed client dccislon•mnking.

" "" � -· actively encourage 

Midwives fncilhotc decision• 1
-' • b k' · · · · mo...,1g Y mo mg relevant obJcchvc mfonnot,on avniloble to

their clients. Informed choice • h' 1s o process w 1ch relics on II full exchange of infonnotion
In non-urgent, non-authorilorion, .:oopcrolive manner. t..1idwivcs support the principle of
informed choice by: 

o. Encouraging clients to participllC actively in their core ond 10 moke choices oboul the

services they will receive nnd L:c manner in which they m provided.

b. Recognizing and supporting th< preBllonl woman ns lhc primary decision maker and

pron101ing shared responsibility between the woman, her family and her a,.rc givers.

c. Discussing the scope ond limi1c1ions of midwifery core with their clients.

Community of core is fundomenl�l lo the midwifery model of procticcd. h is both o 

philosophy and o process that cnoolcs the midwife to provide holistic care and to establish 

on on-going partnership with th� client In order lo build understands, support and trust. 

Continuity of core is facilho1cd th1ough II relntionshlp between midwife ond client. 

There must be 24-hour ovollobility of the primary core midwives known to the ,vomon. 

Every midwife must make the CJmmitment necessary to develop o rclotlonship pf trust 

with the woman during pregnancy in order 10 support the woman during the childbearing 

year. 

In group pmc1iccs, continuity of cnre could be achieved by II small team of midwives (not

greater than four) provided the crcnt ha.s the opportunity lo estAblish relationships with oll

the members of the team, Mid"ifc involved in group practice must shore a common

I ·1 I · d to •upport co'11lnulty of core. \Vomcn must have input into the mannerp II osop 1y in or er � 

In which continuity of core is provided.

s. Choice of birth selling
• 1 ·g1 t f wo'llCn to make informed choices obout the selling for birth.

�1,dwlvcs respect 11c rl I o 
, , . , vailcty of senings, including hospitals, birth centres and

M1dw1ves provide care in a 
• , 11 th. client ls .in essential aspect of continuity of core nnd

homes. The nb1lily to ,o ow 

infonncd choice. 
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6. Two nllcntlnnts nl trnch birlh 
111c sorest cnrc can be 'd J bl prov, e 01 nh when there ore two qualified present The
Conodion stondord of  core is lo h:ive two otlendonts, skilled in neonnt11I and mo�en1al
emergencies 01 each birth.

•
• 

The second birth oncndon• must understand ond S\Jpport the midwifery model care
ond could be

Another midwife

A health enrc prncthloner with the knowledge ond skill required to assist the

midwife.
• Reject any fonn of gift, fa,our or gratification ,1hieh might appcar to have undue

Influence or odvantoge to,,ords obtaining prcfcrentlnl treatment.
• \Vhllc providing core, ensure that use of technology nnd scientific advances arc

compatible with the safe!), dignity ond rights of clients/p;itlcnts.
The l'rofc3.5lo11al Nurse nnll Profc3.5lonol Colleagues:
111c Nurse must:
• \Vork co-operatively ond colloborntlvcly with professional collcngues and other

members or the hcohh team ior ethkol procedures and other members of the health
1can1 for cthlcnl procedurc.s ONL V.

• exhibit "SPIRIT De CORPS" In oll shuntions c.xccpl when it involves fraudulent and

unethical practices.
• Delegate functions ond respo,.sibilitics lo subonlinotcs occonling to their abilities ond

con1pctencics, supervising the'II aceonlingly.
• Not ridicule professional colleagues and cspcciolly NOTE' in the presence of

clients/patients or other members of the health team.

J\ccountnbillty nnll E,•nlunllon or Prncllcc
Midwives ore occountllble to thclr clients, their peers ond the wider community for sofc,

competent. clhicol practice. Midwives fundamental nccountnbillty is to their clients. They

are olso occountoble to their owr resulotory body, employers, the health core lnS1ltutions

in which they prncticc ond to the public. 

t.lidwivcs continuously evaluate their practice 10 improve the quality of care they provide

and 10 ensure their client's needs lll'C met the results or this evoluatlon arc incorpor11tcd

into midwifery prnctlce
.. 
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9. Acccsslblllly of mhlwlrcr, care
l\llidwifcry Cllrc must be occcssiblr to all women. l',1echonisms should be In place to ensure
equitnblc access to midwifery c,,rc for oll women regardless of place of residence or
clrcurnstnnccs, 
A midwifery practice must consic!cr the demographics of the practice mo so that services
nre offered to the variety of women therein. This ensures that women who would most
bcnclit from 111idwifcry t4re, but who might not seek such arc, hove on opportunity to use
midwifery services. The midwives ond the community which support practice ore
responsible for being knowledgeable about the women within their pmctitc OJ'Cll and for
developing ond implementing outr:.ich programmes. 
If o midwifery practice linds out that cannot serve oll women who OJ'C requesting services, 
the midwives ore encoumgcd to uy ond reach a representative variety or clients and be 
able 10 refer ,vomen 10 other midwifery practices or related scniiccs (e g labour 

componions, empowering ehildbhth classes), 
• 

10. RClcnrch on cfTccth•cncs, or mld\\lrrry
Midwives develop ond shore midwifery knowledge ond initiate, promote and participate in
rescnrch regarding midwifery outcomes Results of this rcscnrch should be incorporolcd

into n1id1, ifery pmcticcs.

11. l\lidwh·cs tU cducutors
Midwives hGve o responsibility to shore their knowledge nnd cxpcricnc� with collc.igucs,

clients and students or midwifery.
In keeping with the history and lrtdilion of midwifery, midwives hnve the rcsponsibllil)' to

particip:uc in tho opprenticcship of midwifery.

The Nursing and l\llldwifery Council of Nigcrio subscribes to the fact that using i s  on

lnolicnoblc right of ci1i1cns and cs such the Professional Nurse hos the responsibilities of

assisting thcin 10 ottnin the optim�l lc,el of hcahh. The Nursing ond Midwifery Council or

Nigeria believes !hat this Code of Profcssionol Conduct will serve 1U II springboard for

providing clTective nursing core in Nigcrlo

11,e Code of Professional conduce lughlightcd in this document is Intended t o  empower the

r. • 1 N rrne1·,1·1oncrs 10 provide clfcetivc care to individuals. fnmilics 11nd
Pro,css1ona urse 

communities. 
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APPENDIX V 

CODE OF PROFESSIONAL CONDUCT FOR NURSES AND MlD\VIVES IN 

NIGERIA 

(Estoblishcd By Decree No. 89 of 1979) 

The Code of Professional Conducl places 1hc elienl/p:iticnt at the center 01 Nursing 

activities -

• 

• 

The purposes of the Code of Professional Conducts ore 10: 

Inform Professional Nurses of the Standards of Professional Conduct requires of

them in  the exercise of their Professional oce-0untnbili1y and proc1icc; 

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

conducl that they can expccl cf a registered pmclitioncr; 

A nurse is a person who has received authorized cduco1ion, acquired specialized 

knowledge, skills and attitudes, and is registered ond llcenced with 1he Nursing and 

t-iidwifcry Council to provide preventive, supportive nnd rcstorotivc care to

individuals. flllllilics and communities, indcpcndcnlly, and in collobom1ion wilh other 

members of the hc:Jlth tc.im. The nurse musl provide core in such a manner as to 

enhance the in1egr,1y of lhc profession, sofeguord lhe hc:ihh of the individlllll 

cllcnl/paticnt and protect the ln1crcst of1hc socic1y. 

The Profuslonal Nurses and the lien Ith Core Consumer 

• The nu1$e musi provide care to 111 members of the public whhoul prejudice to their

age, religion, ethnicity, r1cc, nationality, gender, polilical inclination, hcahh or socio­

economic status

• 

• 

• 

• 

Toe nurse must uphold the hc:llth consumer's human rights IU provides In the

constilutlon

The nurse must ensue thal 11,e cllcnl/p:11icn1 Is or lcpl age of 18 >Cffl and aboHi

gi\'es informed consc:n1 for nursing lntcoentlon.

The nurse must lnca.se the health consumer Is under aged, the next of K In or the

parents can give the informed corucnt on his beMlf.

The nurK must l..ccp lnformollon and records of the cllen1 conOdcntl1I except In

consulllllion with other members of the hcallh team to come up "'ith ,ultllblc
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• 

• 

• 

• 

• 

• 

• 

intervention strategics or in compliance with a coun ruling or for protecting the 

consumer nnd the public from danger. 

11ie nurse must ovoid ncgllgc,11::c, malprJctice and GSSoult while providing coJc to the 

clienllpaticnt. 

The nurse n1ust A with o consumer in o professional manner only • 

The nurse must not to take bribe or gin that con inOuencc to give preferential 
lrelltmcnL 

The nllrsc must consider the 'Views, culture nnd beliefs or the clients/patient ond his 

fomily in the design and implementation of his corei1rca1mcnt regimen. 

The nurse must know that oll clicnts/p.1tien1S hnvc o right to n:ceivc information obout 

their c-0ndition. 

The nurse must provide information that is occurnte truthful and presented in such a 

\VOY as to make i t  easily understood. 

The nurse must respect clients and patients autonomy, their rights to decide whether 

or not 10 undergo any health core inten•ention even \\here II refusal m11y result in or 

death to themselves o r  a foetus, unless a coun of law orders 10 the contrnry. 

• The nurse muSI pres-ume Iha: every pntient and client is legally competent unless

othcnvisc assessed by o suillbly qualified practitioner. A pnticnt or clic.nt who is

legally compc1cn1 can undcrs:Md and retain uca1men1 inform111ion Md cllfl use ii 10

make an informed choice.
• The nurse must ensu.rc tha1 v.hcn clicnlS and patients arc de111ined under statutory

powers (e g t.1enul health A�). he/she should I.now the circumstances and s:ircgullrd.s

needed for providing treatmert and care without consent.

, The nurse must provide can: ,n emergencies where trcatmenl Is nccessory to preserve 

life without clicnts/piuknt consent, if clfcnts/patlcnlS arc unable to give It, provided 

that the nurse can demonstrate that she Is acting In the clicnl/p.:11icnts best interest. 

n,c profcsslon1I Nune and 1be Nunlng Proftsslon 

The Nurse must 

•

• 

Attend \\'Orlshops, con(CffllCcS. scminu, and courses that I.RI m:ognlzcd by the

Nursing and Mld\\l(e,y Council of Nlgtria and which ate relevant to the profession,

a t  lellJC once I year.

Engage in bthaviour and actl ,itics that upliR the social stalus and lntca,hy or Nunes .
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• 

• 

• 

• 

• 

• 

• 

• 

Always appear ne11t and dcccnlly dressed, without using bogus/dangling car-rinp, 

long and big wigs (all hoir .!o must not extend below the neck level), high heeled 

shoes, long pointed nail and elaborate make up while on duty and in unifonn. 

Not fight or stcol on duty . 

Be councous, honest nnd rc.so�rccful. 

Nol wcor uni form without 11n overall outside the hospitol prcmiscs . 

Not strap o baby on her back \Vhile in unifonn 

Provides c.irc, using current evidence based principles ond prncticc ond the nursing 

process. 

Pnnicipatc in the training of students Nurses/Midwives and s1udents of health related 

disciplines. 

Co-operates and collobomtcs Professional Association 10 secure good conditions of 

services. 

• Dcmonstnllcs ond obilhies rcquircd for lawful, sllfc ond effective Professional

p111c1icc ,,ithout dirtel supervision.

The rrofcsslonal Nurse and Nu,slng Prnclicc 

The Nurse must: 

• 

• 

• 

De pcrsolllllly accountable for the core she provides to clientslpaticnts. This mC31\S 

1h01 she ls ans\\erable for her action ond omissions regardless of advice or 

directives from other hcal·h professionals. 

De punctual to duty llJ'ld hand over patients and equipment phy,icolly . 

Avoid the use of sclr In the 1dvcnlscmen1, promotion or Slife of commerclDI 

products services ond illicil trade such os iramcklng In hard drugs. 
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APrENDfXVI 

FACTORS OF LXTllEI\IE CUSTOI\IER LOY ALTY 

Josiah Royce, nn American philrsopher in the mid-to-late 1800s, identify what really 

drives customer loyalty and cluimcd that the tr.iii of loyalty was most often ns.sociotcd with 

politic.ii institutions - religion, war, and family. In these situations, people had one key 

innuence in common -11 pllSSionote link o "common cause". 

He believes thi11 one build loyall)' when he ond his customers arc aligned on seven key 

factors. These factors or extreme customer loyolty ore: 

I Emotional dependence 

Emotional dependence is the p� chological commitment from the customer. It is the 

cUstomer's rcli1111ce on an orgnniLJtion for support, guidance, and decision-making - the 

tendency or the customer to sec !.elp from you as o supplier in making decisions or in 

carrying out difficult actions. \Vhe., no individual is emotionally dependent 1111d thing:, do 

not go as expcc1ed, they can dislllnce themselves and seek out n relationship that provides 

the support they need. Emotional dependence includes: integrity, reliability, depth or 

rclnlionsh1p, and empathy. Oo bc)ond your customer's expcctntions to satisfy their 

emotional needs. Sometimes the smallest things can make the biggest dilTercncc. 

Conversely, a negative experience :an have a detrimental c1Tcc1 on customer loyalty when 

)OU arc in a helghlcd emotional Slll'.c. 

Profiles fnteqµujona( (2009) p,c tips on how lo create emotional dependence 11

follons: 

Learn "bal )Our cu1tomcrs value on a personal level ond so beyond their cxpcct11lons 

to dcmonstrnle that you care about diem 

Show a blglt degree of empathy rnd rcsponsi�cness \\then you scn,e )'OUr customm �

getting emotional about an Issue l �en If you cannot solve lbc problcn1 on the spot. let

them I.now they are Important and !hat )OU will do what It takes to 53llsfy their personal

nccdJ 
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rut the right person on th • 1 1n· c JO 1. is person should be able to connect ,vilh the customer
on 8 pcrsonnl level. Make sure yo,1r employee can provide this suppon and !hot you hove
thc right processes in place for triaging Issues. Mnke the customer reel good about
working With your organi1.11tion.

2 Structurnl tlcpcntlcncc Ctm )'OIi htlp strcngtl,rn your custonrrrs' wtaA /fnAs? 

Structural dependence is the opcmtlonnl foundation of the relationship lllld eonsislS of 

people, facilities, systems, ond distribution channels. Structural dependence builds o 

common cause between the buyer and seller, nnd this helps build lo}'lllly. 

An orgoniz.otion outsourcing n�n-core operations to companies creates structural 

dependence, I loving outsourced, It is much more difficult for them to bring these functions 

back in house because the investment is high Md cxpcnlse is scarce. Although switching 

service providers I s  possible, it i s  difficult ond risky. Structural dependence ls 11mong the 

most powerl\JI loyalty builders. 

How to crcntc structurnl dc11cncJe11cc: 

Understand how your customers' businesses opcmtc. Then determine where they hn,•e 

itnp, or lncfficfcncles that would :noble you to operate ponions of their businesses belier, 

chenpcr ond with fc\\cr headaches or risks for your customer. 

3 Uuslnc.,s dcpcnllcncc Business dependence Is the marketing positioning of the 

relationship. 11,1s Includes how you help your customer crc.11c go-to-market solutions, 

grow ond retoin their customers, ond be competitively sound in their market. 

How to creole bu_sincs, dcpcnderice: 

3.1 ldenllfy nrcns where your c1 .1tomcr Is wcnk but you nrc strong· OS well os orcos 

11 here you on: weak and your custcmcr is strong. 

J. I A Rcr conducting this onolysis, ldtnllfy opportunitlc., for building on each other's

strengths ond minimizing each 011:�r's weaknesses.

3.2 Then, slD.r110 envision ho,v the rc!otionship \\'OUl<.I work opcrullonnlly and Onnnclnlly to 

build mutunl ,•nlue. 

4 Sntlsfoction 

Customer satisfaction innuences lcyohy, but It Isn't the only predictor. Customer

Slllisfaction Is oncn on indication or how well your orgnni7Jltion pcrfonncd during a rcc�nt

event. TI,is oRcn includes clements of service. suppon ond delivery· dcllvcrlnc o nc,v

product or  service; solving n servlt c or maintenance iSS1Jc; or executing o c11mpaign, pilot
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program or cvoluotion. 
Custo,

_
ncr satlsfoction mcosures arc too limitc� 10 be on accurate predictor, cspcciolly

when 11 comes to complex business solutions.1 
Sotlsfoctlon rotings ore impor1ont bcc4use we need to know that if we've been wkcd 10 

deliver something, ,vc h11vc successfully done so. Out we need to be careful that we don't
use that os the only driver or only tctrle of our loyalty assessment. 

Ho"' to crc11tc high customer snturncllon: 

Creating high customer satisfaction staru with o careful 1.UC$$ment to determine needs 
nnd uncover expectations with regard to price, impact and level of service. Then you 
must meet or exceed expectations. 
"llow" you delh•cr can be os lm11ortnnt aJ "whnt" you deliver, so don't undcrcstlmole 
the impoel emotions ploy in sntisfoction scores. Formal surveys 1111d properly dtsigned 
qucstionn11lrcs nrc II big help. 1

Pcrformnncc 1Vot too hot, 110110 0 cold-Just right/

''Performance" refers to how a product or service holds up to cxpccllllions nnd required 
industry stondords. t.leasurements of performance con Include meeting ISO 11nd Six Sigm11 
requirements. Typically performance ls mc11Surcd over o longer period of time and wilh 
more objcc1lve criteria than the meMUrcment of satisfaction, which is event-based end 
emotionally innucnccd. 
Pcrformnnce is lmponont, but is not the solo predictor or loyalty . 
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APPENDIX VU 

Ethical Approval
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